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Placental  examination  can  help  determine 
cause  of  brain  damage  in  neonates, ' is  the 
anicle  featured  on  this  month's  cover. 

Authors  Leo  I Williams,  Mi),  and  Anthont' 

P.  Lucci,  ,MD,  present  an  evaluation 
protocol  to  better  identify  and  separate 
cases  of  acute  from  chronic  perinatal 

asphyxia.  They  belie\e  that  improved 
screening  and  identihcation  of  penn.ital 
iisphyxia  will  reduce  the  number  ot 
malpmctice  suits  for  infants  with  brain 
damage  The  article  begins  on  page  33 
Cover  design  by  Ed  Triggs 
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Editorials 


TDH,  organized  medicine  work 
toward  common  goal  of  health 

ITic  start  of  a new  decade  is  a good  time  to  evaluate  the  past 
and  take  a look  at  the  future.  In  this  spirit,  let  us  examine  the 
changing  relationship  of  organized  medicine  and  public  health. 

ITie  two  are  like  siblings — created  with  common  frames  of 
reference  and  interests,  yet  sometimes  drifting  apart.  In  the 
past,  this  description  has  occasionally  characterized  the  rela- 
tionship between  Texas  physicians  and  public  health  profes- 
sionals, and  between  the  Texas  Medical  Association  and  the 
Texas  Department  of  Health  (TDH). 

Together,  through  the  years,  we  have  worked  to  improve  the 
health  of  Texans.  For  example,  immunization  drives  have  all 
but  conquered  vaccine-preventable  diseases.  Yet  despite  major, 
mutual  achievements,  we  have  experienced  some  conflict. 
Such  conflict  has  arisen  in  part  because,  like  organized  medi- 
cine generally,  TMA  has  concentrated  on  the  delivery  of  pri- 
mary health  care  and  tertiary'  care,  while  TDH  and  public  health 
programs  in  general  have  focused  on  disease  prevention  and 
health  promotion. 

But  times  are  changing.  Chronic  diseases  have  overtaken  in- 
fectious diseases  to  become  the  leading  causes  of  death.  And 
the  rising  costs  of  health  care  have  added  to  the  growing  ranks 
of  the  medically  indigent.  'Hiese  factors,  among  others,  have 
forced  private  physicians  to  place  greater  emphasis  on  the 
value  of  prevention  and  have  forced  public  health  profes- 
sionals into  providing  primary  care  in  some  underserved,  poor 
areas  of  the  state. 

Gradually,  organized  medicine  and  public  health  are  once 
again  coming  closer  together.  Like  maturing  siblings,  we  are 
rediscovering  that  our  mutual  concerns  far  outweigh  our 
differences. 

ITie  71st  Texas  Legislature  is  a case  in  point.  TMA  was  a vo- 
cal supporter  of  important  public  health  bills — such  as  greater 
state  funding  for  AIDS  prevention  and  services,  rural  health  ini- 
tiatives including  a statewide  emergency  medical  services  and 
trauma  care  system,  the  reinstatement  of  mandatoiy-  helmets 
for  motorcyclists,  the  ban  on  selling  tobacco  products  to  any- 
one under  18  years  old,  and  the  strict  regulation  of  tanning 
salons. 

In  addition,  TDH  and  TMA  worked  together  to  gain  statutory’ 
authority  to  add  confidential  information  about  medical  histo- 
ries on  birth  certificates  to  improve  forecasting  and  planning 
for  the  state’s  future  health  care  needs. 

We  appreciate  TMA’s  renewed  interest  in  public  health,  and 
we  are  encouraged  by  the  association’s  recent  creation  of  a 
public  health  department.  We  also  are  pleased  with  TMA’s  new 
interest  in  environmental  public  health,  as  evidenced  by  the 
Border  Health  Conference  the  association  sponsored  in  El  Pa,so 
last  year. 

As  we  begin  a new  year,  areas  of  mutual  concern  demand 
cooperation  among  all  of  this  state’s  health  professionals.  Con- 
sider the  monumental,  concerted  efforts  needed  to  stop  the 
spread  of  AIDS,  to  ensure  the  availability  of  health  care  in  rural 


areas,  to  lower  the  toll  of  infectious  disease  and  the  incidence 
of  low-birthwcight  infants  along  our  border  with  Mexico. 

At  TDH,  we  promise  to  improve  our  efforts  to  keep  Texas 
physicians  informed  about  public  health  issues  of  mutual  con- 
cern. Already,  we  are  working  together  to  find  a new  approach 
to  a problem  that  is  troublesome  for  us  all.  ITiat  problem  is 
health  fraud.  At  TDH’s  initiative,  we  are  forming  a coalition  of 
public  and  private  organizations,  including  TMA,  to  increase 
awareness  about  our  recently  intensified  investigations  and  ac- 
tions against  the  all-too-common  ,sale  of  fraudulent,  often  harm- 
ful “remedies”  and  the  practice  of  out-and-out  quackery.  We 
also  assembled  the  coalition  to  seek  others'  ideas  about  w’ays 
to  keep  physicians  better  advised  about  legal  but  ineffective  or 
misapplied  treatment. 

In  this  and  other  endeavors  TDH  pledges  our  full  support  of 
efforts  to  strengthen  a growing  alliance  between  public  health 
and  TMA.  As  the  new  decade  progresses,  let  us  strive  to  end  all 
manifestations  of  sibling  rivalry  and  face  the  challenges  of  a 
new  century'  with  family  unity. 

ROBERT  BERNSTEIN,  MD 

Commissioner  of  Health,  Texas  Department  of  flealth,  I 100  W 49th  St,  Austin, 
TX  t8756. 


Changing  environment 
challenges  TSBME  to  keep  pace 

It  has  been  my  privilege  to  serve  as  executive  director  of  the 
Texas  State  Board  of  Medical  Examiners  (TSBME ) for  a little 
over  5 years,  and  1 will  be  retiring  as  of  jan  1,  1990.  During 
this  period,  your  strong  support  of  the  board  to  the  profession 
the  public,  and  the  legislature  has  been  of  immense  value,  and 
many  significant  improvements  have  occurred. 

Einancial  support  from  the  legislature  has  permitted  an  in- 
crease in  staff  from  47  to  71.  We  now  have  four  attorneys,  20 
investigators,  computer  specialists,  and  licensure  and  enforce- 
ment per.sonnel. 

Another  major  improvement  has  been  a change  in  the  focus 
of  our  efforts  to  help  assure  proper  medical  care.  Several  years 
ago,  most  complaints  and  disciplinary'  actions  were  related  to 
nontherapcutic  prescribing  and  abuse  of  alcohol  and  drugs. 
Such  problems  still  are  of  great  concern  and  are  fully  investi- 
gated, but  we  also  devote  considerable  time  and  effort  to  com- 
plaints of  inadequate  or  improper  medical  practice.  Increased 
public  awareness  and  additional  reporting  requirements  have 
resulted  in  an  increase  in  the  number  and  eomplexity  of 
complaints. 

ITie  Board  of  Medical  Examiners’  Di.sciplinary  Froce.ss  Re- 
view Committee  continually  reviews  the  investigation  and  dis- 
ciplinary proce.ss.  Its  efforts  have  helped  reduce  the  previous 
backlog  of  investigations:  96%  of  the  investigations  are  of  less 
than  2 years’  duration,  only  43  have  extended  beyond  2 years, 
and  none  exceeds  3 years.  Informal  .settlement  conferences 
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and  examiner  hearings  have  helped  streamline  the  hearing 
process. 

Recent  legislation  and  gubernatorial  appointments  have  in- 
creased District  Review  Committee  membership  from  1 5 to 
20.  Each  committee  reviews  multiple  medical  liability  cases 
and  serves  with  members  of  the  board  during  informal  settle- 
ment conferences.  The  board  evaluates  all  medical  liability 
claims.  If  a physician  has  three  or  more  claims  within  a 5-year 
period,  these  claims  are  considered,  collectively,  to  be  a com- 
plaint and  are  reviewed  carefully.  Should  an  initial  or  any  other 
liability  claim  indicate  a serious  departure  from  proper  medi- 
cal care,  it  is  studied  promptly.  The  board  has  recorded  a total 
of  18,080  medical  liability  claims  during  the  past  10  years.  The 
computer  system  that  is  being  developed  will  be  an  invaluable 
information  source  in  all  functions  of  the  TSBME. 

Medical  licensure  is  another  aspect  of  the  TSBME’s  work, 
and  several  innovations  have  made  procedures  more  func- 
tional for  physicians  whose  circumstances  dictate  some  flex- 
ibility of  approach.  For  example,  we  have  made  it  easier  and 
less  expensive  for  a senior  physician  to  retire  his  medical  li 
cense.  Also,  when  indicated,  the  Examination  and  Reciprocity 
Committees  will  consider  waiver  of  some  board  rules  regard- 
ing qualification  for  licensure.  The  board  is  studying  the  feasi- 
bility of  recommending  an  inactive  license  for  the  physician 
who  is  undergoing  postgraduate  training  out  of  the  state.  Also, 
a new  proposal  for  a single  pathway  for  licensure  is  being 
evaluated.  Another  medical  licensure  issue,  the  requirement  of 
continuing  education  for  license  renewal,  is  under  study. 

The  board  has  splendid  rapport  with  Texas’  medical  schools 
and  the  directors  of  graduate  medical  training  programs,  and 
board  members  have  been  active  in  acquainting  medical  stu- 
dents, residents,  and  fellows  with  the  provisions  of  the  Medical 
Practice  Act. 

Rehabilitation  of  physicians  who  have  problems  with  their 
personal  health  or  practice  skills  is  an  important  aspect  of  the 
TSBME’s  duties.  We  have  worked  closely  with  our  medical 
schools  and  with  recovery  support  groups  to  help  these  physi- 
cians return  to  quality  medical  practice. 

The  Texas  State  Board  of  Medical  Examiners  has  a great  re- 
sponsibility to  the  public  and  the  medical  profession.  Material 
improvements  have  occurred  during  the  past  several  years, 
and  as  the  changing  environment  of  health  care  continues  to 
intensify  the  board’s  responsibilities,  further  innovations  will 

(j  be  needed  to  keep  pace. 

I invite  your  continued,  strong  support  of  the  Texas  State 

Board  of  Medical  Examiners,  and  I wish  its  next  executive  di- 
rector every  success  in  that  challenging  role. 

G.V.  BRINDLEY,  JR,  MD 

Scott  & White,  2401  S 31st  Street,  Temple,  TX  76S08 


Correction 

Four  treatment  goals  for  low-density  lipoprotein  ( LDL ) and 
total  blood  cholesterol  ( TBC ) levels  were  incorrectly  printed 
in  the  December  1989  issue  of  Texas  Medicine.  The  incorrect 
values  appeared  in  a flowchart  (p  29)  showing  National  Cho- 
lesterol Education  Program  guidelines  for  diagnosis  and  treat- 
ment for  elevated  cholesterol  levels  in  adults. 

The  flowchart  should  have  shown  that  treatment  of  “high 
risk”  persons  with  “borderline”  LDL  levels  ( 130-159  mg/dL) 
(or  TBC  to  less  than  200  mg/dL)  should  attempt  to  lower  the 
LDL  level  to  less  than  1 30  mg/dL.  Persons  not  considered  at 
high  risk,  but  who  have  “high”  LDL  levels  ( 160-189  mg/dL), 
should  attempt  to  reduce  their  LDL  level  to  less  than  1 60 
mg/dL  (or  TBC  to  less  than  240  mg/dL).  The  flowchart  is 
reprinted  on  page  7 of  this  issue. 
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National  Cholesterol  Education  Program  Adult  Treatment  Panel 
Cholesterol  Guidelines  for  Adults 


specify  Adjunctive 


Finally  — An  Affordable  Computer  System 
Designed  Specifically  For 
The  Medical  Office  Profession 

Physician  Office  Management  Software  System 
offers  these  outstanding  features: 

• Patient/Family  Billing  with  Aging. 

• Superbills  and  Charge  Slips  generated  at  the  time  of  visit 
for  direct  billing  by  patient  to  insurance  company. 

• Individual  or  batch  mode  of  operation. 

• Open-Item  billing  with  complete  tracking  of  patient 
charges,  payments  and  adjustments. 

• User  defined  CPT-4  and  ICD-9  Codes. 

• Multiple-level  fee  structures. 

• Rapid  front-desk  patient  processing  with  point  of  service 
bill/receipt /insurance  claim  form. 

• Automatic  information  transfer  to  medical  records. 

• Automatic  processing  of  claims  to  secondary  carriers. 

• Patient  and  third  party  billing. 

• Detailed  Practice  Management  reporting. 

• Accounts  Receivable  analysis. 

• Aged  Accounts  Receivable  reports. 

• Quick  view  of  patient’s  information. 

• Statistical  Reports  (lCD-9,  CPT-4,  Referring 
Doctors,  Hospital,  . . .) 

• Day  Sheet  Reports. 

• Recall  Notices. 

• Appointment  Scheduling  (Optional). 

• Word  processing  interface  (Optional). 

• Submit  claims  electronically  to  Medic 
Medicaid,  and  Blue  Cross  Blue  Shield. 

(optional) 


For  a FREE  on-site  demonstratjon  Integrated  Medical  System 

please  contact  us  at  2225  E Randol  Mill  Road  • Suite  531 

(817)  640-9860  (Metro)  Arlington.  Texas  76011 


*A  Subdivision  of  NcTECH  Computer  Service  Corporation 


INItMMIK  M IMHIIH  M D. 


Each  capsule  contains  5 mg  cblordiazepoxide  HCLand  2.5  mg  clidinium 
bromide. 

Please  consult  complete  prescribing  information,  a summary  of  which  follows: 


♦ Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows: 

''Possibly”  effective:  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer 
and  in  the  treatment  of  the  irritable  bowel  syndrome  (irritable  colon,  spastic 
colon,  mucous  colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign  bladder  neck 
obstruction;  hypersensitivity  to  cblordiazepoxide  HCl  and/or  clidinium  Br. 
Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants,  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g , operating  machinery,  driving). 

Usage  in  Pregnancy  : Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congeni- 
tal malformations  as  suggested  in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy.  Advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation 
of  benzodiazepines  (see  Drug  Abuse  and  Dependence). 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  effective  amount 
to  preclude  ataxia,  oversedation,  confusion  (no  more  than  2 capsules/day  initially; 
increase  graduaDy  as  needed  and  tolerated) . Though  generally  not  recommended, 
if  combination  therapy  with  other  psychotropics  seems  indicated,  carefully  con- 
sider pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO  inhib- 
itors, phenothiazines.  Observe  usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions  reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective  measures  necessary. 
Vanable  effects  on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  not  established.  Inform  patients 
to  consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with  either  com- 
pound alone  reported  with  Librax,  When  cblordiazepoxide  HCl  is  used  alone, 
drowsiness,  ataxia,  confusion  may  occur,  especiaUy  in  elderly  and  debilitated; 
avoidable  in  most  cases  by  proper  dosage  adjustment,  but  also  occasionally 
observed  at  lower  dosage  ranges.  Syncope  reported  in  a few  instances.  Also 
encountered;  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irreg- 
ulanties,  nausea  and  constipation,  extrapyramidal  symptoms,  increased  and 
decreased  Ubido— all  infrequent,  generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice,  hepatic  dysfunction  reported  occasionally 
with  cblordiazepoxide  HCl,  making  periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy.  Adverse  effects  reported  with  Librax  typical 
of  anticholinergic  agents,  i e , dryness  of  mouth,  blurring  of  vision,  urinary  hesi- 
tancy, constipation.  Constipation  has  occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics  and/or  low  residue  diets. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with 
barbiturates  and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlor- 
diazepoxide;  more  severe  seen  after  excessive  doses  over  extended  periods;  milder 
after  taking  continuously  at  therapeutic  levels  for  several  months.  After  extended 
therapy,  avoid  abrupt  discontinuation  and  taper  dosage.  Carefully  supervise 
addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

P.i  0268 

Roche  Products 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


In  IBS,*  when  it's  brain  versus  bowel, 


Tb  insist  on 
the  brand, 
be  siire  to 
sign  on  the 
“Dispense 
as  Written" 
line  of  your 
prescription. 


ITS  TIME 
FOR  THE 


In  irritable  bowel  syndrome,*  intestinal 
discomfort  will  often  erupt  in  tandem  with 
anxiety— launching  a cycle  of  brain/bowel 
conflict.  Make  peace  with  Librax.  Because  of 
possible  CNS  effects,  caution  patients  about 
activities  requiring  complete  mental  alertness. 

* Librax  has  been  evaluated  as  possibly  effective 
as  adjunctive  therapy  in  the  treatment  of  peptic 
ulcer  and  IBS. 


Specify  Adjunctive 


Each  capsule  contains  5 mg  chlordiazepoxide 
HCl  and  2.5  mg  clidinium  bromide. 


Copyright  © 1989  by  Roche  Products  Inc.  All  rights  reserved. 


Please  see  summary  of  prescribing  information  on  adjacent  page. 
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Sublingual  benzodiazepines 
can  relieve  panic  rapidly 

Panic  attacks  can  be  terrifying,  often  occurring  in  crowded 
areas  when  patients  feel  trapped,  often  without  access  to  water 
to  swallow  antianxiety  medication.  Even  if  water  is  nearby,  a 
swallowed  tablet  may  not  take  effect  quickly,  if  the  stomach  is 
full,  or  if  medications  such  as  antacids,  which  delay  absorption, 
have  been  taken  ( 1 ). 

Lorazepam  and  alprazolam  are  benzodiazepines  achieving 
rapid  blood  levels  following  sublingual  use  ( 2,3 ).  At  tbe  start 
of  a panic  attack,  to  avoid  the  rapid  kindling  effect  of  increas- 
ing terror,  a tablet  of  either  agent  can  be  inconspicuously 
chewed  and  held  under  the  tongue  for  a few  minutes  without 
.swallowing.  Relief  can  be  as  rapid  as  within  2 or  3 minutes.  To 
avoid  excess  sedation,  the  patient  can  expectorate  the  tablet  at 
this  time.  Used  after  medical  workup  to  exclude  physical 
causation  and  combined  with  psychotherapy,  this  technique 
allows  a sense  of  mastery  that  helps  overcome  phobias.  It  also 
helps  those  who  cannot  swallow  tablets. 

I give  the  usual  cautions  about  not  using  such  medication  if 
sedation  could  be  dangerous,  and  I give  the  patient  a copy  of 
the  American  Medical  Association  patient  information  guide- 
lines about  benzodiazepine  and  discuss  them  with  him  or  her. 

Rather  than  increasing  benzodiazepine  use,  this  approach 
can  decrease  it,  as  patients  have  a talisman  effect  from  a rapidly 
acting,  available,  and  easily  used  medication,  which  is  usually 
employed  less  frequently  as  they  recover. 

VERNON  EUGENE  GROVE,  JR,  MD 

Bank  of  the  Hills  Office  and  Medical  Park,  1 3740  Research  Blvd,  Bldg  D,  Suite  4, 
Austin,  TX  787S0. 

REEERENCES 

1.  Remington  G,  Bezchlibnyk-Butler  K:  Ineffective  sublingual 
lorazepam:  considerations  (Letter).  J Clin  Psychopharmacol 
7(3):  365-367,  1987. 

2.  Greenblatt  DJ,  Divoll  M,  HarmatzJS,  et  al:  Pharmacokinetic  com- 
parison of  sublingual  lorazepam  with  intravenous,  intramu.scular,  and 
oral  lorazepam.  J Pharm  Sci  71(  2 ):248-252,  1982. 

3.  Scavone  JM,  Greenblatt  DJ,  Shader  Rf:  Alprazolam  kinetics  follow- 
1 ing  sublingual  and  oral  administration.  J Clin  Psychopharmacol 

^ 7(5):332-334,  1987. 


the  US.  Los  Angeles  County  had  the  highest  national  concen- 
tration. 

In  July  1 989,  an  article  about  anencephaly  was  published  in 
Texas  Medicine  ( 1 ).  Anencephaly  is  a fatal  birth  defect  in 
which  the  fetus  develops  without  a brain.  The  neonate  is  usu- 
ally stillborn  or  dies  soon  after  birth.  A total  of  727  cases  were 
identified.  This  works  out  to  a range  of  from  less  than  2 to 
more  than  5 per  10,000  live  births  annually.  The  Texas  Gulf 
Coast  region  had  the  highest  incidence,  and  the  lowest  inci- 
dence was  in  the  counties  just  below  the  Panhandle. 

Statistically  the  mothers  most  at  risk  were  Hispanic  and  ei- 
ther under  20  or  over  35  years  of  age.  The  highest  incidence 
of  anencephaly  (5.7/10,000  births)  occurred  among  mothers 
with  five  or  more  previous  births  and  especially  to  women 
among  these  who  had  prior  stillbirths. 

In  experimental  animal  studies,  certain  chemicals  contained 
in  industrial  wastes  have  been  associated  with  fatal  birth  de- 
fects such  as  anencephaly.  Is  it  a coincidence  that  Los  Angeles 
County,  with  the  highest  LIS  pollution,  also  has  the  nation’s 
highest  rate  for  anencephaly  (7.67/10,000  births)? 

I believe  that  it  is  past  time  for  the  Texas  Medical  Associa- 
tion and  our  legislators  to  form  an  investigative  committee  to 
answer  the  question:  Is  there  a connection  between  Gulf  Coast 
fatal  birth  defects  and  Gulf  Coast  pollution? 

If  there  is,  we  ought  to  be  doing  something  to  stop  it — 
quickly. 

WILLARD  S.  GOLD,  MD 

200  River  Pointc  Drive,  Suite  202,  Texas  Commerce  Bank  Building,  Conroe,  TX 
77.304. 

REEERENCES 

1.  Brender  JD,  Carmichael  L,  Preece  MJ,  et  al:  Epidemiology  of  anen- 
cephaly in  Texas,  1981-1986.  Tex  Med  85(7):33-35,  1989. 


Reprinted  with  permission  of  the  Conroe  Courier. 


Is  there  a connection  between 
pollution  and  birth  defects? 

Is  there  a connection  between  Gulf  Coast  fatal  birth  defects 
and  Gulf  Coast  toxic  pollution?  Recently  a government  envi- 
ronmental report  indicated  that  the  Texas  Gulf  Coast  region 
had  the  second  highest  concentration  of  industrial  pollutants  in 
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A Few  Doctors  Still  Think 
It’s  Smart  To  Own  A Car! 


PRICE: 

PURCHASE 

OPTION: 


MONTHLY 

PAYMENT: 

(approximate) 


BUY: 
*25,000 
NA 

*822 


PRICE: 

PURCHASE 

OPTION: 

(at  36  mos.  lease) 


MONTHLY 
PAYMENT: 

(approximate) 

YOU  SAVE  $342  PER  MO.  X 36  MOS.  = $12,312 


LEASE: 
*25,000 
11,900 
*480 


•14,074 

Savings  To  Lease 

FUTURE  VALUE  OF  LEASE  PA YME^  SAVINGS  ASSUMING  9%  RETURN: 

Some  Of  Autoflex’s  Exclusive  Features 


Delivered  to  your  home  or 
office 

No  down  payment 
No  security  deposit 
Closed  end  lease 
Trade  Ins/We  will  purchase 
your  present  vehicle. 


CONTACT 

LOUIS  MURAD  OR  GREG  GRAZIOLI 

1 ■800.634.0304 


« 'Texo,  largest' 
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TMA  INACTION 


Dr  Delmer  to  receive 
Distinguished  Service  Award 


TMA  delegates  support 
‘humane  use  of  animals’ 

Texas  Medical  Association’s  House  of 
Delegates  has  unanimously  approved  a 
policy  supporting  “the  humane  use  of 
animals  for  education  and  research  in 
Texas  educational  institutions  and  re- 
search facilities.”  In  a related  action,  the 
delegates  approved  a resolution  propos- 
ing that  the  association  become  a sup- 
porting member  of  the  Texas  Society  for 
Biomedical  Research,  an  organization  re- 
cently founded  for  the  purpose  of  edu- 
cating the  general  public  about  the  im- 
portance of  biomedical  research  and 
the  threat  to  continued  progress  in  bio- 
medical research  if  the  animal  rights 
movement  is  successful  in  curtailing  the 
use  of  animals  in  research. 

Meeting  November  \ ~’  and  18  in  Aus- 
tin, the  delegates  also  considered 
whether  the  association  should  actively 
oppose  corporal  punishment  in  schools. 
Opinions  and  viewpoints  differed,  and 


the  delegates  referred  the  issue  to  the 
Council  on  Public  Health, 

In  other  actions,  the  delegates  ap- 
proved the  association’s  1990  priorities; 
elected  Charles  H,  Wilson,  MD,  Wichita 
Falls,  and  E.  Don  Webb,  MD,  Houston  to 
emeritus  membership;  and  adopted  guide- 
lines for  counseling  physicians  who  test 
positive  for  HfV. 

In  ceremonies  during  the  meeting,  the 
House  of  Delegates  recognized  Mr  John  N. 
Kemp,  retiring  executive  vice  president 
of  the  Travis  County  Medical  Society’,  for 
his  many  years  of  outstanding  service  to 
organized  medicine  and  to  blood  banking 
in  Texas;  G,V.  Brindley,  Jr,  MD,  retiring 
executive  director  of  the  Texas  State 
Board  of  Medical  Examiners,  for  his  years 
of  serv  ice  and  support  of  the  medical 
profession;  E,  Don  Webb,  MD,  for  his  out- 
standing service  in  the  formation  of  and 
service  to  the  Texas  Medical  Liability’ 
Trust;  and  Betty  Haisten,  TMA  Auxiliarv’ 
president,  for  her  exceptional  leadership 
and  support  of  the  medical  profession 
and  the  health  of  all  Texans. 

Further  information  on  House  of  Dele- 
gates actions  is  presented  in  other  news 
departments  in  this  issue. 


Texas  Medical  Association’s  House  of 
Delegates  has  selected  Merle  W.  Delmer, 
MD,  San  Antonio,  to  receive  the  associa- 
tion’s highest  honor,  the  Distinguished 
Service  Award,  in  May  1 990. 

The  delegates  confirmed  the  nomina- 
tion from  the  Board  of  Councilors  No- 
vember 18  in  Austin,  during  the  interim 
session. 

Dr  Delmer  received  his  bachelor  of 
arts  degree  from  Southern  Methodist  Uni- 
versity in  1950  and  graduated  from  The 
University  of  Texas  Southwestern  Medi- 
cal School  in  1957,  He  served  an  intern- 
ship at  Methodist  Hospital  in  Dallas, 
residencies  at  Baptist  Memorial  Hospital 
in  San  Antonio  and  at  Presbyterian  Hospi- 
tal in  New  York  City’,  and  entered  private 
practice  in  San  Antonio  in  1963. 

Dr  Delmer  has  served  as  a member  of 
the  Texas  State  Board  of  Medical  Examin- 
ers and  as  trustee  of  the  American  Board 
of  Pathology'.  He  is  a recipient  of  the  Cald- 
well Award  for  Distinguished  Service  in 
Pathology  presented  by  the  Texas  Society 
of  Pathologists. 


£ Don  Webb.  MD.  ( center)  accepts  a plaque  on  is  Speaker  of  the  House  of  Delegates  Sam  A 

honoring  his  service  to  organized  medicine  from  Nixon,  MD  All  three  physicians  are  from  Houston 

TMA  President  Max  C Butler.  MD  ( right).  Looking 
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Merle  W.  Delmer.  MD.  San  Antonio,  will  receive 
TMA's  highest  honor,  the  Distinguished  Service 
Award,  in  May  1990. 


Te.xcis  Medicine 


Among  liis  many  elective  posts  in  orga- 
nized medicine.  Dr  Delmer  has  ser\  ed  on 
the  Executive  Board,  Board  ol  Trustees, 
and  Board  of  Cxmsors  of  the  Bexar 
(k)unty  Medical  Society . He  was  a mem- 
ber and  chairman  of  the  TMA  (k)uneil  on 
I.egislation,  chairman  of  the  TMA  Board 
of  Trustees,  and  vice-chairman  of  the 
Texas  delegation  to  the  American  Medi- 
cal A.ssoeiation.  He  is  a TMA  delegate  to 
the  AMA,  and  chairman  of  the  TMA  New 
Building  Ta.sk  Force. 

Dr  Delmer’s  hospital  and  teaching  ap- 
pointments include:  assistant  pathologist 
at  Presbyterian  Hospital  in  New  York;  in- 
structor in  pathology  at  ('ollege  of  Physi- 
cians and  Surgeons  at  Columbia  Hniver- 
sity;  associate  pathologist  at  Baptist  Me- 
morial Ho.spital  in  San  Antonio;  chairman 
of  Pathology’  Department  for  Baptist  Me- 
morial Hospital  System,  San  Antonio;  con- 
sultant pathologist  for  the  5th  Army  Area 
Eaboratoiy’  at  Fort  Sam  Houston,  'Texas, 
and  Veterans  Administration  Hospital, 
Kerrvillc;  clinical  profes.sor  of  patholog\ 
at  ITic  University  of  Texas  Medical 
School  at  San  Antonio;  and  member.  Ad- 
missions Committee  for  ITic  I'niversity 
of  Texas  Medical  School  at  San  Antonio. 

Dr  Delmer  is  married  to  the  former 
Mary  Ann  Jackson,  and  they  are  the  par- 
ents of  Robin  Farl.  Maty'  Fisa,  Jonathan 
Wade,  Su.san  Elizabeth,  and  Samuel  Scott. 

Further  information  t)n  House  of  Dele- 
gates actions  is  pre.scnted  in  other  news 
departments  in  this  i.ssue. 


TMA  conference  to  address 
emerging  medical  issues 

Emerging  w ith  the  new  decade  are  a host 
of  medical  i.ssues,  including  Medicare, 
public  health  concerns,  and  the  nation  s 
health  care  systems.  Those  concerns  are 
the  focus  of  Texas  Medical  Association’s 
1990  Winter  Leadership  (k)nterence,  Sat- 
urday. Februaiy-  1 at  the  Stouffer  Austin 
Hotel. 

In  medicine’s  ever-changing  environ- 
ment, the  conference  is  designed  to  help 
physicians  face  the  "Emerging  Issues  of 
the  1990s”  The  conference,  open  to 
all  TMA  members  at  no  cost,  begins  at 
9:30  am. 

US  Senator  Phil  Gramm  will  open  the 
conference.  In  his  keynote  address,  the 
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Texas  senator  w ill  share  his  insight  on 
medical  issues  facing  the  101st  Cktngre.ss 
and  tell  what  those  decisions  mean  for 
physicians  and  their  patients. 

Taking  a look  at  the  state’s  judicial  sys- 
tem w ill  be  Thomas  R.  Phillips,  chief  jus- 
tice of  the  Supreme  flourt  of  Texas. 

TMA’s  ow  n Kim  Ro.ss,  director  of  the  Di- 
vision of  Public  Affairs,  will  give  a prog- 
nosis of  future  health  care. 

The  American  Medical  A.s.sociation’s  M 
Roy  Schwarz.  MD,  a.ssistant  executive 
vice  president  for  Medical  Education  and 
Science,  will  provide  the  latest  on  one  of 
the  nation’s  top  public  health  concerns, 
AIDS. 

The  humor  of  Molly  Ivins,  Dallas 
'/’;/«ex //era/r/ columnist,  will  highlight 
the  luncheon,  .sponsored  by  the  Texas 
Medical  Association  Insurance  Trust. 
Each  ofticial  conference  participant  w ill 
receive  one  complimentary  luncheon 
ticket. 

A dawn  duster  .session  from  ■’:30  am  to 
9:15  am  will  give  physicians  an  “Update 
on  Staying  Out  of  the  (Courthouse:  De- 
fense and  Plaintiff  Perspectives”  A .spe- 
cial ;iftcrnoon  risk  management  seminar 
will  allow  physicians  to  fulfill  the  con- 
tinuing education  requirement  for  lia- 
bility premium  di.scounts  provided  under 
House  Bill  IB.  Registration  fee  for  this 
session  is  S 1 95. 

Registration  packets  are  available  from 
TMA  at  1801  N Lamar  Blvd,  Austin,  TX 
•^B’^Ol,  phone  (512)  477-6''()4.  The 
housing  registration  deadline  is  Jan  26. 


1990  annual  session  features 
outstanding  psychiatry  program 

Hie  Section  on  Psychiatry  program  to  be- 
held Friday,  May  1 1,  during  the  1990 
Texas  Medical  Association  Annual  Session 
in  (Corpus  (Christi  features  three  outstand- 
ing .speakers  discussing  patients  with 
mental  di.sorders  who  also  abuse  drugs  or 
alcohol,  genetics  of  substance  abuse, 
chronic  and  treatment-resistant  depres- 
sion, and  maintenance  treatment  of 
manic  disorders. 

(iiiest  .speaker  Marc  A.  Schuckit,  MD, 
director  of  the  Alcohol  Research  (Center 
at  the  San  Diego  Veterans  Administration 
and  the  Alcohol  and  Drug  Abu.se  Treat- 
ment Program  at  the  VA  ho.spital  and  pro- 
fessor of  p.sychiatry  at  the  I’niversity  of 


(California,  San  Diego,  Medical  School, 
will  discuss  dual  diagnoses  and  genetics 
of  substance  abuse. 

Dr  Schuckit  is  the  author  of  seven 
books  and  approximately  200  journal  ar- 
ticles. He  .serves  on  the  editorial  boards 
of  most  of  the  alcohol  and  drug  abuse 
journals  in  the  I'nited  States  and  (Canada. 
His  w’ork  on  the  genetics  of  alcoholism 
and  careful  diagnostic  procedures  for  pa- 
tients with  substance  misuse  problems  is 
widely  recognized.  He  is  a member  of 
numerous  national  and  international  re- 
search and  clinical  profe.ssional  societies. 

Guest  .speaker  Hagop  S.  Akiskal,  MD, 
graduated  from  the  American  Uni\'ersity 
of  Beirut  and  later  emigrated  to  the 
United  States,  where  he  gained  certihea- 
tion  from  the  American  Board  of  Psychia- 
tiy  and  Neurology.  Since  19^2,  he  has 
been  on  the  faculty  of  the  University  of 
Tennessee.  Dr  Akiskal  has  tw  ice  won 
Teacher  of  the  '\'ear  awards  in  psychiatix' 
and  is  professor  of  p.sychiatry  and  phar- 
macolog}’.  His  work  on  chronic  depres- 
sion earned  the  Clinical  Research  Award 
of  the  American  Academy  of  (Clinical  Psy- 
chiatrists and  the  Samuel  G.  Hibbs  Award 
of  the  American  P.sychiatric  A.s.sociation. 
He  has  authored  more  than  200  contri- 
butions to  p.sychiatric  literature.  In  addi- 
tion, Dr  Akiskal  serves  on  the  editorial 
boards  of  10  psychiatric  journals  pub- 
lished in  the  United  States  and  TCurope. 
The  major  focus  of  his  research  has  been 
ambulatory  affective  di.sorders  and  their 
interface  with  pensonality  disorders. 

A fellow-  of  the  American  (College  of 
Psychiatrists  and  the  American  Psychi- 
atric Association,  Dr  Akiskal  has  ser\'ed  as 
advi.sor  to  numerous  other  organizations, 
including  the  National  Institute  of  Mental 
Health  and  the  World  Health  Organiza- 
tion. More  reeenth’,  Dr  Akiskal  headed  an 
Armenian-American  p.sychiatric  delega 
tion  to  aid  the  victims  of  the  earthquake 
in  Soviet  Armenia.  During  TMA’s  annual 
session,  he  w ill  .speak  on  chronic  and 
treatment-resistant  depre.ssion. 

TMA  member  Charles  L.  Bowden,  MD, 
is  deputy  chairman  and  chief  of  the  Divi- 
sion of  Biological  P.sychiatry  at  The  Uni- 
versity of  Texas  Health  Science  Center  in 
San  Antonio.  He  is  a repre.sentative  to  the 
A.ssembly  of  the  American  Psychiatric  As- 
sociation, fellow  of  the  American  College 
of  Psychiatrists,  and  a member  of  the 
American  College  of  Neuropsyehophar- 
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Al  Mfdical  Fnilecliw,  tif^hling  for  our 
doctors  is  our  uuiul)er  (rue  prioritv.  We  know 
we  re  not  just  insuring  \our  liuaiKes.  We  re 
protecting  youi  prolessioiial  reputation,  an 
asset  no  amount  of  msuraiite  can  replace. 

•And  when  we  go  to  battle,  our  winning 
record  is  unsurpassed,  d'lie  reasons  are 
snu|)le. 

First,  no  one  knows  more  about  defending 
doctors  than  we  do.  We  uneiited  professional 
liabilitv  insurance  90  vears  ago  and  bav(‘ 
been  defending  doc  tors  ever  since. 

Second,  since  our  inception  we  have 
employed  only  the  most  experienced  and 
skilled  malpractice  lawvers  in  your  arc-a.  We 
will  newer  waver  from  this  commitment. 

d bird,  commitment  of  this  kind  reejnires 
financial  strength  and  stability.  VVitli  nearly 
a billion  dollars  in  assets  and  a continnons 
.A.M.  Bc-st  A+  (Sn|)erior)  rating,  wc-  don  t 
have  to  make  individual  case  decisions 
based  on  tlie  bottom  line.  VVe*  have  the 
rinancial  clout  to  do  whatever  it  takes  to 
serve  our  doctors. 

If  yon  would  like  this  kind  of  aggressive 
defense  in  yonr  corner,  don't  wait.  Call  'The 
Medical  Protective  Company  (jeneral  Agent 
in  your  area  tockiy. 


Fm  tcj  cX  c.'  P e si  f t >/  s! 

Americas  premier  professional  liability  insurer 


Onices  in  IJdllas,  Bruce  Criin,  keith  H.  Prince,  Charles  F.  Curtice,  Daniel  S.  Marley,  (214)  821-4640  • Houston,  L.  V\ayne  kirk, 
Rick  D.  Bolin,  John  Bedinsfield,  (713)  465-4445  • San  Antonio,  Michael  Rollans,  Thomas  A.  Weisman,  (512)  490-1081 

Texas  Medicine 


macology.  Following  graduation  from 
Baylor  College  of  Medicine,  Dr  Bowden 
interned  in  internal  medicine  at  Rush- 
Presbyterian-St  Luke’s  Medical  Center, 
then  trained  in  psychiatry'  at  Columbia 
University. 

Dr  Bowden  has  a long-term  interest  in 
mood  disorders  and  the  clinical  and  neu- 
rochemical properties  of  psychophar- 
macological  agents.  He  has  published 
more  than  100  articles,  two  books,  sev- 
eral chapters,  and  has  spoken  widely  to 
professional  groups  on  these  subjects.  He 
currently  is  studying  the  effectiveness  of 
valproic  acid  compared  to  lithium  and 
placebo  in  acute  manic  disorder.  Dr 
Bowden’s  topic  during  annual  session 
will  be  maintenance  treatment  of  manic 
disorders. 

These  physicians  are  among  approxi- 
mately 400  eminent  speakers  who  will 
give  presentations  at  the  1990  annual 
session. 


Revamped  newsletter  features 
short  articles,  issue  analysis 

Physicians  are  faced  with  information 
overload.  This  is  just  one  of  the  research 
findings  that  prompted  Texas  Medical  As- 
sociation to  refocus  its  monthly  member- 
ship newsletter.  The  new  Action,  which 
debuted  in  December,  emphasizes  short 
stories,  issue  analysis,  and  topical 
headings. 

In  August  1988,  groups  of  10  to  15 
physicians  in  San  Antonio,  Dallas,  Hous- 
ton, and  El  Paso  evaluated  TMA’s  publica- 
tions. The  suggestions  from  each  of  those 
focus  group  discussions  were  incorpo- 
rated into  the  revamped  Action. 

Physicians  participating  in  the  focus 
groups  requested  short,  focused  articles 
primarily  about  public  health,  legal,  politi- 
cal, and  socioeconomic  issues.  Informa- 
tion relevant  to  a physician’s  day-to-day 
practice,  specific  to  Texas,  and  showing 
TMA’s  advocacy  on  behalf  of  physicians 
also  rated  high. 

Because  there  is  an  oversupply  of  in- 
formation, physicians  requested  more 
concise,  easy-to-read  articles.  The  articles 
now  are  more  abbreviated  and  capsul- 
ized  to  facilitate  quick  scanning.  A con- 
versational and  analytical  approach  also 
helps  physicians  better  understand  how 
issues  affect  them. 


I’he  format  changes  facilitate  easy 
reading.  Subject  categories,  a new  fea- 
ture. allow  physicians  to  go  right  to  the 
stories  that  most  interest  them.  The  news- 
letter can  be  read  in  1 5 to  20  minutes. 

The  mail  date  also  has  changed.  Action 
now  is  mailed  mid-month.  To  continue  to 
meet  the  needs  of  members,  physician 
comments  are  welcomed.  They  should 
be  addressed  to  TMA’s  Public  Relations 
Department,  1801  N Lamar  Blvd,  Austin, 
TX  78701,  phone  (512)  477-6704,  ex- 
tension 213. 


AMA  INACTION 


Texas  physicians  may  apply 
for  CME  award 

In  February,  all  Texas  physicians  who  do 
not  have  valid  certificates  for  the  Ameri- 
can Medical  Association  Physician’s  Rec- 
ognition Award  will  be  mailed  an  applica- 
tion form.  The  form  is  sent  as  a service  to 
all  physicians  who  want  recognition  of 
their  continuing  medical  education 
(CME)  activities. 

The  AMA  established  the  Physician’s 
Recognition  Award  ( PRA ) in  1 968  to  en- 
courage participation  in  CME  and  to  rec- 
ognize physicians  who  complete  accept- 
able CME  programs.  About  24,000  physi- 
cians apply  for  the  PRA  each  year.  About 
73,000  have  valid  certificates — tangible 
proof  that  they  have  continued  their 
medical  education  activities  in  order  to 
maintain  knowledge  and  skills. 

Certificates  are  provided  for  1 year,  2 
years,  or  3 years  of  effort.  One-year  cer- 
tificates require  50  hours  of  continuing 
medical  education,  20  hours  of  which 
must  be  AMA  PRA  Category  1 . Two-year 
certificates  require  1 00  hours  of  educa- 
tion, 40  hours  of  which  must  be  AMA 
PRA  Category  1 . Three -year  certificates 
require  150  hours  of  education,  60  of 
which  must  be  AMA  PRA  Category  1 . 'I’he 
object  of  providing  certificates  recogniz- 
ing different  lengths  of  activity  is  to  make 
it  possible  for  physicians  to  report  com- 
pleted education  to  the  AMA  and  to  an- 
other organization,  such  as  a state  licens- 
ing board,  that  requires  reporting  at  dif- 
ferent intervals. 


ANNUAL  SESSION 


May  10-13, 1990 

(Not  just  another  fish  story.) 

Texas  Medical  Association's  1990 
Annual  Session  in  Corpus  Christi 
promises  a full  stringer  of  sea,  sand, 
sun,  and  science! 

While  you: 

♦ listen  to  nationally  recognized 
medical  researchers  and  speakers; 

♦ visit  up  to  275  scientific  and 
technical  exhibits; 

♦ select  among  300  credit  hours  of 
CME  presentations;  and 

♦ speak  out  at  the  House  of 
Delegates  reference  committee 
meetings. 

Your  family  can: 

♦ enjoy  fun-in-the-sun  beach 
activiies; 

♦ visit  the  Watergarden,  Harbor 
Bridge,  and  the  Art  Museum  of 
South  Texas;  and 

♦ otherwise  flounder  around  in 
Corpus  Christi's  seaside 
atmosphere. 

That's  not  all  to  get  you  hooked. 
A flagship  cruise,  a Texas  Riviera 
dinner  dance,  a beach  party,  the 
annual  membership  luncheon, 
fishing  and  sailing  . . . you  know 
how  the  story  ends. 

TMA's  123rd  Annual  Session  is 
bound  to  be  your  biggest  catch 
of  the  year! 

Read  Texas  Medicine  and  Action  for  more  de- 
tails. Or  call  TMA's  Annual  Session  a nd  Scientific 
Programming  Department,  512/477-6704. 


' IcxasMcclicdl 
Association 


PHYSICIANS  CARING  FOR  TEXANS 
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ITiere  are  reciprocity  arrangements 
with  1 7 other  organizations;  that  is,  the 
PRA  certificate  will  be  provided  if  con- 
tinuing medical  education  requirements 
of  these  other  organizations  are  met: 

American  Academy  of  Dermatology' 
(AAD) 

American  Academy  of  Family  Physi- 
cians (AAFP) 

American  College  of  Obstetricians  and 
Gynecologists  ( ACOG ) 

American  College  of  Preventive  Medi- 
cine (ACPM ) 

American  Psychiatric  Association 
American  Society  of  Clinical  Pa- 
thologists/College of  American  Pa- 
thologists (ASCP/CAP) 

American  Society  of  Ciolon  and  Rectal 
Surgeons  (ASCRS) 

American  Society  of  Plastic  and  Recon 
structive  Surgeons  (ASPRS) 

American  Urological  Association,  Inc 
(AUA) 

Arizona  Medical  Association  (ArMA) 
California  Medical  Association  ( CMA  ) 
Massachusetts  Medical  Society  ( MMS ) 
Medical  Society  of  the  District  of  Co- 
lumbia (MSDC) 

Medical  Society  of  New  Jersey  ( MSNJ ) 
Medical  Society  of  Virginia  (MSV ) 
National  Medical  Association  (NMA  ) 
Penn.sylvania  Medical  Society  (PMS) 
Several  states  accept  the  certificate  as 
evidence  of  completed  continuing  edu- 
cation required  for  reregistration  of  the 


Tm  walking  alter  my  cardiac  angioplasty  and  paying 
for  it  at  the  same  time.  ” 


license  to  practice  medicine.  Both  partic- 
ipation in  lectures  and  demonstration  ac- 
tivities and  in  self-learning  activities  can 
be  reported.  Activities  that  meet  educa- 
tional standards  established  by  the  AMA 
can  be  designated  “AMA  PRA  Category  1” 
by  institutions  accredited  for  continuing 
medical  education;  the  Texas  Medical  As- 
sociation is  so  accredited. 

Further  information  on  the  PRA  is 
available  from  Arthur  Osteen,  PhD,  Di- 
rector, Office  of  Physician  Credentials 
and  Qualifications,  American  Medical  As- 
sociation. 53“^  N Dearborn  St,  Chicago,  IF 
60610,  phone  (312  ) 645-5000. 

Government  grant  to  help  AMA 
promote  adolescent  health 

ITie  US  Public  Health  Service’s  Office  of 
Disea.se  Prevention  has  given  the  Ameri- 
can Medical  A.ssociation  a $150,000  grant 
to  implement  the  Healthier  Youth  by  the 
Year  2000  Project. 

ITie  3-ycar  project  is  designed  to  pro- 
mote the  Year  2000  National  Health  Ob- 
jectives that  pertain  to  adolescents. 
Scheduled  to  be  released  in  July  1990, 
the  objectives  will  make  .specific  recom- 
mendations to  reduce  high  risk  behaviors 
and  prevent  health  problems  in  areas 
such  as  substance  abuse,  sexuality,  vio- 
lence and  abuse,  injuries,  HfV  infection, 
sexually  transmitted  diseases,  and  oral 
health. 

Of  the  more  than  300  objectives, 
nearly  80  pertain  to  adolescents. 

With  the  grant’s  help,  the  AMA’s  De- 
partment of  Adolescent  Health,  in  con- 
junction with  the  AMA’s  National 
Coalition  on  Adolescent  Health,  is  initiat- 
ing a number  of  activities  to  promote  the 
health  objectives  for  America’s  adoles- 
cents, including: 

1.  ITie  creation  of  the  National  Ado- 
lescent Health  Promotion  Network 
(NAHPNet),  made  up  of  several  thousand 
individuals  and  organizational  represen- 
tatives from  disciplines  concerned  with 
adolescent  health  at  the  federal,  state, 
and  local  levels.  These  individuals  will 
serve  as  conduits  for  information  on  ado- 
lescent health  and  as  consultants  to  com- 
munity efforts.  Members  are  being 
solicited  from  more  than  20  national  or- 
ganizations and  their  local  affiliates. 

2.  I’he  publication  of  a quarterly  news- 


letter for  network  members  and  others 
who  work  with  adolescents.  I’he  four-to- 
six-page  publication  will  provide  infor- 
mation on  ways  to  improve  adolescent 
health.  It  will  be  circulated  to  approxi- 
mately 2,000  groups  and  individuals  by 
the  end  of  1990,  the  project’s  first  year, 
and  to  more  than  4,000  by  the  third  year. 
Readers  will  be  encouraged  to  reprint  in- 
formation from  the  newsletter  in  their 
own  publications.  The  first  issue  is  ex- 
pected to  be  distributed  in  January  1990. 

3.  The  1990  AMA  National  Congress 
on  Adolescent  Health  to  be  held  in  Wash- 
ington, DC,  May  9—  1 1,  which  will  focus 
on  issues  of  prevention  and  health 
promotion. 

4.  Special  projects  with  schools  and 
organizations  that  serve  youths  to  facili- 
tate the  understanding  and  implementa- 
tion of  these  objectives. 

Fhe  AMA  will  be  working  with  10  na- 
tional membership  organizations  that 
also  were  awarded  government  funds  to 
promote  Year  2000  objectives.  These 
groups,  which  include  the  Asian  Ameri- 
can Health  Forum,  the  American  Associa- 
tion of  Retired  Persons,  and  the  American 
Association  of  School  Administrators, 
work  either  with  populations  at  ri.sk  for 
disease  and  premature  death  or  at  com- 
munity' sites,  such  as  schools  and  hospi- 
tals, that  are  effective  settings  for  health 
promotion  and  disease  prevention 
activities. 

Further  information  on  the  project  or  a 
newsletter  is  available  from  Betsy  J. 
Davis,  Project  Coordinator,  Department 
of  Adolescent  Health,  AMA,  535  N Dear- 
born St,  Chicago,  IL  60610,  phone  (312) 
645-5471. 


Reference  provides  data,  trends 
about  women  in  medicine 

ITie  American  Medical  Association’s  De- 
partment of  Women  in  Medicine  has  pub- 
lished a reference  for  statistical  data  and 
demographic  trends  about  women  in 
medicine,  who  now  comprise  nearly 
30%  of  the  profession  as  a whole  and 
35%  of  medical  students. 

The  pocket  guide,  called  “Women  in 
Medicine:  Data  Source  1989,”  was  devel- 
oped as  an  educational  tool  and  was 
compiled  in  cooperation  with  the  De- 
partment of  Membership  Benefits  and  Re- 
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search,  the  Center  for  Health  Policy' 
Research,  and  the  Department  of  Physi- 
cian Data  Services. 

Copies  are  available  from  the  Depart- 
ment of  Women  in  Medicine,  535  N Dear- 
born St,  Chicago,  IL  606 1 0,  phone  (512) 
645-4392. 


HEALTHUNE 


Delegates  address  public  health 
issues  at  interim  session 

The  Texas  Medical  Association’s  House  of 
Delegates  has  approved  an  immunization 
procedure  to  be  used  by  Texas  physi- 
cians if  local  health  authorities  declare  a 
measles  outbreak.  The  procedure,  which 
was  proposed  by  the  Interspecialty'  So- 
ciety' Committee,  states: 

“(a)  Rubeola  vaccine  should  be  given 
to  infants  after  6 months  and  before  1 2 
months  of  age; 

“(b)  If  the  child  is  over  12  months  of 
age,  the  measles,  mumps,  and  rubella 
(MMR)  vaccine  should  be  given; 

“(c)  For  children  vaccinated  before  12 
months  of  age  with  rubeola  vaccine,  the 
MMR  vaccine  should  be  given  at  1 5 
months  of  age; 

“(d)  The  MMR  vaccine  should  be  re- 
peated for  any  individual  who  received 
measles  vaccine  before  1980  if  attending 
a school  where  measles  have  been  re- 
ported or  who  is  at  risk  of  measles 
transmission; 

“(e)  The  MMR  vaccine  should  be  re- 
peated at  an  appropriate  later  date  as  rec- 
ommended by  recognized  authorities  in 
the  field.” 

The  Committee  also  recommended 
that  Texas  physicians  immunize  adults  as 
indicated  by  individual  circumstances 
when  local  health  authorities  declare  a 
measles  outbreak. 

On  another  public  health  issue  consid- 
ered by  the  house  during  its  November 
17—18  meeting  in  Austin,  corporal  pun- 
ishment in  schools,  opinions  differed,  and 
the  issue  was  referred  to  the  association's 
Council  on  Public  Health  for  study  and  a 
report  back  to  the  house  in  May  1990, 

Ellis  County'  Medical  Society  authored 
the  resolution  that  TMA,  “as  part  of  its 
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effort  to  attack  the  widespread  problem 
of  child  abuse,  support  the  abolition  of 
corporal  punishment  in  schools,  encour- 
age universities  that  train  teachers  to  em- 
phasize alternative  forms  of  discipline 
during  their  training;  encourage  physi- 
cians to  work  toward  the  abolition  of 
corporal  punishment  in  their  commu- 
nities; encourage  parents  and  school  per- 
sonnel in  districts  that  have  abolished 
corporal  punishment  to  ensure  the  im- 
plementation of  the  policy;  assist  physi- 
cians in  county  medical  societies  by 
providing  information  for  use  in  the  abo- 
lition of  corporal  punishment,  and  work 
with  local  county  medical  societies  to 
implement  programs  that  abolish  corpo- 
ral punishment  and  support  alternative 
forms  of  discipline.” 

Other  public  health  issues  decided  on 
by  the  delegates  included: 

Approval  of  an  amended  resolution  op- 
posing the  commercial  advertisement  of 
infant  formula  to  the  public:  “The  physi- 
cian plays  a critical  role  in  assisting  new 
mothers  in  choosing  the  best  option  for 
feeding  their  newborn  infants  (ie,  breast- 
feeding or  infant  formulas).  As  physicians 
have  been  trained  to  decide  which  for- 
mula is  more  appropriate,  the  Texas 
Medical  Association  is  opposed  to  direct 
advertising  to  the  public.” 

Approval  and  referral  to  the  Council 
on  Communication  of  a recommendation 
that  TMA  study  “back  lash”  advertising 
and  continue  activities  that  show  physi- 
cians caring  for  Texans. 

Approval  of  a recommendation  that 
TMA  channel  its  efforts  to  support  public 
education  reform  for  Texas  schools  to 
uniformly  improve  the  literacy  of  chil- 
dren in  Texas  schools.  The  Committee 
on  School  Health  authored  the  recom- 
mendation after  studying  the  problem  of 
illiteracy  rates  in  Texas  (second  in  the 
nation),  and  noting  that  public  education 
reform  should  be  a major  legislative 
issue,  particularly  undergraduate  science 
education  due  to  its  impact  upon  the  fu- 
ture of  medicine  in  Texas. 

Approval  of  a recommendation  autho- 
rizing the  Committee  on  School  Health 
to  recognize  specific  individuals  or 
school  districts  that  have  model  health 
education  programs  through  a letter  of 
recognition  from  the  TMA  president,  di- 
rected to  superintendents,  principals,  or 
teachers. 


Adoption  of  a policy  statement  con- 
cerning smokeless  tobacco:  “Smokeless 
tobacco  has  been  shown  to  cause  cancer 
and  a number  of  noncancerous  oral  con- 
ditions and  can  lead  to  nicotine  addiction 
and  dependence.  The  Association  recom- 
mends intervention  by  all  health  care 
providers  by  inquiring  about  smokeless 
tobacco  usage  and  including  this  infor- 
mation in  the  patient  history,  and  that 
providers  encourage  their  patients  to 
quit,  including  furnishing  information  on 
the  hazards  of  smokeless  tobacco,  cessa- 
tion counseling,  and  followup.” 

Further  information  on  House  of  Dele- 
gates actions  is  presented  in  other  news 
departments  in  this  issue. 

House  adopts  guidelines  for 
HIV  positive  physicians 

During  its  most  recent  meeting.  The 
Texas  Medical  Association  House  of  Dele- 
gates unanimously  approved  guidelines 
as  official  policy  for  counseling  physi- 
cians who  test  positive  for  HIV.  The  guide- 
lines were  proposed  by  the  Committee 
on  Physician  Health  and  Rehabilitation 
and  approved  by  the  Board  of  Coun- 
cilors. They  state: 

“(a)  A health  care  worker  who  per- 
forms invasive  procedures  and  has  rea- 
sonable cause  to  believe  he/she  is  in- 
fected with  HIV  should  determine  his/her 
serostatus  or  act  as  if  that  serostatus  is 
positive. 

“(b)  If  an  infected  health  care  worker 
performs  invasive  medical  procedures  as 
a part  of  his/her  duties,  the  health  care 
worker  should  request  that  an  ad  hoc 
committee  be  constituted  to  consider 
which  activities  the  infected  health  care 
worker  can  continue  to  engage  in  with- 
out risk  of  infection  to  patients.  Member- 
ship of  this  committee  may  be  composed 
of,  but  not  necessarily  limited  to,  an  in- 
fectious disease  specialist  familiar  with 
HfV  transmission  risks,  the  pertinent  hos- 
pital department  chairperson,  a hospital 
administrator,  the  infected  health  care 
worker’s  personal  physician,  and  the  in- 
fected health  care  worker. 

“(c)  A confidential  review  system 
should  also  be  established  by  the  ad  hoc 
committee  to  monitor  the  health  care 
worker’s  fitness  to  engage  in  invasive 
health  care  activities.  Any  restrictions  or 


modifications  to  health  care  activities  for 
patient  safety  should  be  determined  by 
the  ad  hoc  committee  based  on  current 
medical  and  scientific  information. 

“(d)  Knowledge  of  the  health  care 
worker’s  HIV  status  should  be  restricted 
to  those  few  professionals  who  have  a 
need  to  know.  Except  for  those  with  a 
need  to  know,  all  information  on  the 
serostatus  of  the  health  care  worker 
should  be  held  in  the  strictest 
confidence. 

“(e)  As  a general  rule  or  until  there  is 
scientific  information  to  the  contrary,  the 
health  care  worker  should  be  permitted 
to  provide  health  care  services  as  long  as 
there  is  no  identifiable  risk  of  patient  in- 
fection and  no  compromise  in  physical 
or  mental  ability  of  the  health  care 
worker  to  perform  the  health  care 
procedures. 

“(f)  Where  restrictions,  limitations, 
modifications,  or  a change  in  health  care 
activities  are  recommended,  the  ad  hoc 
committee  should  do  its  utmost  to  assist 
the  health  care  worker  to  obtain  financial 
and  social  support  for  these  changes. 

“(g)  If  intrainstitutional  confidentiality 
cannot  be  assured,  health  care  facilities 
should  make  arrangements  with  other  or- 
ganizations such  as  local  or  state  medical 
societies  to  serve  the  functions  of  the  ad 
hoc  committee.” 

Further  information  on  House  of  Dele- 
gates actions  is  presented  in  other  news 
departments  in  this  issue. 

Nominations  sought  for 
cancer  control  award 

The  Texas  Cancer  Council  is  seeking 
nominations  for  the  third  annual  Gibson 
D.  Lewis  Award  for  Excellence  in  Cancer 
Control  in  Texas. 

The  award,  which  will  be  presented  in 
early  March  1990,  will  recognize  a Texan 
who  has  made  an  outstanding  contribu- 
tion to  the  fight  against  cancer  during  the 
past  year.  This  contribution  may  be  in 
any  facet  of  cancer  control,  including 
prevention,  detection/screening,  treat- 
ment, or  research. 

In  addition,  five  nominees  will  be  hon- 
ored for  their  contributions  in  physician, 
nursing,  research,  public  education,  and 
public  service  work. 

“These  persons  are  making  the  imple- 
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mentation  of  the  Texas  Cancer  Plan  a re- 
[ ality,”  said  James  D.  Dannenbaum, 
council  chairman,  in  announcing  the  call 
for  nominations  for  1989. 

The  Texas  Cancer  Plan  is  the  state’s 
long-term  strategy  for  reducing  the  bur- 
den of  cancer  in  Texas  by  the  year  2000. 
The  award  is  named  after  the  Speaker  of 
the  Texas  House  of  Representatives  who 
was  instrumental  in  creating  the  Legis- 
lative Task  Force  on  Cancer,  which  de- 
veloped the  Texas  Cancer  Plan. 

Nominations  must  be  postmarked  no 
later  than  January  31,  1990,  and  submit- 
ted to  the  Texas  Cancer  Council,  PO  Box 
12097,  Capitol  Station,  Austin,  TX  7871 1. 


NLA  funds  Houston  center 
to  study  Alzheimer’s  disease 

A new  Alzheimer’s  Disease  Research  Cen- 
ter (ADRC)  in  Houston  is  one  of  three 
ADRCs  recently  funded  by  The  National 
Institute  on  Aging.  The  center  in  Hous- 
ton is  located  at  Baylor  College  of  Medi- 
cine; the  other  two  centers  are  at  Colum- 
bia University  in  New  York  City,  and  the 
University  of  Michigan  in  Ann  Arbor. 

The  three  new  centers  bring  to  1 5 the 
number  of  Alzheimer’s  centers  funded  by 
NIA.  One  of  the  previously  funded  cen- 
ters is  located  at  The  University  of  Texas 
Southwestern  Medical  Center  at  Dallas. 
The  purpose  of  the  ADRC  program  is  to 
enhance  research  on  Alzheimer’s  disease 
by  providing  the  resources  and  environ- 
ment for  collaborative,  multidisciplinary 
studies. 

Each  center  serves  as  the  site  for  new 
and  expanded  studies  of  the  basic,  clini- 
cal, and  behavioral  aspects  of  the  disease. 
In  addition  to  their  research  mandate, 
the  centers  train  scientists  and  health 
care  professionals  and  offer  consultation 
and  education  to  Alzheimer  patients  and 
their  families. 

Major  research  projects  at  the  Baylor 
center  range  from  basic  research  (eg, 
electrophysiological  studies  on  the  effect 
of  various  agents  on  long-term  potentia- 
tion or  LTP,  a mechanism  crucial  for 
long-term  memory),  to  clinical  investiga- 
tions on  auditory  function  of  patients 
with  Alzheimer’s  disease  and  related  con- 
ditions. Other  projects  include  studies  on 
neuronal  growth  factors,  and  aberrant 
proteins  associated  with  Alzheimer’s  dis- 


ease, which  may  be  implicated  in  other 
neurological  diseases. 

Baylor  will  expand  its  existing  Alz- 
heimer research  center  to  collaborate 
with  The  University  of  Texas  Southwest- 
ern Medical  Center,  the  Veterans  Admin- 
istration Medical  Center,  and  a network 
of  19  affiliated  hospitals  in  Texas  and 
Louisiana. 


MEDICAL  ECONOMICS 


Delegates  back  access 
to  affordable  health  insurance 

Texas  Medical  Association’s  House  of 
Delegates  has  made  consumer  access  to 
affordable  health  insurance  a top  priority 
for  the  association  in  1990-1991. 

The  delegates  agreed  to  the  initiative 
during  their  meeting  November  18  in 
Austin.  Other  socioeconomic  issues 
under  consideration  included  “reverse 
dumping”  and  treatment  relationships 
exempt  from  the  restrictions  of  the  Medi- 
care program. 

A resolution  from  Harris  County  Medi- 
cal Society  noted  that  lack  of  health  care 
coverage  prohibits  preventive  care,  caus- 
ing late  treatment  and  higher  costs.  The 
society  asked  TMA  to  research  and  iden- 
tify the  existing  barriers  to  consumer  ac- 
cess to  an  affordable  health  insurance 
package  and  “implement  a legislative 
and/or  regulatory  initiative  to  provide  a 
framework  that  will  encourage  the  devel- 
opment of  an  affordable  health  insurance 
product  to  be  offered  in  the  Texas 
marketplace.” 

A resolution  from  Fort  Bend  County 
Medical  Society  pointed  out  that  the 
Consolidated  Omnibus  Budget  Recon- 
ciliation Act  (COBRA)  of  1985  requires 
hospitals  to  appropriately  screen  and 
treat  emergency  conditions  and  active  la- 
bor, and  to  transfer  patients  only  if  it  is 
appropriate.  However,  the  resolution 
said,  a technically  appropriate  transfer  is 
difficult  to  achieve  because  tertiary  and 
secondary  care  hospitals  can  refuse  to  ac- 
cept transfers.  COBRA  did  not  address  re- 
stricted access  to  care  by  tertiary  and 
secondary  care  hospitals,  thereby  creat- 
ing what  is  called  “reverse  dumping,”  the 


resolution  said.  The  House  of  Delegates 
agreed  to  the  resolution’s  request  that 
TMA  pursue  all  appropriate  avenues  to 
prohibit  “reverse  dumping,”  including, 
but  not  limited  to,  regulatory  and  legis- 
lative changes,  and  present  this  or  a simi- 
lar resolution  to  the  American  Medical 
Association. 

A resolution  from  Brazoria  County 
Medical  Society  noted  that  the  federal 
government’s  increasing  intrusion  into 
the  practice  of  medicine  interferes  with 
physicians’  ability  to  exercise  their 
clinical  judgment  on  behalf  of  Medicare 
patients  and  limits  access  to  care  for  the 
elderly.  The  delegates  agreed  to  ask  the 
AMA  to  ask  Congress  to  allow  Medicare 
patients  and  their  physicians  “to  establish 
by  mutual  consent  payment  and  treat- 
ment relationships  exempt  from  the  re- 
strictions of  the  Medicare  program  but 
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subject  to  professional  standards  of  high 
quality  medical  care.” 

In  other  actions,  the  House  of  Dele- 
gates approved  an  El  Paso  County  Medi- 
cal Society  resolution  asking  TMA  to  ( 1 ) 
assure  that  Texas  physicians  retain  the 
right  to  determine  when  an  assistant  sur- 
geon will  be  used,  and  ( 2 ) work  to  as- 
sure that  third  party  payers  do  not  in- 
fringe upon  the  quality  of  surgical  care 
through  reimbursement  mechanisms. 

The  delegates  approved  a second  El 
Paso  County  Medical  Society  resolution 
asking  TMA  to  work  with  the  National 
Heritage  Insurance  Company  (NHIC), 
which  reviews  Medicaid  claims,  and  the 
Texas  Department  of  Human  Services  to 
establish  more  equitable  procedures  for 
processing  claims. 

And,  the  delegates  approved  the  Coun- 
cil on  Socioeconomics’  recommendation 
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that  the  association,  through  the  AMA, 
call  for  a reversal  of  the  Health  Care  Fi- 
nancing Administration  (HCFA)  policy 
that  says  seven  new  review  screens  for 
Medicare  carriers  to  evaluate  claims  for 
medical  services  are  not  releasable  under 
the  Freedom  of  Information  Act. 

Further  information  on  House  of  Dele- 
gates actions  is  presented  in  other  news 
departments  in  this  issue. 


TMA  book  helps  physicians 
understand  Medicare  regs 

Regulation  gobbledygook.  That’s  how 
some  would  diagnose  the  problem  with 
Medicare  and  the  complex  set  of  ever- 
changing  rules  and  guidelines  that  gov- 
ern this  federal  program. 

But  what  is  the  cure?  It’s  a new  book 
published  by  the  Texas  Medical  Associa- 
tion designed  to  help  physicians  and 
their  office  staff  pick  the  right  ICD-9 
codes,  avoid  “medically  unnecessary”  de- 
nials, and  generally  better  understand  the 
Medicare  system. 

The  Medicare  Maze:  A Survival  Man- 
ual for  Texas  Physicians  is  available 
from  the  TMA  Department  of  Medical 
Economics.  It  provides  Texas  physicians 
and  their  office  staffs  with  concise,  ac- 
tion-oriented information  on  what  they 
need  to  do  to  meet  Medicare  regulatory 
requirements.  The  manual  is  problem- 
oriented  and  deals  with  the  Medicare 
issues  that  have  been  most  troublesome 
to  Texas  physicians:  “medically  unneces- 
sary” development  and  denial  letters; 
problems  in  understanding  the  Maximum 
Allowable  Actual  Charge  (MAAC)  regula- 
tions; computerized  screening  of  claims, 
post-payment  audits;  and  more. 

The  Medicare  Maze  was  developed  as 
part  of  a TMA  initiative  to  assist  member 
physicians  in  dealing  with  the  increasing 
burden  of  Medicare  regulations.  Unlike 
other  publications  that  are  highly  tech- 
nical or  have  a national  focus.  The  Medi- 
care Maze  focuses  on  issues  of  particular 
concern  to  Texas  physicians  and  actions 
of  the  Texas  Medicare  carrier. 

Among  the  issues  covered  in  the  man- 
ual are  pre  payment  screening,  docu- 
mentation needed  for  appeals  and  audits, 
the  Participating  Physician  Program,  phy- 
sician payment  reform,  the  appeals  pro- 
cess, and  much  more. 


Because  changes  occur  rapidly  in  the 
Medicare  system,  the  manual  will  be  up- 
dated on  a regular  basis.  It  comes  in  a 
loose-leaf  binder  for  easy  insertion  of  the 
updates. 

The  price  of  the  manual  S75.  Three 
updates  are  planned  for  1990  and  will  be 
sent  to  all  registered  purchasers  at  no  ad- 
ditional charge. 

The  Medicare  Maze  is  available  from 
the  Division  of  Medical  Economics,  Texas 
Medical  Association,  1801  N Lamar  Blvd, 
Austin,  TX  78701,  phone  (512) 

477*6704. 


CAPITAL  COMMENTS 


Delegates  support  funding 
for  state  programs  in  1991 

Texas  Medical  Association’s  House  of 
Delegates  has  added  a number  of  topics 
to  the  association’s  legislative  agenda  for 
1991,  most  of  them  concerning  funding. 

These  issues  join  what  is  expected  to 
be  the  hottest  health  topic  in  the  72nd 
Texas  Legislature — access  to  affordable 
health  insurance. 

When  they  met  November  18  in  Aus- 
tin, the  House  of  Delegates  agreed  to  re- 
ports and  resolutions  supporting  funding 
for  a trauma  registry  and  regional  trauma 
system  and  increased  funding  for  vacci- 
nations, AIDS,  and  Medicaid. 

In  other  actions  related  to  legislation, 
the  delegates: 

Approved  a resolution  that  TMA  sup- 
port legislation  favorable  to  biomedical 
research  at  the  local,  state,  and  national 
levels  and  oppose  restrictive  legislation 
at  the  same  levels. 

Approved  and  referred  to  the  Council 
on  Legislation  a resolution,  “That  the 
Texas  Medical  Association  work  with  the 
Texas  Legislature  to  enact  legislation 
which  will  assess  a fine  to  an  insurance 
company  for  delaying  payment  on  a 
properly  submitted  claim  for  longer  than 
30  days.” 

Approved  a recommendation  that  TMA 
work  with  other  state  medical  societies 
and  the  American  Medical  Association  to 
develop  a protocol  for  third  party  utiliza- 
tion reviewers,  and  that  these  groups 
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seek  legislation  on  both  state  and  na- 
tional levels  to  ensure  cost  effectiveness, 
consistency,  and  fairness  to  all  parties. 

Approved  and  referred  to  the  Council 
on  Legislation  a recommendation  that 
TMA  support  public  education  reform  in 
Texas  to  improve  the  literacy  rate. 

Approved  and  referred  to  the  Council 
on  Legislation  a recommendation  that 
the  association  stress  the  importance  of 
HIV  as  a public  health  issue  rather  than  a 
blood  banking  issue. 

Approved  a resolution  commending 
the  staffs  of  the  Division  of  Public  Affairs 
and  the  Office  of  the  General  Counsel  for 
their  exemplary  efforts  in  promoting 
TMA’s  relationship  with  legislators  and 
other  governmental  agencies  during  the 
successful  past  legislative  session. 

Further  information  on  House  of  Dele- 
gates actions  is  presented  in  other  news 
departments  in  this  issue. 

Publication  summarizes  15  years 
of  tort  reform  legislation 

A new  publication  from  the  American 
Medical  Association,  The  AMA  Tort  Re- 
form Compendium,  is  a unique  resource 
for  medical  societies  and  individual 
physicians. 

The  compendium  is  the  third  in  a se- 
ries of  monographs  developed  by  the  as- 
sociation’s Department  of  State  Legisla- 
tion. It  provides  a comprehensive  sum- 
mary of  tort  reform  legislation  enacted 
during  the  past  1 5 years.  Presented  in  the 
publication  are  state-by-state  descriptions 
of  tort  reform  statutes,  summaries  of  all 
relevant  state  supreme  court  decisions 
and  citations  for  all  statutes  and  court 
cases  are  discussed. 

Prices  for  the  compendium  (publica- 
tion OP  090090)  are  $39  95  for  AMA 
members  and  medical  societies  and 
$49-95  for  all  others.  Copies  may  be  ob- 
tained by  writing  the  AMA  Order  Depart- 
ment, PO  Box  10946,  Chicago,  IL  60610- 
0946,  by  calling  the  toll  free  AMA  num- 
ber 1-800-621-8335,  or  by  placing  the 
order  through  AMANET.  To  place  an 
order  on-line,  enter  AMA-PUB  at  the 
main  service  menu  prompt  and  follow 
the  on-screen  directions.  If  there  are 
questions  or  problems,  enter  HELP. 


NEWSMAKERS 


RUTH  M.  BAIN,  MD,  Austin,  has  been  se- 
lected as  the  recipient  of  Travis  County 
Medical  Society’s  first  Physician  of  the 
Year  Award.  Dr  Bain,  who  is  a former 
president  of  Texas  Medical  Association, 
received  the  Gold  Headed  Cane  at  the 
society’s  November  meeting. 

JIM  BOB  BRAME,  MD,  Eldorado,  has 
been  reappointed  to  a 3-year  term  on  the 
Physician  Payment  Review  Commission, 
which  advises  Congress  on  Medicare  pay- 
ment reform.  Dr  Brame  is  a former  presi- 
dent of  Texas  Medical  Association. 

A new  teaching  facility  at  Scott  & White, 
named  the  HANES  H.  BRINDLEY,  SR,  MD, 
Anatomical  Suite,  was  dedicated  recently 
by  the  Scott  & White  Memorial  Hospital 
Board.  The  suite  will  be  used  for  teach- 
ing gross  anatomy  to  students  at  the 
Texas  A&M  College  of  Medicine,  and 
Scott  & White  residents  and  fellows.  Dr 
Brindley,  who  retired  in  1989  after  38 
years  of  service  at  Scott  & White,  had 
long  been  a teacher  of  surgery  and  gross 
anatomy. 

GERALD  D.  DODD,  JR,  MD,  Houston,  has 
been  awarded  a gold  medal  by  the 
American  College  of  Radiology  in  recog- 
nition of  his  “distinguished  and  extraor- 
dinary service  to  the  College  and  to 
radiology”  Dr  Dodd  is  head  of  the  Divi- 
sion of  Diagnostic  Imaging  at  The  Univer- 
sity of  Texas  M.D.  Anderson  Cancer 
Center. 

BERNARD  T.  FEIN,  MD,  received  the 
1989  Distinguished  Fellow  Award  from 
the  American  College  of  Allergy  and  Im- 
munology. Dr  Fein,  a San  Antonio  al- 
lergist, was  recognized  for  his  contribu- 
tions to  the  field. 

ROBERT  J.  HALL,  MD,  Houston,  was 
named  the  recipient  of  the  1989  Ray  C. 
Fish  Award  and  Texas  Heart  Institute 
Medal,  the  institute’s  highest  honors.  In 
conjunction  with  the  awards,  Houston 
Mayor  Kathy  Whitmire  proclaimed  Oct 
1 3,  the  day  Dr  Hall  received  the  awards, 
as  “Dr  Robert  J.  Hall  Day”  in  Houston.  Dr 


Hall  has  been  medical  director  of  the 
Texas  Heart  Institute  since  1969. 

JOHN  N.  KEMP,  Austin,  executive  vice 
president  of  Travis  County  Medical  So- 
ciety since  1965,  retired  at  the  end  of 
December.  In  recognition  of  his  years  of 
service,  he  received  a standing  ovation 
during  the  November  meeting  of  the 
Texas  Medical  Association  House  of  Dele- 
gates. Mr  Kemp  also  had  served  as  a con- 
sultant to  the  TMA  Committee  on  Blood 
Banking  and  Blood  Transfusion  since 
1973. 

KERMIT  B.  KNUDSEN,  MD,  Temple,  has 
been  elected  president  of  the  American 
Group  Practice  Association.  Dr  Knudsen 
is  president  of  Scott  and  White  Clinic  and 
chief  of  staff  of  Scott  and  White  Memorial 
Hospital. 

JERE  MITCHELL,  MD,  Dallas,  recently 
was  awarded  the  Heart  Health  Lifestyle 
Award  from  the  American  Heart  Associa- 
tion. Dr  Mitchell,  professor  of  internal 
medicine  at  The  University  of  Texas 
Southwestern  Medical  School,  was  cited 
for  “significant  accomplishments  in  ad- 
vancing the  basic  knowledge  of  cardio- 
vascular disease,  its  prevention,  and 
treatment.” 


DEATHS 


RICHARD  D.  ATKINS,  JR,  MD,  retired 
Baytown  obstetrician  and  gynecologist. 
Died  October  31;  age  72.  Dr  Atkins  was  a 
1943  graduate  of  Baylor  University  Col- 
lege of  Medicine  in  Dallas.  He  served  an 
internship  at  Jefferson  Davis  Hospital  in 
Houston.  Following  service  in  the  US 
Army  Medical  Corps  during  World  War 
II,  Dr  Atkins  did  his  residency  at  Houston 
Baptist  Memorial  Hospital  and  Jefferson 
Davis  Hospital. 

JORGE  J.  BEATO,  MD,  San  Antonio  pedi- 
atrician. Died  October  27;  age  75.  In 
1940  Dr  Beato  received  his  medical  de- 
gree from  Havana  (Cuba)  University 
School  of  Medicine.  He  served  an  intern- 
ship and  a residency  at  Children’s  Muni- 
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cipal  Hospital  in  Havana.  Dr  Beato  moved 
to  the  United  States  in  1 967  and  began 
practicing  medicine  in  Texas  in  1969. 

MERRILL  C.  DAVENPORT,  MD,  retired 
Katy  internist.  Died  October  27,  1989; 
age  79.  Dr  Davenport  was  a 1936  gradu- 
ate of  Washington  University  School  of 
Medicine  in  St  Louis.  He  served  an  in- 
ternship at  St  Louis  (Mo)  City  Hospital 
and  a residency  at  Fitzsimons  General 
Hospital  in  Denver.  From  1937  until 
i960.  Dr  Davenport  served  in  the  US 
Army. 

PAUL  B.  DE  MESQUITA,  MD,  retired  Gal- 
veston general  practitioner.  Died  Oc- 
tober 27,  1989;  age  76.  Dr  De  Mesquita 
was  a 1936  graduate  of  The  University  of 
Texas  Medical  Branch  at  Galveston.  He 
served  an  internship  at  St  Mary’s  Infirm- 
ary in  Galveston.  Dr  De  Mesquita  was  a 
life  member  of  Texas  Medical 
Association. 

OSCAR  J.  DOMINGUEZ,  MD,  retired  plas- 
tic surgeon.  Died  October  25,  1989;  age 
60.  Dr  Dominguez  graduated  in  1 957 
from  The  University  of  Antioquia  School 
of  Medicine  in  Medellin,  Colombia.  He 
served  an  internship  at  Saint  Vincent 
Hospital  in  Medellin  and  residencies  at 
Jackson  Memorial  Hospital  in  Miami,  Fla, 
and  John  Sealy  Hospital  in  Galveston. 

ALBERTO  G.  GERDTS,  MD,  Lubbock  pa 
thologist.  Died  October  26,  1989;  age  46. 
In  1969  Dr  Gerdts  received  his  medical 
degree  from  the  University  of  Cartagena 
in  Colombia.  He  served  an  internship  at 
Flushing  (NY)  General  Hospital.  Dr 
Gerdts  moved  to  Lubbock  in  1979. 

JAMES  DOUGLAS  GLYNN,  MD,  retired 
Brenham  general  practitioner,  formerly 
of  Austin.  Died  October  30,  1989;  age  87. 
Dr  Glynn  graduated  in  1931  from  Loyola 
University  School  of  Medicine  in  Chi- 
cago. He  served  an  internship  at  Grant 
Hospital  in  Chicago.  During  World  War 
II,  Dr  Glynn  served  with  the  US  Army 
Medical  Corps. 

MAHLON  E.  INGHAM,  MD,  Borger  family 
practitioner.  Died  October  20,  1989;  age 
63.  Dr  Ingham  was  a 1952  graduate  of 
the  University  of  Oklahoma  School  of 
Medicine.  He  served  an  internship  at  St 


Joseph’s  Hospital.  Dr  Ingham  began  his 
practice  of  medicine  in  Borger  in  1953. 

JAMES  M KENT,  MD,  public  health  spe- 
cialist recently  of  Brashear.  Died  Septem- 
ber 25,  1989;  age  82.  Dr  Kent  graduated 
in  1937  from  Rush  Medical  College  in 
Chicago.  He  served  an  internship  at  Hill- 
man Hospital  in  Birmingham,  Ala,  and  did 
postgraduate  work  at  Vanderbilt  Univer- 
sity in  Nashville,  Tenn.  During  World 
War  II,  Dr  Kent  served  in  the  US  Navy. 

WILLIAM  TODD  MIDGETT,  MD.  Died 
February  1 1,  1989;  age  26.  At  the  time  of 
his  death.  Dr  Midgett  was  a student  at 
The  University  of  Texas  Medical  Branch 
at  Galveston.  He  was  awarded  his  degree 
posthumously. 

VERNON  T.  POLK,  MD,  Center  general 
practitioner.  Died  September  16,  1989; 
age  65.  Dr  Polk  received  his  medical  de- 
gree in  1954  from  The  University  of 
Texas  Southwestern  Medical  School  at 
Dallas.  He  served  an  internship  at  Baylor 
University  Hospital  in  Dallas  and  a resi- 
dency at  E.A.  Conway  Memorial  Hospital 
in  Monroe,  La.  During  World  War  II,  Dr 
Polk  served  with  the  US  Air  Force. 

EDGAR  JACOB  POTH,  MD,  Galveston 
general  surgeon  and  professor  of  surgery. 
Died  October  25,  1989;  age  90.  Dr  Poth 
was  a 1931  graduate  of  Johns  Hopkins 
University  School  of  Medicine.  He  served 
an  internship  and  a residency  at  Stanford 
University.  In  1964  Dr  Poth  was  named 
the  first  Ashbel  Smith  Professor  of  Sur- 
gery at  The  University  of  Texas  Medical 
Branch  at  Galveston.  He  was  an  emeritus 
member  of  Texas  Medical  Association. 

ANDRIES  M.  STRAUSS,  MD,  Flatonia  fam- 
ily physician.  Died  September  22,  1989; 
age  57.  In  1956  Dr  Strauss  graduated 
from  The  University  of  Texas  Southwest- 
ern Medical  School  at  Dallas.  He  served 
an  internship  at  Confederate  Memorial 
Medical  Center  in  Shreveport,  La.  Dr 
Strauss  began  his  medical  practice  with 
the  US  Air  Force,  and  practiced  in  Corpus 
Christi  for  many  years. 

HERMAN  ULEVITCH,  MD,  retired  Dallas 
internist.  Died  October  30,  1989;  age  71. 
Dr  Ulevitch  received  his  medical  degree 
in  1943  from  The  University  of  Cincin- 


nati College  of  Medicine.  He  served  an 
internship  and  residency  at  Cincinnati 
General  Hospital,  with  additional  residen- 
cies at  Rhode  Island  State  Sanatorium, 
Syracuse  University  Medical  Center,  and 
the  University  of  Cincinnati  College  of 
Medicine.  Dr  Ulevitch  was  vice  chairman 
of  the  board  of  directors  of  Baylor  Uni- 
versity Medical  Center. 
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What  lies  ahead  for  medicine 
in  1990  and  beyond 


Standing  on  the  brink  of  a new  decade, 
Texas  physicians  have  a lot  to  look  for- 
ward to.  They  also  have  a lot  to  worry 
about  Cancer  research  may  make  it 
possible  to  intervene  in  the  disease  pro- 
cess. At  the  same  time,  the  Health  Care 
Financing  Administration  is  threaten- 
ing to  tighten  its  reins  on  peer  review. 
Expansion  of  the  Medicaid  program 
will  assure  care  for  more  pregnant 
women  and  children.  But,  the  number 
of  uninsured  and  underinsured  is 
growing. 

In  this  article,  experts  in  medical  eco- 
nomics, public  health,  and  legislation 
gaze  into  the  crystal  ball  and  share  their 
vision  of  the  topsy-tuny,  partly  good - 
partly  bad  future. 

MEDICAL  ECONOMICS 

Health  economist  Louis  J.  Goodman, 

PhD,  observes,  “The  major  challenge  fac- 
ing the  country  in  1 990  is  the  whole  cost 
issue  and  budget  cutting.” 

Dr  Goodman,  director  of  Texas  Medi- 
cal Association’s  Division  of  Medical  Eco- 
nomics and  adjunct  associate  professor  at 
The  University  of  Texas,  adds  that  access 
and  quality  issues  that  have  been  on  the 
forefront  in  the  ’80s  also  will  carry'  over 
into  the  next  decade. 

The  cost  issue  is  “double-headed,”  Dr 
Goodman  says.  At  the  same  time  that 
third-party  payers  are  searching  for  rea- 
sonable ways  to  cut  costs,  there  is  a pub- 
lic outcry  for  additional  services,  espe- 
cially services  related  to  mental  health, 
AIDS,  and  substance  abuse. 

Among  the  plans  for  containing  costs 
in  1990  and  beyond  are  at  least  three 
proposals  for  implementing  physician 
payment  reform  based  on  a resource- 
2(j  based  relative  value  scale  ( RBRVS).  Har- 
vard University  economist  William  C. 
Hsiao,  PhD,  with  support  from  the  Ameri- 
can Medical  Association,  developed  the 
scale  for  the  Medicare  program,  but  it  is 
expected  to  influence  the  private  insur- 
ance market  as  well. 

TMA  has  worked  closely  with  US  Sen 
Lloyd  Bentsen  (D-Texas)  in  identifying 
the  benefits  and  limitations  of  imple- 
menting the  RBRVS.  Past  TMA  President 
Jim  Bob  Brame,  MD,  Eldorado,  has  pre- 
sented the  state’s  concerns  in  his  role  as 
a member  of  the  Physician  Payment  Re- 
view Commission,  which  has  studied  the 


RBRVS  and  offered  Congress  the  practic- 
ing physician’s  view  of  the  scale. 

Dr  Goodman  notes  that  although  nei- 
ther TMA  nor  the  AMA  has  endorsed  any 
particular  implementation  scheme,  “We’d 
like  a transition  period  that  will  be  long 
enough  to  allow  problems  to  be 
repaired.” 

John  H.  Selby,  MD,  Lubbock,  chairman 
of  TMA’s  Council  on  Socioeconomics, 
says  council  activities  regarding  payment 
reform  will  emphasize  education  and 
physician  unity'.  “We  recognize  the  great 
danger  is  the  terrific  divisiveness  that  the 
RBRVS  can  cause.  The  surgical  groups 
have  a different  point  of  view  than  the  in- 
ternists and  the  general  practitioners,  for 
example,”  he  said.  “Part  of  our  job  is 
going  to  be  informational — to  try'  to 
bring  every  body  up-to-date  on  the  socio- 
economic issues  that  exist  and  the  alter- 
natives that  are  available  to  us.” 

Dr  Selby  adds,  “At  the  same  time,  we’re 
going  to  continue  doing  our  best  to  moni- 
tor every  development  that  comes  along, 
to  try'  to  have  as  much  influence  as  we 
can.  We  re  very'  fortunate  to  have  Dr 
Brame  on  the  commission.  He’s  an  out- 
standing representative  of  the  profession.” 

Improving  access  to  care  is  a second 
challenge  in  the  area  of  medical  econom- 
ics. Aggravating  the  decreasing  access 
that  some  Texans  are  experiencing  is  a 
dwindling  number  of  applicants  for  medi- 
cal school.  The  number  of  applicants  for 
each  position  in  medical  school  has 
shrunk  from  a high  of  10  to  less  than 
two.  Based  on  the  latest  TMA  survey,  be- 
tween 1986  and  1988,  there  was  a 24% 
decrease  in  medical  school  applicants. 

Dr  Goodman  explains,  “Studies  show  that 
people  are  very'  satisfied  with  their  doc- 
tors individually,  but  the  profession  as  a 
whole  is  being  hammered  from  many 
quarters  for  some  unfair  reasons.  As  a 
result,  many  physicians  are  discouraged. 
Some  are  retiring  sooner,  while  others 
have  limited  or  eliminated  certain  ser- 
vices. Young  people  may  be  discouraged 
from  entering  the  profession  as  they  see 
many  physicians  struggling  with  govern- 
ment regulations,  hospital  closures,  and 
red  tape  hassle  factors.” 

The  drought  of  physicians  is  especially 
apparent  in  rural  areas  of  Texas,  where  in 
1989  hospitals  were  closing  at  a rate  of 
one  every  38  days.  Dr  Goodman  expects 
the  rural  hospitals’  situation  to  continue 


to  worsen  into  the  foreseeable  future.  “It 
appears  to  be  a passive  national  policy 
that  if  the  occupancy  rates  are  so  low, 
and  the  DRG  rate  is  so  low  that  they 
can’t  make  it  on  their  own,  then  let  them 
close.” 

In  response  to  this  situation,  the  71st 
Texas  Legislature  passed  the  Omnibus 
Rural  Health  Care  Rescue  Act  (House  Bill 
18),  creating  a number  of  programs  that 
begin  in  1990.  The  bill  includes  provi- 
sions to  increase  health  care  manpower 
in  rural  areas,  create  an  office  of  rural 
health  within  the  Texas  Department  of 
Health,  and  increase  Medicaid  payments 
to  rural  hospitals.  It  also  includes  profes- 
sional liability  reforms. 

House  Bill  1345,  also  a product  of  the 
1 989  legislature,  increases  access  to  care 
by  extending  Medicaid  benefits  to  previ- 
ously ineligible  children  and  pregnant 
women,  and  the  expansion  will  continue 
in  1 990.  The  bill  will  serve  an  additional 
1 1 ,000  births  and  cover  an  additional 


Louis  J.  Goodman,  PhD:  "The  major  challenge 
facing  the  country  in  1990  is  the  whole  cost  issue 
and  budget  cutting. " 


Texcts  .Medicine 


40, ()()()  to  53,000  poor  children  during 
1989-1991.  The  bill  also  increases  Med- 
icaid payments  to  physicians  by  about 
S9.5  million  in  fiscal  year  1990  and  SI 4 
million  in  fiscal  year  1991  over  current 
payments. 

Two  TMA  programs  will  address  access 
to  health  care  in  1990:  a task  force  on  in- 
digent health  care  and  the  MediCARlNG 
program.  In  1990,  the  task  force  w ill  so- 
licit grants  to  fund  development  and  sup- 
port of  coalitions  to  improve  the  health 
education  of  socioeconomically  deprived 
women  of  childbearing  age  and  children. 
The  task  force  also  will  assist  the  Texas 
Department  of  Health  in  identifying  phy- 
sicians interested  in  practicing  in  medi- 
cally underser\’ed  areas  of  Texas. 

The  MediCARlNG  program  helps 
Medicare  patients  who  are  financially  dis- 
tressed. Pilot  programs  have  been  con- 
ducted in  three  Texas  counties,  and  TMA 
will  share  the  results  of  the  pilots  and  as- 
sist with  implementing  programs  in  other 
counties. 

In  the  realm  of  quality  of  care,  Texas 
Medical  Association  will  monitor  two 
threats  to  the  review  of  Medicare  ser- 
vices through  peer  review  organizations 
( PROS ) — specifically,  threats  to  expand 
PRO  review  to  physicians’  offices  and  to 
make  the  PRO  “more  of  a policeman.”  A 
Texas  resolution  presented  to  the  AMA 
House  of  Delegates  called  on  the  national 
association  to  ‘‘vehemently  oppose”  the 
Health  Care  Financing  Administration’s 
pilot  studies  to  determine  potential 
methods  to  conduct  review  in  physi- 
cians’ offices  (“noninstitutional  review”). 
At  press  time,  the  national  association 
had  not  acted  on  the  proposal. 

The  push  to  make  the  PRO,  which  in 
Texas  is  the  Texas  Medical  Foundation, 
more  of  a policeman  endangers  TMA’s 
achievements  through  the  Physician- 
Patient  Advocacy  Committee,  which  has 
worked  very'  effectively  with  TMF  in  em- 
phasizing education  over  sanctions. 
There  also  are  rumblings  in  Congress  of 
increased  civil  money  penalties.  At  press 
time,  TMF  was  negotiating  its  review 
contract,  which  was  expected  to  be  re- 
newed for  3 years,  beginning  April  1 , 
1990. 

Dr  Selby  adds  that  another  important 
aspect  of  assuring  quality  of  care  is  to 
keep  review  in  the  hands  of  physicians, 
‘‘and  not  allow  it  to  get  out  of  our  hands 


into  the  hands  of  bureaucrats  or 
lawyers.” 

While  TMA  and  TMF  have  achieved  a 
good  working  relationship  that  has  im- 
proved the  review  process.  Dr  Goodman 
emphasizes,  “It’s  not  perfect.  We  monitor 
them  very  closely.” 

He  adds,  “Peer  review  will  be  a major 
issue  on  the  Congressional  agenda  in 
1990,  and  TMA  will  continue  to  work 
with  Texas  representatives  and  senators 
in  Washington  and  with  the  AMA  to  as- 
sure that  patients’  interests  are 
protected.” 

PUBLIC  HEALTH 

Public  health  initiatives  in  1990  w ill  be 
comprehensive  and  varied,  addressing 
everything  from  nutrition  to  sexual  be- 
havior. Palmer  Beasley,  MD,  dean  of  The 
University  of  Texas  Health  Science  Cen- 
ter at  Houston  School  of  Public  Health, 
is  optimistic.  “We  are  in  an  era  where 
there’s  a lot  that  can  be  done  in  the 


realm  of  disease,”  he  says.  “Improve- 
ments will  come  about  both  from  public 
health  efforts  and  from  personal  health 
efforts  and  personal  fitness.  And,  they  will 
come  from  health  promotion  efforts, 
which  are  mainly  saying,  “Change  the 
way  you  live,  folks,  and  you’ll  live  longer 
and  better.’” 

The  National  Health  Objectives  for  the 
Year  2000,  a project  of  the  US  Public 
Health  Service,  presents  a national  plan 
for  improving  health.  At  press  time.  Dr 
Beasley  and  other  experts  across  the 
country'  were  reviewing  a draft  of  the 
plan.  “There  is  a lot  of  attention  focused 
on  try  ing  to  organize  and  to  use  a com- 
mon approach  among  the  nation,  the 
states,  and  individual  practitioners  so  that 
we  all  have  our  act  together  when  we  try' 
to  accomplish  these  goals,”  Dr  Beasley 
said. 

Catherine  Edwards,  PhD,  director  of 
Texas  Medical  Association’s  Department 
of  Public  Health,  notes  that  TMA  repre- 
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sentatives  are  working  on  several  com- 
mittees that  will  help  set  Texas-specific 
objectives  in  the  public  health  areas  ad- 
dressed by  the  objectives.  These  areas  in- 
clude: nutrition,  physical  activity  and 
fitness,  tobacco,  alcohol  and  other  drugs, 
sexual  behavior,  violent  and  abusive  be- 
havior, vitality  and  independence  of 
older  people,  and  environmental  health. 

It  also  considers:  occupational  safety 
and  health,  unintentional  injuries,  pre- 
ventive services,  maternal  and  infant 
health,  immunization  and  infectious  dis- 
eases, HfV  infection,  sexually  transmitted 
diseases,  cholesterol  and  high  blood  pres- 
sure, cancer,  other  chronic  disorders, 
oral  health,  mental  and  behavioral  dis- 
orders, and  improvements  in  the  system 
( health  education  and  preventive  ser- 
vices, surveillance,  and  data  services). 

“The  health  problems  of  Texas  are  a 
reflection  of  the  national  pattern,  plus 

Catherine  Edwards,  PhD:  "...  prevention  is 
fundamental  to  every  public  health  initiative  . . . 


elements  that  have  to  do  with  the  size  of 
the  state,  extensive  underserved  areas,” 
Dr  Beasley  said.  “And,  the  United  States- 
Mexico  border  health  problems  are 
unique.” 

A TMA  program  designed  to  address 
those  unique  problems  is  expected  to  be 
carried  on  into  1990.  TMA’s  highly  suc- 
cessful 1989  Border  Health  Conference 
will  be  repeated  in  1990,  hosted  by  the 
California  Medical  Association.  And, 
efforts  to  find  legislative  solutions  will 
continue.  At  the  national  level,  TMA  will 
work  with  the  AMA  and  the  other  border 
states  to  convince  Congress  to  create  a 
United  States-Mexico  Environmental 
Health  Commission.  And,  at  the  state 
level,  TMA  will  work  with  an  interim 
state  legislative  study  and  recommend 
state  action  on  the  issue. 

Another  public  health  challenge  that 
will  entail  legislative  activity  is  TMA’s 


push  for  comprehensive  school  health 
education.  “Our  rationale  for  launching 
this  campaign  is  that  prevention  is  funda- 
mental to  every  public  health  initiative — 
helping  youngsters  learn  about  healthy 
lifestyle  choices  and  how  to  make 
choices,”  Dr  Edwards  explained. 

TMA  will  ask  the  72nd  Texas  Legisla- 
ture to  require  that  school  districts  pro- 
vide health  education  beginning  in  kin- 
dergarten and  continuing  through  twelfth 
grade. 

The  association  also  will  address  the 
public  health  issues  that  impact  the 
homeless  in  Texas  in  1990.  A task  force 
to  study  the  issue  is  expected  to  convene 
in  the  fall,  and,  at  TMA’s  request,  the 
1989  state  legislature  approved  an  in- 
terim study  of  the  homeless.  Dr  Beasley 
points  out  that  the  issues  relating  to  the 
homeless  cross  the  boundaries  of  several 
public  policy  areas.  The  answer  to  the  di- 
lemma may  lie  in  the  prevention  of  cir- 
cumstances that  cause  people  to  become 
homeless.  “It’s  a terrible  probletn,  a very 
negative  aspect  of  some  of  the  positive 
parts  of  the  economic  changes  that  oc- 
curred under  the  Reagan  administration, 
which  left  us  without  a protective  net  for 
people  who  are  not  able  to  care  for 
themselves,”  he  said. 

Turning  to  another  pervasive  public 
health  challenge,  Dr  Beasley  observed, 
“The  AIDS  epidemic  is  with  us,  isn’t 
about  to  go  away,  and  is  going  to  be  one 
of  the  dominant  health  issues  of  at  least 
the  next  decade,  if  not  several  decades.” 
AIDS  is  a costly  burden  on  the  health 
care  system  that  has  the  potential  to  dras- 
tically reduce  an  already  shrinking  supply 
of  productive  citizens.  Dr  Beasley  ex- 
plains, “We  have  a lower  birth  rate, 
longer  life  expectancy,  and  therefbre 
more  people  moving  into  older  age 
groups.  Additionally,  we  have  this  mor- 
tality from  AIDS  that  is  further  diminish- 
ing the  numbers  of  people  in  the  produc- 
tive age  ranges.” 

In  a related  area,  Dr  Beasley  predicts 
increasing  efforts  to  assure  satisfactory 
life  performance  and  life  situations  for 
elderly  people.  “Good  years  are  what’s 
needed,  not  years,  per  se,”  he  said. 

Dr  Beasley  is  not  optimistic  about  a 
vaccine  for  the  AIDS  virus  in  the  near  fu- 
ture. “There’s  nothing  good  enough  in 
the  way  of  a basic  breakthrough  that  is 
the  cornerstone  for  the  development  of 
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an  appropriate  vaccine,”  he  said. 

Meanwhile,  Dr  Edwards  notes  that  in 
1990  TMA  will  work  toward  educating 
' physicians  about  acquiring  medical  histo- 
I ries  that  identify  patients  at  risk  for  AIDS. 
A support  program  will  help  physicians 
! who  have  the  virus — including  counsel- 
ing a physician  who  has  AIDS,  and  how 
that  HIV-positive  physician  might  have  to 
curtail  or  modify  his  or  her  practice. 

Another  public  health  challenge  that 
will  carry  over  into  1990  and  beyond  is 
cancer.  “1  anticipate  this  being  a decade 
of  intense  cancer  research  leading  to  a 
much  better  understanding  of  the  mecha- 
nisms of  carcinogenesis,”  Dr  Beasley  pre- 
dicts. “We  could  then  see  either  direct 
intervention  through  chemotherapy  or 
chemo-prevention  as  we  understand 
where  to  target  agents  against  cancer 
causes.” 

The  Physician  Oncology  Education 
Program  of  the  TMA,  under  Dr  Edwards’ 
direction,  will  launch  a new  program  in 
1990  to  reach  physicians  who  do  not  at- 
tend traditional  continuing  medical  edu- 
cation (CME)  programs.  Cancer  educa- 
tion modules,  consisting  of  scripts  and 
slides  prepared  by  experts,  will  be  avail- 
able for  presentations  at  county  medical 
society  meetings,  hospital  medical  staff 
meetings,  and/or  other  local  settings. 
Modules  on  breast  cancer,  lung  cancer, 
and  colorectal  cancer  will  be  available  in 
February,  and  a module  on  skin  cancer 
also  may  be  completed  in  1990,  Dr 
Edwards  reports. 

In  the  realm  of  cancer  prevention, 
TMA  will  launch  an  anti-tobacco  cam- 
paign that  will  encourage  physicians  to 
intervene  in  patients’  use  of  tobacco, 
which  Dr  Beasley  calls  the  “most  impor- 
tant carcinogen.”  Dr  Edwards  adds,  “Only 
a small  percentage  of  physicians  inter- 
vene, and  yet  studies  show  that  when 
they  do,  it  has  dramatic  results.”  TMA’s 
campaign  will  enlist  pediatricians  to 
teach  their  young  patients  to  avoid  to- 
bacco products.  Dr  Beasley  reports  that 
while  smoking  rates  for  Caucasian  men 
are  decreasing  rapidly,  the  trend  is  not  so 
good  for  women  and  adolescents.  “Both 
young  boys  and  girls  are  smoking  more. 
That  means  we  have  people  learning  to 
smoke  as  kids  and  then  giving  it  up.  It 
would  be  better  never  to  start,”  he  said. 

Responding  to  this  unfortunate  trend, 
TMA’s  Task  Force  on  Adolescent  Health 


will  address  smoking  and  other  substance 
abuse  issues  in  1 990.  The  task  force  also 
will  address  teenage  sexuality,  mental 
health,  screening  protocols  for  adoles- 
cents to  keep  them  healthy,  and  proper 
parenting. 

The  parenting  program  aims  to  carry 
good  public  health  practices  into  the  fu 
ture,  assuring  that  “at  whatever  point  in 
their  lives  they  become  parents,  they  will 
raise  healthy  children,”  Dr  Edwards  said 

LEGISLATION 

As  Texas  Medical  Association’s  Director 
of  Public  Affairs  Kim  Ross  and  Rep  Mike 
McKinney,  MD,  (D-Centerville)  look 
ahead,  they  see  the  72nd  Texas  Legis- 
lature convening  in  1991  to  wrestle  with 
weighty  issues  related  to  the  cost  of  and 
access  to  health  insurance,  both  private 
and  public. 

Dr  McKinney,  who  will  retire  from  the 
legislature  in  January  1991,  eyes  the 
struggle  with  interest.  “My  only  regret 
of  not  being  back  is  the  issue  of  afford- 
able health  insurance  needs  to  be 
addressed.  Medical  costs  are  just  out- 
landish, and  a lot  of  it’s  traceable  to 
fear  rather  than  good  medicine.”  Be- 
tween 1.5  million  to  2.7  million  Texans 
are  uninsured  or  underinsured,  making 
the  demand  for  solutions  urgent.  TMA 
made  this  issue  a high  priority  for  the 
coming  year  with  the  approval  of  a reso- 
lution from  Harris  County  Medical  So- 
ciety in  November.  The  resolution  noted 
that  lack  of  health  care  coverage  results 
in  no  preventive  care,  late  treatment,  and 
higher  costs. 

Mr  Ross  predicts  that  the  72nd  Legis- 
lature also  will  see  increasing  pressure 
from  competing,  nonphysician  health 
care  providers,  who  will  be  seeking  leg- 
islative and  regulatory  entrees  to  third 
party  coverage  of  their  services.  He  at- 
tributes this  increasing  competition  for 
health  care  dollars  to  general  economic 
difficulties.  “We  see  those  tensions 
heightening,”  he  said,  ‘and  culminating 
in  the  1993  sunset  review  of  all  licensed 
health  providers’  scope  of  practice  acts — 
including  the  Texas  State  Board  of  Medi 
cal  Examiners  and  the  body  of  law  gov- 
erning medical  practice,  the  Medical 
Practice  Act.” 

Dr  McKinney  emphasizes  that  the  leg- 
islature should  be  cautious  about  ex- 
panding mandatory  coverage  in  this  re- 
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gard.  “I  think  we  re  going  to  have  to  take 
another  look  at  things  even  physicians 
think  ought  to  be  covered,”  he  said.  “I 
fought  tooth  and  nail  to  require  coverage 
of  treatment  for  alcoholism,  but  the  truth 
is,  that  particular  aspect  of  insurance  is 
being  abused.  Every’  little  hospital  that’s 
trying  to  stay  open  does  drug  and  alcohol 
rehab  now.  And,  that’s  an  area  we  have  to 
take  a look  at.” 

But  before  the  72nd  legislature  con- 
venes, the  lawmakers  will  address  some 
leftover  issues  from  1989’s  session.  One 
of  the  most  important  products  of  that 
session  was  the  Omnibus  Rural  Health 
Care  Rescue  Act  ( House  Bill  18 ),  many 
provisions  of  which  will  be  implemented 
in  1990.  TMA  will  closely  monitor  the 
implementation  of  the  bill  and  communi- 
cate regularly  with  the  state  officials  di- 
recting the  implementation.  Among 
those  provisions  are  liability'  reforms 
creating  state  indemnification  of  up  to 
SI 00,000  in  liability  claims  against  physi- 
cians who  treat  Medicaid  and  other  indi- 
gent patients,  and  measures  to  improve 
access  to  health  care  in  the  state’s  rural 
areas.  Dr  McKinney,  who  was  a sponsor 
of  HB  18,  and  former  TMA  President  Jim 
Bob  Brame,  MD,  Eldorado,  will  serve  6- 
year  terms  as  members  of  the  nine-mem- 
ber executive  committee  of  the  Center 
for  Rural  Health  Initiatives,  which  will 
help  improve  coordination  of  state  gov- 
ernment activities  affecting  access.  The 
physicians  also  were  members  of  the  leg- 
islatively authorized  rural  health  task 
force  that  ultimately  produced  the 
groundbreaking  law. 

In  1991,  TMA’s  liability  agenda  will 
focus  on  the  advances  achieved  in  HB  18 
and  on  securing  deterrents  to  non-mer- 
itorious  and  frivolous  suits. 

Among  the  health-related  topics  that 
have  been  assigned  to  standing  legislative 
committees  for  interim  study  are:  AIDS, 
the  County  Indigent  Health  Care  pro- 
gram, radiation  control,  the  resident  phy- 
sician compensation  program  adminis- 
tered by  the  Texas  Higher  Education  Co- 
ordinating Board,  costs  of  providing  indi- 
gent health  care  by  the  state  health  sci- 
ence centers  and  institutions  of  higher 
education,  and  “throwaway  children” 
who  have  been  abandoned  by  their 
parents. 

Other  topics  under  study  are:  obesity 
prevention  programs,  the  nursing  short- 


age, catastrophic  pool  insurance,  gaps  in 
the  availability  of  insurance  coverage  for 
long  term  care  for  the  elderly,  indigent 
health  care  funding,  substance  abuse 
among  Texas  youth,  and  substitution  of 
genetically  equivalent  drugs  for  brand 
named  pharmaceuticals. 

Mr  Ross  notes  that  legislative  response 
to  interim  study  recommendations  is 
mixed.  “Some  studies  are  pro  forma,  or 
destined  to  be  parked  on  a shelf  in  the 
Legislative  Reference  Library.  A handful 
will  serve  their  designed  purpose  and 
form  a legislative  consensus  on  how  to 
solve  complicated  problems  that  involve 
several  disparate  points  of  view.” 

Lhe  legislature  that  convenes  in  1991 
to  hear  these  reports  may  be  quite  differ- 
ent from  the  legislature  that  convened  in 
1 989.  Both  Mr  Ross  and  Dr  McKinney 
expect  the  voters’  decision  against  a leg- 
islative pay  raise  to  significantly  alter  the 
makeup  of  the  group.  Dr  McKinney  ad- 
mits it  was  a consideration  in  his  deci- 
sion against  running  for  another  term. 
And,  Mr  Ross  predicts,  “With  fewer  in- 
cumbents running  for  re-election,  there’s 
going  to  be  a bumper  crop  of  vacancies.” 

The  next  legislature  promises  a num- 
ber of  “no-win,  tough  choices,  and  no 
money,”  he  said.  Next  November,  he  ex- 
pects to  see  more  inexperienced  candi- 
dates running  from  narrow  ideological 
bases.  ‘“As  a consequence,  we  ll  see  some- 
thing of  a drain  of  those  kinds  of  legis- 
lators who  are  consensus  seekers,  who 
are  so  important  to  making  the  process 
work.  We’ll  see  a legislature  that  poten- 
tially will  be  more  partisan  and  less 
thoughtful  dealing  with  complex,  difficult 
issues,  where  both  sides  can  be  a little  bit 
right.” 

That  type  of  legislature  bodes  ill  for 
health  care  issues,  which  tend  to  be  very 
complex,  Mr  Ross  added.  “We’re  losing 
some  our  best  and  brightest.” 

Dr  McKinney  agrees  that  lack  of  fair 
compensation  wiU  adversely  affect  the 
legislature.  “We’ve  devised  a system 
where  normal,  everyday  people  can’t  be 
in  the  legislature.  We  still  will  get  good 
people  because  they  really  want  to  give 
of  themselves.  But,  I’m  afraid  the  good 
people  can’t  stay.  Eventually  it  wears  on 
their  finances  and  their  families,  and  they 
have  to  leave.  Those  who  are  indepen- 
dently wealthy  can  stay.  But,  I’m  pretty 
sure  that  independently  wealthy  people 


are  not  representative  of  the  public  as  a 
whole,”  he  said. 

Speaking  from  7 years’  experience  in 
the  legislature.  Dr  McKinney  predicts, 
“We  ll  always  have  some  consensus 
builders,  and  that’s  the  good  part  of  the 
system.”  But,  he  warns,  “The  ability  to 
build  consensus  and  compromise  are 
skills  that  you  bring  with  you.  They’re 
personality  traits.  It’s  hard  to  learn  under- 
standing in  the  legislature — you’d  better 
show  up  with  it.” 

With  Dr  McKinney’s  exit,  there  will  be 
no  remaining  “doctor  in  the  House,”  but 
the  physician-legislator  assures  that  medi- 
cine has  friends  in  the  legislative  process. 
“What’s  good  for  patients  is  good  for 
medicine,  so  physicians  have  quite  a few 
supporters,”  he  explained.  “Lots  of  times 
that  support  comes  from  people  we  don’t 
expect  to  be  supporters,  like  consumer 
groups.  Consumer  groups  generally  are 
our  friends,  and  they  have  some  legiti- 
mate complaints.” 

In  addition  to  changing  the  makeup  of 
the  state  legislature,  Texas  voters  will  se- 
lect a new  governor,  lieutenant  governor, 
attorney  general,  and  the  chief  justice 
and  two  members  of  the  state  Supreme 
Court. 

Whatever  the  outcome.  Dr  McKinney 
assures,  “The  system  is  better  than  any 
individual.” 

DONNA  B.  JONES 

News  Editor,  Texas  Medicine 


Texas  Medicine 


ixntA  SnancTH 

PJUN  REUff 
VmHOUT 

tXTRA 

PRBCRIBIHG 

) REsmicnoMS 


. . . Excellent  patient  acceptance 

• Few  reported  side  effects^ 

Pain  relief  that  lasts 

• Four  to  six  hours  of  extra  strength  pain  relief 

The  heritage  of  VICODIN"  *^ 

• VICODIN  is  the  24th  most  frequently 
prescribed  medication  in  America.^ 


*(hydrocodone  bitartrate  7.5mg  [Warning:  May  be  habit  forming] 
and  acetaminophen  750  mg) 


\ ' Tablet  for  tablet , 

the  rnost  potent  analgesic  you  can  phone  in 
^aytlme,  nighttime,  weekends.  ^ 

tT'  _ ' ■---  - * ' 


•♦(hydrocodone  bitartrate  5 mg  |Warning:  May  be  habit  forming]  and  acetaminophen  500  mg) 

1.  Data  on  tile.  Knoll  Pharmaceuticals 

2.  Standard  industry  new  prescription  audit.  ' ,‘j  ' 

Please  see  adjacent  page  for  brief  summary  of  prescribing  information.  i '’'  V ' ,i 


'c  1989.  BASF  K&F  Corporation 
5825/5-89 


~vicodins 


{hydiocodone  bitorttote  5mg  fWa»ning  Mov  be  hobil  »ofming) 
and  ocetaminopben  500  mg) 


"vicodin^ 


(1 


(hydfocodone  biiofitafe  7 5mg  (Wotning  Moy  be  nabif  forming] 
ond  oceiominophen  750  mg) 


INDICATIONS  AND  USAGE:  For  the  relief  of  moderate  to  moderately 
severe  pain 

CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophen  or 
hydrocodone 

WARNINGS. 

Allergic-Type  Reactions;  VICODINA^ICODIN  ES  Tablets  contain  sodium 
metabisulfite,  a sulfite  that  may  cause  allergic  type  reaaions  including 
anaphylactic  symptoms  and  lire-threatening  or  less  severe  asthmatic 
episodes  in  certain  susceptible  people 

Respiratory  Depression:  At  high  doses  or  in  sensitive  patients, 
hydrocodone  may  produce  dose-refated  respiratory  depression 
Head  Injury  and  Increased  intracranial  Pressure:  The  respiratory 
depressant  effects  of  narcotics  and  their  capacity  to  elevate  cerebrospi- 
nal fluid  pressure  may  be  markedly  exaggerated  in  the  presence  of  head 
injury,  otner  intracranial  lesions  or  a preexisting  increase  in  intracranial 
pressure  Furthermore,  narcotics  produce  adverse  reactions  which  may 
obscure  the  clinical  course  of  patients  with  head  Injuries 
Acute  Abdominal  Conditions.  The  administration  of  narcotics  may 
obscure  the  diagnosis  or  clinical  course  of  patients  with  acute  abdominal 
conditions 
PRECAUTIONS 

Special  Risk  Patients.  VICODINA/ICOOIN  ES  Tablets  should  be  used 
with  caution  in  elderly  or  debilitated  patients  and  those  with  severe 
impairment  of  hepatic  or  renal  function,  hypothyroidism,  Addison's  dis- 
ease, prostatic  hypertrophy  or  urethral  stricture 
Cough  Reflex;  Hydrocodone  suppresses  the  cough  reflex,  as  with  all 
narcotics,  caution  should  be  exercised  when  VICODINA/ICODIN  ES  Tab- 
lets are  used  postoperatively  and  in  patients  with  pulmonary  disease 
Drug  Interactions . Patients  receiving  other  narcotic  analgesics,  antipsy- 
chotics,  antianxiety  agents,  or  other  CNS  depressants  (mcfuding  alcohol) 
concomitantly  with  VICOOINA/ICODIN  ES  Tablets  may  exhibit  an  additive 
CNS  depression  The  use  of  MAO  inhibitors  or  tricyclic  antidepressants 
with  hydrocodone  preparations  may  increase  the  effect  of  either  the 
antidepressant  or  hydrocodone  The  concurrent  use  of  anticholinergics 
with  hydrocodone  may  produce  paralytic  ileus 
Usage  in  Pregnancy 

Teratogenic  Effects:  Pregnancy  Category  C Hydrocodone  has  been 
shown  to  be  teratogenic  in  hamsters  when  given  in  doses  700  times  the 
human  dose  There  are  no  adequate  and  well-controlled  studies  in 
pregnant  women  VICODIN/  VICODIN  ES  Tablets  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus 

Nonteratogenic  effects.  Babies  born  to  mothers  who  have  been  tak 
mg  opioids  regularly  prior  to  delivery  will  be  physically  dependent  The 
withdrawal  signs  include  irritability  and  excessive  crying,  tremors,  hyper- 
active reflexes,  increased  respiratory  rate,  increased  stools,  sneezing, 
yawning,  vomiting,  and  fever 

Labor  and  Delivery;  Administration  of  VfCODINA/lCODIN  ES  Tablets  to 
the  mother  shortly  before  delivery  may  result  in  some  degree  of  respira- 
tory depression  in  the  newborn,  especially  if  higher  doses  are  used. 
Nursing  Mothers;  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk  Because  many  drugs  are  excreted  in  human  milk  and 
because  of  the  potential  for  serious  adverse  reactions  in  nursing  infants 
from  VICODINA/ICODIN  ES  Tablets,  a decision  should  be  made  whether 
to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the 
irripoitance  of  the  drug  to  the  mother 

Pediatric  Use;  Safety  and  effectiveness  in  children  have  not  been 
established 

ADVERSE  REACTIONS; 

The  most  freouently  observed  adverse  reactions  include  light-headedness, 
dizziness,  sedation,  nausea  and  vomiting.  These  effects  seem  to  be  more 
prominent  in  ambulatory  than  in  nonambulatory  patients  and  some  of 
these  adverse  reactions  may  be  alleviated  if  the  patient  lies  down.  Other 
adverse  reactions  include 

Central  Nervous  System : Drowsiness,  mental  clouding,  lethargy,  impair- 
ment of  mental  and  physical  performance,  anxiety,  fear,  dysphoria,  psy- 
chic dependence  and  mood  changes 

Gastrointestinal  System : The  antiemetic  phenothiazines  are  useful  in 
suppressing  the  nausea  and  vomiting  which  may  occur  (see  above); 
however,  some  phenothiazine  derivatives  seem  to  be  antianalgesic  and 
to  increase  the  amount  of  narcotic  required  to  produce  pam  relief,  while 
other  phenothiazines  reduce  the  amount  of  narcotic  required  to  produce 
a given  level  of  analgesia  Prolonged  administration  of  VICODINA/ICODIN 
ES  Tablets  may  produce  constipation. 

Genitourinary  System:  Ureteral  spasm,  spasm  of  vesical  sphincters 
and  urinary  retention  have  been  reported 

Respiratory  Depression:  Hydrocodone  bitartrate  may  produce  dose- 
lelated  respiratory  depiession  by  acting  directly  on  the  brain  stem  respi- 
ratory center.  Hydrocodone  also  affects  tne  center  that  controls  respiratory 
rhythm,  and  may  produce  irregular  and  periodic  breathing.  If  significant 
respiratory  depression  occurs,  it  may  be  antagonized  oy  the  use  of 
naloxone  hydrochloride  /Vpply  other  supportive  measures  when  indicated 
DRUG  ABUSE  AND  DEPENDENCE; 

VICODINA/ICODIN  ES  Tablets  are  subject  to  the  Federal  Controlled  Sub- 
stance Act  (Schedule  111)  Psychic  dependence,  physical  dependence,  and 
tolerance  may  develop  upon  repeated  administration  of  narcotics:  there- 
fore. VICODIN/  VICODIN  ES  Tablets  should  be  prescribed  and  adminis- 
tered with  caution 
OVERDOSAGE; 

Acetaminophen  Signs  and  Symptoms : In  acute  acetaminophen  over- 
dosage, dose-dependent,  potentially  fatal  hepatic  necrosis  is  the  most 
serious  adverse  effect  Renal  tubular  necrosis,  hypoglycemic  coma,  and 
thrombocytopenia  may  also  occur.  Early  symptoms  following  a poten- 
tially hepatotoxic  overdose  may  include:  nausea,  vomiting,  diaphoresis 
and  general  malaise.  Clinical  and  laboratory  evidence  of  hepatic  toxicity 
may  not  be  apparent  until  48  to  72  hours  post-ingestion 
Hydrocodone  Signs  and  Symptoms:  Serious  overdose  with 
hydrocodone  is  characterized  by  respiratory  depression  (a  decrease  in 
respiratory  rate  and/or  tidal  volume,  Cheyne-Stokes  respiration,  (cyano- 
sis), extreme  somnolence  progressing  to  stupor  or  coma,  skeletal  muscle 
flaccidity,  cold  and  clammy  skin,  ancTsometimes  bradycardia  and  hypo- 
tension In  severe  overdosage,  apnea,  circulatory  collapse,  cardiac  arrest 
and  death  may  occur. 
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Placental  examination 
can  help  determine 
cause  of  brain  damage 
in  neonates 


Intrapartum  asphyxia  rarely  causes  cerebral  palsy. 
More  than  90%  of  cases  of  cerebral  palsy  are  now 
believed  to  result  from  an  antecedent  intrauterine 
developmental  abnormality.  It  is  now  also  knoum 
that  there  is  an  association  between  subacute  and 
chronic  intrauterine  hypoxia  (decreased  uteropla- 
cental blood  flow)  and  brain  damage.  We  present 
an  evaluation  protocol  that  includes  clinical  find- 
ings of  the  mother  and  infant  combined  with 
pathologic  examination  of  the  placenta  The  pur- 
pose of  this  protocol  is  to  better  identify  and  sepa- 
rate cases  of  acute  from  chronic  perinatal 
asphyxia  We  believe  that  improved  screening  and 
identification  of  perinatal  asphyxia  will  reduce 
the  number  of  malpractice  suits  for  infants  with 
brain  damage.  The  objective  is  to  eliminate  from 
litigation  those  cases  due  to  antecedent  develop- 
mental abnormality  over  which  the  clinician  has 
no  responsibility’  and  should  not  be  held  medi- 
cally liable. 


During  18  months  at  our  institution,  we  per- 
formed pathologie  examinations  on  placen- 
tas from  patients  suspected  of  having  or 
manifesting  significant  perinatal  abnormalities.  Pla- 
centas were  also  studied  when  the  newborn  demon- 
strated morbidity  in  the  immediate  neonatal  period. 
In  addition  to  answering  questions  of  etiology,  such 
examinations  now  appear  to  be  of  value  in  the  legal 
defense  of  cases  filed  for  infants  born  with  brain 
[ damage.  Recent  studies  conclude  that  less  than  10% 

; of  infants  with  a birth  weight  of  at  least  2,500  g 
born  with  a neurologic  deficit  ( cerebral  palsy,  se- 
vere mental  retardation,  or  epilepsy ) sustained  the 
injury  during  labor  or  delivery  ( 1 - 5).  It  is  now  be- 
lieved that  the  remainder  of  these  infants  were 
affected  by  an  antecedent  intrauterine  developmen- 
tal abnormality  and  that  these  abnormalities  are 
often  associated  with  chronic  or  partial  intrauterine 
hypoxia  (6). 

This  report  is  a preliminary'  analysis  of  our  experi- 
ence and  is  an  effort  to  determine  whether  selected 
examination  of  placentas  combined  with  specific 
clinical  “screens”  is  of  significant  value  in  identify- 
ing acute  versus  subacute  and  chronic  perinatal  as- 
phyxia. It  is  not  our  current  goal  to  identify  infants 
I likely  to  develop  later  neurologic  deficit,  but  to 
j identify  and  document  infants  at  increased  risk  of 
! neurologic  deficit  when  compared  to  the  risk  that 
occurs  in  “normal  infants”  (ie,  the  risk  seen  in  in- 
fants who  have  a normal  pregnancy,  labor  and  deliv- 
ery, and  normal  immediate  neonatal  status). 

Materials  and  methods 

This  preliminary  report  is  based  on  a study  involv- 
ing the  examination  of  approximately  1 ,900  placen- 


tas submitted  for  pathologic  examination  at  our 
institution  during  1988.  ITie  placental  examinations 
closely  followed  the  protocol  of  Dr  Richard  Naeye 
in  his  workshop  syllabus  Essentials  of  Fetoplacental 
Pathology  ( 6 ).  Each  of  the  placentas  was  evaluated 
for  ten  factors:  (a)  placental  weight  and  its  relation- 
ship to  gestational  age  and  birthwcight;  (b)  placen- 
tal maturation;  (c)  villous  edema;  (d)  acute  chorio- 
amnionitis;  (e  ) true  infarct;  (f)  meconium  staining; 
(g)  placenta  previa;  (h)  abruptio  placenta;  (i)  ab- 
normalities in  placental  configuration;  and  (j)  um- 
bilical cord  abnormalities  or  lesion. 

The  placental  examination  focuses  on  changes  as- 
sociated with  chronic  or  partial  intrauterine  hypo- 
xia to  identify  infants  at  increased  risk  for  later 
appearance  of  a neurologic  deficit.  These  patholog- 
ical changes  consist  of  large  placental  infarcts  (3  cm 
or  larger)  (Fig  1 ),  multiple  placental  infarcts  (Fig 
2,3  ),  histologic  evidence  of  accelerated  placental 
maturation  (Fig  4),  and  significant  deviation  of  the 
expected  placental  weight  for  the  gestational  age 
(ie,  below  the  25th  percentile,  and  especially  if  be- 
low the  10th  percentile). 

We  have  recently  developed  a clinical  evaluation 
protocol  that  involves  review  of  the  maternal  and 
infant  charts.  Clinical  conditions  and  laboratory  data 
have  been  incorporated  in  Fig  5,  which  separates 
features  associated  with  acute  primary  perinatal 
asphyxia  from  those  conditions  associated  with 
subacute  or  chronic  intrauterine  asphy'xia.  This 
separation  is  important  in  that  it  is  now  known  that 
acute  primary  asphyxia  rarely  results  in  a neuro- 
logic deficit,  while  there  is  a significant  association 
between  subacute  and  chronic  intrauterine  hypoxia 
and  neurologic  deficit  (1-8).  We  plan  to  correlate 
the  clinical  evaluation  outlined  in  Fig  5 with  those 
of  the  placental  examinations,  and  this  will  consti- 
tute a later  report. 


Leo  J.  Williams.  MD. 
Chairman.  Department 
of  Pathology-,  and 
Anthony  P Lucci,  MD, 
Chairman,  Department 
of  Obstetrics  and 
Gynecology,  St  Joseph 
Hospital,  1919  La- 
Branch,  Houston,  TX 
77002  Send  reprint  re- 
quests to  Dr  Lucci 


Discussion 

Placentas  for  pathological  examination  can  be  se- 
lected according  to  any  of  three  basic  categories: 
(a)  placentas  in  which  the  attending  physician 
grossly  identifies  a placental  abnormality  at  the 
time  of  labor  and  delivery';  (b)  placentas  in  which 
there  is  an  identified  or  suspected  clinical  abnor- 
mality during  perinatal  care  or  if  the  infant  demon- 
strated significant  clinical  abnormalities  in  the 
immediate  neonatal  period;  or  {c)  all  placentas 
submitted  for  gross  pathologic  examination.  If  no 
gross  lesions  are  noted,  selected  portions  of  the  pla- 
centa are  imbedded  in  paraffin  and  saved  until  the 
statute  of  limitations  expires.  This  latter  protocol  is 
similar  to  that  of  Dr  Richard  Naeye  in  his  Essentials 
of  Fetoplacental  Pathology  (6 ). 

In  our  hospital,  most  obstetricians  have  chosen 
the  second  method  for  selecting  placentas  for 
pathologic  examination  ( ie,  placentas  are  submitted 
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1 Part  of  this  twin  placenta  appears  grossly  normal;  however,  foci  of  infarction  were  found 
on  microscopic  examination  This  portion  of  the  placenta  sustained  a neonate  which  at 
birth  appeared  to  be  normal,  but  several  months  later  was  found  to  have  neurologic  dam- 
age. The  portion  of  the  placenta  showing  extensive  infarction  supported  a macerated 


2.  Placenta  showing  various  stages  of  infarction  Acute,  recent  hematoma  ( dark  red), 
subacute,  (pale  red),  and  old  healed  (pale  gray).  Cesarean  section  was  done  at  27  weeks 
gestation  because  of  severe  pre-eclampsia  Infant  developed  neurologic  symptoms  at 
3 months  of  age. 


where  a significant  clinical  abnormality  was  evi- 
dent or  suspected).  We  recommend  this  approach, 
for  the  following  reasons: 

1 . From  a legal  standpoint,  the  physician  is  at 
greatest  risk  of  litigation  when  an  infant  is  severely 
depressed  during  the  perinatal  period  and  then  later 
develops  cerebral  palsy,  severe  mental  retardation, 
or  epilepsy.  The  reason  for  the  increased  risk  of  liti- 
gation is  that  many  lay  persons  and  attorneys  be- 
lieve there  is  a direct  cause-and-effect  relationship 
between  brain  damage  and  a birth-related  (intrapar- 
tum ) injury. 

ITiis  theory  (9),  now  over  100  years  old,  assumed 

(a)  that  asphyxia  occurs  primarily  and  substantially 
during  the  labor  and  delivery  stage  of  pregnancy; 

(b)  that  it  followed  normal  intrauterine  fetal  devel- 
opment; (c)  that  brain  damage  (cerebral  palsy,  men- 
tal retardation,  epilepsy,  or  a combination  thereof) 
resulting  from  birth-related  injury  can  manifest  itself 
either  in  the  immediate  neonatal  period  or  up  to 
several  years  later.  Recent  studies  and  present 
obstetrical  management  contradict  these 
assumptions. 

2.  Our  method  of  selecting  placentas  for  exami- 
nation also  includes  those  infants  with  low  Apgar 
scores  (4  or  less)  who  later  develop  a neurologic 
deficit.  Most  children  who  later  develop  a significant 
neurological  deficit  such  as  cerebral  palsy  had  an 
unremarkable  pregnancy,  normal  labor  and  delivery, 
and  normal  Apgar  scores  at  birth.  The  physician  is  at 
much  less  legal  risk  in  these  cases  since  any  episode 
of  asphyxia  occurring  in  the  intrapartum  period  suf- 
ficient to  cause  permanent  neurological  deficit  will 
be  associated  with  a low  Apgar  score  at  birth 

( 1,2, 3,7).  In  our  opinion,  this  fact  is  the  physician’s 
best  legal  defense  in  cases  involving  infants  born 
with  normal  Apgar  scores. 

3.  At  the  present  time,  constraints  of  time  and 
money  make  the  third  approach  (all  placentas), 
seem  impractical  unless  selected  placental  examina- 
tion proves  ineffective. 

A major  impetus  for  focusing  attention  on  patho- 
logic examination  of  placentas  is  the  fact  that  the 
old  theory  of  a cause-and-effect  relationship  be- 
tween intrapartum  asphyxia  and  the  later  develop- 
ment of  a neurological  deficit  is  clearly  invalid. 
Obstetrical  mismanagement  is  frequently  identified 
as  proximate  cause  of  injury  with  little  considera- 
tion given  to  possible  underlying  medical  causes. 
Another  fact  overlooked  is  that  over  95%  of  term 
infants  who  have  an  Apgar  score  of  4 or  less  never 
develop  cerebral  palsy  (1,5).  Also  a majority  of  chil- 
dren (70%  -80%  ) who  do  develop  cerebral  palsy 
have  an  unremarkable  pregnancy,  labor,  and  deliv- 
ery and  have  normal  Apgar  scores  at  birth  ( 1,4).  /n 
spite  of  the  current  emphasis  on  prenatal  care, 
fetal  monitoring,  and  a fourfold  increased  fre- 
quency of  cesarean  sections  over  the  past  30  years 
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in  an  effort  to  reduce  neurologic  injury’,  there  has 
been  no  demonstrable  change  in  the  annual  inci- 
dence of  cerebral  palsy  in  tenn  or  near-term  in- 
fants in  this  country  for  the  past  several  decades 
(5,7).  The  prevalence  of  cerebral  palsy  in  term  or 
near-term  infants  has  also  been  reported  as  constant 
in  recent  epidemiological  studies  from  Australia  and 
England.  These  studies  conclude  that  cerebral  palsy 
is  a disorder  most  often  independent  of  obstetric 
management  ( 10,1 1 ).  Furthermore,  recent  litera- 
ture has  demonstrated  there  is  no  relationship  be- 
tween mental  retardation  alone  and  any  of  the 
events  that  occur  during  the  perinatal  period  (12). 

It  is  now  estimated  that  no  more  than  8%  of  all 
cases  of  neurological  deficit  occurring  in  infants 
born  at  or  near  term  are  related  to  primaiy'  intrapar- 
tum asphyTcia  ( 1 —8 ).  The  remaining  cases  of  neu- 
rologic deficit  are  due  to  an  antecedent  intrauterine 
developmental  abnormality,  and  these  abnormalities 
are  often  those  associated  with  episodes  of  chronic 
or  subacute  intrauterine  hypoxia  ( 1,6- 12). 

Although  most  cases  of  cerebral  palsy  have  had  a 
normal  perinatal  course  and  normal  Apgar  scores, 
approximately  one  fourth  of  the  cases  of  cerebral 
palsy  have  had  low  Apgar  scores  at  birth.  Typically 
in  these  cases  there  is  no  clearly  identifiable  clinical 
condition  such  as  cord  compression,  abruptio  pla- 
centa, etc,  which  would  account  for  the  low  Apgar 
score.  The  current  explanation  in  these  cases,  at 
which  the  obstetrician  is  at  greatest  legal  risk,  is 
stated  by  Dr  Richard  Naeye:  “A  history’  of  intrapar- 
tum fetal  distress  is  another  factor  that  is  often  cited 
as  evidence  that  many  individuals  with  neurological 
impairments  were  asph)'xiated  during  labor  and  de- 
livery. It  is  now  apparent  that  fetal  distress  in  these 
individuals  was  usually  the  result  of  an  already  dam- 
aged brain  malfunctioning  when  subjected  to  the 
stress  of  normal  labor.”  In  other  words,  the  asphyxia 
and  associated  low  Apgar  score  in  these  babies  is 
the  first  sign  of  an  already  damaged  brain  rather 
than  the  cause  of  damage  to  that  brain.  However,  in 
some  cases,  if  the  asphyxia  is  sufficiently  severe,  it 
can  produce  superimposed  hypoxic  brain  damage 
during  the  intrapartum  period  to  an  already  com- 
promised baby. 

How  can  one  separate  those  cases  of  severely  de- 
pressed infants  (Apgar  scores  of  4 or  less)  that  rep- 
resent the  first  sign  of  antecedent  intrauterine 
developmental  abnormality  from  cases  that  are  the 
result  of  severe  intrapartum  hypoxic  injury  pre- 
ceded by  normal  intrauterine  growth?  The  follow- 
ing clinical  information,  which  has  been  incorpo- 
rated in  Fig  5,  should  allow  the  separation  in  most 
cases  of  these  two  sets  of  patients,  lliis  identifica- 
tion is  important  since  it  is  in  those  infants  sub- 
jected to  chronic  or  subacute  intrauterine  hypoxia 
who  are  at  greatest  risk  of  neurologic  deficit.  When 


i Microscopic  section  of  placenUt  Utken  from  Pig  2.  Siihiicule  infarction:  note  necrotic  ana 
clear  villi  ( arroiv)  with  the  inlervitlons  spacefilled  wilh  coagnlum  Placental  infarcl  is  de 
fined  as  ischemic  necrosis  in  the  flow  distrihution  of  the  uterine  arlen’  (magnification  .\25l) ). 


4.  Section  from  another  area  of  same  placenta  shoivn  in  Fig  2,  showing  accelerated  matura- 
liott  Note  ahnontially  small  villi  ( arrow)  with  e.xcessive  syncytial  knots,  .\ccelerated  matu- 
ration is  seen  with  abnormally  low  uteroplacental  blood  flow  (magnification  x 63 ). 
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5.  Clinical  findings  commonly  associated  with  acute  perinatal  asphyxia  versus  subacute  and  chronic  perinatal  hypoxia  in 
infants  with  a birth  weight  of 2,500  g or  greater. 


ACUTE  PERINATAL  ASPHYXIA* 

(Sudden  Decrease  in  Uteroplacental  Blood  Plow)t 

SUBACUTE  OR  CHRONIC  PERINATAL  ASPHYXIA 
(Long-term  Decrease  in  Uteroplacental  Blood  Flow):]; 

ACUTE  ASPHYXIA:  Clinical  condition  is  usually  identified  to 
account  for  acute  asphyxia  such  as: 

1 . Cord  accidents,  compression,  prolapse,  knots,  throm- 
bosis (Fig  6) 

2.  Abruptio  placenta — complete  or  > 50% 

3.  Placenta  previa  with  hemorrhage  > 500  cc 

4.  Maternal  hypotension — (shoek) 

5.  Marked  vaginal  bleeding  during  labor  and  delivery 
> 500  cc 

6.  Prolonged  labor  > 20  hours 

7.  Prolonged  obstructed  2nd  stage  of  labor  > 2 hrs 

8.  Traumatic  delivery,  ie,  shoulder  dystocia 

SUBACUTE  OR  CHRONIC  INTRAUTERINE  ASPHYXIA:  Usu- 
ally no  clinical  condition  is  identified  to  account  for  intrapar- 
tum asphyxia.  However,  the  following  clinical  conditions 
have  been  associated  with  subacute  and  chronic  intrauterine 
asphyxia: 

1.  Fetal  blood  loss 

2.  Maternal  gestational  hemoglobin  < 9 g/dL 

3.  Third  trimester  hypotension  (peak  diastolic  blood 
pressure  < 60  mm  Hg) 

4.  Pregnancy-induced  hypertension 

5.  Multiple  births 

6.  Cigarette  smoking 

7.  Diabetes,  Class  C,  D,  and  E 

8.  Persistent  maternal  proteinuria 

9.  Possibly  alcohol  and  drug  abuse 

10.  Post  maturity 

INTRAUTERINE  GROWTH:  Usually  normal 

INTRAUTERINE  GROWTH:  Frequently  associated  with  intra- 
uterine growth  retardation,  or  other  fetal  developmental  ab- 
normalities or  deformities.  Carefully  record  weight,  length, 
and  head  eircumference,  and  estimate  amniotic  fluid  volume 
(oligohydramnios ) 

APGAR  SCORE:  3 or  less  at  5 minutes 

APGAR  SCORE:  Usually  7 or  greater  at  5 minutes.  However, 
may  be  low  ( ^ 3 ) in  a significant  minority  of  cases. 

IMMEDIATE  NEONATAL  COURSE:  Infants  with  acute  as- 
phyxia sufficiently  severe  to  cause  permanent  brain  damage 
characteristically  show  slow  clinical  improvement  with  re- 
turn to  normal  Apgar  score  after  a period  of  several  days. 

IMMEDIATE  NEONATAL  COURSE:  Infants  with  low  Apgar 
score  due  to  antecedent  brain  damage  often  show  rapid 
clinical  improvement  with  normal  Apgar  scores  by  24—48 
hours.  However,  it  may  be  prolonged  and  often  erratic  in 
severely  depressed  babies. 

NEWBORN  CHEMISTRIES: 

Hematocrit — normal  or  low  when  associated  with  blood  loss 
Cord  arterial  pH  <7.1 

Cord  venous  pH  <7.2 

NEWBORN  CHEMISTRIES: 

Hematocrit  > 65  ( polycythemia ) may  occur 

Hematocrit  low  in  cases  of  hemolysis,  and  in  the  feto-mater- 
nal  and  twin-to-twin  transfusion  syndromes. 

Venous  pH  > 7.2.  However,  this  may  be  < 7.2  in  depressed 
infants. 

POSTPARTLIM  NEONATAL  WEIGHT  LOSS:  Usually  present 

POSTPARTUM  NEONATAL  WEIGHT  LOSS:  May  be  absent 
(decreased  subcutaneous  fat) 

SEIZURES:  Within  first  few  hours  after  delivery 

MULTISYSTEM  ORGAN  DAMAGE:  Characteristically  present 
(kidney,  heart,  lung,  gastrointestinal,  metabolic). 

SEIZURES:  May  be  early  but  often  delayed 

MULTISYSTEM  ORGAN  DAMAGE.  Excluding  brain,  usually 
absent,  but  may  occur  in  severely  depressed  babies. 

PLACENTA:  Normal  or  affected  by  acute  episode  causing 
distress. 

1.  Abruptio  placenta 

2.  Cord  compression  or  thrombosis 

3.  Placenta  previa  with  hemorrhage 

PLACENTA:  Often  abnormal  with  findings  including: 

1.  Infarcts:  single  large  (3  cm  or  larger)  (Fig  1,2,3) 

2.  Abnormally  small  villi  with  excessive  syncytial  knots  for 
gestational  age  (Fig  4) 

3.  Small  in  size  and  weight  for  gestational  age 

• Acute  perinatal  asphyxia  of  suffieient  severity  and  duration  to  potentially  produce  permanent  brain  damage.  Remember,  more 
than  95%  of  infants  with  an  Apgar  score  of  4 or  less  never  develop  cerebral  palsy, 
t Absence  of  these  signs  or  sequence  of  signs  can  provide  strong  evidenee  that  sufficiently  severe  and  prolonged  asphyxia  did  not 
account  for  the  later  neurologic  deficit,  or  that  the  deficit  was  not  due  to  asphyxia  (14). 

I A development  abnormality  of  the  brain  not  associated  with  intrauterine  hypoxia  can  have  a normal  placenta. 
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evaluating  a case,  one  should  especially  identify  and 
document  the  following  facts: 

1.  Were  there  any  of  the  multiple  clinical  com- 
plications of  pregnancy  associated  with  severe  intra- 
partum asphyxia?  Examples  are  varied  causes  of 
umbilical  cord  compression,  torsion,  thrombosis 
(Fig  6),  abruptio  placenta,  or  placenta  previa  associ- 
ated with  significant  acute  blood  loss  followed  by 
“fetal  apoplexy.”  Or  was  the  infant  .severely  de- 
pressed, but  there  was  no  direct  clinical  cause  that 
would  explain  the  asphyxia  identified  at  the  time  of 
labor  and  delivery?  In  most  cases  the  clinician  is 
able  to  find  a clinical  explanation  for  acute  primary' 
intrapartum  asphyxia. 

2.  In  cases  involving  an  infant  with  low  Apgar 
scores  for  which  there  is  no  clinical  explanation, 
one  should  consider  the  possibility  that  this  is  an  in- 
fant with  antecedent  brain  damage.  It  is  now  known 
that  the  majority'  of  infants  who  suffer  severe  pri- 
mary intrapartum  asphyxia  either  die  or  go  to  com- 
plete recovery'  without  brain  damage  (6).  Since 
cases  of  marked  neurological  depression  at  the  time 
of  birth  in  already  brain  damaged  infants  is  a symp- 
tom secondary  to  the  stress  of  labor  and  delivery', 
once  that  stress  is  removed  these  infants  will  often 
quickly  improve  and  have  normal  Apgar  scores 
within  24—48  hours.  However,  recovery  may  be 
more  prolonged  in  severe  cases  in  which  the  infant 
is  markedly  depressed  at  the  time  of  birth.  Con- 
versely, the  infant  who  suffers  severe  primary  intra- 
partum asphyxia  causing  permanent  neurological 
damage  responds  slowly  with  improvement  over  a 
period  of  several  days  before  the  Apgar  score 
returns  to  normal. 

3-  Acute  asphyxia  sufficiently  severe  to  cause  per- 
manent brain  damage  not  only  results  in  hypoxia  to 
the  brain,  but  hypoxia  to  every  organ  in  the  infant. 

In  approximately  95%  of  the  cases  of  severe  acute 
perinatal  asphy'xia,  renal  failure  (oliguria,  elevated 
BUN  and  creatinine)  is  present;  also  cardiac,  gastro- 
intestinal injury,  and  metabolic  abnormalities  fre- 
quently occur  (6,13).  Multisystem  organ  damage  is 
characteristic  of  severe  primary  intrapartum  as- 
phyxia and  much  less  common  in  subacute  and 
chronic  intrauterine  hypoxia. 

Conclusion 

Selected  placental  examinations  can  play  a signifi- 
cant role  in  aiding  in  the  legal  defense  of  obstetri- 
cians by  identifying  and  documenting  pathologic 
changes  of  chronic  hypoxia,  pathologic  changes 
now  known  to  be  more  directly  associated  with  in- 
creased risk  of  delayed  neurologic  deficit.  Careful 
documentation  of  the  clinical  and  laboratory  find- 
ings are  also  necessary  to  isolate  cases  of  acute  peri- 
natal asphyxia,  a condition  rarely  associated  with 
later  cerebral  palsy.  Further  studies  and  refinement 
of  these  initial  criteria  could  provide  a method  of 


more  clearly  identify  ing  those  ca.ses  of  brain  damage 
.secondary'  to  direct  intrapartum  injury'.  ITiis  .should 
reduce  the  disproportionate  number  of  brain  dam- 
age ca.ses  now  attributed  to  obstetrical  mismanage- 
ment. Unfortunately,  the  large  majority'  of  cases 
litigated  are  due  to  antecedent  intrauterine  develop- 
mental abnormalities  over  which  the  clinician  has 
no  control  and  should  not  be  held  medically  liable. 
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The  treatment  of  pediatric  patients  with  HfV  ittfec- 
tion/AIDS  is  structured  according  to  the  clinical 
classification  of  the  disease  by  the  Centers  for  Dis- 
ease Control;  it  involves  prophylaxis,  therapy 
against  the  human  immunodeficiency’  virus,  and 
therapy  for  the  opportunistic  infections  and  non- 
infectious  complications  of  this  disease.  In  spite  of 
all  these  forms  of  therapy,  the  universal  outcome 
ofHTV  infection/AIDS  is  the  death  of  the  patients. 
Prevention  remains  the  only  effective  means  to 
curb  this  epidemic. 


The  treatment  of  pediatric  HIV  infection/AIDS 
has  many  problems  for  a variety  of  reasons: 

( a ) the  natural  history'  and  the  clinical  im- 
plications of  this  infection  have  not  been  defined 
yet;  (b)  experiences  from  the  therapies  for  adults 
with  HfV  infection/AIDS  often  are  used  to  design 
therapeutic  interventions  for  pediatric  patients 
without  knowledge  of  whether  or  not  they  will 
work;  (c)  the  data  about  therapy  for  pediatric  HfV 
infection/AIDS  are  mostly  anecdotal  with  very'  few 
controlled  therapeutic  trials  published  in  the  litera- 
ture. Therefore,  the  clinician  who  cares  for  such  pa- 
tients often  has  to  draw  directions  from  his  or  her 
general  principles  of  pediatric  therapy  and  to  de- 
cide which  ones  will  offer  the  maximum  benefits  to 
the  patients.  Those  health  professionals  who  care 
for  such  patients  recognize  the  complexity  of  the 
therapies  used,  the  immense  challenges  the  care 
givers  face  daily,  and  often,  the  many  unanswered 
questions  during  delivery'  of  therapies  and  after 
their  completion  in  each  case.  To  make  things  even 
worse,  the  family  structure  of  many  of  these  pa- 
tients is  fragmented  due  to  parental  disease,  drug 
addictions,  poverty,  and  death.  Therefore,  physi- 
cians and  other  health  professionals  who  care  for 
such  infants  and  children  are  often  called  to  fill  in 
the  missing  parental  elements  of  care.  In  addition,  as 
we  pointed  out  in  the  first  article  and  editorial  of 
this  Texas  Medicine  scries  ( 1,2),  the  costs  of  care 
for  such  patients  can  be  enormous,  and  our  society 
has  not  prepared  itself  to  face  such  costs.  Statistical 
extrapolation  models  show  that  the  national  cumu- 
lative lifetime  medical  care  costs  of  treating  all  AIDS 
patients  in  the  US,  which  were  $2.6  billion  in  1988, 
are  predicted  to  be  $7.5  billion  by  1992.  Even 
though  care  for  children  accounts  for  only  about 
3%  of  costs,  we  expect  expenditures  for  care  of 
children  with  HfV/AIDS  to  increase  exponentially  in 
the  next  few  years. 

The  following  paragraphs  outline  the  basic  ele- 
ments of  therapy  for  pediatric  HIV  infection/AIDS. 

In  this  discussion  we  will  follow  the  Centers  for  Dis- 
ease Control  ( CDC ) classification  of  the  stages  of 
HIV  infection/AIDS  in  infants  and  children  under  the 


age  of  1 3 years  ( 3 ):  class  P-O,  indeterminate  infec- 
tion; class  P-1,  asymptomatic  infection;  class  P-2, 
symptomatic  infection. 

Class  P-O 

Asymptomatic  patients  whose  diagnosis  of  HIV  in- 
fection/AIDS is  still  indeterminate  are  in  class  P-O 
because  (a)  they  have  not  been  tested  serologically; 
( b ) the  results  of  the  diagnostie  serological  tests 
cannot  be  interpreted;  or  (c)  they  are  the  seroposi- 
tive infants  of  HIV-infected  mothers. 

The  care  of  these  infants  and  children  should  in- 
clude counseling  of  parents  and  family,  social  and 
economic  support,  and  basic  medical  care. 

Counseling  of  parents  and  family  is  extremely  im- 
portant in  order  to  maintain  the  functional  status  of 
the  family  unit  which  is  essential  for  the  delivery  of 
care  to  the  patient.  Social  and  economic  support  is 
important  also,  since  HIV  infection/AIDS  usually 
affects  infants  and  children  in  families  of  low  socio- 
economic means.  It  is  imperative  to  assist  them  in 
securing  access  to  good  medical  care.  Other  issues 
such  as  housing,  transportation,  and  fiscal  support 
need  to  be  addressed  as  well.  Basic  medical  care  in- 
cludes three  fundamental  components:  routine  in- 
fant care  by  a physician  who  knows  the  clinical 
expressions  of  pediatric  HIV  infection/AIDS;  good 
nutrition,  including  vitamin  supplementation,  to 
maintain  normal  growth  and  the  development  of 
the  immune  system;  and  appropriate  vaccinations  as 
recommended  by  the  Centers  for  Disease  Control  in 
April  1 988  ( Fig  1 ) 

There  have  been  no  reports  of  adverse  reactions 
to  oral  poliomyelitis  vaccine  among  HIV-infected  in- 
fants in  spite  of  calculated  theoretical  risks.  How- 
ever, its  use  in  HIV-seropositive  infants  of  HfV- 
infected  mothers  is  not  recommended  because  live 
virus  is  excreted  in  the  stools  for  months  and  may 
infect  the  immunodeficient  HIV-infected  parents 
and  cause  significant  disease.  For  this  reason,  the  in- 
activated poliomyelitis  vaccine  (IPV)  is  recom- 
mended for  both  HfV-infected  and  uninfected  infants 
and  children  in  such  households  in  order  to  prevent 
parental  infection. 

Breast  feeding  is  controversial.  Because  of  pub- 
lished and  unpublished  cases  of  possible  transmis- 
sion of  HIV  through  breast  milk,  clinicians  are 
reluctant  to  recommend  breast  feeding  for  class  P-O 
pediatric  patients.  However,  the  information  avail- 
able is  not  convincing  enough  to  avoid  breast  feed- 
ing at  all  costs,  particularly  in  situations  where 
breast  milk  is  the  only  source  of  good  nutrition, 
which  often  is  the  case  in  socioeconomically  de- 
pressed areas  of  this  country  and  in  developing 
countries. 

Class  P-1 

In  class  P-1  are  pediatric  patients  whose  HIV  infec- 
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tion  has  been  confirmed,  who  are  still  asympto- 
matic, and  whose  immune  function  may  be  normal 
or  may  have  begun  to  show  abnormalities.  Critical 
in  this  stage  of  the  disease  are  all  the  therapeutic 
measures  recommended  for  class  P-O.  Of  particular 
importance  are  the  psychological  counseling  of  the 
family  and  the  social  support  as  the  members  of  the 
family  brace  for  the  inevitable  worsening  of  the  pa- 
tient’s condition. 

Once  immune  abnormalities  appear,  the  physician 
must  deal  with  the  patient’s  reaction  to  significant 
infective  agents  such  as  pertussis,  tetanus,  and  mea- 
sles. When  such  significant  exposures  occur,  it 
should  be  remembered  that  even  if  the  patients 
have  received  appropriate  immunizations,  their  im- 
mune responses  may  be  too  blunted  to  provide  ade- 
quate protection.  Therefore,  it  is  recommended  that 
when  such  patients  are  identified,  appropriate 
prophylaxis  and  passive  immunization  should  be 
administered. 

The  further  handling  of  P-1  class  HIV-infected 
pediatric  patients  is  controversial.  Since  the  in- 
volvement of  the  immune  system  results  in  defec- 
tive immune  responses,  one  may  question  whether 
these  patients  should  begin  to  receive  biweekly  or 
monthly  infusions  of  intravenously  administered  im- 
mune globulins  (fVlG)  before  P-2  class  infections 
occur.  Should  these  therapies  be  reserved  for  the 
class  P-2  patients?  Those  involved  in  the  care  of 
these  patients  have  differing  opinions:  some  would 
like  to  start  IVIG  as  soon  as  immune  dysfunction  is 
detected,  and  others  would  like  to  wait  until  the  op- 
portunistic infection  of  class  P-2  begins.  Reports  in 
the  literature  do  not  help  us  select  one  or  the  other 
approach.  Another  point  of  difference  is  whether 
one  should  start  administering  antiretroviral  drugs 
such  as  zidovudine  (AZT)  at  the  P-1  stage  when  im- 
mune dysfunction  appears,  or  wait  until  the  patients 
are  severely  symptomatic  at  stage  P-2.  Again,  the  in- 
formation that  would  help  us  answer  these  ques- 
tions is  not  available  in  published  studies,  and  one  is 
forced  to  make  personal,  empirical  decisions  on 
these  matters. 

Class  P-2 

Pediatric  patients  who  may  present  with  the  full  or 
partial  spectrum  of  clinical  expressions  of  HfV  infec- 
tion in  infancy  and  childhood  belong  in  class  P-2. 

MALNUTRITION 

Approximately  95%  of  infants  and  children  at  this 
stage  of  HIV  infection/AlDS  suffer  from  failure  to 
thrive  and  chronic  weight  loss  with  or  without 
chronic  diarrhea.  Appropriate  interventions  to  con- 
trol the  diarrhea  and  nutritional  supplementation 
are  essential  parts  of  the  care  of  these  children.  The 
nutritionist  has  a most  important  role  in  the  man- 
agement of  these  patients.  When  parental  HfV  dis- 


ease affects  the  care  of  the  child,  the  social  worker- 
manager  of  the  case  should  be  called  to  .secure  the 
appropriate  nutritional  elements  for  the  child  and  to 
provide  volunteer  (respite)  assistance  to  the  family. 
At  this  stage,  one  may  have  to  consider  foster  care 
placement  for  the  patient,  if  such  care  is  available. 

( Future  articles  in  our  Texas  Medicine  series  will 
address  the  issues  of  foster  and  volunteer  care  for 
pediatric  HfV  infection/AIDS  patients. ) 

INFECTIONS 

Infections  are  either  frequent  recurrent  bacterial  in- 
fections or  infections  due  to  opportunistic  orga- 
nisms that  normally  do  not  affect  children  with 
intact  immune  function.  Fhe  “prophylactic”  a.spects 
of  therapy  involve  active  immunizations,  fVIG,  and 
specific  hyperimmune  serum.  Also,  it  appears  that 
the  continuous  use  of  AZT  and  other  antiviral  drugs 
against  the  HfV  acts  prophylactically  by  reducing 
the  deteriorating  impact  of  HFV  infection  on  the  pa- 
tient’s immune  system. 

In  the  case  of  recurrent  bacterial  infections,  the 
choice  of  appropriate  antibiotics  for  each  infection 
is  of  paramount  importance.  In  the  area  of  oppor- 
tunistic infections,  Pneumocy>stis  carinii  pneumo- 
nia ( PCP ) appears  to  be  significantly  less  frequent  in 
infants  and  children  than  in  adults  with  HfV  infec- 
tion/AIDS. When  present,  it  should  be  treated  vig- 
orously either  with  trimethoprim-sulfamethoxazole 
or  pentamidine,  or  both.  As  described  recently  in 
Texas  Preventable  Disease  News  (5),  prophylaxis 
against  Pneumocystis  carinii  infection  may  be  of- 
fered to  infants  and  children  with  HIV  infection 
who  are  at  high  risk  for  PCP.  The  criteria  for  the  se- 
lection of  such  patients  are  similar  to  those  used  for 
adults,  as  described  in  the  above  reference.  How- 
ever, it  should  be  pointed  out  that  there  is  a paucity 
of  data  regarding  the  efficacy  or  toxicity  of  pro- 
phylactic regimens  for  pediatric  patients  with  HfV 
infection.  For  trimethoprim-sulfamethoxazole,  the 
dosage  used  for  pediatric  cancer  patients  (trimetho- 
prim, 75  mg/m^  plus  sulfamethoxazole,  375  mg'm^, 
every  12  hours)  has  been  recommended.  For  pen- 
tamidine, the  pediatric  dosage  and  the  optimal  de- 
livery systems  are  not  at  all  clear. 


/.  Vaccines  recommended  in  April  1988  by'  CDC  for  children  with  HtV  infection  LMDS. 


Vaccine 

HIV  Infection 

Asymptomatic 
{ Classes  P-O  & P- 1 ) 

Symptomatic 
(CDC  Cla.ss  P-2) 

Diphtheria,  pertussis,  tetanus 

Yes 

Yes 

Oral  poliomyelitis  vaccine 

No 

No 

Inactivated  poliomyelitis  vaccine 

Yes 

Yes 

Measles,  mumps,  rubella 

Yes 

Yes 

Haemophilus  influenza  type  b 

Yes 

^’es 

Pneumococcal 

No 

Yes 

Influenza 

No 

'I'es 
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Cytomegalovirus  infections  are  difficult  to  treat, 
but  few  patients  respond  favorably  to  dihydroxypro- 
poxymethylguanine  (DHPG,  Gancyclovir ).  Varicella 
in  this  type  of  immunocompromised  patient  can 
have  a severe  course  and  be  lethal.  Intravenou.sly- 
administered  acyclovir  is  strongly  recommended. 
Ketoconazole  is  usually  effective  in  controlling  mu- 
cocutaneous candidiasis,  but  on  a few  occasions 
amphotericin  B should  be  used.  Complex  therapies 
have  been  devised  for  other  opportunistic  infec- 
tions with  unusual  bacterial,  viral,  fungal,  and  para- 
sitic agents.  The  infectious  agents  that  cause  dissemi- 
nated disease  can  also  produce  organ  infections  such 
as  persistent  candidal  esophagitis,  intestinal  cryp- 
tosporidiosis,  cryptococcal  meningitis,  and  others  in 
pediatric  patients  with  HIV  infection/AIDS.  These 
are  often  most  difficult  to  treat  and  result  in  the  pa- 
tient’s death. 

NONINFECTIOUS  COMPLICATIONS  OF  HIV- 
INFECTION/AIDS 

Pediatric  patients  with  HIV  infection/AIDS  often  de- 
velop various  organ  involvements  for  which  no  spe- 
cific infectious  agents  have  been  demonstrated.  For 
example,  40%  -60%  of  P-2  class  patients  develop  a 
chronic  interstitial  pneumonitis  resulting  in  pro- 
gressive alveolocapillarv'  block,  which  has  been 
termed  “lymphoid  interstitial  pneumonitis”  ( LIP ).  If 
LIP  progresses  rapidly  and  causes  decreases  of  ar- 
terial oxygen  content  to  less  than  60  torr,  and  if 
Pneumocystis  carinii  infection  has  been  ruled  out, 
clinicians  have  no  choice  but  to  treat  it  with  corti- 
costeroids, in  spite  of  the  theoretical  and  practical 
dangers  associated  with  this  type  of  therapeutic  in- 
tervention. Similarly,  when  infectious  etiology  of 
persistent  and  progressive  enterocolitis  in  pediatric 
patients  with  HIV  infection/AIDS  has  been  ruled  out, 
and  intestinal  biopsy  shows  nonspecific  inflamma- 
tory changes  indistinguishable  from  those  of  pedi- 
atric patients  with  Crohn’s  disease,  corticosteroid 
therapy  is  the  only  treatment  with  some  effect  on 
the  progression  of  the  disease. 

The  central  nervous  system  may  be  invaded  by  a 
host  of  opportunistic  infections.  There  is,  however, 
a form  of  “HIV  encephalopathy”  which  ultimately 
affects  40%  — 50%  of  patients  and  for  which  no 
pathogen,  routinely  infective  or  opportunistic,  can 
be  identified.  ITiis  encephalopathy  often  results  in 
severe  brain  atrophy  demonstrated  by  magnetic  res- 
onance imaging  (MRI ) techniques  and  expressed  by 
clinical  dementia.  When  these  patients,  both  chil- 
dren and  adults,  are  treated  with  AZT  or  other  anti- 
retroviral agents,  .some  may  show  dramatic  clinical 
improvement  and  partial  restoration  of  brain  struc- 
ture and  function  as  determined  by  MRI  techniques. 
It  has  been  assumed  that  this  clinical  expression  of 
HIV  infection/AIDS  is  indeed  a direct  result  of  cen- 
tral nervous  system  involvement  by  the  HIV. 


Conclusion 

There  are  many  clinical  trials  of  various  therapies 
for  the  primary  and  secondary  clinical  expressions 
of  HIV  infection/AIDS  in  infants  and  children.  After 
review  of  all  these  forms  of  therapy,  one  concludes 
that  there  is  no  way  to  cure  the  HIV  infection  either 
in  infants  and  children  or  in  adolescents  and  adults. 
The  facts  remain  tragically  clear: 

1 . After  an  asymptomatic  period  of  varying 
length,  once  a person  is  infected  by  the  HIV,  the  dis- 
ease will  proceed  relentlessly  until  it  claims  the  life 
of  the  patient. 

2.  The  sum  of  the  current  therapies  for  pediatric 
HIV  infection/AIDS  result  in  prolonging  the  patient’s 
life  and,  in  many  instances,  improving  the  quality  of 
his  or  her  life. 

3.  Although  research  in  HIV  disease  has  made 
giant  strides  in  a short  period  of  time,  neither  defini- 
tive methods  of  prevention  of  HIV  infection  (AIDS 
vaccines ) nor  new  and  direct  methods  of  treatment 
have  become  available  or  are  expected  to  be  avail- 
able in  the  near  future. 

4.  HIV-infected  infants  and  children  will  sooner 
or  later,  with  or  without  therapy,  .succumb  to  HIV 
disease. 

5.  While  in  the  earlier  years  it  was  thought  that 
vertically  transmitted  HIV  infection/AIDS  was  rap- 
idly fatal  for  infants,  recent  studies  indicate  a signifi- 
cantly longer  course  of  the  disease  with  or  without 
therapy,  which  forces  us  to  classify  it  as  a chronic 
rather  than  an  acutely  fatal  disease.  This,  of  course, 
means  that,  as  we  pointed  out  in  the  first  article  of 
this  series,  if  therapy  and  disease  outcome  remain 
unchanged  there  will  be  a gradual  accumulation  of 
cases  in  the  next  10  years  that  will  create  enormous 
medical,  societal,  and  economic  problems  for  Texas 
and  the  United  States. 

If  not  by  therapy,  how  can  the  current  epidemic 
of  HIV  infection  affecting  the  pediatric  population 
be  curbed?  The  only  answer  appears  to  be  preven- 
tion. Since  prevention  by  vaccination  is  not  avail- 
able today  and  does  not  appear  imminent,  our  only 
means  of  prevention  appears  to  be  arrest  of  the 
spread  of  HIV  by  education  of  the  public  in  the 
simple  measures  that  can  prevent  the  spread  of  HIV 
infection/AIDS. 
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53159-001-10. 
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This  is  a case  report  of  severe  psychosis  and  sei- 
zures following  abrupt  discontinuation  of  al- 
prazolam and  then  the  recurrence  of  seizures  at 
the  end  of  a gradual  tapering  schedule.  The  last  of 
these  seizures  appeared  to  be  a contributing  factor 
in  the  patient’s  death.  To  the  authors'  knowledge, 
this  is  the  first  published  report  of  a fatality  associ- 
ated with  alprazolam  withdrawal. 


Withdrawal  symptoms  associated  with  ben- 
zodiazepine discontinuation  are  usually 
mild  and  self-limiting,  provided  that  the 
drug  dose  is  tapered.  In  a review  of  the  ben- 
zodiazepine withdrawal  literature,  Roy-Byrne  and 
Hommer  ( 1 ) concluded  that  the  most  eommonly 
reported  withdrawal  symptoms  were  anxiety,  irri- 
tability, insomnia,  fatigue,  headache,  muscle  twitch- 
ing or  aching,  tremor,  shakiness,  sweating,  dizziness, 
and  concentration  difficulties.  These  are  in  contrast 
to  the  symptoms  of  nausea,  anorexia,  depersonaliza- 
tion, derealization,  inereased  sensory  perception, 
and  abnormal  perception  or  sensation  of  movement, 
whieh  they  felt  were  more  likely  to  represent  true 
withdrawal  rather  than  an  exacerbation  or  a return 
of  original  anxiety.  They  also  found  that  the  tri- 
azolobenzodiazepine  alprazolam  was  a particularly 
difficult  agent  to  withdraw  even  with  a gradual 
taper.  Fyer  et  al  ( 2 ) studied  1 7 panic  disorder  pa- 
tients whose  doses  were  tapered  at  a rate  of  1 0%  of 
the  starting  dose  every  3 days.  Only  four  subjects 
completed  the  withdrawal  on  schedule.  Fifteen  sub- 
jects had  recurrent  or  increased  panic  attacks,  and 
nine  had  significant  new  withdrawal  symptoms,  but 
none  experienced  psychosis  or  seizures. 

We  report  a case  of  severe  psychosis  and  seizures 
following  abrupt  discontinuation  of  alprazolam 
( 1 mg  four  times  a day ) and  then  the  recurrence  of 
seizures  on  the  21st  day  of  a gradual  taper  to  0.5  mg 
twice  a day.  The  last  of  these  seizures  immediately 
preceded  the  patient’s  death. 

Case  report 

A 49-year-old  white  woman  was  referred  by  her 
local  doctor  who  wrote,  “This  woman  is  mentally  ill 
and  needs  acute  attention.”  During  the  initial  exami- 
nation the  patient  was  found  to  be  agitated,  hostile, 
and  claimed  to  have  auditor^'  and  visual  hallucina- 
tions of  Jesus  telling  her  to  get  everyone  laughing 
and  happy.  Her  husband  stated  that  4 days  prior  to 
admission  the  patient  had  stopped  taking  her  medi- 
cation (two  blood  pressure  medications  and  a 
“nerve  pill  ” he  thought  was  called  alprazolam ).  She 
then  progressively  became  more  active  than  usual, 
paced  about  the  house,  ate  and  slept  poorly,  and 
finally  claimed  to  have  seen  Jesus  and  heard  his 
voice. 


The  patient’s  psychiatric  history  was  not  com- 
pletely clear.  For  the  period  prior  to  3 years  before 
we  saw  her,  we  know  only  that  20  years  ago  she  had 
attempted  suicide  by  slashing  her  wrists,  and  that 
she  had  taken  a perphenazine/amitriptyline  com- 
bination product  for  many  years.  We  did  not  know 
her  diagnosis,  drug  dosage,  or  duration  of  therapy  in 
that  period. 

To  the  best  of  our  knowledge,  based  on  reports 
from  the  patient  and  her  husband,  psyehosis  was 
not  part  of  her  symptomatology.  Approximately  3 
years  ago  the  patient  began  seeing  the  referring 
physieian  who  reported  no  knowledge  of  her  past 
therapy  or  any  episodes  of  psychosis.  He  described 
the  patient  as  neurotic,  depressed,  anxious,  and 
having  multiple  somatie  eomplaints  for  which  he 
could  find  no  organic  cause.  He  prescribed  anti- 
depressants and  benzodiazepines  for  psychiatric 
symptoms. 

Vital  signs  on  admission  included  blood  pressure 
of  150/100  mmflg,  pulse  100  beats/min,  respiratory 
rate  of  22/min,  and  temperature  38°C  ( 100.4°F). 
Physical  examination  was  unremarkable  with  the 
exception  of  a grade  II/VI  systolic  crescendo/ 
decrescendo  murmur  heard  best  along  the  left  ster- 
nal border.  The  electrocardiogram  showed  sinus 
tachycardia,  nonspecific  ST  changes,  and  a short 
PR  interval. 

I’hese  aspects  of  the  physical  examination  were 
not  thought  to  be  indicative  of  sedative-hypnotie 
withdrawal.  A CT-scan  of  the  head  showed  only 
minimal  frontal  atrophy.  Laboratory  tests  showed 
many  mild  abnormalities  that  could  be  explained  in 
part  by  the  recent  history  of  poor  food  and  fluid  in- 
take ( Fig  1 ). 

We  hospitalized  the  patient  but  remained  uncer- 
tain about  medications  she  had  been  taking.  The  pa- 
tient and  husband  reported  two  unknown  anti- 
hypertensive agents  and  a nerve  pill,  possibly 
alprazolam.  Communication  with  the  referring  phy- 
sician indicated  the  following:  imipramine,  1 50  mg 
at  bedtime;  alprazolam,  1 mg  four  times  a day;  eon- 
jugated  estrogen,  0.625  mg  a day;  metoprolol,  50 
mg  once  a day;  hydrochlorothiazide,  (25  mg)/triam- 
terene  ( 50  mg ) once  a day;  and  potassium  chloride, 

1 0 mEq  once  a day.  The  urine  drug  screen  gave  yet 
another  picture:  positive  for  acetaminophen,  im- 
ipramine, and  butalhital/butabarbital,  presumptive 
for  benzodiazepines  and  desipramine.  From  this 
data  one  can  conclude  that  the  patient’s  condition 
limited  her  ability  to  give  an  accurate  history  and 
that  her  husband  had  at  most  only  partial  knowl- 
edge of  what  had  been  prescribed  for  her  and  what 
she  was  actually  taking. 

Upon  admission  the  patient  received  lorazepam, 

2 mg  intramuscularly  for  severe  agitation,  to  which 
she  was  unresponsive.  This  was  changed  to 
haloperidol  (20  mg  given  over  24  hours).  Evalua- 
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tion  on  the  afternoon  of  day  2 revealed  that  the  de- 
lusions had  cleared.  Later  that  day,  the  patient's 
local  physician  stated  that  she  had  taken  alprazolam, 
1 mg  four  times  a day,  for  approximately  1 5 months. 

Later  that  afternoon  the  patient’s  pulse  was  ele- 
vated at  120-  130  beats  per  minute.  Shortly  there- 
after, she  had  a grand  mal  seizure  and  received  4 mg 
of  lorazepam.  Her  husband  witnessed  the  seizure 
and  said  that  this  had  also  occurred  at  2 am  on  the 
morning  before  admission.  An  oxazepam  taper  was 
initiated  at  30  mg,  four  times  a day.  ITiis  was 
changed  within  24  hours  to  alprazolam,  3-5  mg/day 
in  four  divided  doses.  Then  the  alprazolam  was  de- 
creased by  approximately  0.5  mg/day  ever)'  3 days. 

During  the  first  5 days  of  alprazolam  tapering,  the 
patient  slept  through  the  morning  dose  and  became 
restless  and  tachycardic.  After  this  period,  the  pa- 
tient did  well  psychiatrically  and  medically.  Her  psy- 
chotic symptoms  (ie,  delusions,  hallucinations,  and 
bizarre  behavior ) disappeared  completely.  She  be- 
came cooperative  and  complied  with  all  forms  of 
therapy  and  treatment  programs.  Fluid  and  food  in- 
take was  adequate.  She  had  no  subjective  physical 
complaints,  and  with  the  exception  of  hypertension 
she  was  medically  stable.  During  the  course  of  hos- 
pitalization the  only  DSM  Ill-R  diagnoses  that  could 
be  given  were  “Psychotic  Disorder  NOS”  (not 
otherwise  specified ) for  the  first  2 days  of  hospi- 
talization and  “Psychoactive  Substance  Depen- 
dence” for  the  duration  of  hospitalization.  Medical 
management  consisted  of  a 10-day  course  of  com- 
bined sulfamethoxazole/trimethoprim,  initiation  of 
combined  hydrochlorothiazide/triamterene  and 
metoprolol  ( 50  mg ) each  morning  for  hypertension, 
and  conjugated  estrogen  daily  for  supplementation 
following  hysterectomy/oophorectomy  that  had 
been  performed  more  than  20  years  before.  Re- 
peated electrolyte  and  urinalysis  reports  were 
within  normal  limits,  but  the  blood  pressure  re- 
mained borderline.  On  day  1 7 the  metoprolol  was 
discontinued  and  enalapril  (5  mg  every  morning) 
was  started  with  good  results  (diastolic  pressures 
around  80  mm  Hg).  By  day  20  of  the  hospitaliza- 
tion, the  alprazolam  had  been  tapered  to  0.5  mg 
twice  a day.  Progress  notes  at  that  time  indicated 
that  her  mood  was  labile  and  irritable.  At  4 am  on 
day  21,  the  patient  had  a generalized  tonic-clonic 
seizure.  She  recovered  completely.  An  electroen- 
cephalogram performed  later  the  same  day  was  ab- 
normal because  of  moderate  slowing  of  the 
background  rhythm  while  awake.  This  finding,  ac- 
cording to  the  consulting  neurologist,  was  sug- 
gestive of  diffuse  cerebral  dysfunction,  which  can 
be  seen  in  metabolic  derangement  or  as  a medica- 
tion effect.  No  focal  asymmetries  or  epileptiform 
discharges  were  found.  During  a family  conference 
approximately  1 2 hours  later,  she  was  noted  to  be 
slightly  confused  but  still  oriented.  She  became 


quiet,  then  had  a grand  mal  .seizure.  She  received  di- 
azepam ( 5 mg),  was  confused,  and  had  a weak  pulse 
and  heart  .sounds.  No  blood  pressure  could  be  ob- 
tained. Our  code  team  was  called,  oxygen  was 
started,  and  intravenous  normal  saline  was  begun. 
When  the  code  team  arrived  minutes  later  the  pa- 
tient was  in  sinus  rhythm.  Shortly  thereafter  a rapid 
progression  occurred  from  first-degree  heart  block 
to  second-degree  block  and  finally  ventricular 
fibrillation.  Attempts  at  resuscitation  continued  for 
43  minutes  before  the  patient  was  pronounced 
dead.  An  autopsy  showed  severe  coronary'  athero- 
sclerosis. The  left  main  and  left  circumflex  arteries 
were  95%  stenosed.  The  right  ventricle  was  dilated 
and  hypertrophied.  The  left  atrium  was  markedly  di- 
lated. Triphenol  tetrazolim  chloride  stain  showed 
only  a few  small  old  scars.  The  mitral  valvular  leaf- 
lets were  thickened,  fibrotic,  shortened,  and 
blunted.  There  was  fibrous  bridging  acro.ss  the  val- 
vular commissures.  The  chordae  tendineae  were 
also  thickened,  shortened,  and  fused  in  the  upper 
portion.  There  was  a tight  stenosis  of  the  mitral  an- 
nulus. Its  circumference  was  6.6  cm  ( normal 
10.5—  1 1.5  cm ).  There  were  no  acute  ischemic 
changes.  There  was  moderate  to  severe  athero- 
sclerosis of  the  aortic  arch,  descending  aorta,  and 
abdominal  aorta.  The  renal  arteries  were  80%  ste- 
nosed  bilaterally.  A yellow,  slightly  turbid  pericar- 
dial effusion  of  40  cc  was  evacuated.  Cardiac 
enzyme  levels  were:  LDH  2,350  U/L  with  LDH-1 
43.8  U/L,  LDH-2  at  388  U/L  and  CK  (creatine  phos- 
phokinase  ) level  at  8,1 10  U/L  with  the  MB/CK  frac- 
tion at  6.2%.  Vitreous  fluid  calcium,  chloride 
magnesium,  potassium,  and  sodium  were  within 
normal  limits.  No  evidence  of  disseminated  intra- 
vascular coagulation  was  found.  A neuropatho- 
logical  examination  found  no  pathological  abnor- 
malities of  brain,  .spinal  cord,  dura,  or  pituitary'.  Ihe 
pathologist’s  conclusion  was  that  the  patient  .sus- 


/ Lahorator)’  findings  upon  admission 


Laboratoiv  Finding' 

(SI  Linits) 

Normal  Range 

(SI  linits ) 

Na  1 mF;q/L 

( 1 33  mmoI/L) 

normal  135-154  mLq/L 

( 1 35—  1 54  mmol/L ) 

K .S  -»  mEq/l, 

(3  4 mmol/L) 

normal  3 5— 5.3  mKq/L 

(33—5.3  mmol/L) 

CO,  22  mEq/L 

( 22  mmol/L) 

normal  24-  31  mHq  L 

(24-31  mmol/L) 

Cholesterol  276  mg/dL 

( ■'. l4  mmol/L) 

normal  120— 220  mg/dL 

(3  10— 569  mmol/L) 

I.DH  240  U/L 

normal  109-  193  U/L 

SCOT  40  U/L 

normal  13-  38  (l/L 

Creatinine  15  mg/dL 

( 133  /amol/L) 

normal  0 6—14  mg/dl. 

( 53-  1 25  p^mol/L) 

Glucose  1 28  mg/dl. 

(7,1  mmol/L) 

normal  "0-  1 10  mg/dL 

(39-6.1  mmol/L) 

Liric  acid  6 .5  mg/dl. 

(375  /xmol/l.) 

normal  less  than  6 

( < 35"'  /amol/L) 

A complete  blood  count  showed  an  ele 

vated  white  blood  cell  count 

of  16,200  cu  mm  and 

platelets  of  544,000  cu 

mm. 

Urinalysis  showed  while  blood  cells  greater  than  50/high-power  held, 
held,  and  hyaline  casts  greater  than  20/k)w -power  held 

bacteria  4/high-pow'er 

Ca.  Cl,  BUN,  SGPT,  alkaline  phosphatase. 

bilirubin,  and  pho.sphorus  were  w itlnn  normal  limits. 

'Routine  laboraton-  hndings  not  listed  were  within  normal  limits 
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tained  an  arrhythmia  or  prolonged  sinus  arrest  re- 
lated to  the  seizure  activity,  resulting  in  death 
despite  aggressive  resuscitation. 

Discussion 

The  principal  question  raised  by  this  case  is 
whether  a primary  cardiac  event  was  responsible 
for  the  seizure  or  whether  the  seizure  led  to  the 
cardiac  arrhythmia.  If  the  seizure  caused  the  ar- 
rhythmia, what  role  did  the  alprazolam  withdrawal 
play?  One  argument  for  a primary  cardiac  event  is 
the  sudden  discontinuation  of  metoprolol.  In  pa- 
tients with  cardiac  disease  such  as  that  found  in  this 
patient  a taper  of  the  beta-blocker  is  indicated  (3,4). 
Unfortunately,  her  cardiac  disease  was  not  recog- 
nized until  autopsy. 

The  other  side  of  the  argument  is  that  the  cardiac 
arrhythmogenic  potential  of  seizures  is  the  major 
concern  in  this  patient.  It  is  believed  that  ar- 
rhythmias secondary  to  seizures  may  be  mediated 
by  abnormal  autonomic  neural  input  to  the  heart, 
which  is  in  turn  mediated  by  paroxysmal  hypo- 
thalamic dysfunction  ( 5 ). 

Supraventricular  tachycardia,  bradyarrhythmias, 
and  asystole  have  been  documented  with  seizures 
(5—7  ).  Sudden  unexpected  death  in  seizure  patients 
is  seen  occasionally  (8,9).  Although  rhythm  distur- 
bances are  suspected  as  the  cause  of  death,  no  defi- 
nite pathological  evidence  was  seen  in  postmortem 
examination.  It  must  be  emphasized  that  the  seizure 
may  cause  the  arrhythmia,  or  vice  versa.  The  fact 
that  the  patient  was  in  sinus  rhythm  but  elec- 
tromechanical dissociation  at  the  time  of  the  arrest 
does  not  imply  that  the  initial  event  was  not  an 
arrhythmia. 

Another  factor  that  could  have  contributed  to  the 
first  two  seizures  was  the  positive  drug  screen  for 
barbiturates.  We  were  never  able  to  confirm  from 
the  patient  or  her  physician  that  she  had  taken  this 
medication.  It  is  possible  that  she  obtained  this 
agent  from  an  unknown  source  or  that  there  was  an 
error  on  the  part  of  the  laboratory.  Regardless  of 
what  actually  occurred,  however,  it  is  exceedingly 
difficult  to  attribute  the  terminal  seizures  to 
barbiturates. 

This  case  is  not  unique  in  that  it  reports  psychosis 
following  alprazolam  withdrawal  ( 10-13).  Nor  is 
this  the  first  report  of  withdrawal  seizures  (10,14, 
15).  What  is  unusual  and  alarming  is  that  the  sei- 
zures recurred  late  in  the  drug’s  tapering  schedule 
at  a daily  dose  of  only  1 mg.  The  unfortunate  out- 
come in  this  case  is  its  most  regrettable  aspect.  It 
serves  as  a powerful  reminder  of  the  potential  risks 
of  seizure  activity.  While  this  patient’s  coronary  ar- 
tery disease  most  likely  played  the  major  role  in  her 
demise,  the  temporal  relationship  of  the  seizure  and 
the  onset  of  life-threatening  cardiovascular  abnor- 
malities leads  us  to  believe  that  the  seizure  was  the 


precipitant  in  the  final  sequence  of  events. 

Reports  of  difficulty  with  alprazolam  withdrawal 
have  appeared  repeatedly  in  the  literature  (2,16, 

17).  The  efficacy  of  a withdrawal  schedule  of  0.5  mg 
every  third  day  has  been  challenged  (2,17),  al- 
though the  manufacturer  continued,  at  the  time  of 
this  writing,  to  recommend  a maximal  tapering  rate 
of  no  faster  than  0.5  mg  every  third  day. 

This  case  raises  further  questions.  Should  indi- 
viduals who  have  experienced  severe  withdrawal 
symptoms,  such  as  seizures  and  psychosis  following 
abrupt  cessation,  be  withdrawn  on  a more  pro- 
tracted schedule?  Should  those  patients  with  known 
medical  problems,  which  could  be  exacerbated  by 
seizures,  be  placed  on  extended  withdrawal?  Be- 
cause the  answers  to  these  questions  are  uncertain, 
we  submit  that  the  only  prudent  course  would  be 
an  extended  tapering  schedule  in  patients  who  have 
demonstrated  severe  withdrawal  symptoms  or  those 
with  any  condition  that  may  be  exacerbated  by 
physiologic  withdrawal  or  seizures. 
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Spinal  cord  compression  is  a true  medical  emer- 
gency’. This  article  outlines  clues  in  the  history  and 
physical  examinedion  that  may  lead  to  the  diag- 
nosis of  spinal  cord  compression.  The  evaluation 
and  emergent  management  of  the  compression  are 
discussed.  The  advantages  and  disadvantages  of 
magnetic  resonance  imaging  in  the  evaluation  are 
detailed.  Treatment  options,  including  surgery’,  are 
presented. 


As  the  care  of  oncology  patients  improves, 
more  patients  survive  long  enough  to  have 
chronic  sequelae  of  their  cancer.  Among 
these  sequelae  is  spinal  cord  compression.  Many  pa- 
tients afflicted  with  spinal  cord  compression  (SCC) 
are  in  the  terminal  stages  of  their  disease.  However, 
there  are  a number  of  them  who  would  live  produc- 
tively for  years  afterward  if  treated  aggressively. 

SCC  progresses  mercilessly  through  various 
phases.  Over  95%  of  patients  initially  present  with 
constant  severe  pain  ( 1 ).  This  is  followed  by  neu- 
rological deterioration  and  finally  paraplegia.  This 
paralysis  is  accompanied  invariably  by  bowel  and 
bladder  incontinence.  The  end  result  is  a patient 
dying  in  terrible  pain,  unable  to  maintain  human 
dignity  and  totally  dependent  on  caregivers.  Since  a 
large  percentage  of  patients  can  avoid  progression 
of  their  neurological  symptoms  by  prompt  treat- 
ment, it  is  the  charge  of  the  physician  to  be  aware 
of  this  diagnostic  possibility  and  intercede  when 
most  beneficial. 

Due  to  the  importance  of  prompt  diagnosis,  this 
report  will  attend  to  the  clues  found  during  the  his- 
tory and  physical  examination.  The  changes  that 
have  occurred  in  the  workup  of  this  affliction  will 
be  reviewed  and  the  treatment  options  will  be 
discussed. 

Anatomy 

The  spine  has  two  functional  segments:  the  anterior 
segment  and  the  posterior  segment.  The  anterior 
segment  consists  of  two  adjacent  vertebral  bodies 
separated  by  an  intervertebral  disk.  This  unit  bears 
weight  and  acts  as  a shock  absorber.  The  posterior 
segment  is  composed  of  the  vertebral  arches,  trans- 
verse processes,  the  posterior  spinous  processes 
and  the  facets  with  a joint  between  them.  It  does 
not  bear  weight,  but  protects  the  spinal  cord  and 
nerves.  It  also  allows  the  spine  mobility  in  exten- 
sion and  flexion.  Two  additional  structures,  liga- 
ments and  paraspinous  muscles,  support  the  back. 
The  ligaments  support  passively  while  the  para- 
spinous muscles  provide  active  support. 

The  blood  to  the  vertebral  bodies  comes  through 
plexuses  that  do  not  have  valves  ( 1 ).  Since  there  are 
no  valves,  blood  can  be  forced  back  into  the  verte- 


bral body  from  a tumor-laden  area  by  something  as 
innocent  as  a cough  or  sneeze.  Once  there,  the 
metastatic  focus  enlarges,  engulfing  the  marrow 
space  and  weakening  the  bone.  The  disk  is  resistant 
to  invasion  and  is  spared  in  neoplastic  disease  ( 1 ). 

The  most  common  site  of  SCC  is  the  thoracic 
spine,  where  it  occurs  approximately  60%  of  the 
time  ( 1 ).  It  is  believed  that  this  is  more  a function 
of  the  length  of  the  thoracic  spine,  rather  than  a par- 
ticular predilection.  Cancers  originating  in  regions 
in  close  proximity  to  certain  sections  of  the  spine 
tend  to  metastasize  to  those  areas.  Thus,  breast  and 
lung  cancers  spread  to  the  thoracic  spine,  while  thy- 
roid cancer  involves  the  cervical  spine.  Prostate 
cancer  migrates  to  the  lumbar  spine. 

Compression  of  the  nerve  roots  and  spinal  cord 
occurs  either  by  the  tumor’s  extension  into  the  epi- 
dural space  or  intervertebral  foramen  (ie,  in  lym- 
phoma ),  or  by  collapse  of  the  vertebra  causing 
tumor  and  bone  to  impinge  on  the  epidural  space 
( 1 ).  An  unusual  cause  is  hematogenous  spread  to 
the  epidural  space  or  the  spinal  cord  parenchyma, 
as  may  occur  in  leptomeningeal  carcinomatosis. 

It  is  not  known  what  causes  the  neurological 
symptoms.  It  is  felt  that  the  primary  reason  is  direct 
compression  of  neural  tissue.  Animal  studies  show 
there  are  stages  of  neurological  impairment  depend- 
ing on  the  degree  of  compression  ( 1 ).  First,  there  is 
axonal  and  mild  white  matter  edema.  Next,  there  is 
more  edema  in  the  white  matter  due  to  breakdown 
of  the  blood-spinal  cord  barrier.  Finally,  necrosis  of 
both  white  and  gray  matter  occurs.  This  is  probably 
due  to  infarction.  ITiis  explains  why  paralysis,  which 
occurs  late  in  the  course  of  SCC,  is  often 
irreversible. 

Incidence 

In  autopsy  series,  30%  -70%  of  oncology  patients 
have  spinal  epidural  metastases,  but  only  5%  have 
SCC  ( 2 ).  Why  no  more  patients  exhibit  this  sequela 
is  not  known,  but  it  is  conceivable  that  as  patients 
live  longer,  the  incidence  will  rise. 

The  tumors  involved  in  SCC  are  primarily  breast 
carcinoma  in  females,  and  lung  cancer.  Also  com- 
monly found  are  prostate  and  colon  cancers  and 
multiple  myeloma.  Lymphoma  is  less  common. 
Melanoma,  thyroid  cancer,  and  renal  cell  cancer 
have  also  been  implicated  (2,3). 

Prognosis 

The  importance  of  early  detection  cannot  be  overly 
emphasized.  The  success  of  treatment  is  measured 
by  the  ability  of  the  patient  to  walk  at  its  conclu- 
sion. Two  major  studies  done  at  the  Memorial  Sloan- 
Kettering  Cancer  Center  in  the  late  1970s  devised  a 
very  useful  grading  scheme  for  SCC  (4).  This  system 
consists  of  four  grades  based  on  ambulatory  level. 

Grade  I patients  are  ambulatory  without  assis- 
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tancc,  although  they  might  be  ataxic  or  weak.  Grade 
II  patients  are  not  ambulatory  but  are  able  to  move 
against  gravity.  Grade  111  patients  are  unable  to 
move  their  legs  against  gravity  but  can  contract  one 
or  more  leg  muscles.  Grade  IV  patients  are  para- 
plegic. In  various  studies  ( 1,3,4),  the  results  of  treat- 
ment have  been  basically  the  same.  I lalf  of  the 
patients,  no  matter  the  treatment,  can  walk  when 
therapy  has  been  completed.  The  best  results  have 
been  with  Grade  I patients  (64%  -89%  walk  after 
therapy)  (4).  Less  than  5%  of  paraplegics  walk  again 
(4).  Those  who  were  paraplegic  and  walked  again 
had  radiosensitive  tumors.  Patients  who  progressed 
rapidly  had  a poorer  outcome,  as  did  patients  with 
sphincter  dysfunction  ( 4 ). 

History 

There  are  over  1 00  causes  for  back  pain  ( 1 ).  A his- 
tory of  cancer  should  alert  the  physician  to  a poten- 
tially disastrous  cause  of  pain.  However,  not  all 
spinal  cord  compressions  are  metastatic.  SCC  can  be 
caused  by  an  osteoporotic  vertebral  collapse  or 
even  exostosis  (5,6).  Leptomeningeal  carci- 
nomatosis, which  occurs  in  8%  of  cancer  patients 
going  to  autopsy,  has  the  same  roots  as  SCC  ( breast, 
lung,  lymphoma).  It  may  be  differentiated,  in  part, 
by  the  presence  of  multifocal  signs  and  symptoms 
plus  complaints  of  meningismus  or  headache  ( 7 ). 
Tumors  ( both  benign  and  malignant ),  congenital 
disorders,  trauma,  degenerative  disorders,  inflam- 
matory diseases,  infections,  postoperative  changes, 
psychosomatic  causes,  and  visceral  disease  must  be 
considered  and  ruled  out  by  the  history  and  physi- 
cal examination  ( 1 ). 

Since  so  many  patients  have  back  pain,  the  chal- 
lenge lies  in  determining  which  require  emergency 
evaluation.  Back  pain  caused  by  nerve  irritation  can 
be  described  in  many  ways.  Each  description  helps 
narrow  the  differential  diagnosis. 

Local  pain  is  due  to  irritation  at  the  location  of 
the  pathology  ( 1 ).  Vertebral  body  metastases  not 
distorting  the  periosteum  do  not  cause  pain.  Meta- 
static tumors  or  osteoporosis  cause  periosteal  nerve 
irritation  due  to  compression  fractures.  Disturbed 
nerve  endings  located  in  the  annulus  fibrosis  or  in 
the  posterior  longitudinal  ligament  may  cause  local 
disk  pain.  Local  pain  is  either  steady  or  intermittent 
aching  and  occurs  mainly  when  the  affected  part  of 
the  back  moves.  The  site  is  important  because  thor- 
acic pain  is  infrequent  in  mechanical  strain  injuries 
but  common  in  neoplastic  or  osteoporotic  com- 
plications ( 1 ). 

The  character  of  the  pain  also  helps  lead  to  diag- 
nosis. Back  pain  from  lumbar  strain  or  a herniated 
, disk  usually  disappears  after  the  patient  lies  down 
1 with  knees  and  hips  flexed.  Herniated  disk  pain  is 
exacerbated  by  sitting  and  relieved  by  standing  or 
walking  ( 1 ).  Spinal  stenosis  is  absent  while  lying 


supine  or  sitting  but  occurs  while  walking  ( 1 ).  It 
can  cause  increased  pain  with  prone  recumbency 
due  to  hyperlordosis  of  the  .spine  ( 8 ). 

Vertebral  metasta.sis  with  or  without  SCC  causes 
pain  that  is  often  more  pronounced  in  the  recum- 
bent position  and  sometimes  relieved  by  sitting  up. 
Often  the  patient  sleeps  in  a sitting  position  ( 9 ). 

Referred  pain  is  felt  at  a distance  from  the  local 
pathology.  It  does  not  fit  a dermatomal  pattern  ( 1 ). 
It  has  a character  similar  to  local  pain  and  is  de- 
scribed as  a deep  aching  pain  as.sociated  with  ten- 
derness in  subcutaneous  tissues  and  muscles  in  that 
area  ( 1 ).  Maneuvers  that  increase  local  pain  in- 
crease referred  pain  as  well.  Lower  lumbar  pain  re- 
fers to  the  buttocks  and  posterior  thighs  (rarely 
below  the  knees ) ( 1 ).  Upper  lumbar  spine  pain  radi- 
ates to  the  flank,  groin,  and  anterior  thigh.  Abdomi- 
nal processes,  such  as  pancreatic  cancer  or 
abdominal  aneurysm,  refer  to  the  back. 

Muscle  pain  occurs  when  injury'  to  the  spine 
eauses  a reflex  spasm  of  the  paravertebral  muscles. 
TTiis  is  described  as  a chronic  aching  pain  lateral  to 
the  midline  of  the  spine. 

Radicular  pain  is  the  prominent  symptom  of  root 
compres.sion.  It  is  felt  in  the  spine  and  deep  in 
muscles  and  dermatome  supplied  by  the  affected 
dermatome  nerve  root.  It  is  least  severe  if  the  body 
is  held  in  a position  that  lessens  root  compression. 

It  is  worsened  by  increased  intraspinal  pressure  as 
occurs  with  sneezing,  coughing,  or  straining.  The 
radicular  pain  in  thoracic  SCC  tends  to  be  bilateral 
( 1 ).  Cervical  and  lumbar  lesions  have  unilateral  rad- 
icular pain.  Paravertebral  processes  with  compres- 
sion of  a nerve  root  or  plexus  can  cause  unilateral 
radicular  pain. 

Funicular  pain  results  when  the  .spinal  cord  long 
tracts  are  compressed.  It  is  diffu.se  and  less  sharp 
and  appears  as  a cold,  unpleasant  sensation  in  the 
extremities  ( 1 ).  Movements  that  stretch  the  com- 
pressed root  ( neck  flexion  or  straight  leg  raising ) or 
increase  intraspinal  pressure  cause  pain. 

The  history  should  include  a complete  descrip- 
tion of  the  pain,  its  onset  (acute  vs  subacute),  any 
unusual  physical  activity  prior  to  onset,  how  exer- 
cise and  rest  affect  the  pain,  which  position  the  pa- 
tient is  most  comfortable  in,  and  aggravating  factors. 
The  patient’s  general  health  and  any  history  of  a se- 
rious systemic  illness  or  infection  .should  be  deter- 
mined. Family  history  of  neurofibromatosis, 
rheumatoid  arthritis,  and  ankylosing  spondylitis 
should  be  ascertained. 

The  bottom  line  in  the  history'  of  malignant  .spinal 
cord  compression  is  identification  of  a non- 
mechanical  pain.  Especially  significant  is  pain  that 
worsens  with  recumbency.  That,  and  a history  of 
cancer,  .should  warrant  a more  thon  ugh  examina- 
tion of  the  patient. 
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Physical  examination 

llie  earliest  sign  of  S(X  is  tenderness  over  the  in- 
volved site  of  the  compression.  The  examination 
may  uncover  a systemic  illness  such  as  cancer  or  in- 
fection. There  may  be  discoloration  of  the  skin  in 
the  paravertebral  area  due  to  burns  from  prolonged 
use  of  heating  pads.  There  may  be  other  neuro- 
logical defects  as  well,  as  seen  in  leptomeningeal 
malignant  processes. 

Range  of  motion  of  the  back  and  paravertebral 
structures  should  be  evaluated.  In  the  cervical 
spine,  clues  of  SCC  are  ( 1 ):  ( a ) intense  pain  with 
gradual  movement;  (b)  pain  referred  to  the  thoracic 
or  lumbar  spine;  or  ( c ) flexion  causing  paresthesias 
of  the  arms,  legs,  and  back  ( Lhcrmitte’s  sign ). 
Crossed  straight-leg  raising  suggests  root  compres- 
sion. Reverse  straight-leg  raising  suggests  disease 
from  the  L-4  up  ( 1 ).  A neurological  deficit  is  most 
helpful  in  locating  the  lesion.  If  there  is  a question 
of  a deficit  in  an  uncooperative  patient,  the  exami- 
nation should  be  repeated  after  analgesia  ( 1 ). 

Most  lesions  twist  the  spinal  cord,  causing  inter- 
ference with  blood  supply  and  remote  damage  ( 1 ). 
ITie  corticospinal  and  posterior  columns  are  vulner- 
able earlier.  Loss  of  pain  and  temperature  sensation 
occurs  late  and  may  herald  the  advent  of  paralysis 
within  hours  ( 1 ). 

Evaluation  and  management 

ITie  problem  is  not  always  readily  apparent,  espe- 
cially if  sex',  is  the  presenting  abnormality  in  a can- 
cer patient.  At  presentation  75%  are  weak,  and  50% 
have  senst)ry’  loss,  autonomic  dysfunction,  or  both 
( 1 ).  When  the  pieces  do  not  fit  mechanical  pain,  or 
when  the  pain  is  thoracic,  exacerbated  with  recum- 
bency, progressive  and  unrelenting  despite  ade- 
quate rest  and  conservative  treatment,  the  time  has 
come  to  use  radiography. 

In  patients  with  back  pain  but  no  neurological 
signs,  the  workup  can  be  done  on  an  outpatient 
basis.  Plain  film  roentgenograms  should  be  obtained, 
including  anteroposterior,  lateral,  and  oblique  views 
( 1 ).  Eighty-five  percent  of  SCC  sufferers  are  discov- 
ered this  way  ( 1 ).  Normal  roentgenograms  in  pa- 
tients with  lymphoma  do  not  rule  out  SCC  ( 1 ).  The 
next  step  is  CT  scanning  of  the  affected  area  if  the 
roentgenograms  are  negative,  or  magnetic  reso- 
nance imaging  ( MRl ) if  they  are  abnormal. 

Patients  should  be  hospitalized  if  they  have  ( a)  a 
radiculopathy  or  plexopathy  without  signs  of  SCC; 
(b)  evidence  of  stable  and  mild  SCC;  or  (c)  isolated 
Babinski’s  sign  (10).  Such  patients  should  be  evalu- 
ated within  24  hours  (10),  but  if  this  is  impossible, 
then  dexamethasone  should  be  started.  Magnetic 
resonance  imaging  should  then  be  done.  If  there  is 
an  increased  degree  of  block  ( greater  than  80%  ) 
the  situation  should  be  treated  as  an  emergency  ( ie, 
intravenous  100  mg  dexamethasone  and  immediate 


radiation  therapy)  ( 10 ).  If  there  is  less  than  80% 
blockage,  the  dexamethasone  should  be  admin- 
istered (4  mg  four  times  daily)  and  routine  radia- 
tion therapy  started  (10). 

The  patient  with  evidence  of  (a)  moderate  to  se- 
vere SCC;  (b)  cauda  equina;  or  (c)  new  or  rapidly 
progressing  symptoms  (urinary  urgency  or  ascend- 
ing numbness ) needs  immediate  high-dose  dexa- 
methasone and  MRI  (10). 

MRI  is  a new  and  exciting  aspect  in  the  diagnosis 
of  SCC.  Its  place  is  still  not  set  firmly  due  to  a pau- 
city of  studies  involving  its  use.  MRI  has  advantages 
and  disadvantages  that  need  mention. 

The  advantages  of  MRI  are:  (a)  images  are  clear  in 
any  orientation;  (b)  contrast  is  sharper  than  that 
offered  by  other  techniques;  (c)  there  is  no  ex- 
posure to  radiation;  (d)  no  potentially  toxic  iodi- 
nated  contrast  agents  are  required  ( 1 1 );  (e) 
difference  between  osteoporotic  and  metastatic 
compression  fractures  can  be  determined;  (f)  areas 
of  the  spinal  cord  irradiated  previously  can  be  delin- 
eated (12);  and  ( g ) intrinsic  cord  pathology  includ- 
ing syringomyelias  due  to  compression  are 
demonstrated  (13).  Furthermore,  the  full  extent  of 
the  tumor  can  be  appreciated,  making  cisternal  my- 
elography unnecessary. 

MRI  also  has  several  disadvantages:  (a)  installa- 
tion and  operating  costs  are  high  ( break-even 
charges  are  1.5  to  4 times  those  of  CT);  (b)  charges 
( $600-  $ 1 ,600 ) per  scan  are  high,  necessitating 
localization  through  physical  examination  of  the  site 
of  compression;  (c)  false-positive  results  may  ensue 
from  unexplained  MR  image  abnormalities;  (d)  un- 
stable patients  and  patients  with  pacemakers, 
aneurysm  clips,  and  embedded  small  metallic  frag- 
ments cannot  be  studied;  and  ( e ) small  movements 
degrade  the  image  (11).  Also,  its  efficacy  in  lepto- 
meningeal metastases  has  not  been  established  (12). 

Myelography  currently  has  a limited  role.  It  is  an 
invasive  procedure  that  runs  the  risk  of  herniating 
the  cord,  further  worsening  the  neurologic  situation 
( 1 ).  When  the  cerebrospinal  fluid  is  totally  blocked 
by  the  tumor,  a cisternal  puncture  is  necessary  to 
determine  the  upper  edge  of  the  involvement.  The 
ability  to  do  cisternal  punctures  is  being  lost,  so  this 
increases  the  risk  to  the  patient.  However,  cerebro- 
spinal fluid  may  be  needed  to  make  the  diagnosis  of 
leptomeningeal  spread  ( 1 ).  This  is  done  by  finding 
neoplastic  cells  on  cytologic  examination.  The  fluid 
should  be  sterile  with  elevated  protein,  relatively 
prominent  mononuclear  cells,  and  possibly  de-  | 

pressed  glucose  levels.  Monoclonal  markers  are  still  j 
being  developed  (14,15).  | 

I 

Treatment  options  j 

Vasogenic  edema  is  part  of  the  spinal  cord  compres-  j 
Sion  syndrome.  Animal  studies  have  suggested  that  I 
high-dose  steroids  (100  mg  dexamethasone  for  2 | 

I 
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days,  followed  by  a 2-wcek  tapered  dose)  can  be 
helpful  (4).  In  Greenberg’s  study,  one  patient  who 
inadvertently  did  not  get  immediate  radiation 
therapy  had  almost  total  resolution  of  the  pain  on 
steroids  alone  (4).  The  effects  are  temporary  and 
dose  dependent.  However,  in  that  study,  two  pa- 
tients with  grade  fV  SCC  were  able  to  walk  and  the 
results  between  radiosensitive  and  radioresistant  tu- 
mors were  essentially  the  same.  The  only  additional 
side  effect  was  an  intense  anogenital  burning  sensa- 
tion that  was  transient.  This  was  tolerated  well  if  the 
patient  was  forewarned. 

Radiation  has  been  the  mainstays  in  the  treatment 
of  SCC.  Currently,  the  treatment  involves  3 days  of 
high-dose  treatment  followed  by  a 2-week  course 
(4).  With  this  treatment,  6596  -89%  of  ambulatory 
patients  remain  so  and  5%  of  paraplegics  walk 
again  (4). 

The  role  of  surgery  is  being  debated,  but  most 
people  agree  that  surgery’  should  be  performed  in 
some  instances;  (a)  the  diagnosis  is  uncertain 
(although  bone  biopsy  might  be  a better  choice); 

(b)  the  patient  has  had  previous  radiation  therapy; 

(c)  the  patient’s  condition  deteriorates  during  radia- 
tion therapy;  (d)  there  is  spinal  instability  or  com- 
pression by  bone;  and  (e)  the  tumor  is  radioresis- 
tant. Several  studies,  including  those  of  Greenberg 
and  Gilbert,  did  not  demonstrate  improved  out- 
come in  patients  who  received  surgery.  One  excep- 
tion in  the  surgical  literature  claimed  an  overall 
ambulation  rate  of  78%  -85%  (90%  in  patients  who 
had  never  had  radiation  treatment ) with  an  antero- 
lateral approach  resulting  in  vertebral  body  resec- 
tion (16).  More  work  needs  to  be  done  to  sub- 
stantiate this  claim. 

Decompressive  laminectomy  necessitates  fusion  if 
there  is  not  a total  of  one  facet  joint  present.  Evacu- 
ation of  the  tumor  is  optimal  with  this  approach 

(17) .  Anterior  resection,  which  results  in  better 
spinal  stability,  is  best  reserved  for  patients  who  can 
tolerate  extensive  surgery  (17).  It  cannot  be  done  if 
more  than  two  levels  need  decompression  (17).  Pa- 
tients who  have  undergone  previous  radiation 
therapy  or  surgery,  or  who  have  received  steroids 
have  a higher  incidence  of  wound  dehiscence  and 
infection  ( 1 6 ).  The  hazards  of  the  surgery  itself  are 
9%  risk  of  death,  12%  risk  of  neurologic  worsening, 
and  1 1 % risk  of  developing  other  complications 

(18) . 

Rehabilitation 

Although  an  increasing  number  of  patients  have  sur- 
vived years  after  spinal  cord  compression,  it  is  gen- 
erally a “pre-terminal”  event.  If  the  treatment  is 
unsuccessful,  the  patient  has  an  increased  risk  of 
dying  sooner  than  otherwise  expected  (19).  These 
patients  receive  the  least  benefit  from  rehabilitation. 
The  patients  who  most  clearly  benefit  from  re- 


habilitation are  those  with  sensory  sparing  and  par- 
tial or  total  paralysis  (19). 

Conclusions 

Back  pain  is  a common  problem  in  our  society'.  Pa- 
tients requiring  emergency  help  must  be  sorted 
from  the  rest.  Elements  of  the  history  ( history  of 
cancer,  nonmechanical  pain,  recumbent  or  rapidly 
progressing  pain,  and  sensory  changes ) are  clues 
that  SCC  may  be  the  source  of  pain.  The  physical 
examination,  with  emphasis  on  point  tenderness 
and  neurological  abnormalities,  helps  in  determin- 
ing the  urgency  of  the  evaluation. 

MRI  is  rapidly  assuming  a major  role  in  the  radi- 
ologic evaluation  of  SCC.  Other  studies,  especially 
plain-film  roentgenograms,  can  be  helpful  in  screen- 
ing patients. 

Radiation  therapy  is  the  primary'  treatment  for 
SCC.  Surgery  can  be  indicated  in  some  cases.  Time 
and  further  studies  will  tell  if  the  anterior  surgical 
approach  will  be  of  significant  value.  The  optimal 
treatment  for  SCC  is  still  being  debated. 
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Flagship  Cruise/Beach  Party/Dinner  Dance 


The  following  pages  contain  a complete  set  of  registration  forms 

for  the  1990  Annual  Session. 

Make  your  commitment  today 
to  four  days  of  excellent  scientific  programs 
and  exciting  social  events. 


Texas  Medical  Association 
123  rd  Annual  Session 
May  10-13,  1990 


1990  Annual  Session  Advance  Registration  Form 


lame  (please  print) 

specialty 

iddress 

;ity 

state 

zip 

VIEMBER 

No  Fee 

NONMEMBER 

Fee 

ilease  check  all  applicable  spaces  below: 

□ Speaker 

waived 

] Physician 

□ Speaker 

□ TMA  and  County  Medical  Society 

] Intem/Resident/Fellow 

□ Scientific  Exhibitor 

Staff  and  Family 

waived 

] Medical  Student 

□ 50  Year  Club 

□ Physician 

$100 

: TMA  Officer 

□ HMSS  Representative 

□ Intern,  Resident,  Fellow 

$10 

] TMA  Delegate 

n TEXPAC 

□ Medical  Student 

$10 

] TMA  Alternate  Delegate 

□ TEXPAC  300  Club 

□ Allied  Health  Personnel 

$10 

] TMA  Councilor 

□ MSS  Executive  Council 

□ Prospective  Exhibitor/Approved  Visitor 

$50 

1 TMA  Vice  Councilor 

Q MSS  Chapter  Officer 

□ Nonmember's  Family  (over  age  21) 

$10 

1 TMA  Board  Member  □ Chairman 

□ MSS  Chairman 

11  TMA  Councii  Member  □ Chairman 

□ RPS  Executive  Council 

Mode  of  transportation 

t)  TMA  Committee  Member  □ Chairman 

□ RPS  Chairman 

□ car  □ plane 

1 TMA  Trustee 

□ RPS  Councilor 

>1  AMA  Member 

□ YPS  Chairman 

!l  AMA  Delegate 

□ YPS  Governing  Board 

1]  AMA  Alternate  Delegate 

□ CMS  Officer 

lease  complete,  Include  registration  fee  if  appropriate  and  return  to  Texas  Medical  Association,  Department  of  Annual  Session  and  Scierttific 

'rogramming,  1801  N.  Lamar  Blvd.,  Austin,  Texas  78701. 

1 

Advance  Ticket  Reservation  Form 

^ 

Register  by  April  18  and  have 
your  name  entered  in  the 
following  drawings: 

Wyndham  Corpus  Christi — 
Weekend  for  Two 

Corpus  Christi  Sheraton 
Marina  Inn — ^Weekend  for  Two 

Corpus  Christi  Marriott — 
WeeKend  for  Two 

Water  Street  Seafood  Co., 

Corpus  Christi — Dinner  for  Two 

Lighthouse  Restaurant,  Corpus 
Christi — Lunch  or  Dinner 

Fisherman’s  Wharf,  Corpus 
Christi — Five-Hour  Fishing  Trip 
for  Two  on  the  Wharf  Cat 

Fla^hip  or  Gulf  Chj^r,  Corpus 
Christi — Sightseeing  Cruise 
for  Two 


lleturn  completed  form  with  check  or  credit  card  information.  Pick  up  tickets  at  the  registration  area  by  2 p.m.  of  previous  day  of  event. 


lumber  of 
I'ickets 


Amount 

Enclosed 


Annual  Membership  Luncheon 

Speaker  Steve  Allen,  Jr,  MD 

Installation  of  TMA  President 

Friday,  May  11, 12:30-2  pm 

Bayfront  Plaza  Convention  Center 

$25  per  person  

Family  Beach  Party 

Fbod/Sundae  Bar/Entertainment/Cash  Bar 

Friday,  May  11,  5:30-9  pm 

Holiday  Inn-Emerald  Beach 

$15  per  adult/$6  per  child  

Texas  Riviera  Dinner/Dance 

Dinner/Dancing/Entertainment/Cash  Bar 
Friday,  May  11,  7-midnight 
Wyndham  Corpus  Christi 
$35  per  person  (full  evening) 

$7.50  per  person  (dancing  only— after  9 pm) 

0 ticket  Flagship  Cruise 

ecessary  Light  Hors  d’oeuvres/Cash  Bar 

Thursday,  May  10,  5:30-7  pm 
Peoples  St.  T-Head  no  charge 


name  phone  # 


address 


city  state  zip 

Charge  to  my Visa MasterCard  Amount  $ 

Acct.  No. Exp.  Date 

Name  on  Card 

Signature 

Ticket  reservation  form  and  payment  must  be  received  by 
April  18.  No  refunds  after  April  25. 

Return  to:  Texas  Medical  Association,  Department  of  Annual 
Session  and  Scientific  Programming,  1801  N.  Lamar  Blvd., 
Austin,  Texas  78701. 


TOTAL  $ 


Filial  Program  Order  Form 


the  Program  and  Abstracts  of  the  123rd  Texas  Medical  Association 
[nnual  Session  will  be  available  in  mid-April.  To  order  your  copy  in 
dvance,  return  form  with  payment  of  $5.00  to  Texas  Medical 
:iation.  Department  of  Annual  Session  and  Scientific 
programming,  1801  N.  Lamar  Blvd.,  Austin,  Texas  78701. 
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name 


address 


city 


state 


zip 


Headquarters  Hotels  and  Other  Facilitie 


Make  your  Reservations  Now! 

requests  will  be  processed  first-come,  first- 
served  by  the  Housing  Bureau,  Corpus  Christi 
Area  Convention  and  Tourist  Bureau  through 
its  computerized  system. 

Complete  in  full  the  Official  Housing  Request 
Form  and  return  it  immediately  to: 

TMA  Housing 

Corpus  Christi  Area  Convention  and 
Tourist  Bureau 
P O Box  2664 

Corpus  Christi,  TX  78403-2664 

Do  not  send  housing  form  to  Texas  Medical 

Association.  This  will  only  delay  your  request. 

Only  reservations  received  on  the  Official 
Housing  Request  Form  will  be  accepted.  Hotels 
will  not  accept  reservations  directly,  and  tele- 
phone requests  cannot  be  accepted. 

List  six  hotels  in  order  of  preference 

Deadline  for  reservations  is  April  18. 

Confirmations 

Room  confirmations  will  be  sent  to  you  directly 
from  the  hotel  within  three  weeks  of  receipt  of 
your  request  by  the  Housing  Bureau.  Please  check 
carefully  to  be  sure  all  information  is  correct. 

Room  Deposits 

Do  not  send  room  deposit  with  the  Housing 
Form.  Should  a deposit  be  required,  the  hotel 
will  request  it. 

Reservations  will  be  held  until  6 pm  of  the 
arrival  date  unless  a later  arrival  time  is  indi- 
cated. If  a deposit  is  required  to  hold  your 
room  past  6 pm,  you  will  be  notified  at  the 
time  of  confirmation  by  the  hotel.  The  deposit 
should  be  mailed  directly  to  the  hotel.  Please 
guarantee  with  hotel. 

Changes  and  Cancellations 

Any  changes  in  room  reservations,  arrival  or 
departure  dates  should  be  sent  in  writing 
directly  to  the  hotel. 

All  cancellations  should  be  sent  to  the  Housing 
Bureau  immediately  so  that  others  can  be 
accommodated.  Your  notice  of  cancellation 
must  be  received  within  48  hours  of  your 
scheduled  arrival  or  your  deposit  cannot  be 
refunded.  Don’t  be  a no  show! 


Participating  Hotels  and  Codes  Deadline  for 
Reservations — April  18 

1.  Best  Western  Sandy  Shores  Resort  (007) 
3200  Surfside 

Beachfront  hotel  with  four  restaurants 
and  unique  Int’l  Kite  Museum.  Relaxed, 
tropical  setting  four  minutes  from 
Convention  Center. 

$55  Single/Double 

* 2.  Corpus  Christi  Marriott  (002) 

707  North  Shoreline  Blvd. 

Auxiliary  Headquarters.  Casual  elegance 
and  European  chef.  On  bayfront. 
Indoor/outdoor  pool. 

$70  Single/Double 

3.  Embassy  Suites  Hotel  (009) 

4337  South  Padre  Island  Drive 
Family  accommodations,  suite  style, 
located  en  route  to  Padre  Island  beaches. 
Pool,  sauna,  whirlpool,  game  room.  No 
shuttle  servic& 

$64  Single/Double 
Children  13  & under  free. 

* 4.  Holiday  Inn — Emerald  Beach  (006) 

1102  South  Shoreline  Blvd. 

Sports  its  own  beach,  indoor  pool, 
children’s  pool,  play  area  and  exercise 
room. 

$58  Single/Double 

5.  La  Quinta  Royale  ((X)4) 

601  North  Water  Street 
One  block  from  bayfront.  Rooms  with 
private  balconies  overlook  10-story  atrium. 
$53  Single/Double 


6.  Quality  Inn  Bayfront  (010) 

411  North  Shoreline  Blvd. 

Overlooks  the  marina  in  the  heart  o: 
downtown  shopping  and  business  di 
Pool.  Pets  allowed. 

$46  Single/Double 

7.  Ramada  Inn  Bayfront  (003) 

601  North  Shoreline  Blvd. 

Relaxed  atmosphere  and  central  loci 
overlooking  bayfront. 

$46  Single/Double 

8.  Sheraton  Marina  (005) 

300  North  Shoreline  Blvd. 

View  of  bay  from  every  room.  Shutt 
and  from  beach.  Tennis  courts,  pool 
$65  Single/Double 

9.  Villa  Del  Sol  Condominiums  (008) 
3938  Surfside  Blvd. 

Beachside  family  condos.  Pools,  hot 
barbecue/park  areas.  Kitchen  equipi 
and  maid  service  furnished. 

$55  Bayview/$65  Bayfront 

* 10.  Wyndham  Corpus  Christi  (001) 

900  North  Shoreline  Blvd. 

Every  room  has  a balcony  overlook!; 
bay.  Near  the  convention  center.  Ra 
ball  court,  health  club,  indoor/outdc 
pool,  children’s  pool. 

$76  Single/Double 

★ Bayfront  Plaza  Convention  Center 
1901  North  Shoreline  Boulevard 

The  above  room  rates  do  not  include  13  ‘ 
occupancy  tax. 

‘Headquarters  Hotels 
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Texas  Medical  Association 
123rd  Annual  Session 
May  10-13,  1990 
Corpus  Christi,  Texas 


OFFICIAL  HOUSING  REQUEST  FORM 

iELEPHONE  REQUESTS  NOT  ACCEPTED. 

'.EASE  PRINT  OR  TYPE  ALL  ITEMS  TO  ASSURE  ACCURACY. 

*)MPLETE  EACH  PART  BELOW  IN  DETAIL  FOR  CORRECT  AND  RAPID  COMPUTER  PROCESSING. 

:knowledgement  will  be  sent  to  individual  indicated  below,  confirmation  will  follow  from  hotel. 

^iOTOCOPY  THIS  FORM  IF  MORE  THAN  THREE  ROOMS  ARE  REQUIRED. 


MAIL  TO: 


TMA  HOUSING 

PO  Box  2664 

Convention  and  Tourist  Bureau 
Corpus  Christi,  Texas  78403-2664 


|0R  HOUSING  BUREAU  USE  ONLY 

i 


INSTRUCTIONS:  Complete  requested  data  using  abbreviations  as  necessary. 
(NAME  OF  PERSON  REQUESTING  ROOMS) 


RESERVATION  CUTOFF  DATE 


April  18, 1990 


(LAST  NAME) 



(NAr 

AE  OF  COMPANY  OR  FIRM) 

(STREET  ADDRESS  OR  PO.  BOX  NUMBER) 

(STATE)  (ZIP-USA) 


(COUNTRY)  (AREA  CODE)  (PHONE  NUMBER) 


■RUCTIONS:  Select  six  Hotels/Motels  of  your  choice.  Request  will  not  be  processed  without  six  choices. 


IT  CHOICE 

□ □ □ 

(HOTEL  CODE  #) 

SECOND  CHOICE  1 

(HOTEL  CODE  #) 

RTH  CHOICE 

□ □ □ 

(HOTEL  CODE  #) 

FIFTH  CHOICE  1 

(HOTEL  CODE  #) 

INSTRUCTIONS:  1.  PRINT  OR  TYPE  NAMES  OF  ALL  PERSONS  OCCUPYING  EACH  ROOM. 

2.  SELECT  TYPE  ROOM  DESIRED  WITH  ARRIVAL  AND  DEPARTURE  DATES. 

3.  USE  SAME  FORMAT  FOR  ADDITIONAL  ROOM  REQUESTS. 

4.  PRINT  OR  TYPE  LAST  NAME  FIRST. 


THIRD  CHOICE  □ □ □ 

(HOTEL  CODE  #) 


SIXTH  CHOICE  □ □ □ 

(HOTEL  CODE  #) 


,E.  Rooms  are  assigned  on  “First  Come/First  Serve”  basis.  If  none  of  the  choices  listed  are  available,  another  facility  will  be  assigned  based  on  a referral  system  determined 
, by  your  association. 

RANTEE  LATE  ARRIVAL  BY  CREDIT  CARD 


(Type  of  Card  AE,  MC,  VISA)  (Credit  card  number)  (Expiration  date) 


GUEST  NAME/S  (PRINT  LAST  NAME  FIRST)  P + 1 _ Parlor  & one  bedroom  P + 2 - Parlor  & two  bedrooms 

ROOM 

NO.  1 

1 

CHECK  ONE 

Single  Triple 

Double  Quacj 

Twin  P + 1 

_ Dbl/Dbl  _ P + 2 

ARR.  DATE  DEP  DATE 

2 

ARR.  TIME  □ AM  □ PM  (Check  one) 

3 

NOTE:  Reservation  will  be  held  until  6 p.m.  unless  special 
arrangements  are  made  directly  with  hotel.  The  hotel  may 
request  a deposit. 

4 

ROOM 

NO.  2 

1 

CHECK  ONE 

Single  Triple 

Double  Quad 

Twin  P + 1 

_ Dbl/Dbl  _ P + 2 

ARR.  DATE  DEP  DATE 

2 

ARR.  TIME  □ AM  fl  PM  (Check  one) 

3 

NOTE:  Reservation  will  be  held  until  6 p.m.  unless  special 
arrangements  are  made  directly  with  hotel.  The  hotel  may 
request  a deposit. 

4 

ROOM 

NO.  3 

\ 

1 

CHECK  ONE 

Single  Triple 

Double  Quad 

Twin  P + 1 

_ Dbl/Dbl  _ P + 2 

ARR.  DATE  DEP  DATE 

2 

ARR.  TIME  n AM  n PM  (Check  one) 

3 

NOTE:  Reservation  will  be  held  until  6 p.m.  unless  special 
arrangements  are  made  directly  with  hotel.  The  hotel  may 
request  a deposit. 

4 
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Restrictive  covenants 

Sales  of  medical  practices  and  physician  employment  con- 
tracts may  contain  covenants  not  to  compete,  also  knoivn  as 
restrictive  covenants.  These  covenants  prohibit  sellers  from 
competing  with  buyers  and  employees  from  competing  with 
former  employers  for  a specified  period  of  time.  a result  of 

a call  for  legislative  action  to  dispel  confusion  created  by 
case  law  regarding  these  covenants,  there  now  exists  a statute 
dealing  with  restrictive  covenants.  This  new  law  abolishes 
the  “common  calling”  test,  a standard  for  determining  the 
enforceability  of  covenants  not  to  compete  in  employment 
agreements,  which  the  Texas  Supreme  Court  adopted  in  1987. 
Among  other  remedies,  the  new  law  provides  procedures  for 
reforming  a broad  restrictive  covenant  to  one  that  is  reason- 
able. This  article  discusses  the  1987  Texas  Supreme  Court 
case  and  reviews  the  new  statute. 

Courts  in  Texas  encounter  two  general  varieties  of  covenants 
not  to  compete:  covenants  specifying  that  the  seller  of  a busi- 
ness will  not  compete  with  the  buyer  and  covenants  specifying 
that  an  employee,  upon  discharge,  will  not  compete  with  the 
former  employer.  In  1987,  the  Texas  Supreme  Court  was  pre- 
sented with  a situation  in  Hill  v Mobile  Auto  Trim,  Inc  that 
they  stated  could  not  be  clearly  categorized  as  either  a cove- 
nant incident  to  the  sale  of  a business  or  a post-employment 
covenant  to  prevent  use  of  special  training  or  knowledge  ( 1 ). 
In  this  case,  Mobile  Auto  Trim,  Inc  sought  to  prevent  Joel  Hill, 
a former  franchisee,  from  competing  in  a seven-county  area. 
Hill  complained  to  the  Texas  Supreme  Court  that  the  noncom- 
petition covenant  in  the  franchise  agreement  was  a restraint  on 
trade  and  therefore  was  unreasonable  and  consequently  illegal. 
The  facts  of  the  case  were  that  Mobile  Auto  Trim,  Inc  sold  car 
trim  franchises  in  which  equipped  vans  were  driven  to  car 
dealerships  to  make  repairs  at  the  premises.  In  August  1982, 
Mobile  sold  a franchise  to  Joel  Hill  for  approximately  842,000 
plus  5%  of  his  gross  revenues.  Hill’s  franchise  covered  a large 
part  of  Dallas  County  and  all  of  Denton  County.  In  the  fran- 
chise agreement  there  was  a clause  that  prohibited  Joel  Hill 
from  becoming  involved  in  any  business  that  was  in  competi- 
tion with  Mobile  Auto  Trim,  Inc  or  from  contacting  any  man- 
agers of  the  various  car  dealerships  serviced  by  the  corpora- 
tion in  a seven-county  area  for  three  years.  In  April  1 985,  after 
Hill  had  not  paid  his  franchise  fees  for  several  months,  Mobile 
Auto  Trim,  Inc  picked  up  his  van  and  terminated  the  franchise 
agreement.  Immediately  thereafter.  Hill  contacted  prior  cus- 
tomers. As  a result,  Mobile  Auto  Trim  sought  a temporary  in- 
junction to  enjoin  Hill  from  competing  with  it  or  contacting 
car  dealership  managers  in  the  seven  counties. 


Medicine  and  the  I^w  articles  are  intended  to  help  physicians  under- 
stand the  law  by  providing  legal  information  oti  selected  topics.  This 
article  is  published  with  the  understanding  that  Texas  Medical  Associa- 
tion is  not  engaged  in  providing  legal  advice.  When  dealing  with  spe- 
cific legal  matters,  readers  should  seek  assistance  from  their  own 
attorneys. 


The  Texas  Supreme  Court  in  rendering  its  deeision  stated 
that  a covenant  not  to  compete  must  meet  four  criteria  in 
order  to  be  deemed  reasonable. 

First,  the  eovenant  must  be  necessary  for  the  protection  of 
the  promisee  (Mobile  Auto  Trim,  Inc).  The  promisee  must 
have  a legitimate  interest  in  protecting  business  goodwill  or 
trade  secrets. 

Second,  the  covenant  must  not  be  oppressive  to  the  prom- 
isor (Joel  Hill ),  as  courts  hesitate  to  validate  employee  cove- 
nants when  the  employee  has  nothing  but  his  labor  to  sell.  In 
this  respect,  the  limitations  as  to  time,  territory,  and  activity  in 
the  covenant  not  to  compete  must  be  reasonable. 

Third,  the  covenant  must  not  be  injurious  to  the  public 
since  courts  are  reluctant  to  enforce  eovenants  that  prevent 
competition  and  deprive  the  community  of  needed  goods. 

Fourth,  as  with  any  contract,  the  noncompetitive  agreement 
should  be  enforced  only  if  the  promisee  gives  consideration 
for  something  of  value.  In  the  case  of  covenants  not  to  com- 
pete incident  to  the  sale  of  a business,  the  seller’s  promise  not 
to  compete  with  the  buyer  increases  the  value  of  the  business 
to  the  buyer.  Without  such  a covenant,  the  value  of  the  busi- 
ness would  be  reduced,  lessening  the  likelihood  that  busi- 
nesses would  be  purchased.  In  employee  covenants,  the 
special  training  or  knowledge  the  employee  acquires  through 
his  employer  is  a valuable  consideration  and  often  enhances 
the  value  of  the  employee  to  other  firms.  To  allow  employees 
to  use  or  sell  this  valuable  training  or  knowledge  upon  leaving 
a firm  would  create  a disineentive  for  employers  to  train  or 
educate  employees. 

Declaring  the  restrictive  covenant  oppressive  to  Hill,  the 
court  adopted  a standard  set  forth  by  the  Utah  Supreme  Court 
that  “covenants  not  to  compete  which  are  primarily  designed 
to  limit  competition  or  restrain  the  right  to  engage  in  a com- 
mon calling  are  not  enforceable.”  The  eourt  refused  to  “pro- 
hibit him  from  engaging  in  a common  calling.” 

The  dissent  noted  that  the  majority  failed  to  define  “com- 
mon calling”  and  was  remiss  in  not  providing  guidance  to  the 
bench  and  bar  regarding  what  is  a “common  calling.”  The  dis- 
senting justices  stated  that  if  the  courts  fail  to  protect  employ- 
ers from  the  competition  of  departing  employees,  employers 
will  be  reluctant  to  allow  any  employee  to  handle  too  many 
customers.  The  dissent  also  noted  that  the  majority  made  no 
distinction  between  covenants  not  to  compete  contained  in 
contracts  for  employment  and  contracts  for  sales  of  franchises. 
The  dissenting  justices  stated  that  franchise  relationships  are 
far  different  from  employment  relationships  and  implied  that 
they  were  similar  to  the  sale  of  businesses.  They  commented 
that  employment  relationship  covenants  are  more  closely  scru- 
tinized than  are  covenants  not  to  compete  associated  with  a 
sale  of  a business  due  to  the  assumption  that  an  employer  has  a 
superior  bargaining  position  as  compared  to  an  employee,  and 
this  inequity  results  in  some  type  of  coereion  against  the  em- 
ployee. In  eontrast,  a francfiise  buyer,  like  a business  buyer,  is 
not  compelled  to  enter  the  relationship  to  have  a livelihood. 

The  consequences  of  the  Hill  decision  were  that  the  Texas 
Supreme  Court,  as  well  as  other  courts  in  subsequent  deci- 
sions, first  looked  to  see  if  the  ex -employee  was  in  a common 
calling  and  if  so,  did  not  proceed  to  the  four-prong  test  of  rea- 
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sonableness  to  judge  the  enforceability  of  the  restrictive  cove- 
nant. Unfortunately,  no  discernible  consensus  was  made  in 
these  decisions  as  to  what  was  a common  calling.  Barbers  ( 2 ) 
and  salespeople  (3)  were  found  to  be  in  a common  calling.  An 
office  manager  in  the  security  business  (4),  an  office  manager 
and  travel  agent  ( 5 ),  a manager  of  retail  operations  for  a gas 
company  (6),  and  a certified  public  accountant  (7)  were  clas- 
sified as  individuals  not  engaged  in  a common  calling.  It  was 
even  suggested  that  a physician  specializing  in  otorhinolaryn- 
gology was  in  a common  calling  (8). 

The  new  statutory  law 

As  a result  of  the  confusion  regarding  what  a common  calling 
was  and  also  the  courts’  apparent  abandonment  (after  the  Hill 
decision  ) of  remedying  an  overly  broad  covenant  to  one  that  is 
reasonable,  the  last  legislature  passed  a bill  abolishing  the  con- 
fusing common  calling  standard  and  reinstating  reformation  as 
a remedy  (9).  The  law  applies  to  covenants  entered  into  be- 
fore, on,  or  after  Aug  28,  1989.  The  law  is  retroactive,  appar- 
ently because  the  bill  is  merely  procedural.  A covenant  is 
enforceable  if  it  is  ancillary  to  an  enforceable  contract  or  if  it  is 
executed  on  a date  other  than  the  date  of  the  underlying  con- 
tract that  it  supported  as  an  independent  valuable  considera- 
tion. (Consideration  means  a benefit  to  the  promisor  or  a loss 
or  detriment  to  the  promisee. ) Enforceable  covenants  also 
must  contain  reasonable  limitations  as  to  time,  geographic 
area,  and  scope  of  activity  to  be  restrained  that  do  not  impose 
a greater  restraint  than  is  necessary  to  protect  the  goodwill  or 
other  business  interest  of  the  promisee. 

The  law  provides  that  the  promisee  may  recover  damages, 
injunctive  relief,  or  both  if  the  promisor  breaches  a restrictive 
covenant  that  meets  these  criteria.  In  personal  services  con- 
tracts, like  employer-employee  agreements,  the  employer  has 
the  burden  of  establishing  that  the  covenant  meets  the  above 
criteria.  In  agreements  other  than  for  personal  services,  ie, 
sales  of  businesses,  the  buyer  has  the  burden  of  establishing 
the  fact  that  the  covenant  does  not  meet  the  above  criteria. 

The  phrase  “burden  of  establishing”  a fact  is  defined  statutorily 
as  the  burden  of  persuading  the  triers  of  fact  that  the  existence 
of  the  fact  is  more  probable  than  its  nonexistence. 

If  the  covenant  is  ancillary  to  an  enforceable  contract  or  is 
supported  by  independent  valuable  consideration,  but  is  found 
to  be  unreasonable  as  to  time,  geographic  area,  or  scope  of  ac- 
tivity, the  promisee  can  request  the  court  to  reform  the  cove- 
nant to  make  it  reasonable.  If  such  a situation  occurs,  the 
promisee  is  allowed  only  injunctive  relief  If  the  employee  in  a 
personal  services  agreement  can  establish  that  the  employer 
knew  at  the  time  of  execution  of  the  contract  that  the  cove- 
nant was  not  reasonable  and  yet  sought  to  enforce  it  to  a 
greater  extent  than  was  necessary  to  protect  the  goodwill  or 
other  business  interest  of  the  employer,  the  court  may  award 
the  employee  court  costs,  including  reasonable  attorneys’  fees. 

It  should  be  noted  that  the  law  fails  to  impose  the  require- 
ment that  the  restrictive  covenant  not  be  injurious  to  the  pub- 
lic. Even  though  there  is  no  statutory  requirement  that  a 
restrictive  covenant  not  be  injurious  to  the  public,  when  asked 
to  review  an  otherwise  enforceable  restrictive  covenant,  a 
court  may  impose  this  requirement. 


Conclusion 

The  Council  on  Ethical  and  Judicial  Affairs  of  the  American 
Medical  Association  discourages  any  agreement  between  phy- 
sicians that  restricts  a physician’s  right  to  practice  medicine  for 
a specified  period  of  time  or  in  a specified  area  upon  termina- 
tion of  employment  or  a partnership  or  a corporate  agreement. 
They  opine  that  such  restrictive  agreements  are  not  in  the 
public  interest  (10).  Even  with  the  statutory  clarification  that 
reformation  is  available  to  make  an  overly  broad,  restrictive 
covenant  reasonable,  and  the  abolition  of  the  court-imposed 
standard  that  no  restrictive  covenant  will  stand  if  it  prevents 
an  individual  from  engaging  in  a common  calling,  restrictive 
covenants  still  are  not  favored  in  Texas  and  will  have  to  be 
drafted  to  avoid  a challenge  and  its  costly  consequences. 

HELENE  ALT  THOMPSON,  JD 
TMA  Associate  Counsel 
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Tax  tips  yield  deductions 

Medical  professionals  may  not  be  aware  of  legitimate  deduc- 
tions for  expenses  they  incur.  This  article  discusses  ways  to 
use  the  tax  laws  to  your  benefit  in  such  diverse  areas  as  busi- 
ness conventions  and  providing  support  for  aging  parents. 

You  can  mix  pleasure  with  a business  convention 

You  study  it  hard.  What?  Another  one  of  those  make-it-tax- 
deductible  ads  describing  a business  convention  in  Hawaii  and 
boasting  about  mixing  business  with  pleasure.  Why  can’t  I take 
advantage  of  such  a tax  giveaway?  Well,  you  can.  But  first  a 
warning:  most  of  those  ads  are  not  what  they’re  cracked  up  to 
be.  Deducting  business  conventions  mixed  with  pleasure  trips 
is  much  more  difficult,  according  to  the  IRS,  than  the  advertise- 
ments claim  or  imply.  Yet,  it  can  be  done.  Here  is  the  general 
rule:  Travel  expenses  incurred  to  attend  a convention  are  de- 
ductible if  your  attendance  benefits  or  advances  your  trade  or 
business. 

The  IRS  will  allow  or  disallow  the  deduction  based  on 
whether  they  think  you  took  the  trip  primarily  for  ( a ) business 
or  (b)  pleasure  and  will  scrutinize  carefully  how  you  claim 
your  time  was  divided  between  these  two  activities.  For  ex- 
ample, a convention  held  in  sunny  Palm  Beach  is  more  likely 
to  attract  IRS  scrutiny  than  a convention  in  overcast  Seattle. 
This  is  the  key:  regardless  of  the  site,  if  the  purpose  of  the  trip 
is  truly  primarily  for  business,  it  is  deductible.  On  the  other 
hand,  that  part  of  the  trip  or  attendance  at  the  convention  at- 
tributable to  pleasure,  except  for  incidental  activities,  is  not 
deductible. 

CONVENTIONS  IN  THE  US 

The  business-related  costs  of  such  trips  in  the  US  are  fully  de- 
ductible. This  includes  travel  expenses  such  as  airfare,  lodging 
and  meals  (only  80%  deductible),  tips,  telephone,  telegraph, 
and  taxicab  costs.  It  also  includes  the  business  expense  of  con- 
vention or  seminar  registration  fees.  Lodging,  meals,  and  other 
expenses  for  pleasure  are  not  deductible. 

CONVENTIONS  OUTSIDE  THE  US 

If  the  temptation  to  deduct  travel  within  the  United  States  is 
(^2  great,  then  the  temptation  to  deduct  travel  expenses  for  con- 

ventions  abroad  is  irresistible.  First,  it  must  be  shown  that  it 

was  “as  reasonable”  to  hold  the  convention  outside  North 
America  (which  includes  the  US,  Canada,  Mexico,  and  certain 
Caribbean  Basin  and  Central  American  countries)  as  inside.  If 
that  is  done,  the  costs  are  100%  deductible  if  (a)  the  trip  is  for 
7 consecutive  days  or  less;  and  (b)  less  than  25%  of  tbe  time  is 
spent  on  pleasure  activities;  or  (c)  the  taxpayer  had  no  control 
over  the  travel  (ie,  it  was  at  the  behest  of  and  on  behalf  of  his 
employer);  or  (d)  the  taxpayer  can  substantiate  that  the  trip 
and  convention  were  primarily  for  business  purposes  and  not 
for  obtaining  a personal  vacation  or  holiday. 


Otherwise,  you  must  allocate  your  trip  between  business 
and  vacation  days,  deducting  only  expenses  for  business.  The 
entire  trip  does  not  have  to  be  primarily  for  business.  For  ex- 
ample, if  only  5 of  1 5 trip  days  are  spent  at  a foreign  conven- 
tion on  business,  those  5 days’  expenses  are  deductible. 

CRUISE  SHIP  CONVENTION 

You’ve  heard  of  a floating  crap  game.  How  about  a floating  tax 
deduction?  Expenses  for  conventions  held  on  cruise  ships  are 
deductible  if,  in  addition  to  the  limitations  in  general  listed 
above,  the  ship  is  registered  in  the  United  States  and  all  its 
ports  of  call  are  located  in  the  US  or  its  possessions.  The  de- 
duction is  limited  to  $2,000  per  individual  per  year. 

Your  parents  as  dependents 

When  you  were  growing  up,  Mom  and  Dad  took  care  of  the 
kids.  Often,  time  turns  the  tables  and  the  kids  are  now  taking 
care  of  both  of  the  folks  or  only  one  of  them. 

What  are  the  tax  consequences  when  the  “children”  are  sup- 
porting a parent  (say.  Mom)?  Suppose  she  has  about  $1,000  a 
year  in  income,  gets  Social  Security,  and  receives  about  70%  of 
ber  support  from  her  three  offspring.  Each  of  the  children  con- 
tributes the  same,  an  equal  amount,  each  year  to  their  mother. 
Since  none  of  the  children  gives  her  more  than  half  her  sup- 
port, under  the  general  rule,  none  of  them  can  take  the  sup- 
port as  an  exemption. 

You  can’t  share  a deduction  in  such  a case,  but  you  can  ro- 
tate the  exemption  among  the  children  by  using  a multiple 
support  agreement.  Just  file  Form  2120  and  indicate  which  of 
the  children  can  take  the  mother’s  support  as  an  exemption. 
Another  tax  break  is  available  to  tbe  child  getting  the  exemp- 
tion. That  child  can  deduct  the  medical  expenses  he  or  she 
paid  for  the  mother. 

Tax-saving  idea:  have  the  child  claiming  the  exemption  pay 
alL  of  his  or  her  mother’s  medical  expenses  for  the  year.  The 
other  children  would  pay  her  nonmedical  living  expenses. 
Then  switch  places  each  year  among  the  children.  To  maxi- 
mize the  family  benefit,  there  are  two  things  you  must  remem- 
ber. First,  medical  expenses  are  only  deductible  to  the  extent 
they  exceed  7.5%  of  adjusted  gross  income.  Second,  the  bene- 
fit for  exemptions  phases  out  for  high-income  taxpayers  and  is 
completely  lost  if  your  income  is  high  enough.  Try  to  antici- 
pate which  of  the  children  will  get  the  most  tax  benefit  by 
penciling  out  tbe  expected  results  before  the  year  starts. 

DAVID  W.  BERGERON,  JD,  CPA,  APFS  (Accredited  Personal  Fi- 
nancial Specialist) 

Managing  Partner,  Houston  office,  Blackman  Kallick  Bartelstein,  Certified  Public 
Accountants/Consultants  to  Business,  3131  Eastside,  Suite  425,  Houston,  TX 
77098. 
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Psychology  of  office  design 

How  a patient  feels  about  a physician  could  depend  on 
whether  the  waiting  room  plants  are  real  or  plastic.  The  wall 
color  might  affect  how  well  patients  follow  the  physician’s 
advice.  And  the  style  of  desk  or  furniture  could  influence 
whether  a patient  returns  at  all.  Sound  far-fetched?  These 
examples  may  be  extreme.  But  there  is  no  doubt  that  office  de- 
sign, inside  and  outside,  affects  how  patients  feel  about  a physi- 
cian, whether  they  follow  advice,  whether  they  recommend 
the  physician  to  others,  and  even  whether  they  return. 

Interior  design  is  image  maker,  controller  of  mood,  and  aid 
to  efficiency.  The  design  of  a physician’s  office  should  be  a 
complex  of  images:  professional;  in  some  cases,  that  of  a par- 
ticular hospital,  clinic  medical  facility,  or  other  institution;  and 
indicative  of  the  physician’s  type  of  practice  and  individual 
image.  Office  design  should  integrate  image,  mood  control,  and 
work  efficiency.  If  a physician’s  office  does  not  project  the 
image  desired,  redesign  and  redecoration  might  be  needed. 

Changing  one’s  environment  is  as  basic  an  impulse  as  sur- 
vival. Everything  changes  its  environment  to  survive.  When  it 
stops  doing  so,  it  dies  a little,  according  to  professor  Forrest 
Wilson  of  Catholic  University  {USA  Today,  April  7-8,  1983). 
The  environment  within  which  people  operate  can  contribute 
to  their  emotional  health  and  well-being  ( 1 ).  Depending  on 
the  type  and  extent  of  renovation  and  redecorating  needed, 
and  the  physician’s  goals,  a “redo”  can  give  a marketing  advan- 
tage, cut  costs,  and  increase  productivity  (2).  Redecorating 
alone  can  help  make  a stronger  or  different  impression  on  pa- 
tients. Renovation  is  needed  to  allow  for  increased  patient 
load,  added  associates,  new  services,  or  better  overall  effi- 
ciency ( 2 ).  And  fresh  decor  makes  people  feel  your  practice  is 
up  to  date  (2). 

Color:  effects  and  uses 

Color  is  a primary  consideration  in  office  design  because  it  in- 
fluences people  in  so  many  ways.  For  example,  dark  molding 


on  light-colored  walls,  muted  natural  colors,  and  paneling  are 
signs  of  earthiness,  wholesomeness,  and  warmth.  Neutral  col- 
ors might  express  a more  introverted  person  {USA  Today, 

April  7-8,  1983). 

Research  has  indicated  that  reds,  yellows,  and  oranges  are 
associated  with  excitement,  stimulation,  and  aggression  as  well 
as  warmth  ( 1 ).  The  subconscious  sense  of  fear  prompted  by  in- 
tense, bright  reds  is  the  heritage  of  our  ancestors,  whose  great- 
est fear  was  fire  ( 3 )•  Red  is  said  to  increase  muscular  tension 
and  stimulate  high  blood  pressure.  People  tend  to  perceive 
that  a room  is  warmer  when  warm  colors  are  used  in  it.  This 
works  positively  for  the  elderly,  for  example,  when  they  need  a 
warmer  environment  because  of  their  decreased  ability  to 
regulate  suitable  body  temperature  (1,3). 

Colors  with  institutional  connotations  include  washed-out 
pastels,  muddy  greens,  grays,  and  browns.  Interest  value  in 
rooms  can  be  increased  by  painting  ceilings  shades  of  the  wall 
colors  and  using  several  colors  in  a room.  Warm  tones  can 
allow  for  mood  changes  to  occur  in  a room,  which  can  be  es- 
pecially important  in  psychiatric  practices  (4). 

With  the  increase  in  the  number  of  older  and  elderly  pa- 
tients, physician  practices  that  include  or  even  specialize  in 
geriatrics  need  to  consider  special  ways  color  affects  their  pa- 
tients. The  elderly  have  difficulty  distinguishing  among  shades 
of  blue-green,  blue,  and  violet  as  well  as  between  two  shades 
of  a similar  color.  They  seem  to  retain  the  ability  to  differenti- 
ate among  warm  colors,  such  as  orange  and  red,  because  of  the 
yellowing  of  the  aging  lens.  For  example,  elderly  persons  in  an 
extended  care  facility  most  often  chose  reds,  yellow,  oranges, 
and  browns  for  their  room  eolors,  rather  than  blues  and 
greens  ( 1 ). 

Contrasting  eolors  for  door  facings  and  walls,  and  bright 
stripes  at  the  edge  of  steps,  help  avoid  accidents.  Dark  colors 
and  objects  blend  into  the  shadows  and  limit  vision  in  a 
darkened  room.  White  walls,  on  the  other  hand,  can  cause 
glare,  whieh  reduces  visual  acuity  for  some  people,  including 
elderly  persons  ( 1 ). 

Furniture 

The  style,  shape,  and  upholstery  of  the  furniture  in  an  office 
can  tell  a lot  about  the  person  who  chose  it.  Furniture  in  a re- 
ception and  waiting  room  plays  an  important  part  in  making 
patients  feel  eomfortable  or  uncomfortable  about  an  office 
visit.  If  they  are  too  uncomfortable,  they  might  not  come  back. 
Because  one  of  the  most  common  patient  complaints  is  having 
to  wait  so  long  before  seeing  physicians,  a comfortable  waiting 
room  is  imperative. 

Traditional  furniture  is  an  expression  of  steadiness,  duration, 
and  substance  for  many  people.  Clean,  modern  lines  of  plastic, 
glass,  and  chrome  indicate  orderliness  that  is  thoroughly  inte- 
grated into  personality.  People  choosing  such  styles  tend  to 
have  intellectual  outlooks  {USA  Today,  April  7-8,  1983). 

Curves,  warm  colors,  and  soft  textured  upholstery  on  fur- 
niture can  give  a bold,  crisp,  “sexy  female,”  and  perhaps  a 
slightly  "neo-deco”  appearance.  {Metropolitan  Home, 

5:33-38,  1985). 

Furniture  arrangement  is  extremely  important  in  waiting 
rooms.  Most  people  prefer  to  sit  alone  ( 5 ),  so  the  office  de- 
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signer  should  avoid  sofas  and  love  seats.  Modular  arrangements 
facilitate  interaction.  Chairs  placed  side  by  side  encourage 
people  to  look  straight  ahead,  discouraging  socialization  ( 1 ). 
People  prefer  sitting  across  from  each  other  rather  than  side 
by  side,  and  they  like  to  sit  with  their  backs  to  the  wall  or 
other  barrier  ( 1 ). 

Furniture  for  elderly  persons  should  have  wide  armrests, 
short  seats,  and  high  backs  to  allow  people  to  rise  easily  from  a 
sitting  position  with  minimal  assistance.  If  there  is  a chance  the 
fabric  may  be  soaked  with  urine,  it  should  be  a washable  fabric 
covering  a vinyl  cushion.  Textured  fabric  also  increases  tactile 
stimulation,  and  bright  colors  are  more  interesting  and  easily 
seen  ( 1 ). 

Circulation  paths  should  be  easily  maneuverable  and  with- 
out obstructions  such  as  low  hassocks,  footstools,  and  tables. 
Chairs,  and  sofas,  if  used,  should  have  wooden  or  metal  arms 
large  enough  to  permit  an  individual’s  hand  to  easily  grasp  the 
arms  while  sitting  and  rising.  Middle  sections  on  sofas  are 
wasted  spaces  because  patients  can’t  reach  the  arms  (6).  Arm- 
chairs should  be  1 8 inches  deep  ( 2 ).  Cushions  on  upholstered 
furniture  should  be  reasonably  firm  to  give  added  support 
when  rising  and  sitting  (6). 

There  should  be  enough  seating  for  three  times  the  number 
of  patients  all  partners  see  in  an  hour.  This  will  accommodate 
patients’  companions  and  emergency  jam-ups  ( 2 ). 

Magazine  racks  instead  of  tables  minimize  mess.  Television 
can  be  an  alternative  to  magazines  and  background  music  (2). 

Accents,  materials,  lighting 

Few  physicians  can  complain  that  their  office  space  is  too  large 
and  they  need  to  make  it  look  smaller.  Most  of  the  time,  they 
have  the  opposite  problem.  How  can  a small  waiting  room,  for 
example,  be  made  to  look  larger? 

Mirrors  and  glass  create  the  illusion  of  more  space  ( 7 ).  So 
can  a light,  low  contrast  color  scheme,  open-style  furniture  in 
light  woods  or  metals,  small  patterns,  and  a clean,  orderly  ar- 
rangement of  furnishings.  Lengthen  a cube-like  room  by  em- 
phasizing the  horizontals  of  one  or  opposite  walls — add 
contrasting  colored  moldings,  hang  a set  of  prints  in  a long 
row.  Heighten  a low  ceiling  by  painting  it  white  and  hanging  a 
long,  narrow  wall  hanging  vertically.  Emphasize  a room’s 
length  by  giving  it  a dark  end  wall. 

Different  textures  played  against  each  other  can  create  inter- 
(5^  esting  effects.  For  example,  marble-topped  end  tables  can  off- 

set  tweedy  upholstery  and  rug.  Try  a shaggy  wool  wall  hanging 

in  a room  featuring  furnishings  of  metal,  glass  and  shiny  plas- 
tics, or  a polished  metal  sculpture  on  a pine  stand  ( 7 ). 

Patterns  emphasize  style,  alter  dimensions,  and  add  person- 
ality. Striped  wallpaper  can  make  a room  look  loftier.  Dimin- 
utive floral  fabric  or  wall  covering  suggests  femininity  and 
tradition.  Large,  bold  graphics  can  make  the  viewer  forget  bor- 
ing lines  (7). 

Large  design  patterns  or  solid  colors  in  upholstery  and  tex- 
tures for  visibility,  interest,  and  appeal  are  easier  for  elderly 
and  visually  impaired  persons  to  see.  Small  design  patterns  can 
produce  blurred  vision  and  eye  fatigue.  Using  larger  patterns 
and  hues  with  higher  reflectance  values  for  furniture  uphol- 
stery and  other  textiles  allows  patients  with  dementia  to  see 


objects  more  clearly,  thus  reducing  the  probability  of  bumping 
into  or  falling  over  furniture  components  and  lessening  the 
legal  risk  for  the  physician  (6). 

In  a corporate  or  modern  setting  especially,  a lack  of  me- 
mentos— such  as  photographs  of  children,  animal  memorabilia, 
something  antique  or  rustic — can  suggest  coldness  and  moral 
bankruptcy.  In  soap  operas,  for  example,  good  characters  own 
traditional  things;  bad  characters  live  in  modern  rooms.  How- 
ever, this  can  work  against  female  physicians  by  decreasing  pa- 
tients’ perceptions  of  professionalism  and  even  competence. 
{Metropolitan  Home,  5:33-38,  1985). 

Ways  to  create  the  impression  of  warm,  friendly  inhabitants 
include  vibrant  pastel  wall  colors,  fires  in  the  fireplaces,  and 
flowers.  {Metropolitan  Home,  5:33-38,  1985). 

Diffuse  and  even  lighting  levels  can  assist  visually  impaired 
patients  by  reducing  the  need  for  continual  adaptation,  thus  in- 
creasing acuity.  Wall  covering  materials  and  colors  that  reduce 
glare  also  help,  as  does  painting  doorways,  thresholds,  steps 
and  stairways  in  bright  colors  that  sharply  contrast  with  wall 
colors  ( 1 ). 

Physicians  treating  patients  with  dementias,  especially  Alz- 
heimer’s type,  should  be  aware  that  the  patients  might  have  in- 
creased sensitivity  to  glare,  sharp  color  contrasts,  and  changing 
light  conditions  (6). 

General  design,  architecture 

Openness  in  architecture  tends  to  lead  to  disorder  rather  than 
freedom  because  patients  usually  are  more  comfortable  with 
their  backs  to  a wall  and  with  a low  ceiling — a defensive  posi- 
tion. Small  rooms  can  serve  as  retreats  {USA  Today,  April  7-8, 
1983). 

Visible  roofs  project  a sense  of  safety,  repose,  and  protec- 
tion. Modern  roofs  that  are  flat  and  have  open  spaces  imply  a 
more  adventurous,  outgoing  personality.  Darker  brick  denotes 
conservatism.  Oversized  entrance  halls  and  large  furniture  are 
usually  used  by  people  who  like  to  impress  other  people  {USA 
Today,  April  7-8,  1983). 

Main  entrance  approaches  through  parking  lots  and  large- 
scale  signs  with  highly  institutionalized  designations  can  evoke 
feelings  of  apprehension,  especially  for  self-referred  patients, 
and  especially  for  mental  health  patients  ( 5 ).  However,  it  is  im- 
portant to  give  adequate  directions  to  the  correct  parking 
areas,  buildings,  and  entrances.  Consistency  in  the  design, 
color,  and  type  style  of  directional  signs  helps  patients  recog- 
nize and  understand  the  directions  and  arrows  used  in  the 
signs. 

The  parking  lots  themselves  should  be  as  open  as  possible, 
with  entrances  and  exits  designed  to  make  it  easy  to  merge  out 
of  and  into  the  flow  of  traffic.  Offices  situated  along  freeway  ac- 
cess roads  need  large  address  numerals  on  the  buildings  them- 
selves or  on  signs  to  help  patients  exit,  slow  down,  and  change 
lanes  before  they  reach  the  building,  if  at  all  possible.  There 
should  be  room  for  drivers  to  turn  and  park  large  cars,  and  for 
physically  impaired  persons  to  exit  from  their  vehicles.  A park- 
ing lot’s  surface  should  be  relatively  smooth,  as  driving  over 
potholes  can  aggravate  patients’  pain  and  injuries.  A trashy  ex- 
terior and  parking  lot  increases  the  risk  of  patients  falling  or 
slipping  on  bottles,  paper  bags,  etc.  It  also  sends  the  message 
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that  “we  don’t  care”  and  “we’re  sloppy  in  our  work,  too.” 

An  open  atmosphere  can  be  created  outside  with  seating 
areas  and  by  making  the  interior  reception  area  visible  from 
outdoors  ( 5 ).  A “closed-in”  atmosphere,  on  the  other  hand, 
can  impair  performance,  depress  mood,  obstruct  social  affilia- 
tion, generate  social  withdrawal,  contribute  to  helplessness, 
decrease  helping  behavior,  and  contribute  to  health  prob- 
lems (5). 

Reception,  waiting,  and  consulting  areas 

After  the  exterior,  the  reception  area,  which  is  usually  com- 
bined with  the  waiting  room,  is  the  first  part  of  the  office  a pa- 
tient sees.  This  is  the  physician’s  best  chance  to  make  a 
positive  and  lasting  impression.  The  reception  station  should 
have  the  person  in  charge  nearest  the  patient,  so  the  patient 
knows  where  to  check  in  and  with  whom  (2). 

Height  and  design  of  counters  convey  the  message  that  ap- 
proach is  invited  or  unwelcome.  Reception  counters  of  normal 
desk  height  appear  less  threatening  than  elbow-height,  built-in 
counters.  Barrier-free  counters  are  less  formidable.  Interaction 
with  personnel  through  glass  barriers  is  negatively  associated 
with  high-security  business  operations  as  in  banks,  implying 
that  the  visitor  is  not  to  be  trusted.  On  the  other  hand,  such 
barriers  help  keep  office  noise  out  of  the  waiting  area  and  pro- 
vide some  protection  for  employees  and  patients  from  spread- 
ing communicable  diseases  ( 5 ). 

Reception  room  surroundings  should  be  restful,  employing 
techniques  such  as  soft  wall  colors,  tasteful  pictures,  healthy 
plants,  perhaps  an  aquarium  with  tropical  fish.  Carpeting  is  at- 
tractive, easily  maintained,  and  lowers  noise  levels.  So  do  wall 
coverings  of  vinyl  or  fabric — they  are  easier  to  maintain  and 
more  aesthetic  than  paint  ( 2 ).  The  most  successful  public  wait- 
ing areas  are  subdivided  into  a number  of  smaller  waiting  areas 
with  seating  groupings  set  apart  by  partial  dividers,  plants,  or 
other  materials.  One-  or  two-person  seating  units  are  occupied 
with  much  greater  frequency  than  larger  units  in  more  public 
spaces. 

Local  incandescent  lighting  with  table  and  floor  lamps  is 
more  relaxing  than  nonvariable,  ceiling-mounted  fluorescent 
systems.  Nonvariable  lighting  and  continuous-music  systems 
' deny  personal  choice  in  the  environment  and  create  an  institu- 
, tional  atmosphere  ( 5 ). 

Admissions  areas  should  make  it  easy  to  respect  the  confi- 
I dentiality  of  patient  information.  Admissions  information 
should  be  obtained  in  a private  place  where  the  client  can  be 
. seated.  Waiting  in  lines,  being  referred  to  personnel  at  multiple 
locations,  and  having  to  give  information  repeatedly  are  nega- 
‘ tively  associated  with  bureaucracy  and  institutions  (8). 

Pocket  enlargements,  clear  signs,  accessories,  and  window 
views  at  terminal  points  vary  corridor  width  and  design  and 
I humanize  corridors.  Pairs  of  physicians’  office  doors,  set  back 
' from  corridors,  create  transitional  areas  between  the  corridor 
! and  the  offices  or  rooms,  and  act  as  private  spaces  in  which  to 
prepare  for  the  next  environment  or  encounter  ( 5 ). 
j Special  rooms  for  special  procedures  and  services  can  free 
examining  rooms,  allowing  increased  patient  flow  and  load. 
Service  rooms  should  be  close  to  the  reception  room,  along 
j with  a place  for  routine  measurements  such  as  weight,  height, 
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and  blood  pressure  ( 2 ).  Consulting  rooms  that  are  just  large 
enough  for  two  chairs  a comfortable  distance  apart  discourage 
lingering  (7). 

The  business  office  should  be  separate  from  the  reception 
station.  Business  discussions  and  office  noises  can  leave  poor 
impressions  on  people  in  the  reception  rooms  (2). 

Miscellaneous  design  elements  and  effects 

NOISE 

Under  certain  circumstances,  noise  may  decrease  attraction 
and  affiliative  behavior  between  people,  increase  aggressive  be- 
havior, decrease  the  probability  that  people  will  come  to  one 
another’s  aid,  and  contribute  to  tension-related  illness  (8).  For 
a physician,  this  means  a patient  irritated  or  offended  by  office 
noises  might  not  return. 

Allowances  need  to  be  made  for  patients  with  hearing  prob- 
lems so  that  they  can  understand  diagnostic  questions  and 
treatment  instructions.  Noise  from  laboratory  equipment,  air 
conditioning  or  heating,  telephones,  patient  and  staff  conversa- 
tions, background  music,  and  traffic  sounds  from  outside  the 
office  can  make  it  even  more  difficult  for  hearing-impaired  pa- 
tients to  understand  what  is  being  said  to  them.  Design  ele- 
ments that  can  alleviate  this  problem  include  closeable  doors, 
careful  placement  of  background  music  system  speakers,  sepa- 
rate areas  for  staff  and  patient  conversations,  sound  muffling 
materials,  moving  equipment,  modification  of  heating  or  air 
conditioning  systems,  and  moving  of  telephones  ( 5 ). 

ADJUSTMENTS  FOR  SPECIAL  TYPES  OF  PATIENTS 
Carpeting  makes  a room  quieter,  provides  surer  footing  than 
tiled  floors,  can  break  the  surface  impact  of  falls  to  a degree, 
and  can  diminish  perceptual  distortions.  For  elderly  and  some 
handicapped  patients,  ramps  are  easier  to  use  than  stairs,  and 
door  levers  easier  to  turn  than  doorknobs.  Handrails  placed  at 
appropriate  locations  can  help  ensure  the  safety  and  well-being 
of  patients  who  have  mobility  or  balance  problems  ( 1 ). 

Accommodation  of  wheelchairs  is  a consideration  for  almost 
any  office.  The  most  obvious  accommodation  is  wider  door- 
ways. Other  changes  might  include  adjustments  to  toilets, 
drinking  fountains,  public  telephones,  and  snack  machines  (9). 
Design  elements  to  accommodate  patients  confined  to  beds  or 
stretchers  is  another  possibility  that  should  be  considered. 

( Personal  communication.  Dr  Douglas  Simmons,  Chairman, 
Department  of  Preventive  and  Community  Dentistry,  The  Uni- 
versity of  Texas  Dental  Branch  at  Houston,  1985). 

A cheery,  homey  atmosphere  is  compatible  with  an  obstetri- 
cian’s waiting  room,  whereas  the  higher  proportion  of  seri- 
ously ill  among  a gerontologist’s  patients  suggests  less 
attention-demanding  colors,  and  perhaps  an  exit  that  doesn’t 
expose  them  again  to  the  scrutiny  of  other  patients  (7). 

Pediatricians  and  family  physicians  might  want  to  consider 
that  children  are  particularly  susceptible  to  the  messages  of 
physical  space.  For  example,  decorating  bathrooms  with  beau- 
tiful tiling  and  fixtures  can  give  the  message  that  elimination 
should  be  enjoyable,  is  an  important  human  activity,  and  is 
nothing  to  be  ashamed  of  (4).  This  information  suggests  that 
an  appropriately  and  nicely  designed  office  can  make  medical 
visits  at  least  a little  less  distasteful  or  traumatic  for  children. 


It  also  has  been  found  that  design  features  should  provide 
opportunities  for  sublimation,  and  that  well-kept  spaces  sup- 
port ego  strengths  (4).  This  can  be  important  for  office  person- 
nel especially. 

Physical  variables  representing  behavioral  cues  to  patients 
are  building  site,  size,  layout  of  floor  plan,  windows,  corridors, 
and  interior  design  factors  such  as  air  quality,  color  textures, 
lighting  fixtures,  and  furniture  (4). 

Sununary 

The  design  of  a physician’s  office  can  affect  whether  patients 
return,  follow  advice,  or  recommend  the  physician  to  other 
people.  Color  is  an  important  element  in  design.  It  can  make 
people  relaxed  or  excited;  it  can  help  or  hinder  vision.  De- 
creased color  perception  and  differentiation  occurs  with  in- 
creased age.  In  addition,  color  reflects  the  personality  of  the 
person  who  chooses  or  uses  it. 

Furniture  also  reflects  personality.  Arrangement  is  important 
in  making  people  feel  comfortable  and  easy  and  safe  to  move 
between  pieces.  Most  people  prefer  to  sit  alone  when  waiting 
to  see  physicians.  Firm-cushioned  furniture  with  arm  rests 
allows  people  to  sit  and  rise  more  easily. 

Color,  mirrors,  glass,  and  other  decorating  items  can  help 
make  a small  space  look  larger,  a narrow  space  wider,  or  a low 
space  higher.  Mixing  textures  creates  interesting  effects.  Pat- 
terns in  wall  coverings  and  upholstery  also  increase  visual  in- 
terest and  alter  perception  of  size  and  shape.  Personal 
mementos  can  make  patients  feel  a physician  is  a more  hu- 
mane person,  although  they  also  can  make  a female  physician 
appear  less  professional  and  capable,  depending  on  the  pa- 
tients’ perceptions.  Even  lighting  levels  increase  visual  acuity. 

People  usually  prefer  some  closeness  in  architecture  as  a de- 
fensive position.  Institutionalized  approaches  to  building  in- 
crease patients’  anxiety.  The  reception  area  makes  the  first 
impression.  It  should  be  welcoming,  restful  and  divided  into 
smaller  waiting  areas.  Incandescent  lighting  is  more  relaxing 
than  fluorescent.  Patient  confidentiality  is  paramount  in  admis- 
sions areas.  Special  rooms  for  special  procedures  and  services 
can  aid  traffic  flow  and  patient  load. 

Noise  can  prevent  hearing  impaired  patients  from  under- 
standing questions  and  instructions.  Carpeting  quiets  a room 


and  provides  more  secure  footing  for  mobility  impaired  pa- 
tients. Ramps,  door  levers,  and  handrails  also  assist  handicap- 
ped and  elderly  patients.  Physicians  should  consider  making 
accommodations  for  patients  in  wheelchairs  and  those  con- 
fined to  beds  or  stretchers.  Nice  surroundings  send  the  mes- 
sage that  nice  activities  take  place. 
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treatment,  biofeedback,  stress  management,  transcutaneous  neurostimulation,  physical 
therapy,  or  anesthetic  blockade  and  refers  the  other  headache  diagnoses  to  the  appropriate 
specialist. 

Member  American  Association  for  Study  of  Headache 


HAND  SURGERY 


L LEE  LANKFORD,  MD 

DAVID  J.  ZEHR,  MD — Microsurgery 

ARNOLD  V.  DIBELLA,  MD — Wrist  Derangements 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  214  823-5351 
LANKFORD  ZEHR  DIBELLA  HAND  SURGERY  ASSN. 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 
Microsurgery  & Reimplantation 

Baylor  Medical  Plaza,  3600  Gaston  Ave.,  Suite  303,  Dallas,  Texas  75246; 

214  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  8116,  Dallas,  Texas 
75230;  214  661-7010 


NEUROLOGICAL  SURGERY 


DRS.  LONG,  SCOTT,  & COON 
NEUROSURGERY  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 

R.  Gordon  Long,  MD,  FACS 
Bennie  B.  Scott,  MD,  FACS 
John  V.  Coon,  MD,  FACS 

Diplomates  American  Board  of  Neurological  Surgery 
Baylor  Medical  Plaza,  605  Barnett  Tower,  3600  Gaston  Avenue, 
Dallas,  Texas  75246;  Telephone  214  826-7060 


DOCTORS  SMITH,  WHEELER,  PARKER, 
AND  CRAVENS.  PA 

Ronald  Smith,  MD,  Retired 
Joe  Ellis  Wheeler,  MD 
Leighton  B.  Parker,  MD 
George  F.  Cravens,  MD 

920  South  Lake,  Fort  Worth,  Texas  76104 
Telephone  817  336-0551 


DALLAS  NEUROSURGICAL  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 
Gamma  Knife  Radiosurgery 

Charles  W.  Simpson,  MD  Richard  H.  Jackson,  MD 

Morris  Sanders,  MD  Terry  Hodd,  MD 

W.  Robert  Hudgins,  MD 

St.  Paul  Professional  Blvd.,  5959  Harry  Hines  Blvd., Suite  620 
Dallas,  Texas  76235;  214  637-0420 

Presbyterian  Professional  Bldg.,  8230  Walnut  Hill  Lane,  Suite  610; 

Dallas,  Texas  75231 ; 214  369-7596 


(5^  ROBERT  E.  BUNATA,  MD,  PA 
B.J.  WROTEN,  MD,  PA 

Surgery  of  the  Hand 

801  West  Terrell,  Ft.  Worth,  Texas  76104 
Telephone  817  335-5411 


KENNETH  D.  GLASS,  MD,  FACS 

Hand  Surgery  and  Reconstructive  Surgery  of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 

Dallas,  Texas  75235;  214  631-7488 

Medical  City  Dallas.  Suite  C-200,  7777  Forest  Lane,  Dallas,  Texas 
75230;  214  661-4797 


NUCLEAR  MEDICINE 


HERBERT  C.  ALLEN,  MD,  FACNM 

Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77030;  713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 

Helping  to  solve  critical 
public  health  concerns 


...a  valuable  public  service 
of  your  association 


TcxasMcdical 

Association 


PHYSICIANS  CARING  FOR  TEXANS 


Texas  Medicine 


NUCLEAR  MEDICINE  LABORATORIES  OF 
TEXAS 

Texas  Medical  Center,  641 1 South  Mam  Street.  Houston.  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  lor  Diagnostic  Radioactive 
Tests  In:  Hematology,  Thyroidology,  Endocrinology.  Gastroenterology. 

Cardiology,  Neurology,  Neurosurgery.  Urology,  Ophthalmology,  Obstetrics- 
Gynecology  and  Non-Invasive  Nuclear  Cardiology 

Herbert  C.  Allen,  Jr..  MD.  FACNM,  Director— 713  790-0540 
Diplomats  American  Board  of  Nuclear  Medicine 


OPHTHALMOLOGY 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD  Gary  Edd  Fish,  MD 

William  B.  Snyder.  MD  Rand  Spencer  MD 

William  L.  Hutton,  MD  Bradley  F.  dost  MD 

Dwain  G.  Fuller,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

7150  Greenville  Ave.,  Dallas.  Texas  75231;  214  692-6941  or  800  872-2020 
3600  Gaston  Avenue,  Dallas,  Texas  75246;  214  821-4540 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

281 1 Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 


TEXAS  EYE  INSTITUTE 

Disease  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  MD 
Alan  C.  Baum,  MD 
R.  Edwin  Pitts,  MD 
William  L.  Decker.  MD 
Gynette  C.  Master,  MD 

7777  Southwest  Freeway,  Suite  916,  Houston,  Texas  77074 
713  777-7145 

7647  Belllort,  Suite  One,  Houston,  Texas  77061 
713  644-2747 

1111  Hwy  6,  Suite  26,  Sugar  Land,  Texas  77478 
713  242-8841 

12121  Richmond  Ave.,  Suite  317,  Houston,  Texas  77082 
713  556-5757 


LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomats  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso.  Texas  79902;  915  545-2333 


EDWIN  C.  AUGUSTAT,  MD 

Ophthalmic  Plastic  and  Reconstructive  Surgery 

1400  South  Main,  Suite  503,  Fort  Worth,  Texas  76104;  817  338-4183 


RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 

Limited  to  Retina  and  Vitreous 

1200  Binz,  Suite  400,  Houston,  Texas  77004 
713  528-1122 


VITREO-RETINAL  CONSULTANTS  OF  TEXAS 

Harold  Granek,  MD 
Gary  M.  Cowan,  MD 

Diplomates,  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

1021  Washington  Avenue,  Fort  Worth,  Texas  76104;  817  332-6200 


ARTHUR  M.  CLEMENTS,  MD 

Surgery  & Diseases  of  the  Eye 
Diplomate  American  Board  of  Ophthalmology 

21 1 Medical  Drive,  Suite,  Fredericksburg,  Texas  78624 
512  997-6535 


ORTHOPEDIC  SURGERY 


L.  Ray.  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
Wynne  M Snoots,  MD 
R.  Stephen  Curtis,  MD 


William  A.  Bruck,  MD 
W.Z.  Burkhead,  Jr.,  MD 
Richard  D.  Schubert,  MD 
John  A.  Baker,  MD 


W.B.  CARRELL  MEMORIAL 
CLINIC  ASSOCIATED 

Orthopedic  Surgery 

A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204;  214  220-2468 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8lh  Avenue,  Fori  Worth,  Texas;  817  335-4316 

Louis  J.  Levy,  MD,  PA 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders.  MD 
James  M.  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD.  PA 
Stephen  L,  Brotherlon,  MD 


J.  Price  Brock,  Jr,  MD 
Robert  L.  Dickey,  MD 

ORTHOPEDIC  ASSOCIATES  OF  ABILENE 

1701  Pine  Street.  Abilene,  Texas  79601 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr,  MD 

E.  E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.R.  Vavrin,  MD  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-8284 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Huntly  G.  Chapman,  MD  James  W.  Brodsky  MD 

Philhp  E.  Hansen,  MD  Kurl  W.  Rathjen,  MD 


Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303,  Dallas,  Texas  75246;  214  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2116 
Dallas,  Texas  75230;  214  661-7010 


ORTHOPAEDIC  FOOT  SURGERY  AT  DALLAS 

Surgery  & Diseases  of  the  Foot  and  Ankle 

Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane.  Suite  105.  Dallas  75231;  214  369-4361 


SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road  Dallas,  Texas  75235;  214  350-7500 


Richard  E.  Jones,  MD 
Donald  M.  Mauldin,  MD 
James  B.  Montgomery,  MD 
Kevin  Gill,  MD 
James  L.  Ough,  MD 


Scott  L.  Blumenthal,  MD 
Scott  O.  Paschal,  MD 
L.  T.  Johnson,  MD 
Kenneth  Driggs,  MD 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr..  MD 
Kenneth  C.  Scholz,  DDS,  MD 
Robert  A.  Peinert,  Jr.,  MD 

3702  21st  St..  Suite  9,  Lubbock,  Texas  79410;  806  795-8261 


TcxasMfdical 

A.ssociation 


PHYSICIANS  CARING  FOR  TEXANS 


Helping  members  get  started 
in  medical  practice 

...a  TMA  practice 
management  workshop 
offered  through  February 
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OTOLARYNGOLOGY 


Drs.  Morton,  Blumenfeld,  & Charbonneau,  PA 
ENT,  ENT-Allergy,  Cosmetic  Facial  Surgery 

R.A.D.  Morton.  Jr,  MD,  FACS 
Ronald  J.  Blumenfeld,  MD.  FACS 
Paul  A.  Charbonneau,  MD,  FACS 

Diplomales,  American  Board  of  Otolaryngology 

1733  Curie,  Suite  100,  El  Paso,  Texas  79902;  915  533-5461 

10470  Vista  del  sol.  Suite  1 10,  El  Paso,  Texas  79925:  915  592-8666 


The  Burn  Care  Associates  has  been  organized  to  provide  care  for  burned  patients.  Care  for 
every  phase  of  burn  trauma  will  be  provided  from  resuscifafion  to  late  rehabilitation. 


John  E.  Carter,  MD 
Lebaron  W.  Dennis,  MD 
Michael  M.  Duffy.  MD 
Joe  Ford.  MD 
David  Mclnnis,  MD 


Donald  Novick,  MD 
David  Fisher,  MD 
Martin  Smith.  MD 
Millie  Smith,  Coordinator 


BURN  CARE  ASSOCIATES 

302  Oak  Hills  Building,  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 
Telephone  512  694-0973 


ROGER  D.  HARMAN,  MD,  FACS 

Diplomate  American  Board  of  Plasfic  Surgery 


PHYSICAL  MEDICINE  & REHABILITATION 


Aesthetic,  Plastic  and  Reconstructive  Surgery 
Hand  and  Microsurgery 

7100  Oakmonf  Blvd.,  Suite  208,  Fort  Worth,  Texas  76132:  817  292-8801 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower.  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  512  226-2424 


THE  INSTITUTE  FOR  REHABILITATION 
AND  RESEARCH  (TIRR) 

In  the  Texas  Medical  Center,  Houston,  Texas 

Comprehensive  care  hospital  specializing  in  rehabilitation  care  for 
persons  disabled  by  injury  or  disease.  Inpatient  and  outpatient 
services. 


Spinal  Cord  Injury 
Head  Injury 
Amputee 
Stroke 
Pediatric 
Cerebral  Palsy 


Sports  Arts  Center 

Restorative  Surgery 

Scoliosis 

Spina  Bifida 

Neurophysiology 

Neuromuscular 


Accredited  by  : Joint  Commission  on  Accreditation  of  Hospifal  Organizations 
Commission  on  Accreditation  of  Rehabilifafion  Facilifies 


Patient  Services  Coordinator:  713  797-5922  or  in  Texas  1-800-44REHAB 


SAN  ANTONIO  WARM  SPRINGS 
REHABILITATION  HOSPITAL 

5105  Medical  Drive,  San  Antonio,  Texas  78229 
(512)691-0100  1-800-451-1350 

Comprehensive  Inpatient  and  Outpatient  Physical  Rehabilitation  for 
Adults  and  Children  and  Electrodiagnostic  Evaluation 

Alex  C.  Willingham,  MD,  Medical  Director 

Brian  C.  Buck,  MD,  Pediatric  Rehabilitation  Director 

Rick  Marek,  Administrator 


PLASTIC  SURGERY 


PSYCHIATRY 


GONZALO  A.  AILLON,  MD 

Psychiatry-Bilingual 

3450  Wheatland  Road,  Suite  120 
Dallas,  Texas  75237;  214  296-6241 


RICHARD  G.  JAECKLE,  MD 

Psychiatry 

Diplomate,  ABPN;  Psychiatry 
Diplomate,  ABPN:  Child-Adolescent 

Presbyterian  Professional  Building  II.  Suite  404 

8220  Walnut  Hill  Lane,  Dallas.  Texas  75231 ; 214  696-0964 


TIMBERLAWN  PSYCHIATRIC  HOSPITAL 

Inpatient  and  Outpatient  Services  for  Adult,  Child  and  Adolescent, 
Substance  Abuse,  Short-Term,  ACCEL,  and  Alternative  Care. 


Doyle  I.  Carson,  MD 
Byron  L.  Howard,  MD 
Mark  J.  Blotcky,  MD 
Keith  H.  Johahsen,  MD 
Jerry  M.  Lewis,  MD 
Robert  D.  Bennett,  MD 
Ernest  N.  Brownlee,  MD 
Cherye  C.  Callegan,  MD 
Tom  G.  Campbell,  MD 
Harold  A.  Cronson,  MD 
Kathleen  B.  Erdman,  MD 
Roy  H.  Fanoni,  MD 
Babette  F.  Farkas,  MD 
Joseph  P.  Gaspari,  MD 
Patricia  G.  Isbell,  MD 
Dons  E.  Jensen,  MD 


John  N.  Kamphaus,  MD 
David  J.  Korman,  MD 
Debra  H.  Korman,  MD 
Jerry  M.  Lewis,  III,  MD 
W.  Miller  Logan,  MD 
Ruth  A.  MarDock,  MD 
Charles  G.  Markward,  MD 
Conway  L.  McDanald,  MD 
Edgar  P.  Nace,  MD 
Don  C.  Payne,  MD 
Glen  T.  Pearson,  MD 
Larry  G.  Shadid,  MD 
Kathleen  S.  Sheehan,  MD 
Kathryn  A.  Sommerfelt,  MD 
Mark  P.  Unterberg,  MD 
Mary  Watts,  MD 


P.  O.  Box  11288 

4600  Samuell  Boulevard  214  381-7181 

Dallas,  Texas  75228  1-800-426-4944 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS  James  B.  Stafford,  IV,  MD,  FACS 

Jonafhan  J.  Dora,  MD,  FACS  David  A.  Lee,  MD 

David  J.  Katrana,  DOS,  MD,  FACS  Steven  M,  Hamilton,  MD 
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Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin,  Suite  750,  Houston,  Texas  77030;  713  795-5575 


FORT  WORTH  PLASTIC  SURGERY  CLINIC 

David  A.  Grant,  MD,  FACS 
Raymond  A.  Faires,  MD,  FACS 
Larry  E.  Reaves,  MD 


Aesthetic,  Plastic,  Reconstructive,  Hand  & Microsurgery 

800  8th  Ave.,  Suite  606,  Fort  Worth,  Texas  76104 
817  335-4752,  817  332-9441,  817  335-4755 


DALLAS  PSYCHIATRIC  ASSOCIATES 

Inpatient  & Outpatient  Services 

• Adult,  Adolescent  and  Child  Psychiatry 

• Alcohol  and  Chemical  Dependency 

• Medical  Stress  & Chronic  Pain 

• Intensive  Outpatient  Programs  for  Alcohol  & Chemical 

• Dependency,  Aftercare  & Relapse  Management 

• Day  Treatment  Program  & Therapeutic  School  for  Adolescents 

• Emergency  Evaluation  Services 


Larrie  Arnold.  MD 
Howard  Cohen,  MD 
Gary  Etter,  MD 
Ronald  Flesichmann,  MD 
Bradford  M.  Goff,  MD 
Fred  L.  Griffin.  MD 
Joan  R.  Hebeler,  MD 
Lynne  Inman,  MD 
R.  Sanford  Kiser,  MD 


Prema  Manjunath,  MD 
Gretchen  Megowen,  MD 
Gary  Morion,  MD 
William  M.  Pederson,  MD 
Jaime  Quintanilla,  MD 
Leslie  H.  Secrest,  MD 
Dawn  Shogren,  MD 
Angela  M.  Wood,  MD 
John  M.  Zimburean,  MD 


Offices  : Brookhaven  Psychiafric  Pavilion  of  RHD  Memorial  Medical  Center,  Medical  City, 
Irving  Health  Care  System  Phone  214  247-1150 


Texas  Medicine 


RADIATION  ONCOLOGY 


UROLOGY 


RADIATION  ONCOLOGY  OF  THE  SOUTHWEST 

• Complete  Radiotherapy  Services:  Inpatient-Outpatient  Care 

• External  or  Internal  Irradiation  (implants) 

• Specialized  in  combination  therapy  surgery-irradiation 
chemotherapy-irradiation 

• Bilingual  personnel 

Carlos  H.  Fernandez.  MD 

DIplomate  American  Board  of  Therapeutic  Radiology 

Practice  Limited  to  Radiation  Oncology 

Telephone  (day  or  night)  713  988-2194 

7777  Southwest  Freeway.  Suite  636.  Houston.  Texas  77074 


RHEUMATOLOGY 


DON  E.  CHEATUM,  MD,  FACP,  FACR 

DIplomate  American  Boards  of  Internal  fyledicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas.  Texas  75204:  214  823-4151 


WILLIAM  G.  BRELSFORD,  MD 

DIplomate  American  Board  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Arthritis  Center 

801  Medical  Cr.  Dr..  Suite  D 

Longview.  Texas  75601;  214  753-5803 


THORACIC  SURGERY 


FORT  WORTH  UROLOGY  CLINIC 

Hugh  Lamensdorf,  MD  J.  Daniel  Johnson,  MD 

Ira  N.  Hollander,  MD  A.E.  Thurman.  MD 

Diplomales  of  American  Board  of  Urology 
Fellows  American  College  of  Surgery 

Box  11340.  1415  Pennsylvania  Ave.,  Fort  Worth.  Texas  76109 
817  336-5711 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman.  MD.  PA 
Donald  J Logan.  MD.  PA 
Donald  L.  McKay.  MD.  PA 
Christopher  D.  Fetner.  MD.  PA 

Diplomates  of  American  Board  of  Urology 

Medical  City  Dallas.  7777  Forest  Lane,  Suite  230,  Dallas.  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours 
St.  Paul  Professional  Building,  5959  Harry  Hines  Blvd.,  Suite  700 
Dallas.  Texas  75235  Telephone:  214-634-8541 


SOUTHWEST  UROLOGY  ASSOCIATES 

Adult  and  Pediatric  Urology 

Ted  Boone.  MD  James  T.  Coggins.  MD 

Warren  M.  Greene.  MD  Wm.  A.  Freeborn.  MD 

Diplomates  of  American  Board  of  Urology 

221  W.  Colorado.  #440.  Dallas.  Texas  75208:  214  948-3101 
3450  W.  Wheatland  Road,  #60,  Dallas,  Texas  7521 1 


C.F.  SKRIPKA,  JR,  MD,  FACS 

Urology,  Neurourology,  Endourology,  Male  Sexual  Dysfunction,  Laser 
Surgery,  & ESWL. 

1101  North  19th,  Suite  114,  Abilene.  Texas  79601 
915  673-5726 


VASCULAR  SURGERY 


ALLAN  L.  GRAHAM,  MD,  FACS* 
KARAMAT  U.  CHOUDHRY,  MD,  FACS 
ROBERT  W.  MILEY,  MD,  FACS 
RICHARD  L SHEPHERD,  MD,  FACS 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 

'Also  certificate  of  special  qualification  in  general  vascular  surgery, 
American  Board  of  Surgery 


Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

515  South  Adams,  Fort  Worth,  Texas  76104;  817  332-7878 


RICHARD  E.  WOOD, 

MD 

ROBERT  E.  RAWITSCHER,  MD 

THOMAS  P.  MEYERS,  MD 

Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 

Suite  404,  Dallas,  Texas  75246;  214  827-3890 

Hours  by  Appointment 

TexasMedical 
^ Association 

Offering  24-hour  turnaround 
on  medical  library  reserach 

...an  invaluable  library  service 

PHYSICIANS  CARING  FOR  TEXANS 

of  your  association 

DRS.  THOMPSON,  TALKINGTON,  GARRETT, 
SMITH,  PEARL  & ASSOCIATES 

JESSE  E.  THOMPSON,  M.D.,  FACS* 

CLEMENT  M.  TALKINGTON,  M.D.,  FACS* 

WILSON  V.  GARRETT,  M.D.,  FACS* 

BERTRAM  L.  SMITH,  M.D.,  FACS* 

GREGORY  J.  PEARL,  M.D.+ 

Diplomate  American  Board  of  Surgery 
'Special  Qualifications  General  Vascular  Surgery 
t Added  Qualifications  General  Vascular  Surgery 

Baylor  Medical  Plaza,  3600  Gaston  Avenue,  Suite  505 
Dallas,  Texas  75246;  214  824-7280 


DIRECTORY  RATES  & DATA:  Space  is  available 
to  TMA  members  at  $48.00  per  column  inch  per 
month  and  listings  must  run  for  a minimum  of  six 
months.  A discount  of  5%  is  allowed  for  six 
months’  advance  payment.  New  listings,  changes, 
or  cancellations  should  be  sent  to  Advertising 
Manager,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701 . Deadline  is  the  5th  of 
the  month  preceding  publication  month. 
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One  thing 
every 

executive 
should 
have  after 
retirement: 


An  adventure. 


Gold  watches  are  fine  for  some 
retired  executives.  But  after  a lifetime 
of  experience,  moving  from  the 
trenches  to  the  front  offices,  your 
knowledge  is  worth  more-to  us  and 
to  hundreds  throughout  the  world  in 
need  of  your  special  skills. 

Through  the  International  Execu- 
tive Service  Corps-the  not-for-profit 
organization  that  sends  U.S.  man- 
agers to  help  businesses  in  develop- 
ing nations— you  can  volunteer  for 
short-term  assignments  in  foreign 
countries  where  you’re  truly  needed. 
Although  you  will  not  be  paid,  you 
and  your  spouse  will  receive  all  ex- 
penses, plus  the  personal  satisfaction 
of  teaching  others  while  you  discover 
more  about  yourself. 

It’s  an  adventure  of  the  spirit.  And 
the  time  to  explore  it  is  now.  So 
please,  don’t  let  this  golden  opportu- 
nity pass  by.  Send  for  more  informa- 
tion today. 

International 
Executive 
Service  Corps 

Turn  your  lifetime  of  experience 
into  the  experience  of  a lifetime. 


YES.  I 'd  like  to  share  my  lifetime  of  experience 
with  others.  I recently  retired  from  my  position  as 
a hands-on  manager  with  a U.S.  company.  1 also 
understand  that  volunteers  and  their  spouses 
receive  expenses,  but  no  salary  Please  send  me 
more  information  now. 

Name 


Address 


City State Zip  _ 

In  what  publication  did  you  see  this  ad'^ 


Write  to:  I ESC.  8 Stamford  Fomm.  P.O.  Box  10005 
Stamford,  CT  06904-2005.  Or,  tor  faster 
response,  call  this  number:  (203)  967-6000.  CM 
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Medical  Practice 

■ Appraisal 
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■ Management 
Consulting 


ALLERGY 


NORTH  CENTRAL  TEXAS 

Allergist  needed  to  assume  established  prac- 
tice in  attractive  North  Central  Texas  metro- 
politan area.  Enioy  excellent  life  style  with 
many  social,  cultural  and  recreational  oppor- 
tunities: good  schools:  international  airport 


ANESTHESIOLOGY 


NORTHEAST  TEXAS 

Busy  regional  medical  center  in  attractive, 
progressive  NE  Texas  community  of  27,000 
(referral  area  150,000)  seeks  BE/BC 
anesthesiologist.  Modern  200-bed  hospital 
with  latest  technology.  Competitive  incen- 
tive package.  Shared  call  coverage  Strong 
economy,  excellent  schools:  many  recrea- 
tional and  social  opportunities. 


FAMILY  PRACTICE 


NEAR  FORT  WORTH 

Recently  trained,  board  certified  family 
physician  needed  for  associate  practice.  Op- 
tion of  group  environment  or  overhead  and 
call  sharing  arrangement  with  young,  board 
certified  FPs.  Obstetrics  needed.  Modern, 
JCAHO  accredited  50-bed  hospital.  Great  op- 
portunity in  nice  community  with  easy 
access  to  amenities  of  Dallas/Fort  Worth  In- 
centive package 

NORTHEAST  TEXAS 

Regional  medical  center  seeks  BC  family 
physicians  to  establish  FP  group  in  pro- 
gressive community  of  27,000  (referral  area 
150,000).  Strong  diversified  economy,  ex- 
cellent schools:  many  recreational  and  social 
opportunties.  Modern  hospitals.  Incentive 
package,  including  assistance  with  office 
building. 

WITHIN  ONE  HOUR  OF  DALLAS 

Two  family  physicians  seek  third  associate 
for  group  practice  near  lake  area.  Attractive, 
fully  equipped  office.  Ultra-modern  hospital. 
Shared  call,  competitive  incentive  package 
to  qualified  physician 

NEAR  AUSTIN  AND  SAN  ANTONIO 

Community  of  5,000  (referral  area  24,000) 
seeks  board  certified  family  physician. 
Shared  call  with  two  other  family  physicians: 
OB  needed.  Financially  sound,  30-bed 
hospital  offering  competitive  incentive 
package  to  qualified  physician. 

EAST  TEXAS 

Community  of  approximately  3,500  (refer- 
ral area  14,000)  seeks  board  certified  fami- 
ly physician.  Shared  call  with  two  board 
certified  physicians.  No  OB  Financially 
sound,  48-bed  hospital  in  community. 
Recreational  mecca:  hunting,  fishing,  water 
sports.  Competitive  incentive  package  to 
qualified  physician. 


DALLAS 

Established  fee-for-service  practice 
available  for  assumption.  Full  scope  of 
family  medicine,  except  OB  Average  gross 
$320K-i-  annuaily.  Bilingual  (Spanish) 
skills  helpful.  Retiring  physician  will  in- 
troduce. Financing  available  to  qualified 
candidate. 

WEST  TEXAS 

Two  board  certified  family  physicians  seek 
third  associate  for  busy  practice,  OB 
preferred  Friendly  town,  good  schools. 
Within  35  minutes  of  larger  city.  Very 
lucrative  financial  situation  Excellent  for 
pilot  physician. 

PANHANDLE 

Texas  community  of  8,000  (referral  area 
16,000)  seeks  BC  FPs  for  group  One 
young  BC  physician  recently  recruited, 
available  for  call  sharing.  New  hospital 
under  construction  Sound  economy,  good 
schools,  airport.  Generous  incentive 
package  including  income  guarantee, 
relocation,  office  space,  more 

PANHANDLE 

Board  certified  family  physician  needed  in 
Texas  community  of  150,000  Call  shar- 
ing arrangement  available  with  two  board 
certified  FPs.  No  OB  Modern,  356-bed 
hospital  offering  generous  incentive 
package  to  qualified  physician. 


GENERAL  SURGERY 


PANHANDLE 

Community  of  8,000  (referral  area  16,000) 
seeks  board  certified  general  surgeon. 
Nearby  surgeon  available  for  call  sharing 
New  hospital  under  construction.  Sound 
economy:  good  schools:  airport.  Generous 
incentive  package  including  income 
guarantee,  relocation  allowance,  office, 
more, 

WEST  TEXAS 

Community  of  approximately  9,000  (refer- 
ral area  population  17,000)  seeks  BE  / BC 
general  surgeon.  Friendly  town,  good 
schools.  Within  35  minutes  of  larger  city. 
Modern  50-bed  hospital  Generous  incen- 
tive package  to  qualified  candidate. 


INTERNAL  MEDICINE 


EAST  TEXAS 

Two  BC  internists  seek  compatible 
associate  for  group  practice  in  communi- 
ty of  approximately  12,000  (referral  area 
50,000).  Shared  call  and  overhead  Ultra- 
modern, 100-bed  hospital  Attractive  com- 
munity: many  social  and  recreational  op- 
portunties One  hour  from  Dallas. 
Competitive  incentive  package. 


1 MULTI-SPECIALTY  GROUP  I 

DALLAS  / FORT  WORTH  1 

Immediate  and  1990  opportunties  for  the  following  specialties:  I 

Allergy 

Oncology 

Anesthesiology 

Ophthalmology 

Cardiology 

Orthopedic  Surgery 

(invasive  and  non-invasive) 

Otolaryngology 

Family  Practice 

Pediatrics 

Gastroenterology 

Psychiatry 

General  Surgery 

Diagnostic  Radiology 

Internal  Medicine 

(invasive  and  non-invasive) 

Neurology 

Obstetrics/Gynecology 

Urology 

DALLAS 

Established  practice  in  affluent  neighbor- 
hood. Retiring  physician  needs  caring  and 
competent  physician  to  assume  care  of  loyal 
patient  base  Good  age  mix  of  adult 
medicine  (only  20%  Medicare).  Annual  net 
collections  average  $335K  + Reasonably 
priced  assets.  Financing  available  Will  in- 
troduce 

WEST  TEXAS 

Five  American  trained,  board  certified  inter- 
nists seek  compatible  associate  for  busy 
group  practice  in  Texas  community  of 
100,000+  Office  adiacent  to  modern 
250-bed  hospital  Excellent  call  arrange- 
ment, salary  and  benefits.  Full  associate 
status  in  second  year 

NORTHEAST  TEXAS 

Medical  staff  of  regional  medical  center 
seeks  board  certified  internist  Shared  call 
with  other  internists.  Office  adiacent  to 
modern  200-bed  hospital  Progressive, 
family-oriented  community  w/strong,  diver- 
sified economy:  excellent  schools.  Many 
social  and  recreational  opportunities 
Generous  incentive  package 


NEUROLOGY 


NORTHEAST  TEXAS 

Regional  medical  center  serving  150,000 
seeks  BE/BC  neurologist  for  associate  prac- 
tice (or  solo  sharing  call)  with  BC 
neurologist  Progressive,  family-oriented 
community  with  strong,  diversified 
economy,  excellent  schools  Many  social 
and  recreational  opportunities.  Generous  in- 
centive package  to  qualified  physician. 


OBSTETRICS  / GYNECOLOGY 


EAST  TEXAS 

Recently  trained,  board  certified  OB/GYN 
seeks  compatible  associate  for  practice  in 
community  of  approximately  12,000  (refer- 
ral area  50,000).  Shared  call  and  overhead. 
Ultra-modern,  100-bed  hospital  Attractive 
community:  many  social  and  recreational 
opportunities.  One  hour  from  Dallas.  Com- 
petitive incentive  package 


ORTHOPEDIC  SURGERY 


EAST  TEXAS 

Board  certified  orthopedic  surgeon  seeks 
compatible  associate  for  practice  in  com- 
munity of  approximately  12,000  (referral 
area  50,000)  Shared  call  and  overhead. 
Well-equipped,  ultra-modern,  100-bed 
hospital  Attractive  community:  many  social 
and  recreational  opportunities.  One  hour 
from  Dallas.  Competitive  incentive  package 
to  qualified  physician. 

EAST  TEXAS 

Medical  staff  of  100-bed  hospital  seeks 
orthopedic  surgeon  for  referral  area  of 
approximately  50,000.  Attractive  communi- 
ty of  14,000  with  strong,  diversified 
economy  Excellent  fishing  and  hunting. 
One  hour  from  Dallas  Competitive  incen- 
tive package  to  qualified  physician. 


OTOLARYNGOLOGY 


EAST  TEXAS 

Community  of  approximately  12,000 
(referral  area  50,000)  seeks  board  certified 
ENT  to  establish  service.  Ultra-modern, 
100-bed  hospital  Young,  well-trained 
medical  staff  supportive  of  new  physician 
Attractive  community:  many  social  and 
recreational  opportunities  One  hour  from 
Dallas,  Hospital  offering  competifive  incen- 
tive package  to  qualified  physician 

NORTH  DALLAS 

Medical  staff  of  modern  hospital  in  Dallas 
suburb  seeks  board  certified  ENT  Good 
demographics  for  sound  patient  base. 
Excellent  opportunity  Hospital  will  spon- 
sor competitive  incentive  package  to 
qualified  candidate. 


PEDIATRICS 


NORTHEAST  TEXAS 

Dynamic  group  of  American  trained,  BC 
pediatricians  seek  fourth  associate  for 
group  practice  in  attractive  community  of 
27,000  (referral  area  150,000).  Pro- 
gressive, family-oriented  community  with 
strong,  diversified  economy:  excellent 
schools.  Social  and  recreational  oppor- 
tunities abound.  Modern  hospitals.  Shared 
call:  excellent  income  and  benefits:  early 
partnership 


PULMONARY  MEDICINE 


WEST  TEXAS 

Five  man  group  of  American  trained,  board 
certified  internists  seeks  compatible 
pulmonary  medicine  associate  Communi- 
ty of  100,000  + , Office  adjacent  to  modern 
250-bed  hospital  Shared  call,  excellent 
income  and  benefits.  Full  associate  status 
in  second  year. 


DIAGNOSTIC  RADIOLOGY 


NORTHEAST  TEXAS 

Busy  radiology  group  seeks  fourth 
associate  All  modalities,  including  MRI 
and  interventional  Comprehensive  benefits 
package  and  early  partnership  Attractive, 
progressive  community  of  27,000  with 
strong,  diversified  economy:  excellent 
schools.  Many  social  and  recreational  op- 
portunities. 


RHEUMATOLOGY 


NORTHEAST  TEXAS 

Medical  staff  of  regional  medical  center 
seeks  board  certified  rheumatologist  to 
establish  service  in  referral  area  of  at  least 
150,000,  Referrals  from  six  orthopedic 
surgeons  and  approximately  90  other 
physicians  in  the  community.  Strong 
economy,  excellent  schools:  many  recrea- 
tional and  social  opportunties.  Modern 
hospitals  Generous  incentive  package,  to 
qualified  physician. 
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OPPORTUNITIES  AVAILABLE 


Academic/Government 

Associate  Director — Family  Practice  Residency  Program 

new  university  and  community  based  family  practice  program 
is  seeking  a residency  trained,  board  certified  family  physician 
to  join  our  spirited  and  dedicated  faculty  as  a full-time  mem- 
ber. Responsibilities  include  In-patient  and  out-patient  teach- 
ing, educational  program  development  and  administrative  du- 
ties. Attractive  salary  and  benefit  package.  Please  send  CV  to 
Harold  T.  Pruessner,  M.D.,  Chairman,  Department  of  Family 
Practice  and  Community  Medicine,  University  of  Texas  Medi- 
cal School  at  Houston,  6431  Fannin,  Room  6.100,  P.  O.  Box 
20708,  Houston,  Texas  77225.  The  University  of  Texas  Health 
Science  Center  at  Houston  is  an  Equal  Opportunity  Employer. 
Women  and  minorities  are  encouraged  to  apply. 

Medical  Director  of  Family  Practice/Occupational  Health 
Faculty  Office — Medical  Director  Is  needed  for  an  expanded 
office  for  the  comprehensive  care  of  private  patients  which 
also  includes  employee  and  student  health  of  the  University  of 
Texas  Health  Science  Center  at  Houston.  The  office  will  be 
the  model  office  for  training  of  family  physicians  in  a newly  Ini- 
tiated family  practice  residency  program  and  clinical  research 
by  the  department.  Attractive  salary  and  benefit  package. 
Please  send  CV  to  Harold  T.  Pruessner,  M.D  , Chairman.  De- 
partment of  Family  Practice  and  Community  Medicine.  Uni- 
versity of  Texas  Medical  School,  6431  Fannin,  Room  6.100, 
P.O.  Box  20708,  Houston,  Texas  77225.  The  University  of 
Texas  Health  Science  Center  at  Houston  Is  an  Equal  Oppor- 
tunity Employer.  Women  and  minorities  are  encouraged  to 
apply. 

Predoctoral  Director — The  Department  of  Family  Practice 
and  Community  Medicine,  University  of  Texas  Medical  School 
at  Houston,  has  immediate  opening  for  a residency  trained, 
board  certified  family  physician  for  the  position  of  Predoctoral 
Director.  Duties  Include  teaching,  curriculum  development,  re- 
search and  direct  patient  care  in  an  established  family  prac- 
tice department  with  graduate  and  undergraduate  programs. 
Applicants  should  send  credentials  and  CV  to  Harold  T. 
Pruessner,  M.D.,  Chairman,  Department  of  Family  Practice 
and  Community  Medicine,  University  of  Texas  Medical  School 
at  Houston,  6431  Fannin,  Room  6.1090,  P.O.  Box  20708, 
Houston,  Texas  77225.  The  University  of  Texas  Health  Sci- 
ence Center  at  Houston  is  an  Equal  Opportunity  Employer. 
Women  and  minorities  are  encouraged  to  apply. 

Family  practice  faculty  needed — The  Department  of  Family 
Practice  and  Community  Medicine  at  the  University  of  Texas 
Medical  School  at  Houston  is  seeking  board  certified  family 
physicians  for  clinical  faculty  positions.  The  clinical  skills 
needed  are  for  the  comprehensive  practice  of  family  medicine 
and  for  teaching  of  medical  students  and  family  practice  resi- 
dents. Attractive  salary  and  benefit  package.  Please  send  CV 
to  Harold  T.  Pruessner,  M.D.,  Chairman,  Department  of  Fam- 
ily Practice  and  Community  Medicine,  University  of  Texas 
Medical  School  at  Houston,  6431  Fannin.  Room  6.100,  P.O, 
Box  20708,  Houston,  Texas  72225.  The  University  of  Texas 
Health  Science  Center  at  Houston  is  an  Equal  Opportunity 
Employer.  Women  and  minorities  are  encouraged  to  apply. 

Pediatricians  needed  for  the  Division  of  General  Pediatrics 
of  a new  hospital  of  The  University  of  Texas  Medical  School- 
Houston.  Responsibilities  will  Include  teaching  and  patient 
care.  Hiring  at  all  academic  ranks.  Contact:  Dr.  Will  Risser, 
Dept,  of  Pediatrics,  UT  Medical  School,  P.O.  Box  20708, 
Houston,  TX  77225.  713  794-51 26.  The  University  of  Texas  is 
an  Equal  Opportunity  Employer.  Women  and  minorities  are 
encouraged  to  apply. 

Director  of  Family  Heaith  Services — Corpus  Chrlstl- 
Nueces  County  Health  Department.  Responsible  for  mater- 
nal, child  health  and  family  planning  services.  Full  time,  salary 
with  benefits.  City  of  Corpus  Christi  Human  Resources,  P.  0. 
Box  4992,  Corpus  Christi,  TX  78469.  512  880-3323  EEO/AA. 


Dermatology 

BE/BC  Dermatologist  needed  for  regional  medical  center 

in  Texas.  Top  percentile  compensation.  Family  oriented 
community.  What  else  could  you  ask  for?  The  Lewis  Group 
1-800-666-1377. 


Emergency  Medicine 

Needed:  Emergency  physicians,  North  Central  Texas  area, 
full  and  part-time.  For  an  ^plication  call  817  336-8600  or 
write  Emergency  Medicine  Consultants,  PA;  1525  Merrimac 
Circle,  Suite  107,  Fort  Worth.  Texas  76107. 

Emergency  Physician — Local  Houston  ER  group  needs  ex- 
perienced ER  physician.  Fee-for-service  with  guarantee. 
Contact  Greater  Houston  Emergency  Physicians  Associates. 
P.  O.  Box  7445,  Houston,  Texas  77248:  713  869-6235. 


JOIN  THE  LEADERS  IN 
EMERGENCY  MEDICINE 

Emergency  Physicians  Associates  of 
Texas  has  formed  an  association 
with  the  Sterling  Group  out  of  Florida 
and  incorporated  in  the  State  of 
Texas  under  the  name  of  Sterling 
Healthcare,  Inc.  The  corporation  is 
still  based  in  San  Antonio,  Texas. 

Our  combination  of  experience  and 
expertise  help  us  approach  Emer- 
gency Medicine  with  some  new  and 
innovative  ideas  that  provide  for 
flexible  opportunities  for  physicians. 

If  you  are  interested  in  a career 
change  or  would  just  like  to  hear 
about  our  opportunities  please  call 
Amy  Schafers  at  1-800-999-3728  or 
send  a C.V.  to  Sterling  Healthcare, 
8700  Crownhill,  Suite  600, 

San  Antonio,  Texas  78209. 

JL  STERLING 


San  Angelo — Outstanding  opportunity  In  minor  emer- 
gency/family practice  clinics.  Guaranteed  $100,000  for  4-day 
week,  13  hr.  days,  50  weeks/year.  Profit  sharing  above  guar- 
antee. Contact  Wayne  Williams,  MD,  915  942-8611,  Sham- 
rock Clinics,  4208  College  Hills,  San  Angelo,  Texas  76904. 

Texas :Dallas/Fort  Worth  and  East  Texas — Full-time  posi- 
tions available  with  EmCare,  a progressive  physician-oriented 
group  committed  to  excellence  in  emergency  medicine.  Op- 
portunities Include  staff  and  directorship  positions.  In  high  vol- 
ume, Level  1 Trauma  Centers,  as  well  as  smaller  community 
hospitals.  We  offer  very  desirable  geographic  locations  in- 
cluding the  Dallas/Fort  Worth  area.  East  Texas,  Amarillo,  and 
Austin.  Competitive  compensation  rates  range  from  $85,000 
to  $150,000  annually.  Positions  available  for  bofh  part-time 
and  full-time  emergency  medicine  physicians.  Positions  are 
also  available  for  primary  care  physicians  in  clinic  settings. 
Contact  Brenda  Lancaster.  Vice  President,  Professional 
Services,  EmCare,  Inc.,  3310  Live  Oak,  Suite  400,  Dallas, 
Texas  75204  or  call  collect  214  823-6850,  out  of  slate 
1-800-527-2145. 

Regional  Medical  Center  with  30,000  visits,  140K  t malprac- 
tice, plus  CME  with  ready  and  accepting  back-up  staff  all 
perched  In  the  beauty  of  East  Texas.  If  you  like  32  hour  cover- 
age per  day  and  wonderful  staff  relations,  call.  The  four  of  us 
are  waiting.  In  Texas,  call  1-800-441-8570  or  214  798-8884; 
1000  Pine,  Texarkana,  Texas  75501. 

Tyler — Modern  minor  emergency/ambulatory  care  centers 
seeking  well-rounded  practitioner  for  expansion.  Generous 
modified  fee-for-service  income  package.  With  superior 
professional  liability  insurance  included.  Must  have  good  ex- 
perience in  family  medicine.  Industrial  medicine  experience 
helpful.  Send  CV  or  call  Jackie  Hall,  Emergicare  Systems 
Corporation,  3305  North  3rd  Street,  Abilene,  Texas  79603; 
(915)  676-3023. 

17-physician  multi-specialty  group  need  services  of  an 

experienced  physician  to  do  2 to  4 nights  a week  of  emer- 
gency room  duty  in  a small  to  medium  sized  emergency  room. 
Most  weekends  off.  Excellent  guaranteed  salary  and  benefits. 
Relocation  allowance  available.  Please  send  CV  to:  Malone 
and  Hogan  Clinic.  Personnel  Department,  1501  West  11th 
Place,  Big  Spring,  Texas  79720,  or  call  Penny  Phillips,  Admin- 
istrator, 915-267-6361, 

Texas  Medicus,  PA..  Houston,  Dallas  & North  Texas — 

Emergency  Medicine  medical  directorships  and  staff  posi- 
tions available  in  attractive  metropolitan  and  rural  areas  of 
Texas.  Locations  include  Sherman,  Wichita  Falls,  Palestine, 
San  Antonio  and  several  openings  In  the  Greater  Dallas  and 
Houston  areas.  Medicus  offers  attractive  compensation  pack- 


ages with  many  fee-for-service  opportunities.  Annual  com- 
pensations range  from  $90, 000-$1 50,000  k.  Paid  profes- 
sional liability  insurance.  For  further  information,  please 
contact:  Lon  Clay  or  Ann  Reese,  Texas  Medicus,  P.A.,  4514 
Cole  Ave.,  Suite  804,  Dallas,  Texas  75205;  1-800-446-0607 
or  214  522-9591. 

San  Antonio — Emergency  Medicine  physician  with  interest 
In  Pediatrics  needed  at  our  hospital  here,  where  25%  of  ER 
visits  are  Peds.  This  position  will  lead  to  an  attractive  oppor- 
tunity at  another  hospital  in  San  Antonio.  For  more  informa- 
tion send  your  CV  to:  Gordon  Crawford,  Manager,  Profes- 
sional Relations,  Humana  Inc.,  Dept.  11-1 C,  500  West  Main 
Street.  Louisville,  KY  40201-1438.  Or  call  TOLL-FREE 
1-800-626-1590. 


Family/General  Practice 

West  Texas:  The  best  opportunity  In  the  entire  area.  We  offer 
flexible  hours  and  guarantees.  You  basically  name  your  own 
requirements.  Send  your  CV  to:  Ad  Box  #744,  TEXAS  MEDI- 
CINE, 1801  North  Lamar  Blvd.,  Austin,  TX  78701. 

Family  practice  physician  for  small  central  Texas  town. 

40-hour  week — days  only,  no  hospital  inpatients.  $85,000  per 
year  guaranteed  with  malpractice  paid.  Send  CV  or  call  Jackie 
Hall,  Emergicare  Systems  Corporation,  3305  North  3rd  Street, 
Abilene,  Texas  79603;  915  676-3023. 

Excellent  opportunity  for  family  practitioner  in  Hamlin, 
Texas,  a community  of  over  3,000  population  with  a large 
drawing  area.  Modern  clinic  and  well  equipped  twenty-five 
bed  hospital.  Unique  compensation  package.  Enjoy  a more 
relaxed  life  style  In  West  Texas.  Contact:  Chuck  Latham,  Ad- 
ministrator, Hamlin  Memorial  Hospital,  P.  O.  Box  387,  Hamlin, 
Texas  79520;  915  576-3646. 

Beaumont-Family  Physician — A busy,  well-established, 
board-certified  Family  Physician,  In  Beaumont,  is  now  seek- 
ing a BC/BE  associate  to  join  his  expanding  practice.  Flexible 
financial  arrangements.  There  are  also  two  group  opportuni- 
ties available.  Send  your  CV  to:  Manager,  Professional  Rela- 
tions, Dept.  II-1B,  P.  0.  Box  1438,  Louisville.  KY  40201-1438. 

Excellent  practice  opportunity  in  historic  East  Texas 
town.  BC  or  BE  physician  for  new  innovative  healthcare  deliv- 
ery system.  Salary  plus  4 weeks  vacation,  CME,  paid  mal- 
practice. Call  or  send  CV  to:  Leonard  Graivler,  MD,  or  Tony 
Rasberry,  Physician  Network  of  America,  Inc.,  8505  Freeport 
Parkway  #130,  Irving,  TX  75063:  1-800-336-2575  or  214 
929-4779. 


It  II 

We  cover. TEXAS” 


W 


hen  you  work  as  a PRN 
locum  tenens  physician, 
you’re  really  working  for  yourself. 
You  enjoy  personal  freedom,  in- 
dividualized flexibility,  and  profes- 
sional satisfaction.  You  tell  us 
when  and  where  you  want  to  work 
and  leave  the  administrative  duties 
to  us. 


N III 

Physicians 

of  Texas 


1-800-531-1122 


Texas  Medicine 


OPPORTUNITIES  AVAILABLE  FOR: 

• STAFF  PHYSICIAN 

• PHYSICIAN’S  ASSISTANT, 

AMA  ACCREDITED 

• CLINICAL  PSYCHOLOGIST,  PH.D. 

• EXCELLENT  BENEFITS 

CONTACT:  DENTON  STATE  SCHOOL 
P.  O.  BOX  368 

DENTON,  TEXAS  76202-0368 
817-387-3831,  EXT.  3374  OR  3381 

EQUAL  OPPORTUNITY  EMPLOYER 


West  Texas — One  hour  from  San  Angelo  and  3 hours  from 
San  Antonio.  Hospital  District  seeking  F.P.  for  practice  in  a 
2-physician  locale.  5.000  population  base  and  at  the  intersec- 
tion of  1-10  and  a major  highway.  Guarantee  and  clinic  pro- 
vided. Contact  Scott  Gilmore,  Hudspeth  Memorial  Hospital, 
P.  O.  Box  455,  Sonora,  TX  76950  or  call  91 5 387-2521 . 

Need  BE/BC  FP  Doctor  for  busy  primary  care  clinic  near  Aus- 
tin. No  hospital  or  night  call.  The  Lewis  Group  1 -800-666-1 377. 


Internal  Medicine 

Texas,  Two  General  Internists  (BC/BE)  needed  to  join  ex- 
panding specialty-oriented  medical  group  in  Texas.  University 
community.  Guaranteed  salary  plus  incentive  arrangement 
and  fringe  benefits  first  year.  Contact  Ad  Box  #733,  TEXAS 
MEDICINE,  1801  N.  Lamar.  Austin,  TX  78701. 

Expanding  17-physician  multi-specialty  Group  has  excel- 
lent opportunity  for  an  Internist.  We  otter  a high  first-year  sal- 
ary in  addition  to  benefits  with  no  first-year  expenses.  If  inter- 
ested, send  CV  to  Malone  and  Hogan  Clinic,  1501  West  11th 
Place,  Big  Springs,  TX  79720  or  call  Pam  Shuttlesworth  at 
915-267-6361,  ext.  336. 

East  Texas  IM  group  seeking  associate  BE  or  BC  located 

in  beautiful  East  Texas  city  of  85,000.  Group  of  seven  (7)  in- 
ternists otter  salary  guarantee  plus  health  benefits,  CME,  mal- 
practice. Practice  at  250  bed  community  hospital.  Call  or  send 
CV  to:  Leonard  Graivier,  MD.  or  Tony  Rasberry,  Physician 
Network  of  America,  Inc.,  8505  Freeport  Parkway  #130, 
Irving,  TX  75063;  1-800-336-2575  or  214  929-4779. 

Suburban  Houston — Internal  Medicine  partnership;  growing 
practice;  3 physician  call  rotation;  hospital  built  in  1981  with 
7-bed  ICU,  active  ER;  excellent  compensation;  Phil  Kelbe 
1-800-338-7107. 


Orthopedic  Surgery 

Beaumont-Orthopedic  Surgeon — A two-man  orthopedic 
group  here,  very  busy  in  sports  medicine,  is  now  seeking  a 
third  member  for  the  summer  of  1990.  Send  CV  to;  Manager, 
Professional  Relations.  Humana  Inc.,  Dept.  II-12F,  500  West 
Main  Street.  Louisville,  KY  40201-1438.  Or  call  TOLL-FREE 
1-800-626-1590. 

Orthopedists  Needed  in  several  communities  in  the  Hous- 
ton. Texas,  area;  central  Pennsylvania;  northwest  Ohio;  Iowa; 
Kentucky;  and  throughout  the  midwest  and  southeast.  Con- 
tact; Aaron  Risen  (1-800-626-1857)  2000  Warrington  Way. 
Suite  250,  Louisville.  Kentucky,  40222. 


Pediatrics 

Pediatric  Cardioiogist-Dailas — A Pediatric  Cardiologist, 
with  invasive  skills,  is  needed  to  join  established  groups  near 
our  555-bed  hospital  in  north  Dallas.  Solo  with  financial  assis- 
tance also  an  option.  Our  hospital  does  a high  volume  of  open 
heart  and  cardiac  caths.  Three  Pediatric  Intensivists  and  a 
non-invasive  Pediatric  Cardiologist  are  established  here. 
Send  CV  to;  Gordon  Crawford,  Manager,  Professional  Rela- 
tions. Humana  Inc.,  Dept.  11-1,  500  West  Main  Street.  Louis- 
ville, KY  40201  -1438.  Or  call  TOLL-FREE  1 -800-626-1 590. 

BE/BC  Pediatrician  needed  for  multi-specialty  group  to  join 
another  pediatrician.  Excellent  compensation.  Many  ameni- 
ties. Also  part  time  Pediatrician  needed  for  Austin  area.  Call 
1-800-666-1377. 


Psychiatry 

Community  Mentai  Health  Psychiatrist:  Opening  lor  Com- 
munity Mental  Health  Psychiatrist  covering  Kerrville  State 
Hospital  16  county  catchment  area.  Some  travel  to  outlying 
clinics  involved.  Kerrville  Is  located  in  the  Texas  Hill  Country, 
50  minutes  from  San  Antonio  by  IH-10.  We  offer  competitive 
pay  to  high  90's,  depending  on  qualifications  and  Board  Cer- 
tification. Good  Slate  Retirement  package  and  other  fringe 
benefits.  MUST  HAVE  CURRENT  TEXAS  LICENSE.  If  inter- 
ested call  or  write  Thomas  L.  Hardee.  M.D.,  Clinical  Director, 
Kerrville  State  Hospital,  721  Thompson  Drive,  Kerrville,  Texas 
78029-51 99;  51 2 896-221 1 . Ext.  1 08.  An  EEO/AAP  Employer. 


Psychiatrist — New  position  in  expanding  medical  services 
division  ol  a community  mental  health  center.  Required  Bd. 
Elig.  or  Bd,  Cert,  and  Texas  License.  Salary  up  to  $119,000 
depending  upon  experience  and  certification.  Fringe  benefit 
package  ol  23%  plus  administrative  and  malpractice  liability 
coverage.  El  Paso's  cost  of  living  is  considered  one  ol  the 
lowest  in  the  nation.  Average  home  sells  tor  $65,000.  Moun- 
tain resorts  with  skiing  and  fishing  are  two  hours  away.  A cul- 
turally diverse  major  metropolitan  area,  El  Paso  has  a popula- 
tion of  over  500,000.  Our  claim  is  not  one  of  putting  more 
money  into  your  life  but  we  do  promise  more  life  for  your 
money.  Bilingual  Spanish/English  preferred.  For  more  infor- 
mation, call  or  write  W.M.  Smith,  Personnel  Director,  Life 
Management  Center,  P.  O.  Box  9997,  El  Paso,  Texas  79990, 
915  594-1069. 


Radiology 

Diagnostic  Radiologist — Position  available  for  a board  cer- 
tified radiologist.  Imaging  fellowship  desired.  Join  a 7-person 
department  that  is  part  of  a growing  multi-specialty  clinic  in 
Austin,  Texas.  Practice  includes  CT,  MRI,  ultra-sound  and 
digital  angiography.  Contact  Ross  Hemphill,  M.D..  Medical  Di- 
rector, 801  W.  34th  Street,  Austin,  Texas  78705. 

Diagnostic  Radiologist:Three  man  board  certified  radiology 
group  looking  for  a fourth  associate  who  is  either  board-eligible 
or  board-certified  and  has  MRI  experience.  Position  available 
January  1,  1990  or  as  soon  as  possible  after  January  1. 
Salary  and  benefits  commensurate  with  training  and  experi- 
ence. Contact  P.  O.  Box  55508,  Houston,  TX  77255  or  call 
713  468-0012. 


Radiologist  needed  for  busy  1 72-bed  acute 
care  hospital  in  the  Dallas,  Texas  area. 
Services  provided  include  nuclear  medicine, 
CT  scanning,  ultrasound,  angiography,  and 
busy  emergency  room  in  addition  to  busy 
inpatient  load.  Outstanding  opportunity. 

Reply  To:  Ad  #746  TEXAS  MEDICINE, 
1801  North  Lamar,  Austin,  TX  78701 


PRACTICE  OPPORTUNITIES 

At  CHARTER  SUBURBAN  HOSPITAL, 

we  provide  quality  state  of  the  art  medical 
care  with  new  and  exciting  programs  being 
introduced  continually.  For  the  quality 
physician  looking  for  the  “right"  environment 
we  provide  income  guarantees,  rent  assis- 
tance, marketing  support  and  relocation 
assistance. 

Family  Practice 
Pediatricians 
Surgical  Specialties 
Gynecologists 
ENT 

For  further  consideration,  please  contact: 

Jerry  Weissman 

Director  of  Physician  Recruitment 
Charter  Suburban  Hospital 
101 1 N.  Galloway 
Mesquite,  Texas  75149 
1-800-447-1425 


Charter 

SuBUPBan  hospiial 


Other  Opportunities 

Positions  Avaiiabie-Seeking  BC/BE,  general  internist, 
HEM/ON,  PS,  endocrinologist  to  join  an  established  multi- 
specialty (non-prepaid)  clinic  in  South  Central  Texas.  Contact 
Leroy  W.  Kilch,  Administrator,  Skinner  Clinic,  124  Dallas 
Street,  San  Antonio,  Texas  78205. 

We  have  full  and  part-time  locum  tenens  opportunities 
available  in  all  specialties  with  guaranteed  incomes  and  paid 
malpractice.  For  more  information,  contact  John  Smith, 
Locum  Tenens,  Inc.  (A  Division  of  Jackson  and  Coker),  400 
Perimeter  Center  Terrace,  Suite  760  TMLT9,  Atlanta,  GA 
30346,  telephone  1-800-544-1987. 

South  Texas  Multlspeclalty  Group — 10  physician  group  in 
San  Antonio.  Excellent  practice  opportunities  for  BC/BE  phy- 
sicians: OBG,  pediatrics.  FP.  Well-established  25  year  old 
practice  rapidly  expanding  into  multispecialty  group  due  to  in- 
creased patient  base.  Design  award-winning  new  facility 
offering  complete  lab,  x-ray.  family  practice,  general  surgery, 
cardiology,  PM  & R,  and  ophthalmology  services  already  es- 
tablished. Texas  licensed  and  Medicare  certified  out-patient 
surgery  center  on  site.  Enlarging  present  facility  and  will  open 
satellite  office  in  future.  Guaranteed  salary  and  competitive 
benefits  including  professional  liability,  administrative  and 
staff  support,  affiliation  with  large  community  hospitals,  and 
call  sharing  opportunities.  Requires  well-rounded  abilities  in 
both  out-patient  and  hospital  practice.  Dedication  to  high 
quality,  excellent  patient  empathy  and  communication  skills 
mandatory.  Leadership  skills  and  entrepreneurial  interest  in 
practice  desirable.  Tremendous  growth  potential.  Send  CV 
references  and  current  photo  to  Cyndi  Padilla,  Administrator, 
Gonzaba  Medical  Group,  720  Pleasanton  Road,  San  Antonio, 
Texas  78214. 


Consolidated  Physician 

cgga 

' Rebcation  Services 

2651  Park  St. 

Jacksonville,  Fl  32204 
1-800-733-7999 

1-904-389-7400 

Recruitment 
Locum  Tenens 
Consulting 


Texas  Gulf  Coast  Oncologist— BC/BE  Oncologist  sought  to 
join  established  three  physician  oncology  group  located  in 
hospital  affiliated  multidisciplinary  cancer  center.  Medical  sup- 
port includes  all  medical  specialties,  state-of-the-art  radiation 
therapy,  MRI,  CT,  and  apheresis.  City  of  1 30,000  otters  excel- 
lent lifestyle  and  is  located  near  metropolitan  Houston.  Send 
CV  to  Beaumont  Oncology  Associates,  McFaddin  Ward  Can- 
cer Center.  690  N.  14th  Street,  Beaumont,  Texas  77702. 

General  Surgeon — Board  Certified,  sought  to  establish  pri- 
vate practice  associated  with  99-bed  hospital  in  West  Texas 
town  of  12,000  plus.  Income  guarantee  and  other  financial  in- 
centives are  available.  Contact:  Thomas  R.  Hochwalt,  CEO. 
Cogdell  Memorial  Hospital,  Cogdell  Center.  Snyder,  TX 
79549;  915  573-6374. 

Texas,  Expanding  Specialty-Oriented  Medical  Group  seek- 
ing B/C,  B/E  cardiologists,  diabetologist,  gerontologist, 
gastroenterologist,  pulmonologist,  oncologist,  rheumatologist 
and  a physical  medicine  and  rehabilitation  specialist.  Univer- 
sity community.  First  year  salary  guaranteed  plus  incentive 
arrangement  and  fringe  benefits.  Contact  Ad  Box  #733, 
TEXAS  MEDICINE,  1801  N.  Lamar,  Austin,  TX  78701. 

Expanding  17-physician  multi-specialty  Group  has  excel- 
lent opportunity  for  an  Anesthesiologist.  We  offer  a high  first- 
year  salary  in  addition  to  benefits  with  no  first-year  expenses. 
If  interested,  send  CV  to  Malone  and  Hogan  Clinic,  1501  West 
1 1th  Place.  Big  Spring,  TX  79720  or  call  Pam  Shuttlesworth  at 
915  267-6361 . ext.  336. 


INTRACORP 


is  seeking  Physicians  to  act  as  Physician  Advisors 
for  our  Medical  Review  Services.  Physicians  will 
work  in  the  comfort  of  their  own  offices,  receiving 
excellent  compensation  for  cases  reviewed. 


ALL  SPECIALTIES  ARE  INVITED. 


For  further  information  contact: 

Dr.  B.V.  Carnovale,  Medical  Director 
or 

Phyllis  Staton,  R.N.,  Q.A.  Coordinator 

INTRACORP  Medical  Review  Services 

1620  Valwood  Parkway,  Carrollton,  Texas  75006 

(214)  406-8080  or  1-800-237-0377 

HOURS  SPENT  IN  SERVICE  TO  INTRACORP 
MAY  BE  DOCUMENTED  TO  QUALIFY 
PHYSICIANS  TO  TAKE  CERTIFICATION  EX- 
AMINATIONS BY  THE  AMERICAN  BOARD  OF 
QUALITY  ASSURANCE  AND  UTILIZATION 
REVIEW  PHYSICIANS. 
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Wisconsin  Indiana  Michigan 


• Internal  Medicine 
• OB/GYN  • Family  Practice 


A variety  of  practice  settings— many  on  lakes. 
Contact  Bob  Strzeiczyk  to  discuss  your  practice 
requirements  and  these  positions  at  1-800-243-4353. 


STRELCHECK  & ASSOCIATES,  INC. 
1 2724  N.  Maplecrest  Lane 
Mequon,  Wl  53092 


Cardiologist — Invasive/Non-Invasive  BC/BE  to  join  two  BC 
cardiologists  located  in  southwest  Houston.  Good  salary, 
fringe  benefits,  partnership  after  two  years.  Send  CV  to  P.  Mc- 
Kenzie. 7737  Southwest  Fwy.,  Suite  900,  Houston,  Texas 
77074. 

Psychiatrists,  Internists,  Family  Practice:  Kerrville  State 
Hospital  is  a 480  bed,  short  and  long  term  Psychiatric  facility, 
located  in  the  Texas  Hill  Country.  50  minutes  from  San  An- 
tonio by  IH-10.  We  offer  competitive  pay,  from  mid  70's  to  mid 
90's,  depending  on  specialty  and  credentials.  Federal  and 
State  Holidays,  minimum  call  with  generous  compensatory 
time.  Good  State  Retirement  package.  MUST  HAVE  CUR- 
RENT TEXAS  LICENSE.  If  interested,  please  contact: 
Thomas  L.  Hardee.  M.D.,  Clinical  Director,  Kerrville  State 
Hospital,  721  Thompson  Drive,  Kerrville,  Texas  78028-5199 
or  call  512  896-2211,  Ext.  108.  EEO-AAP  Employer. 

Occupational  Medicine — Dallas  Metroplex:  New  and  excit- 
ing opportunity  to  practice  industrial  occupational  medicine  in 
high  volume  potential  office  setting.  Income  guarantee,  mar- 
keting support  and  relocation  assistance.  Respond  in  confi- 
dence to:  Jerry  Weissman,  Director  of  Physician  Recruitment, 
Charter  Suburban  Hospital,  1011  N.  Galloway,  Mesquite, 
Texas  75149.  1-800-447-1425. 

Southeastern  Oklahoma.  Multispecialty  group  of  22  physi- 
cians seeking  BC/BE  Internist,  Cardiologist,  Hematologist/ 
Oncologist,  Urologist,  Pulmonologist,  Neurologist.  Radi- 
ologist, Otolaryngologist.  Orthopedist  and  Dermatologist.  Ex- 
cellent opportunity.  Please  send  CV  or  contact:  Deborah 
Dale,  Recruiting  Coordinator.  The  McAlester  Clinic,  Inc.,  P.  O. 
Box  908,  McAlester,  OK  74502,  918  426-0240. 

Full  Time  Travel  Required  (one  year  minimum).  Health  re- 
search organization  needs  Physicians  for  National  Health  and 
Nutrition  Examination  Survey  sponsored  by  the  U.S.  Public 
Health  Service.  Individuals  will  be  part  of  a large  medical  team 
conducting  health  examinations  in  government  examination 
centers  traveling  to  88  areas  of  the  U.S.  through  1993.  Physi- 
cians must  be  licensed  in  one  state  and  specialized  in  internal 
medicine  or  family  medicine.  Competitive  salaries,  paid  mal- 
practice, per  diem,  car,  four  weeks  paid  vacation  per  year, 
holidays,  and  health,  life,  dental  disability  insurance  offered. 
Call  Beverly  Geline  at  800-937-8281,  ext.  8248.  Westat,  Inc., 
Rockville,  Maryland,  EOE/M/FA//H. 


PRIVATE  PRAaiCE  OPPORTUNITIES 

(in  all  specialties) 

Texas  & Sunbelt  States 


Call  1-800-284-4560 

Houston  785-3722  Reuben 

B r o n s t e i n 


or  send  CV  11140  Wesfheimer 
Suite  144 

Houston,  TX  77042 


& Associates 


Medical  Director — Growing  healthcare  cost  containment 
firm  seeks  medical  director.  The  ideal  candidate  will  be  a 
board  certified/board  eligible  physician  in  primary  care  spe- 
cialty. Utilization  review  experience  is  preferred.  This  position 
initially  will  be  part-time:  within  a year  commitment  should 
progress  to  full-time.  Send  resume  with  salary  requirements 
to  Human  Resource  Manager.  Health  Benefit  Management, 
Inc.,  3200  Red  River,  Suite  302,  Austin,  Texas  78705.  An 
Equal  Opportunity  Employer. 

Need  BE/BC  PD,  ER,  INT,  FP  Doctors  for  primary  care  clinics 
near  Austin.  Work  part  time  or  full  time.  Excellent  compensa- 
tion and  environment.  The  Lewis  Group  1 -800-666-1377. 

We  have  Texas  opportunities  in  all  primary  care  specialties, 
excellent  quality  of  life  and  compensation.  Reply  with  C/V  to: 
Medical  Support  Services,  8806  Balcones  Club  Dr.,  Austin, 
TX  78750:  Office  512-331-4164,  24  Hr.  Fax  512-331-6741. 

Gastroenterology  Partnership — Suburban  Houston:  grow- 
ing practice,  minimal  IM:  2 offices,  affiliation  with  3 hospitals: 
competitive  income:  Phil  Kelbe,  250  Regency.  Waukesha,  Wl 
53186. 


FOR  SALE  OR  LEASE 


Medical  Equipment 

Ultrasounds — Linear,  Sector  and  Dual.  X-ray,  cell-counters 
(OBC),  chemistry  aniyz,  fiber-optic  scopes  and  much,  much 
more.  MedExchange  214  824-5040  FAX  214  823-9428. 
Buy’Sell'Service. 

HYCEL  ASSIST  1600  Chemistry  Analyzer — does  16  pa- 
tients at  a time  with  a 14  test  profile.  Purchased  December 
1986  for  $21,000.  PRICE-$1 2,500.  Also  SKF  ion  exchange 
Sodium  and  Potassium  analyzer.  Cost  $2995.00.  PRICE  for 
sale  $1600.00.  Call  Dr.  J.C.  Ogle.  Dallas,  214  948-3715. 


Practices 

Thriving,  mature  ophthalmology  practice  in  northern 
suburb  of  Dallas-Fort  Worth  metroplex.  Fastest  growing 
county  in  area.  Well-trained  staff.  All  cultural  amenities.  Im- 
portant aspects  negotiable.  Seller  will  work  part-time  1-2 
years  for  smooth  transition.  If  interested,  please  send  CV  and 
any  other  pertinent  information  or  questions  in  cover  letter  to 
George  E.  Holladay,  MD,  525  Bryan  Street,  Denton,  Texas 
76201:817  383-2607. 

Selling  Your  Practice?  We  offer  on-site  appraisals,  practice 
brokerage,  physician  recruiting,  and  partnership  buy-in  ser- 
vices. We  can  help  you  make  the  right  decisions.  For  a free 
brochure,  call  or  write:  Practice  Dynamics,  P.  O Box  821398, 
Houston,  Texas  77282:  713  531-0911. 

Family  Medical  Practices  For  Sale:  West  Central  Texas 
near  Abilene  area,  small  community,  excellent  practice: 
Dallas  Lake  Highlands  Area,  beautiful  medical  complex,  pos- 
sible associateship/buy-in.  Contact  Gary  Clinton,  Practice 
Sales/Appraisals  214  327-7765. 

Very  active  family  practice  for  sale — Retiring  after  30 
years,  same  location.  Located  in  town  of  25,000-75  miles 
north  of  Dallas.  200  bed  hospital  with  excellent  consultants  in 
all  fields.  Terms  flexible.  Will  introduce  to  patients.  Contact  Ad 
Box  #741,  TEXAS  MEDICINE,  1801  N,  Lamar,  Austin,  TX 
78701 . 

Established  Pediatric  Practice  for  sale — Solo  Pediatric 
practice  in  East  Texas  town  of  Piney  Woods  grossing  over 
$200,000  annually.  Excellent  educational  and  recreational  fa- 
cilities. Easy  terms.  Call  sharing  available.  Interested  parties 
please  contact  Ad  #747,  TEXAS  MEDICINE.  1801  N.  Lamar, 
Austin,  TX  78701 . 

Family  Practice,  San  Antonio,  Texas:  Seeking  physician  to 
assume  established  and  successful  practice  in  northside  lo- 
cation. Easy  access  to  all  general  hospitals  and  expressway 
systems.  Attractive  fully  equipped  office.  Planning  retirement. 
18  years  in  present  location.  No  investment  required.  Will  as- 
sist and  introduce.  C.V.  requested.  Contact  Ad  Box  #748, 
TEXAS  MEDICINE.  1801  N.  Lamar,  Austin,  TX  78701. 

EL  PASO — Well  established  GP/Pediatric  practice  for  sale. 
Fully  equipped  building  for  sale  or  lease.  Some  rental  income. 
Agent  L.D.  Oppenheimer  915  544-2940. 

Sound  30  year  practice  for  sale.  Building  for  sale  or  lease. 
Parkinson's  caused  early  retirement.  Contact:  Carolyn  M. 
Adlof,  MD,  Box  340,  Three  Rivers.  TX  78071 . 

Very  active  small  town  general  office  practice,  north  cen- 
tral Texas,  lab,  xray.  No  hospital  obligation  or  TMF  hassles, 
but  hospital  available  20  minutes  away.  $240K  gross,  excep- 
tional net.  No  competition,  relief  available.  Official  medically 
underserved  area.  Established  28  years,  wish  to  retire.  Con- 
tact Ad  #749,  TEXAS  MEDICINE,  1801  N.  Lamar.  Austin,  TX 
78701 . 

For  Sale:  Family  Practice/Internal  Medicine  on  northside  of 
San  Antonio.  Well  established.  Sales  includes  office  furniture 
and  equipment,  small  in-house  lab,  renewable  leased  loca- 
tion. Terms  negotiable.  For  details  call  or  write:  Toni  Hensley, 
Pierce,  Valdez  and  Hough,  Inc.,  8200  IH  10  West.  Suite  812, 
San  Antonio,  Texas  78230.  512  341-0591. 

Family  Practice:  Suburban  Houston.  Population  44,000, 
draw  area  over  130,000.  Growing  10  year  old  practice  with 
fully  equipped  office.  Net  income  in  excess  of  $150,000.  Flex- 
ible price  and  terms.  Contact  Ad  #750,  TEXAS  MEDICINE, 
1801  North  Lamar,  Austin.  TX  78701. 

Move  to  Colorado — Pleasant  university  town  near  moun- 
tains. Active  internal  Medicine/Geriatric  practice  and  building 
for  sale.  Solo  corporation.  1000  ft.  building,  large  lot,  near 
hospital.  Call  1-303-482-4510  evenings. 


MEDICAL  EQUIPMENT  FINANCING 

We  lease  any  type  of  equipment,  any  manufacturer. 

^ New  or  used  equipment  # Preserve  bank  lines 
# Tax  advantages  4 Fixed  rates'flexible  terms 

FIDELITY  FUNDING  (817)451-8008 


Signature  Loans:  No  Collateral  ' No  Prepayment  Penalty  ' 
Complete  Confidentiality  ’ Competitive  Rates  ’ $5,000  to 
$60,000  * Up  to  Six  Years  to  Repay  * SEIGLE  & ASSOCI- 
ATES, INC.,  9894  Bissonnet,  Suite  100,  Houston,  TX  77036, 
713  777-6080. 

Transition  Consulting  Services — Specializing  in:  practice 
appraisal,  contract  structuring,  opportunity  assessment  and 
practice  sales  assistance.  20  years  experience  with  health 
professionals.  Lewis  Health  Profession  Services,  1221 
Abrams  Rd.,  Suite  31 8,  Richardson,  TX  75081. 214  437-1180. 

Contracting  with  a HMD,  PPO  or  Managed  Care  Pian?  Do 

you  have  the  time  or  expertise  to  analyze  them?  PROVIDER 
CONTRACT  SERVICES  has  8 yrs.  experience  in  managed 
care  provider  contracting.  Let  us  perform  a business  review  of 
your  contract  and  identify  items  you  may  want  to  negotiate  in 
or  out  of  the  contract  to  optimize  your  reimbursement  and  pro- 
tect your  interests.  For  more  information  contact  PROVIDER 
CONTRACT  SERVICES  at  719-528-5330  or  send  copy  of  the 
contract(s)  plus  a check  for  $100  per  contract  to  PROVIDER 
CONTRACT  SERVICES,  482  Anaconda,  Colorado  Springs, 
Colorado  80919.  Include  return  address  and  specify  practice 
specialty.  Contract  and  review  documentation  will  be  returned 
within  10  working  days  from  receipt. 

Unlimited  Funding  Available  For:  Refinance,  Purchase,  or 
Construction  of  Medical  Complexes  of  all  types.  Doctor  s Proj- 
ects, Nursing  Homes,  Office  Buildings.  Sell-Lease  backs.  Ex- 
cellent Rates  and  Terms.  Cali  MedIFinancial  1-800-365-7825. 


Advertising  Rates  & Data:  Regular  classified  advertising 
sells  for  $2.00  per  word,  minimum  25  words  or  $50.,  per  issue. 
We  do  not  count  articles  (a,  an.  the).  Display  classified  adver- 
tising sells  for  $95.  per  column  inch,  per  month.  A variety  of 
typefaces,  logos  and  borders  may  be  used  in  display  classi- 
fied ads.  Ad  box  numbers  can  be  substituted  for  formal  ad- 
dresses upon  request  at  no  extra  cost.  Name  and  address  of 
ad  box  number  listings  cannot  be  given  out  unless  specific 
permission  to  do  so  has  been  given.  The  advertising  office  will 
not  contact  ad  box  number  holders  except  by  mail.  Federal 
laws  prohibit  references  to  race,  color,  religion,  sex,  natural 
origin,  or  age  unless  bona  fide  occupational  qualifications. 
Copy  deadline  is  the  1st  of  the  month  preceding  publication. 
Send  copy  to  Diane  L.  Bolling,  Classified  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


BUSINESS  AND  FINANCIAL 
SERVICES 

Signature  Loans  $5,000-$60,000  for  Physicians.  Use 

for  any  need.  No  points  or  fees.  Competitive  rates.  Level 
payments  up  to  six  years.  Call  1-800-331-4952.  MediVersal 
Dept.  114. 

Physician's  signature  ioans  to  $50,000.  Up  to  seven  years 
to  repay.  No  prepayment  penalties.  Prompt,  courteous  ser- 
vice. Competitive  fixed  rafe.  Physicians  Service  Association, 
Atlanta,  Georgia.  Toll  free  1-800-241-6905.  Serving  MDs  for 
over  10  years. 


Texas  Medicine 


Oojithuiirig  Education  Uirectoy 


COURSES 


FEBRUARY 

AIDS 

Feb  22-24,  1990 

MANAGEMENT  OE  HIV'  DISEASE  EOR  THE  PRIMARY  CARE  Pm  SI 
CLAN.  Hyatt  Regency  Hotel,  New  Orleans.  Fee  S210  before  Jan  25, 
S225  after  Jan  25.  Contact  Bart  Reilly,  AIDS  Education  and  Training 
Center,  1 54 1 Tulane  Avenue,  New  Orleans,  lA  70 1 1 2 ( 504 ) 568-3855 

Anesthesiology 

Feb  23-25,  1990 

REFRESHER  COURSE  IN  ANESTHESIOLOGY.  Lubbock  Memorial  Civic 
Center,  Lubbock,  Tex.  Fee  TBA.  Category  1 , AMA  Physician’s  Recogni- 
tion Award;  9 hours.  Contact  Vickie  Hollander,  Office  of  C;ontinuing 
Medical  Education,  Texas  Tech  University  Health  Sciences  Center,  Lub- 
bock, TX  79430  (806)  743-2929 

Eeb  23-25,  1990 

TACO  VI;  6TH  ANESTHESIA  CONEERENCE  FOR  OBSTETRICS. 
Doubletree  Hotel  at  Post  Oak,  Houston.  Fee  S250  physicians,  SI 50 
non-Baylor  residents/fellows.  Category  1,  AMA  Physician's  Recognition 
Award;  17  hours.  Contact  Lila  Lerner,  Baylor  College  of  Medicine, 
Office  of  Continuing  Education,  One  Baylor  Plaza,  Houston,  TX  77030 
(713)798-6020 

Cardiology 

Feb  5-10,  1990 

NEW  CLINICAL  APPLICATIONS  IN  CARDIOVASCUIAR  DIAGNOSIS 
AND  THERAPY.  Cliff  Lodge,  Snowbird  Ski  Resort,  Snowbird,  Utah.  Fee 
S495  American  College  of  Cardiology  members,  $595  ACC  nonmem- 
bers. Category  1,  AMA  Physician's  Recognition  Award;  23.5  hours.  Con- 
tact ACC,  Extramural  Programs,  Dept  5080,  Washington,  DC 
20061-5080  (301 ) 897-5400,  ext  228 

Eeb  16-18,  1990 

ADVANCES  IN  DIAGNOSTIC  AND  THERAPEUTIC  CARDIAC  CATHE 
TERIZATION.  Peabody  Orlando  Hotel,  Orlando,  Fla.  Fee  $335  Ameri- 
can College  of  Cardiology  members,  $400  ACC  nonmembers.  Category 
1 AMA  Physician’s  Recognition  Award;  2 1 hours.  ACC,  Extramural  Pro- 
grams, Dept  5080,  Wa.shington,  DC  20061-5080  ( 301  ) 897-5-100, 
ext  228 

Computer  Applications 

Feb  24,  1990 

SEARCHING  THE  MEDICAL  LITERATURE,  Texas  Medical  Association 
Headquarters,  Austin,  Tex.  Eee  $100.  Credit  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  8 hours.  Contact  Miriam  Blum,  TMA  Librar>, 
1801  N Lamar  Blvd,  Austin,  TX  78701  ( 5 1 2 ) 477-6 ’’04,  ext  193 

Family  Practice 

Feb  3,  1990 

OFFICE  MANAGEMENT  OF  COMMON  ORTHOPAEDIC  INJURIES.  St 
Luke’s  Lutheran  Hospital,  San  Antonio,  Tex.  Fee  $75.  Credit  Categoty- 
1 , AMA  Physician’s  Recognition  Award;  7 hours.  Contact  Bonnie 
Munroe,  7930  Floyd  Curl  Dr,  San  Antonio,  TX  78229  (512)  690-8600 


Feb  23-24,  1990 

UNCOVERING  THE  VEIL  OF  SLEEP  11.  Dallas.  Fee  $250  physicians,  $85 
residents  with  letter  of  verification.  Credit  Categori’  1,  AMA  Physician’s 
Recognition  Award;  13  hours.  Contact  Sindi  Sonnier,  Continuing  Medi- 
cal Education,  8200  Walnut  Hill  Ln,  Dallas,  TX  752.31  (21-i ) 696-8-158 

Feb  25-Mar  2,  1990 

21ST  FAMILY  MEDICINE  REVIEW— SESSION  1.  Hyatt  Regency  Hotel, 
Lexington,  Ky.  Contact  Susan  Gilson,  Liniversity  of  Kentucity-  College  of 
Medicine,  Dept  of  Continuing  Education,  Ciollege  of  Medicine  Office- 
Building,  Lexington,  KA'  -10536-0086  (606)  233-5161 

General  Practice 

Eeb  10,  1990 

CANCER  UPDATE  1990;  EOR  PRIMARY  CARE  PHA  SICIANS  Hyatt  Re- 
gency, San  Antonio,  Tex.  Fee  $50  before  Jan  15,  $60  after  Jan  15. 

Credit  Category  1,  AMA  Physician’s  Recognition  Award;  hours.  Con- 
tact Pegg\-  Brown,  Institute  of  Health  Education,  1 1 1 Dallas  St,  San 
Antonio,  TX  78205  (512)  222-8-131  ext  5435 

Feb  24,  1990 

BRACFTiTHERAPA’:  PROMISE  OF  THE  RITLIRE.  St  Luke’s  Lutheran 
Hosp,  San  Antonio,  Tex.  Fee  $50.  Credit  Category’  1 , AMA  Physician’s 
Recognition  Award;  6 hours.  Contact  Bonnie  Munroe,  St  Luke’s 
Lutheran  Hosp,  7930  Floyd  Curl  Dr,  San  Antonio,  FX  ^8229  (512) 
690-8600 

Infectious  Diseases 
Feb  24-25,  1990 

4TH  infectious  diseases  SYMPOSIUM.  El  Paso.  Tex.  Fee  $150. 

Credit  Categoiy  1,  AMA  Physician's  Recognition  Award;  13  hours.  Con- 
tact Karen  Greenup,  Providence  Memorial  Hospital,  2001  N Oregon,  El 
Paso,  TX  79902  ( -"  1 3 ) 542-6660 

Neurology 

Feb  14-16,  1990 

RECENl  ADVANCES  IN  NELIROLOGY.  Fairmont  Hotel,  San  Francisco. 
Credit  Category'  1,  AMA  Physician’s  Recognition  Award;  15  hours.  Con- 
tact Extended  Programs  in  Medical  Education,  University  of  California, 
Room  569-U,  San  Francisco,  CA  94 1 -13-0742  (415)  476-425 1 

Obstetrics  and  Gynecology 

Feb  15-17,  1990 

ADVANCES  IN  REPRODUCTIVE  MEDICINE  AND  SLIRGER5 : A C;OM 
PREHENSrVE  REVIEW.  Marriott  Medical  Center  Hotel.  Houston.  Fee 
$250  practitioners,  $125  non-Baylor  residcnts/fellows.  Contact  Lila 
Lerner,  Baylor  College  of  Medicine,  Office  of  C;ontinuing  Education, 

One  Baylor  Plaza,  Hou.ston,  TX  77030  ("US)  798-6020 

Oncology 

Feb  2-3,  1990 

ADVANCES  IN  ONCOLOGY.  Hyatt  Regency  Hotel,  Lexington,  Ky'.  CYin- 
tact  Susan  Gilson,  University  of  Kentucky  College  of  Medicine,  Dept  of 
Continuing  Education,  College  of  .Medicine  Office  Building,  Lexington, 
KA’  405.36-0086  (606)233-5161 

Eeb  26— Mar  2,  1990 

GENITOURINARY  ONCOLOCiY.  Hyatt  Regency  Ciancun,  Ciancun,  A'uca- 
tan,  Mexico,  Fee  $275  American  Urological  Association  members. 
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S375  nonmembers.  Credit  Categor>'  1,  AMA  Physician's  Recognition 
Award;  16  hours.  Contact  Alice  Henderson,  6750  W Loop  South,  Ste 
900,  Bellaire,  TX  77401  (713)665-7500 

Pathology 

Feb  15-18,  1990 

S'FH  ANNCAL  REVIEW  COURSE  IN  CYTOPA'FHOLOGY.  Doubletree 
Hotel  at  Post  Oak,  Houston.  Pee  8500  practitioners,  8375  residents. 
Contact  Carol  Soroka,  Baylor  College  of  Medicine,  Office  of  Continuing 
Education,  One  Baylor  Plaza,  Houston,  TX  77030  (713)  798-6020 

Eebruary— April,  1990;  Apr  23— May  4.  1990 

3 1ST  ANNUAL  POSTGRADUATE  INSTITUTE  POR  PATHOLOGISTS  IN 
CLINICAL  eVTOPATHOLOGY  Includes  home  study  Course  A ( Febru- 
ary’—April)  and  in-residence  Course  B (Apr  23— May  4).  Registration 
for  Course  A required  prior  to  February,  1990.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  1 52  hours.  Contact  John  K.  Frost,  MD,  1 1 1 
Pathology  Bldg,  The  John  Hopkins  Hospital,  Baltimore,  MD  2 1 205 
(301)955-8594 

Pediatrics 

Feb  12-14,  1990 

1ST  ANNUAL  CONFERENCE  FOR  THE  EVALUATION  AND  CLINICAL 
USE  OP  PUIJVIONARY  PLINCTION  TESTING.  San  Diego.  Fee  8200  phy- 
sicians, 8 1 50  residents  with  verification  letter.  Credit  TBA.  Contact 
Sindi  Sonnier.  Presbyterian  Healthcare  System,  Continuing  Medical 
Education,  8200  Walnut  Hill  Ln,  Dallas,  TX  75231  ( 214)  696-8459 

Feb  16-18,  1990 

PEDIATRICS  IN  PROGRESS.  Hyatt  Regency  Embarcadero,  San 
Prancisco.  Pee  8300  American  Academy  of  Pediatrics  Fellows,  8220 
AAP  Candidate  Fellows,  8200  AAP  Resident  Fellows,  8365  nonmember 
physicians.  Category  1,  AMA  Physician's  Recognition  Award;  16  hours. 
Contact  Dept  of  Education,  AAP,  Box  927,  Elk  Grove  Village,  11.  60009- 
0927  ( 1-800)  433-9016 

Psychiatry 

Peb  14-16,  1990 

14TH  ANNLIAL  CONFERENCE  ON  ALC(4HOLISM  AND  DRUG  ABUSE. 
Marriott  Hotel,  Lubbock,  Tex.  Category’  1,  AMA  Physician’s  Recogni- 
tion Award;  19  hours.  Contact  Vickie  Hollander,  Te.xas  Tech  University 
Health  Sciences  Center,  Office  of  Continuing  Medical  Education,  Lub- 
bock, TX  79430  ( 806 ) 743-2929 

Peb  23-24,  1990 

UPDATE  ON  SLEEP  DISORDERS.  Presbyterian  Hospital  of  Dallas, 

Dallas.  Pee  FBA.  Credit  TBA.  Contact  Sindi  Sonnier,  Continuing  Medi- 
cal Education,  Presby’terian  Healthcare  System,  8200  Walnut  Hill  lane, 
Dallas,  TX  7523 1 (214)  696-8-i68 

Sports  Medicine 

Feb  17-24,  1990 

OFFICE  BASED  SPORTS  MEDICINE  CONPERENCE.  Sun  Valley,  Idaho. 
Contact  University  of  California  School  of  Medicine,  Extended  Pro- 
grams in  Medical  Education,  Rm  569-U,  San  Prancisco,  C^A  94143 
(415)  476-4251 

Urology 

Feb  16-18,  1990 

UL'I’RASOUND  IN  UROLOGY.  Hyatt  Crown  Center,  Kansas  City’,  Mo. 

Fee  8275  American  Urological  Association  members,  8375  ALIA  non- 
members. Credit  Category  1,  AMA  Physician’s  Recognition  Award;  18.5 
hours.  Contact  Kim  Ishee,  AUA  Office  of  Education,  6750  W Loop 
South,  Ste  900,  Bellaire,  TX  77401  (713)  665-7500 

Feb  17-20,  1990 

GENITOURINARY  PATHOLOGY,  Dearborn  Inn,  Dearborn,  Mich.  Fee 
8300.  Credit  Category  1,  AMA  Physician's  Recognition  Award;  25 
hours.  Contact  Alice  Henderson,  American  LIrological  Association, 
Office  of  Education,  6750  W Loop  South,  Ste  900,  Bellaire,  TX  77401 
(713)665-7500 

Peb  20-22,  1990 

GENITOURINARY  RADIOLOGY,  Dearborn  Inn,  Dearborn,  Mich.  Fee 


8250.  Credit  Category  1,  AMA  Physician’s  Recognition  Award;  16 
hours.  Contact  Alice  Henderson,  American  Urological  Association, 
Office  of  Education,  6750  W Loop  South,  Ste  900,  Bellaire,  TX  77401 
(713)665-7500 

Peb  26 -Mar  1,  1990 

GENITOURINARY  ONCOLOGY,  Hyatt  Regency  Cancun,  Cancun,  Mex- 
ico. Fee  8275  American  Urological  Association  members,  8375  AUA 
nonmembers.  Credit  Category  1 , AMA  Physician’s  Recognition  Award; 
1 5 hours.  Contact  Alice  Henderson,  AUA  Office  of  Education,  6750  W 
Loop  South,  Ste  900,  Bellaire,  TX  77401  (713)  665-7500 

MARCH 

Critical  Care  Medicine 

Mar  4-9,  1990 

17TH  ANNUAL  CRITICAL  CARE  MEDICINE  COURSE.  Holiday  Inn  Air- 
port West,  Oklahoma  City.  Pee  8600.  Contact  Dora  Lee  Smith,  Univer- 
sity of  Oklahoma  Health  Sciences  Center,  Rm  3 SP  400,  PO  Box  26901 
Oklahoma  City,  OK  73190  (405)  271-5904 

Family  Medicine 

Mar  30-31,  1990 

SPORTS  MEDICINE.  Loews  Anatole  Hotel,  Dallas.  Fee  TBA.  Credit 
Category  1,  AMA  Physician’s  Recognition  Award;  10  hours.  Contact 
Continuing  Education,  The  University  of  Texas  Southwestern  Medical 
Center,  5323  Harry’  Hines  Blvd,  Dallas,  TX  75235  (214)  688-2166 

Mar  27-30,  1990 

1 5TH  ANNUAL  PRIMARY  CARE  UPDATE.  University  of  Arizona  Health 
Sciences  Center,  Tucson.  Credit  Category  1 , AMA  Physician’s  Recogni- 
tion Award.  Contact  Lynne  Mascarella,  Continuing  Medical  Education, 
UAHSC,  Tucson,  AZ  (602)  626-7832 

Neurology 

Mar  19-21,  1990 

SfiRGERY  FOR  EPILEPSY.  National  Institute  of  Health,  Bethesda,  Md. 
Contact  Conference  Registrar,  Prospect  Associates,  Ste  500,  1801 
Rockville  Pike,  Rockville,  MD  20852  (301 ) 468-6338 

Obstetrics  and  Gynecology 

Mar  15-16,  1990 

2ND  ANNUAL  CONFERENCE:  ADVANCES  IN  OBSTETRICS  AND 
GYNECOLOGY  Marriott  Astrodome,  Houston.  Pee  8230.  Credit  Cate- 
gory’ 1 , AMA  Physician’s  Recognition  Award;  1 4 hours.  Contact  Lila 
Lerner,  Baylor  College  of  Medicine,  Office  of  Continuing  Education, 
One  Baylor  Plaza,  Houston,  TX  77030  (713)  798-6020 

Mar  30-31,  1990 

ANNUAL  CONFERENCE  ON  PERINATAL  MEDICINE.  Marriott  Man- 
dalay at  Las  Colinas,  Irv’ing,  Tex.  Fee  8225.  Credit  Category  1,  AMA 
Physician’s  Recognition  Award;  8 hours.  Contact  Barbara  True,  RN, 
Women  and  Children’s  Services,  Methodist  Medical  Center,  301  W 
Colorado  St,  Dallas,  TX  75208  (214)  944-8008 

Oncology 

Mar  10,  1990 

CONTROVERSIES  IN  BREAST  CANCER  TREATMENT.  River  Center 
Marriott  Hotel,  San  Antonio,  Tex.  Pee  8 1 00.  Credit  Category  1 , AMA 
Physician’s  Recognition  Award;  7 hours.  Contact  Bonnie  Munroe,  St 
Luke’s  Lutheran  Hosp,  7950  Floyd  Curl  Dr,  San  Antonio,  TX  78229 
(512)690-8600 

Ophthalmology 

Mar  2-4,  1990 

CLINICAL  ADVANCES  IN  OPHTHALMOLOGY  POR  THE  PRACTICING 
OPHTHALMOLOGIST.  Houstonian  Hotel  and  Conference  Center, 
Houston.  Pee  8275.  Credit  Category  1,  AMA  Physician’s  Recognition 
Award;  1 1 hours.  Contact  Carol  Soroka,  Office  of  Continuing  Educa- 
tion, Baylor  College  of  Medicine,  Office  of  Continuing  Education,  One 
Baylor  Plaza,  Houston,  TX  77030  (713)  798-6020 


Texas  Medicine 


Mar  30-31.  1990 

12TH  ANNUM.  SPRINCi  OPHTHAIJMOUXiY  SYMPOSIUM.  Wcstin  Cial 
Icria  Hotel,  Dallas.  Fee  S230  before  Mar  1,  S2"'S  after  Mar  1.  Credit 
(^ategor)’  1,  AMA  Physieian's  Reeognition  Award;  10  hours.  Ca)ntaet 
Sindi  Sonnier,  Presbyterian  Mealtheare  System,  8200  Walnut  Hill  l.n, 
Dallas,  TX  7523 1(214)  696-8-t58 

Orthopedic  Surgery 

Mar  1--4,  1990 

TEXAS  ORTHOPEDIC  PATHOI.OCi'S'  WORKSHOP  The  University  of 
Texas  Southwestern  Medical  Cxmter,  Dallas.  Fee  I'BA.  Credit  Categoiy 
1,  AMA  Physieian’s  Reeognition  Award;  25  hours.  Contact  June  Bovill, 
Continuing  Education,  UTSMC:,  5323  Harr>'  Hines  Blvd,  Dallas,  TX 
■^5235  (214)688-2166 

Otolaryngology 

Mar  24,  1990 

CONTEMPORARY  O r01AR\TMC.OI.OC'.\’.  Grand  Kempinski  Hotel, 
Dallas.  S95  physicians,  S50  residents  with  letter  of  verification.  Credit 
Categoiy  1,  AMA  Physician’s  Recognition  Award;  7 hours.  Contact  Di 
ane  Pitkin,  Continuing  Physician  Education,  St  Paul  Medical  Center, 
5909  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)  879-3789 

Mar  24-25,  1990 

2ND  ANNUAL  SYMPOSIUM  ON  MANDIBULAR  RECONSTRUCTION 
FOLLOWING  CANCER  RESECTION.  The  University  of  Texas  South- 
western Medical  Center,  Dallas.  Fee  TBA.  Credit  TBA.  Contact  Rose 
Bayles,  Continuing  Education,  UTSMC,  5323  Harry  Hines  Blvd,  Dallas, 
TX  75235(214)688  2166 

Pediatrics 

Mar  2-4,  1990 

j PEDIATRICS  1990.  Fee  $300  American  Academy  of  Pediatrics  Fellows, 
$220  AAP  Candidate  Fellows,  $200  AAP  Resident  Fellows,  $365  non- 
j member  physicians.  Category  1 , AMA  Physician’s  Recognition  Award; 

I 16  hours.  Contact  Dept  of  Education,  AAP,  Box  927,  Elk  Grove  Village, 

I IL  60009-0927  ( 1-800)  433-9016 

Mar  4,  1990 

19TH  ANNUAL  PEDIATRIC  POSTGRADUATE  COURSE:  PEDIATRIC 
UPDATE  1990.  Hotel  Ritz,  Lisbon,  Portugal.  Credit  Category'  1,  AMA 
Physician’s  Recognition  Award;  20  hours.  Contact  Ann  Boehme,  CMP, 
i Schneider  Children’s  Hospital  of  Long  Island  Jewish  Medical  Center, 

I New  Hyde  Park,  NY  11041  (718)  470-8650 

I Mar  16-17,  1990 

I SPECIALTY  PEDIATRICS  IN  GENERAL  PEDIATRIC  PRACTICE.  Westin 
' Hotel  Galleria,  Dallas.  Fee  $125  practitioners,  $50  residents  with  letter 
from  department  chief.  Credit  TBA.  Contact  Deb  Flanders,  Baylor  Uni- 
versity' Medical  Center,  3500  Gaston  Ave,  Dallas,  TX  75246(214) 
820-2317 

Mar  30-31,  1990 

CONTEMPORARY  PEDIATRICS  FOR  THE  PRACTICING  PHYSICIAN. 
Hyatt  Regency  Hotel,  Lexington,  Ky.  Contact  Susan  Gilson,  University 
of  Kentucky  College  of  Medicine,  Dept  of  Continuing  Education,  Col- 
lege of  Medicine  Office  Building,  Lexington,  KY  40536-0086  (606 ) 

I 233-5161 

I Physical  Medicine  and  Rehabilitation 

I Mar  22,  1990 

I 24TH  COMPREHENSIVE  REVIEW  COURSE  IN  PHYSICAL  MEDICINE 
j AND  REHABILITATION.  Fee  $450  physicians,  $420,  non-Baylor  resi- 
dents  and  fellows.  Contact  Holly  Ford,  Baylor  College  of  Medicine, 

I Office  of  Continuing  Education,  One  Baylor  Plaza,  Houston  TX  77030 
(713)  798-6020 

I Plastic  Surgery 

I 

Mar  9- 11,  1990 

7TH  ANNUAL  RHINOPLASTY  SYMPOSIUM;  A TWO  PART  EDUCA 
TION  PROGRAM.  The  University  of  Texas  Southwestern  Medical  Cen- 
ter, Dallas.  Fee  $200  Part  1,  $350  Part  IL  Credit  Category  1,  AMA 
Physician’s  Recognition  Award;  23  hours.  Contact  Rose  Bayles,  Divi- 


sion of  Continuing  Education,  UTSMC,  5323  Harry  Hines  Blvd,  Dallas, 
TX  75235(214)  688-2  1 66 

Rheumatology 

Mar  1-3,  1990 

RHELIMAFOLOGY  FOR  THE  90’S,  W'estin  La  Paloma  Re.sort,  Tucson. 
Credit  Category  1,  AMA  Physician’s  Recognition  Award;  16  hours.  Con 
tact  Lynne  Ma.scarella,  University  of  Arizona  Health  Science  Center, 
f;ontinuing  Medical  Education,  Tucson,  AZ  86 ■^24  ( 602  ) 626-7832 

Mar  10,  1990 

ST  PALIL  TEACHING  DA4  IN  RHEUMATICS  DISEASES.  Doubletree  Park 
West  Hotel,  Dallas.  Fee  $95  physicians,  $50  residents  with  letter  of 
verification.  Credit  Category-  1,  AMA  Phy-sician’s  Recognition  Award;  7 
hours.  CSontact  Diane  Pitkin,  Continuing  Physician  Education,  St  Paul 
Medical  Center,  5909  Harry-  Hines  Blvd,  Dallas,  TX  75235  ( 214  ) 
879-3789 

Urology 

Mar  8-9,  1990 

FEMALE  UROLOGY,  Adam’s  Mark  Hotel,  St  Louis.  Fee  $2'’5  American 
Lirological  Association  members,  $375  ALIA  nonmembers.  Credit  Cate- 
gory 1,  AMA  Physician’s  Recognition  Award;  16  hours.  Contact  Alice 
Henderson,  AUA  Office  of  Education,  6750  W Loop  South,  Ste  900 
Bellaire,  TX  77401  (71 3 ) OOS-'^SOO 

Mar  16,  1990 

TRANSRECTAL  ULTRASONOCiRAPFty’  OF  1 HE  PROSTATE.  Marriott 
Medical  Center  Hotel,  Houston.  Contact  Tamara  Greiner,  Baylor  Col- 
lege of  Medicine,  Office  of  Continuing  Education.  One  Baylor  Plaza, 
Houston,  TX  77030  (713)  798-6020 

Mar  23-25,  1990 

LIRETEROSCOPY/ENDOUROLOGY  UPDATE.  Hyatt  Regency  Down 
town,  Houston.  Fee  $275,  American  Urok)gical  Association  members, 
$375,  AUA  nonmembers.  Category-  1,  AMA  Physician’s  Recognition 
Award;  16  hours.  Contact  Kim  Lshee,  AUA.  6750  W Loop  South,  Ste 
900,  Bellaire,  TX  7740 1 (^13)  665-7500 

APRIL 

Family  Medicine 

Apr  9-13,  1990 

24TH  ANNUAL  FAMILY  PRACTICE  REVIEW  San  Luis  Hotel,  Galveston, 
Tex.  Fee  $450.  Category-  1,  AMA  Physician’s  Recognition  Award;  50 
hours.  Contact  Gayle  Norris,  Office  of  Continuing  Education,  J-34,  The 
University  of  Texas  Medical  Branch,  ^101  Moodv  Plaza  Galveston  TX 
77550-2782  (409)761-2934 

Apr  30- May  4,  1990 

14TH  ANNUAL  REVIEW  COURSE  IN  FAMIIT  MEDICINE  Contact  Tam 
ara  Greiner,  Baylor  College  of  Medicine,  Office  of  Continuing  Educa- 
tion, One  Baylor  Plaza,  Houston,  TX  77030  (^13)  798-6020 

General  Medicine 

Apr  5-8,  1990 

INTERNATIONAL  SYMPOSIUM  ON  VIRAL  HEPATTTIS  AND  LIVER  DIS 
EASE.  Westin  Galleria  Hotel,  Dallas,  Tex.  Fee  $345.  Category  1,  AMA 
Physician’s  Recognition  Award;  30  hours.  Contact  Carol  Soroka,  Baylor 
College  of  Medicine,  Office  of  Continuing  Education,  One  Baylor  piaza, 
Houston,  'TX  77030  (713)  798-6020 

Apr  6-7,  1990 

AGGRESSIVE  MANAGEMEN  T OF  DIABETES  AND  OBESTH'  Hyatt  Re 
gency  Hotel,  Lexington,  Ky.  Contact  Susan  Gilson,  University  of  Ken 
tucky  College  of  Medicine,  Dept  of  Continuing  Education,  College  of 
Medicine  Office  Building,  Lexington,  KY  40536-0086  (606)  233-5 16I 

Apr  7,  1990 

DIABETES  1990:  NEWEST  DEVELOPMENTS  IN  PA  TIEN  T CARE 
Westin  Galleria  Hotel,  Dallas.  Fee  $95  physicians,  $50  residents  with 
letter  of  verification.  Credit  Category  I , AMA  Physician’s  Recognition 
Award;  7 hours.  Contact  Diane  Pitkin,  Continuing  Physician  Education, 

St  Paul  Medical  Center,  5909  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)879-3789 
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Infectious  Diseases 
Apr  21,  1990 

CURRENT  CONCEPTS  IN  INFECTIOUS  DISEASES  IN  OBSTETRICS. 
Stouffer  Presidente  Hotel.  Houston.  Fee  TBA.  Credit  TBA.  Contact  Lila 
l.crner,  Baylor  College  of  Medicine,  Office  of  Continuing  Education, 
One  Baylor  Plaza,  Houston,  TX  77030  (713)  798-6020 

Obstetrics  and  Gynecology 

Apr  28,  1990 

CURRENT  CLINICAL  PRACTICE  IN  OBSTETRICS  AND  GYNECOLOGY. 
Grand  Kempinski  Hotel,  Dallas.  Fee  S93  physicians,  S50  residents  with 
letter  of  verification.  Credit  Category'  1 , AMA  Physician’s  Recognition 
Award;  7 hours.  Contact  Diane  Pitkin,  Continuing  Physician  Education, 
St  Paul  Medical  Center,  5909  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)879-3789 

Ophthalmology 

Apr  19-21,  1990 

5TH  ANNUAL  NATIONAL  E5'E  TRAUMA  SYMPOSIUM.  Westin  Galleria 
Hotel,  Dallas.  Fee  I'BA.  Credit  TBA.  Contact  Eleanor  Goldsmith,  EdD, 
The  University  of  Texas  Southwestern  Medical  Center,  Department  of 
Ophthalmology',  5323  Harry'  Hines  Blvd,  Dallas,  TO  75235  (214) 
688-38-^8 

Apr  27-28,  1990 

THE  CHILD’S  EYE,  FACE  AND  BRAIN:  NORMAL  AND  ABNORMAL  DE- 
VELOPMENT. Doubletree  Hotel  at  Post  Oak,  Houston.  Fee  S350. 

Credit  I'BA.  Contact  Lila  Lerner,  Baylor  College  of  Medicine,  Office  of 
Continuing  Education,  One  Baylor  Plaza,  Houston,  TO  77030  (713) 
798-6020 

Orthopedics 

Apr  26-29,  1990 

INAUGRAI.  CHALLENGE  OF  THE  CERVICAL  SPINE  Hyatt  Regency 
Hotel,  San  Antonio,  Tex.  Contact  Challenge  of  the  Cervical  Spine  Cor- 
porate Office,  4319  Medical  Dr  #201B,  San  Antonio,  TO  78229  (512) 
696-997 1 

Otolaryngology 

Apr  6-8,  1990 

ANA  rOMY  OF  LHE  NOSE.  Old  Red  Bldg,  The  University  of  Texas 
Medical  Branch,  Galveston,  Tex.  Credit  Category'  1,  AMA  Physician’s 
Recognition  Award;  16  hours.  Contact  Martha  Berlin,  UTMB,  Office  of 
Continuing  Education  J-3-i,  7101  Shearn  Moody  Plaza,  Galveston,  TO 
77550  (409)  761-2934 

Otorhinolaryngology 

Apr  7-8,  1990 

ENDOSCOPIC  SINUS  SURGERY— SEVENTH  COURSE.  The  University 
of  Texas  Southwestern  Medical  Center,  Dallas.  Fee  TBA.  Credit  Cate- 
gory' 1,  AMA  Physician's  Recognition  Award;  13  hours,  (iontact  Rose 
Bayles.  LITSMC,  5323  Harry'  Hines  Blvd,  Dallas,  TX  75235  (214) 
688-2166 

Pediatrics 

Apr  18-22,  1990 

THERAPEUTIC  OFl’IONS  FOR  PEDIATRIC  INFECTION  New  Orleans. 
Contact  Marian  M.  Troup,  The  University'  of  Texas  Southwestern  Medi- 
cal Center,  Department  of  Pediatrics,  5323  Harry  Hines  Blvd,  Dallas, 

TO  75235  (21-1)688-2166 

Apr  20-21,  1990 

PEDIATRIC  POSTGRADUATE  SYMPOSIUM.  Jesse  Jones  Library'  Bldg, 
Houston.  Fee  S2 1 0.  Contact  Carol  Soroka,  Baylor  College  of  Medicine, 
Office  of  Continuing  Education,  One  Baylor  Plaza,  Houston,  TO  77030 
(■'13)798-6020 

Sports  Medicine 

Apr  27-28,  1990 

SPORTS  MEDICINE  FOR  PITTSICIANS.  Hyatt  Regency  Hotel,  Lex- 
ington, Ky.  Contact  Susan  Ciilson,  University  of  Kentucky  College  of 


Medicine,  Dept  of  Continuing  Education,  College  of  Medicine  Office 
Building,  Lexington,  KY  40536-0086  (606)  233-5161 

Urology 

Apr  6-8,  1990 

NORTHEASTERN  SECTION  POSTGRADUATE  SEMINAR,  Chateau 
Champlain,  Montreal.  Contact  Alice  Henderson,  AUA  Office  of  Educa- 
tion, 6750  W Loop  South,  Ste  900,  Bellaire,  TO  77401  (713)  665-7500 

MAY 

Emergency  Medicine 

May  7-11,  1990 

EMERGENCY  MEDICINE  SYMPOSIUM  1.  San  Diego.  Contact  Office  of 
Continuing  Medical  Education,  University  of  California,  San  Diego, 
School  of  Medicine,  M-017,  La  Jolla,  CA  92093-0617,  (619)  534-3940 

Family  Medicine 

May  20-26,  1990 

2 1ST  FAMILY  MEDICINE  REVIEW— SESSION  11.  Lexington,  Ky.  Con- 
tact Susan  Gilson,  University'  of  Kentucky  College  of  Medicine,  Dept  of 
Continuing  Education,  College  of  Medicine  Office  Building,  Lexington, 
KY  40536-0086  (606)  233-5161 

General  Medicine 

May  19,  1990 

CHOLESTEROL  AND  LIPID  DISORDERS.  Dallas,  Contact  Diane  Pitkin, 
Continuing  Physician  Education,  St  Paul  Medical  Center,  5909  Harry 
Hines  Blvd,  Dallas,  TO  75235(214)  879-3789 

Ophthalmology 

May  18,  1990 

YAG/ARGON  OPHTHALMOLOGY  WORKSHOP.  Dallas.  Contact  Sindi 
Sonnier,  Continuing  Medical  Education,  Presbyterian  Hospital  of  Dallas, 
8200  Walnut  Hill  Ln,  Dallas,  TO  75231  (214)  696-8458 

Orthopedic  Surgery 

May  18-20,  1990 

SOUTHWESTERN  ORTHOPEDIC  SURGERY  REVIEW.  Dallas.  Contact 
June  Bovill,  Continuing  Education,  The  University  of  Texas  Southwest- 
ern Medical  Center,  5323  Harry  Hines  Blvd,  Dallas,  TO  75235  (214) 
688-2166 

Pathology 

May  17-19,  1990 

CURREN'I’  ISSUES  IN  SURGICAL  PATHOLOGY,  IX.  Dallas.  Contact  Rose 
Bayles,  Continuing  Education,  The  University  of  Texas  Southwestern 
Medical  Center,  5323  Harry  Hines  Blvd,  Dallas,  TO  75235  (214) 
688-2166 

Pediatrics 

May  25-27,  1990 

ADVANCES  IN  PEDIATRICS,  Hilton  Head  Island,  SC.  Contact  Dept  of 
Education,  AAP,  Box  927,  Elk  Grove  Village,  IL  60009-0927  ( 1-800) 
433-9016 

Surgery 

May  3-5,  1990 

CURRENT  TOPICS  IN  GENERAL  SURGERY.  Dallas.  Contact  June  Bovill, 
Continuing  Education,  The  University  of  Texas  Southwestern  Medical 
Center,  5323  Harry  Hines  Blvd,  Dallas,  TO  75235  (214)  688-2166 

Trauma 

May  19,  1990 

TRAUMA  SYMPOSIUM.  Lexington,  Ky.  Contact  Susan  Gilson,  University 
of  Kentucky'  College  of  Medicine,  Dept  of  Continuing  Education,  Col- 
lege of  Medicine  Office  Building,  Lexington,  KY  40536-0086  (606) 
233-5161 


Texas  Medicine 


JUNE 

Emergency  Medicine 
June  2S-29,  1990 

EMHRCiENCY  MEDICINE  SYMPOSIUM  111  San  Diego.  Contact  Office  of 
Continuing  Medical  Education,  liniversity  of  C:alifornia,  San  Diego, 
School  of  Medicine,  M-Of,  lai  Jolla,  c:A  92093  0617,  (619)  33-1-3940 

Family  Practice 

June  2,  1990 

FAMILY  PRACTICE:  CLINICAL  ENCOUNTERS  1990  Dalla.s.  Contact 
Freddie  Heitman,  Caintinuing  Education,  The  liniversity  of  Texas 
Southwestern  Medical  Center,  3323  llarr>-  Hines  Blvd,  Dallas,  TX 
^3233  (214)  688-2166 

Obstetrics  and  Gynecology 

June  10-13,  1990 

FIFTH  ANNUAL  SOUTH  PADRE  ISIAND  OB/GYN  SEMINAR.  South 
Padre  Island,  Tex.  Contact  Vicki  Hollander,  Office  of  Continuing  Medi- 
cal Education,  Texas  Tech  University  Health  Sciences  Center,  Lubbock, 
IX  79430  (806)  743-2929 

Otolaryngology 

June  14-16,  1990 

liPDATES  IN  OTOLARYNGOLOGY.  Galveston,  Tex.  Contact  Martha 
Berlin,  The  University  of  Texas  Medical  Branch,  Office  of  Continuing 
Education  J-34,  7101  Shearn  Moody  Plaza,  Galveston,  TX  77330  (409) 
761-2934 

Pediatrics 

June  11-13,  1990 

ACUTE  CARE  PEDIATRICS.  Hilton  Head  Island,  SC,  Contact  Tamara 
Greiner,  Baylor  College  of  Medicine,  Office  of  Continuing  Education, 
One  Baylor  Plaza,  Houston,  TX  77030  (713)  798-6020 

June  21  — 23,  1990 

39TH  ANNLIAI.  PEDIATRIC  REVIEW.  Galveston,  Tex.  C;ontact  Gayle 
Norris,  The  University  of  Texas  Medical  Branch,  Office  of  Continuing 
Education  J-34,  7101  Shearn  Moody  Plaza,  Galveston,  IX  77330  (409) 
761-2934 

Urology 

June  2-7,  1990 

BASIC  SCIENCES  FOR  UROLOGY  RESIDENTS.  Charlottesville,  Va.  Con 
tact  Kim  Ishee,  AUA  Office  of  Education,  6730  W Loop  South,  Ste  900, 
Bellaire,  TX  77401  (713)  665-7300 


VIDEO  PROGRAMS  FOR  CME  CREDIT 


AMERICAN  MEDICAL  TELEVISION 

American  Medical  Television  is  shown  ever)'  Sunday  10  am  — 12  Noon 
EST  on  the  Discovery  Channel,  Instructions  for  obtaining  Categorv'  1 
credit  are  provided  during  the  programming.  Contact  Melissa  Shear, 
American  Medical  As.sociation,  Division  of  Communications  and  Radio, 
Television  and  Film  Services,  333  N Dearborn  St,  Chicago,  11.  60610 
(312 ) 643-4393.  AMA  Video  Clinic  tapes  also  are  available  on  loan 
from  the  Texas  Medical  Association’s  Library'.  Contact  Carolyn 
Thompson,  TMA  Library,  1 80 1 N Lamar  Blvd,  Austin,  TX  7870 1 (312) 
477-6704,  ext  193 


January 

Jan  7,  1990,  10  am-  1 1 am 
I AMA  SPECIAL:  MEDICINE  YEAR  IN  REVIEW 

I 

! Jan  7,  1990,  1 1 am-  1 1:30  am 

AMA  SPECIAL  REPORT:  FD’PERTENSION:  A NEW  PERSPECTIVE  Cate- 
gory 1,  AMA  Physician's  Recognition  Award;  0.3  hours. 


Jan  7,  1990,  1 1:30  am-  12  noon 

AMA  SPECIAL  REPOR  l : RESIDENT  PHYSICIAN  WORK  HOUR 
REGUIAFIONS 

Jan  14,  1990,  10  am—  I 1 am 

AMA  VIDEOCLINIC:  ADOLESCENT  IIEAI.1 11  WHITE  PAPER  Category 
I , AMA  Physician’s  Recognition  Award;  2 hours 

Jan  l4,  1990,  1 1 am—  1 1:30  am 

AMA  UPDATE:  IONIC  VS  NON-lONlC  CONTRA.ST  AGENTS 
Jan  14,  1990,  11:30  am— 12  noon 

AMA  SPECIAL  REPORT:  CARDIOVASCUIAR  RISK  FACTORS  IN 
CHlLDRliN 

Jan  2 1 , 1990,  10  am—  1 1 am 

AMA  SPECIAL  REPORT:  NEUROMUSCULAR  BLOCKADES  IN  THE 
CRI'FICALLY  ILL  PATIENT 

Jan  21,  1990,  1 1 am-  1 1:30  am 

AMA  SPECIAL  REPORT:  GOOD  RATINGS:  USING  TELEVISION  AND 
RADIO  TO  COMMUNICATE  WITH  PATIENTS 

Jan  28,  1990,  10  am- 10:30  am 

AMA  SPECIAL  REPORT:  WHEN  THE  DIAGNOSIS  IS  FAMILY  VIOLENCE 
Jan  28,  1990,  10:30  am- 11  am 

AMA  SPECIAL  REPOR  F:  ACCESS  TO  A CLIVUS  CHORDOMA 
THROUGH  AN  EXTENDED  MASILLOTOMA' 

Jan  28,  1990,  1 1 am—  12  noon 
WASHINGTON  MEDICAL  ROUNDS 

TELECONFERENCE  NETWORK  OF  TEXAS 

January 

Jan  4,  1990 

JOINT  PAIN  EVALUATION  AND  MANAGEMENT:  THE  KNEE  AND 
ANKLE.  Fee  S73  for  1 — 3 people,  SIO  per  each  additional  person.  (Cate- 
gory 1,  AMA  Physician’s  Recognition  Award;  1 hour.  Contact  Kathy 
Dick,  'Fhe  University  of  Texas  Health  Sciences  Center,  7703  Floyd  Curl 
Drive,  San  Antonio,  TX  78284-7978  (312)  367-2700 

Jan  18,  1990 

CURRENT  ISSUES  IN  WOMEN’S  HEALTH  THE  INITIAL  APPROACH 
TO  INFERTILITY.  Fee  S73  for  1 — 3 people,  SIO  per  each  additional 
person.  Category  1,  AMA  Physician’s  Recognition  Award;  1 hour.  Con- 
tact Kathy  Dick,  The  University  of  Texas  Health  Sciences  (Center,  7703 
Floyd  Curl  Drive,  San  Antonio,  TX  "78284-7978  (312)  367-2700 

February 

Feb  1,  1990 

CURRENT  ISSUES  IN  WOMEN'S  HEALTH:  APPROACH  TO  THE 
ABNORMAL  PAP  SMEAR.  Fee  $73  for  1 — 3 people,  $10  per  each  addi- 
tional person.  Category  1,  AMA  Physician’s  Recognition  Award;  1 hour. 
Contact  Kathy  Dick,  The  University  of  Texas  Health  Sciences  Center, 
7703  Floyd  Curl  Drive,  San  Antonio,  TX  78284-79'78  ( 312 ) 367-2700 

Feb  13,  1990 

CURRENT  ISSUES  IN  WOMEN’S  HEALTH:  MEDICAL  AND  SURGICAL 
MANAGEMENT  OF  ENDOME'l’RIOSIS.  Fee  $"73  for  1-3  people,  $10 
per  each  additional  person.  Category'  1,  AMA  Physician’s  Recognition 
Award;  1 hour.  Contact  Kathy  Dick,  Fhe  University  of  Fexas  Health  Sci- 
ences Center,  7703  Floyd  Curl  Drive,  San  Antonio,  TX  78284-7978 
(312)  367-2700 

March 

Mar  1,  1990 

CURRENT  ISSUES  IN  WOMEN’S  HEALTH:  CONTRACEPTION  IN  THE 
90’S.  Fee  $73  for  1 — 3 people,  $10  per  each  additional  person.  Cate- 
gory 1,  AMA  Physician’s  Recognition  Award;  1 hour.  (Untact  Kathy 
Dick,  The  University  of  Texas  Health  Sciences  Center,  7703  Floyd  Curl 
Drive,  San  Antonio,  IX  78284-7978  (312)  367-2700 
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Mar  15,  1990 

CURRENT  ISSUES  IN  WOMEN’S  HEALTH;  PREVENTION  OF 
OSTEOPOROSIS  IN  THE  POST  MENOPAUSAL  PATIENl.  Fee  »75  for 
1 — 5 people,  810  per  each  additional  person.  Category-  1,  AMA  Physi- 
cian’s Recognition  Award;  1 hour.  Contact  Kathy  Dick,  The  LTniversity 
of  Texas  Health  Sciences  Center,  7703  Floyd  C^url  Drive,  San  Antonio, 
TX  78284-7978  (512)  567-2700 

Mar  29,  1990 

AC;NE.  Fee  875  for  1-5  people,  810  per  each  additional  person.  Cate- 
gory 1,  AMA  Physician’s  Recognition  Award;  1 hour.  Contact  Kathy 
Dick,  The  University  of  Texas  Health  Sciences  Center,  7703  Floyd  Curl 
Drive,  San  Antonio,  TX  '^8284-7978  ( 512  ) 567-2'^00 

April 

Apr  12, 1990 

SKIN  TTIMORS.  Fee  875  for  1-5  people,  810  per  each  additional  per- 
son. Category  1,  AMA  Physician’s  Recognition  Award;  1 hour.  Contact 
Kathy  Dick,  The  Liniversity  of  Texas  Health  Sciences  Center,  "^703 
Floyd  Curl  Drive,  San  Antonio,  TX  78284-7978  (512)  567-2700 

Apr  26,  1990 

OFFICE  PROCEDURES  IN  DERMATOLOGY.  Fee  875  for  1-5  people, 
810  per  each  additional  person.  Category  1,  AMA  Physician’s  Recogni- 
tion Award;  1 hour.  Contact  Kathy  Dick,  The  University-  of  Texas 
Health  Sciences  Center,  7703  Floyd  Curl  Drive,  San  Antonio,  TX 
78284-7978  (512)  567-2700 

VHS  VIDEOTAPE  PROGRAMS  FROM  THE  TMA  LIBRARY 

Following  are  recently  added  titles  to  the  Texas  Medical  Association 
Library-  videotape  collection.  Contact  Carolyn  Thompson,  TMA  Library-, 
1801  N Umar  Blvd,  Austin,  TX  78701  (512)  477-6704,  ext  195 

THE  DIAGNOSIS  OF  DEPRESSION  IN  ADOLESCENTS.  NCME  Tape 
#556.  16  min.  Network  for  Continuing  Medical  Education.  1989. 

FAMILY ORIENTED  PRIMARY  CARE;  SEEING  MORE  THAN  THE 
PATIENT.  NC;ME  Tape  #556.  16  min.  Network  for  Continuing  Medical 
Education,  1989. 

HIV  INFECTION  IN  WOMEN;  ISSUES  IN  COUNSELING,  TESTING, 

AND  MANAGEMENT  NCME  Tape  #557.  48  min.  Network  for  Con- 
tinuing Medical  Education,  1989. 

Discus.ses  epidemiology-  and  complications  of  HfV  infection  in  women, 
perianal  transmission  and  the  effect  of  HIV  infection  on  pregnancy. 
Gives  pre  and  post-test  counseling  techniques. 

THE  PERSONAL  COMPUTER  IN  CLINICAL  PRACTICE.  NCME  Tape 
#556.  15  min.  Network  for  Continuing  Medical  Education,  1989. 


PRACTICE  MANAGEMENT  WORKSHOPS 


The  following  are  practice  management  workshops  and  seminars  spon- 
sored by  the  Texas  Medical  Association.  For  further  infttrmation,  con- 
tact the  Dept  of  Practice  Management,  Texas  Medical  Association, 

1801  N Umar  Blvd,  Austin,  TX  78701  ( 5 1 2 ) 477-6704. 

JANUARY 

HOW  TO  GET  STARTED  IN  MEDICAL  PRACTICE 
Jan  16-17,  1990,  Fort  Worth 
Jan  18—19,  1990,  San  Antonio 

RISK  PREVENTION  SKILIS;  COMMUNICATING  AND  RECORD  KEEP- 
ING IN  CLINICAL  PRACTICE.  Category-  1,  AMA  Physician’s  Recogni- 
tion Award;  1 5 hours 
Jan  23,  1990,  Houston 
Jan  24,  1990,  Dallas 


FEBRUARY 

RISK  PREVENTION  SKILIX;  COMMUNICATING  AND  RECORD  KEEP- 
ING IN  CLINICAL  PRACTICE.  Category-  1,  AMA  Physician’s  Recogni- 
tion Award;  1 5 hours 
Feb  6,  1990,  .San  Antonio 
Feb  17,  1990,  Austin 
Feb  27,  1990,  Lubbock 

MARCH 

RISK  PREVENTION  SKILLS;  COMMUNICATING  AND  RECORD  KEEP- 
ING IN  CLINICAL  PRACTICE.  Category-  1 , AMA  Physician’s  Recogni- 
tion Award;  1 5 hours 
Mar  6,  1990,  Midland 
March  27,  1990,  Houston 


CALENDAR  OF  MEETINGS  ■Denotes  Texas  Meetings 


JANUARY 

■AMERICAN  COLLEGE  OF  SURGEONS,  SOUTH  TEXAS  CFIAPTER 
ANNUAL  MEETING,  Austin,  Tex,  Jan  25—27,  1990.  Contact  William 
Pokorny,  MD,  6560  Fannin,  Ste  938,  Houston,  TX  770  (713)  798-4276 

■TEXAS  ACADEMY  OF  FAMILY  PHYSICIANS  WINTER  SKI  S’YM- 
POSIUM,  Steamboat  Springs,  Colo,  Jan  20-21,  1990.  Contact  Carlisle 
Pearson,  8733  Shoal  Creek  Blvd,  Austin,  TX  78766  (512)  451-8237 

■TEXAS  SOCIETY  OF  PATHOLOGISTS  ANNUAL  MEETING,  Dallas,  Jan 
25—28,  1990.  Contact  Nancy  Swinney,  1801  N Lamar  Blvd,  Austin,  TX 
78701  (512)  477-6704 

FEBRUARY 

■AMERICAN  COLI,EGE  OF  SURGEONS,  NORTH  TEXAS  CHAPTER 
ANNUAL  MEETING,  Dallas,  Feb  16-17,  1990.  Contact  John  Winter, 
MD,  7777  Forest  Ln,  Ste  A204,  Dallas,  TX  752  (214)661-7860 

■AMERICAN  COLLEGE  OF  OBSTETRICIANS  AND  GYNECOLOGISTS, 
TEXAS  SECTION,  San  Antonio,  Tex,  Feb  28— Mar  2,  1990.  Contact 
Dudley  Baker,  MD,  2401  S 31st  St,  Scott  & White  Clinic,  Temple,  TX 
76508  (Sl"^)  774-2576 

■TEXAS  MEDICAL  ASSOCIATION  WINTER  LEADERSHIP  CONFER- 
ENCE, Austin,  Tex,  Feb  17,  1990.  Contact  Jon  Hornaday,  Texas  Medical 
Association,  1801  N Umar  Blvd,  Austin,  TX  78701  (512)  477-6704 

■TEXAS  ALLERGY  SOCIETY  ANNUAL  MEETING,  Galveston,  Tex,  Feb 
2-4,  1990.  Contact  T.S.  Painter,  Jr,  MD,  1510  W 34th  St,  Austin,  TX 
78703  (512)  454-5821 

■TEXAS  ASSOCIATION  OF  OBSTETRICIANS  AND  G’raECOLOGISTS 
ANNUAL  MEETING,  San  Antonio,  Tex,  Feb  28— Mar  4,  1990.  Contact 
Harold  S.  Miller,  MD,  7777  SW  Fwy-,  Ste  304,  Houston,  TX  77074  (713) 
777-2747 

MARCH 

AMERICAN  SOCIETY  FOR  CLINICAL  PHARMACOLOGY  AND  THERA- 
PEUTICS ANNUAL  MEETING,  San  Francisco,  Mar  21  — 23,  1990.  Con- 
tact ASCFT,  1718  Gallagher  Rd,  Norristown,  PA  19401-2800  (215) 
825-3838 

■NEUROFIBROMATOSIS  FOUNDATION  SYMPOSIUM,  Austin,  Tex,  Mar 
22,  1990.  Contact  Kay-  Mayo,  3109  Sasparilla  Cove,  Austin,  TX  78748 
(512)  280-1622 

■TEXAS  ACADEMY  OF  FAMILY  PHYSICIANS,  C.  FRANK  WEBBER 
IN'I’ERIM  SESSION,  Austin,  Tex,  Mar  2,  1990.  Contact  Carlisle  Pearson, 
8733  Shoal  Creek  Blvd,  Austin,  TX  78766  (512)  451-8237 


T&\as  Medicine 


: > The  key  to  a lasting,  successful  partnership  is  trust. 

Entrusting  the  protection  of  your  medical  practice  to  an  insurer  is  one  of 
the  most  important  business  decisions  you  will  make.  Your  future  may  be 
affected  by  the  choice  you  make  today.  Sobering  statistics  indicate  that  you 
could  be  involved  in  a liability  claim  or  lawsuit  during  the  course  of  your 
medical  career.  You  need  a strong  partner  like  TMLT. 


It  makes  good  sense  to  team  up  with 
TMLT.  Your  concerns  are  our  concerns.  We 
take  very  seriously  the  protection  of  your 
medical  practice,  providing  assurance  and 
strong  claims  defense  with  individual 
attention. 

In  today’s  complex  legal  environment, 
the  entity  that  insures  your  health  care  lia- 
bility claims  should  not  watch  from  the 
sidelines,  but  be  in  the  game  with  you.  You 
‘^hi»<e-too  much  at  stake.  The  criteria  for  se- 
liahility  protection  should  not  be 
iwm  cost  alone — many  times 


Remember  that  a liability  coverage  con- 
tract is  only  as  good  as  the  intent  and  integ- 
rity of  the  organization  who  offers  that  cov- 
erage. Pick  TMLT,  a strong  partner  you  can 
trust. 

Contact  us  to  learn  more  about  health 
care  liability  protection  plans  for  individu- 
als and  groups,  prior  acts  coverage,  pre- 
mium payment  options  including  monthly, 
quarterly  and  annual,  and  risk  management 
programs.  Let  us  tell  you  more  about 
TMLT’s  “Partners  in  Trust”  philosophy 
and  proven  track  record  of  st^ility  and 
integrity.  . 


M 
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TEXAS  MEDICALLIABILITY  TRUST  . - : , 

P.O.Box  14746  Austin,  Texas  78761  , 

“A  health  care  liability  claim  trust  created  by  the  Texas  Medical  Association 

Statewide  Services  Center:  1-800-580-TMLT 
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Some  hospitals  have  to 
make  up  a history  like  ours. 


Timberlawn  Psychiatric  Hospital  has 
been  the  traditional  source  of  treatment  for 
mental  health  problems  among  adults, 
children  and  adolescents  since  1917.  Our 
campus,  located  on  over  30  wooded  acres  in 
Dallas,  is  designed  to  provide  an  atmosphere 
conducive  to  recovery. 

Timberlawn  offers  short-term 
inpatient  and  outpatient  treatment,  long-term 
care,  adult  and  adolescent  substance  abuse 
programs,  a health  professionals  program,  an 
executive  program,  and  residential  aftercare. 


Timberlawn  Psychiatric  Hospital  has 
been  a leader  in  psychiatry  in  Dallas  and  the 
Southwest  for  over  70  years.  For  treatment 
and  counseling,  choose  the  hospital  that  is  a 
Dallas  tradition,  Timberlawn  Psychiatric 
Hospital. 

For  your  patients'  convenience,  evaluations 
may  he  done  at  any  of  our  four  locations:  the  main 
hospital  campus  in  Dallas,  the  Timberlawn  North 
Dallas  Center,  the  Timberlawn  Las  Colinas  Center, 
or  Timberlawn  at  The  Aerobics  Center. 


TIMBERLAWN 

PSYCHIATRIC  HOSPITAL 


A COMPREHENSIVE  CENTER 
EOR  TREATMENT,  EDUCATION 
AND  RESEARCH 


4600  Samuell  Blvd.  • P.O.  Box  11288  • Dallas,  Texas  75223  • (214)  381-7181  • 1-800-426-4944 
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TiVlA  wins  battle  over  recoupment 

Kids  relish  lively  lessons  on  blood,  organ  transplantation 
Gallstones  and  obesity 

Prevention:  child  abuse  and  neglect;  AIDS  in  children 


Goals  of  hospice  care;  list  of 
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IHERAPY  TH/^  ivi/W  BE 
RSSfLENTAS 
HYPERTENSION  rrSELF 

I^OTEC  is  generally  well  tolerated 
ind  not  characterized  by  certain 
undesirable  effects  associated 
with  selected  agents  in  other 
antihypertensive  classes. 

VASOTEC  is  contraindicated  in  patients  who 
are  hypersensitive  to  this  product  and  in 
patients  with  a history  of  angioedema  related 
to  previous  treatment  with  an  ACE  inhibitor, 
For  a Brief  Summary  of  Prescribing  Information, 
please  see  the  last  page  of  this  advertisement. 


(ENALAPRIL  MALEATEIMSD) 


Copyright  © 1990  by  Merck  & Co.,  Inc. 


VASOTEC 


(ENALAPRIL  MALEATEIMSD) 

VASOTEC  is  available  in  2.5-mg,  5-mg,  10-mg,  and  20-mg  tablet  strengths. 


Contraindications:  VASOTEC*  (Enalapnl  Maleate,  MSD)  is  conliaindicated  in  patients  who  are  hypersensitive  to 
this  product  and  in  patients  with  a history  ol  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor 


Warnings:  Angioedema  Angioedema  ol  the  lace,  extremities,  lips,  longue,  glottis,  and/or  larynx  has  been  reported  in 
patients  liealeo  with  ACE  inhibitors,  including  VASOTEC  In  such  cases,  VASOTEC  should  be  promplly  disconlinued 
and  the  patient  carefully  observed  until  the  swelling  disappears  In  instances  where  swelling  has  been  conlmed  to  the 
lace  and  lips,  the  condition  has  generally  resolved  without  treatment,  although  antihistamines  have  been  uselul  in 


noNS) 


involvement  of 
subcutaneous 

(See  ADVERSE 


Hypolension  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone 
Patients  with  heart  failure  given  VASOTEC  commonly  have  some  reduction  In  blood  pressure,  especially  with  Ihe  lirst 
dose,  but  discontinuation  ol  therapy  lor  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing 
instructions  are  lollowed.  caution  should  be  observed  wheri  initialing  therapy  (See  DOSAGE  AND  ADMINISTRA- 
TION) Patients  at  risk  tor  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia 
and  rarely  with  acute  renal  failure  and/or  death,  include  those  with  Ihe  following  conditions  or  characteristics  heart 
failure,  hyponatremia,  high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis, 
or  severe  volume  and/or  salt  depletion  ot  any  etiology  It  may  be  advisable  to  eliminate  the  diuretic  (except  In  patients 
with  heart  lailure).  reduce  the  diuretic  dose,  or  increase  salt  intake  cautiously  before  initiating  therapy  with  vAsOTEC 
in  patients  at  risk  lor  excessive  hypotension  who  are  able  to  tolerate  such  adjustments  (See  PRECAUTIONS,  Drug 
Interactions  and  ADVERSE  REACTIONS.)  In  patients  at  risk  lor  excessive  hypotension,  therapy  should  be  started  under 
very  close  medical  supervision  and  such  patients  should  be  lollowed  closely  lor  Ihe  first  two  weeks  ol  treatment  and 
whenever  Ihe  dose  ol  enalapril  and/or  diuretic  is  increased  Similar  considerations  may  apply  to  patients  with  isch- 
emic heart  disease  or  cardiovascular  disease  in  whom  an  excessive  tall  in  blood  pressure  could  result  in  a myocardial 
infarction  or  cerebrovascular  accident  It  excessive  hypotension  occurs,  Ihe  patient  should  be  placed  In  Ihe  supine 
position  and,  it  necessary,  receive  an  intravenous  infusion  ol  normal  saline  A transient  hypotensive  response  is  not  a 
contraindication  to  further  doses  ol  VASOTEC,  which  usually  can  be  given  without  dilticully  once  Ihe  blood  pressure 
has  stabilized  It  symptomatic  hypotension  develops,  a dose  reduction  or  discontinuation  of  VASITTEC  or  concomitant 
diuretic  may  be  necessary 


Neuliopenia/Agranuixylosis  Another  ACE  inhibitor,  caplopril,  has  been  shown  to  cause  agranulocytosis  and  bone 
marrow  depression,  rarely  in  uncomplicated  patients  but  more  Irequently  in  patients  with  renal  Impairment,  especially 
it  they  also  have  a collagen  vascular  disease  Available  data  from  clinical  trials  ol  enalapril  are  insullicient  to  show  that 
enalapril  does  not  cause  agranulocytosis  at  similar  rates  Eoreign  marketing  experience  has  revealed  several  cases  ot 
neutropenia  or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded  Periodic  monitoring  ol 
white  blood  cell  counts  In  patients  with  collagen  vascular  disease  anri  renal  disease  should  be  considered 
Precautions:  General  Impaired  Renal  Function  As  a consequence  ol  inhibiting  Ihe  renin-angiolensin-aldoslerone 
system,  changes  in  renal  (unction  may  be  anticipated  in  susceptible  Individuals  In  patients  with  severe  heart  failure 
whose  renal  (unction  may  depend  on  the  activity  ot  the  renin-angiotensin-aldoslerone  system,  treatment  with  ACE 
inhibitors,  including  VASOTEC,  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  failure  and/or  death 


In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  o(  patients  These  increases  were  almost  always  reversible  upon 
discontinuation  o(  enalapril  and/or  diuretic  therapy  In  such  patients,  renal  (unction  should  be  monitored  during  the 
lirst  (ew  weeks  ol  therapy 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASITTEC  has  been  given 
concomitantly  with  a diuretic.  This  is  more  likely  to  occur  in  patients  with  preexisting  renal  impairment  Dosage 
reduction  and/or  discontinuation  ot  the  diuretic  and/or  VASOTEC  may  be  required 

Evaluation  of  patients  with  hypertension  or  heart  failure  should  always  include  assessment  ot  renal 
function.  (See  DOSAGE  AND  ADMINISTRATION  ) 

Hyperlalemia  Elevated  serum  potassium  (>5  7 mEq/L)  was  observed  in  approximately  1%  ol  hypertensive  patients 
in  clinical  trials  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy  Elyperkalemia 
was  a cause  of  discontinuation  ot  therapy  in  0.28%  o(  hypertensive  patients  In  clinical  trials  in  heart  failure,  hyper- 
kalemia was  observed  in  3 8%  ol  palienfs,  but  was  not  a cause  (or  discontinuation 

Risk  (actors  tor  the  development  ol  hyperkalemia  include  renal  insulficiency,  diabetes  mellitus  and  Ihe  concomitant 
use  ol  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes  which 
should  be  used  cautiously,  it  at  all,  with  VASOTEC  (See  Drug  Inleraclions.) 

SurgerylAnesthesia  In  patients  undergoing  major  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enalapril  may  block  angiotensin  II  (ormation  secondary  to  compensatory  renin  release  It  hypotension  occurs  and  is 
considered  to  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion 
Inlormalion  lor  Patients 


^gioedema  Angioedema,  including  laryngeal  edema,  may  occur  especially  (ollowing  Ihe  lirst  dose  ot  enalapril 
Patients  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swell- 
ing ot  (ace.  extremities,  eyes,  lips,  tongue,  difliculty  in  swallowing  or  breathing)  and  to  take  no  more  drug  until  they 
have  consulted  with  the  prescribing  physician 

Hypotension  Patients  should  be  cautioned  to  report  lightheadedness,  especially  during  the  first  lew  days  ot  therapy  It 
actual  syncope  occurs,  the  patients  should  be  told  to  discontinue  Ihe  drug  until  they  have  consulted  wifh  the  prescrib- 
ing physician 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  (all  in  blood 
pressure  because  ol  reduction  in  (luid  volume  Other  causes  ot  volume  depletion  such  as  vomiting  or  diarrhea  may 
also  lead  to  a (all  in  blood  pressure,  patients  should  be  advised  to  consult  with  the  physician 

Hvperiralemia  Patients  should  be  told  not  to  use  salt  substitutes  containing  potassium  without  consullino  their 
physician 

Neutropenia  Patients  should  be  told  to  report  promplly  any  indication  ol  inleclion  (e  g , sore  throat  (ever)  which  may 
be  a sign  ol  neutropenia 

NOTE  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  enalapril  is  warranted  This  information 
IS  intended  to  aid  in  Ihe  sale  and  eftective  use  ol  this  medication  It  is  not  a disclosure  ot  all  possible  adverse  or 
intended  effects. 


Drug  Interactions 

Hypotension  Patients  on  Diuretic  Therapy:  Patients  on  diuretics  and  especially  those  m whom  diuretic  therapy  was 
recptly  instituted  may  occasionally  experience  an  excessive  reduction  ot  blood  pressure  after  initiation  ot  therapy 
with  enalapril  The  possibility  ot  hypotensive  effects  with  enalapril  can  be  minimized  by  either  discontinuing  the 
diureljc  or  increasing  Ihe  sail  intake  prior  to  initiation  of  treatment  with  enalapril.  It  it  is  necessary  to  continue  Ihe 
diuretic,  provide  close  medical  supervision  after  Ihe  initial  dose  lor  at  least  two  hours  and  until  blood  pressure  has 
stabilized  lor  at  least  an  additional  hour,  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION  ) 

Agents  Causing  Renin  Release  The  aniihypertensive  effect  ot  VASOTEC  is  augmented  by  aniihypertensive  agents  thal 
cause  renin  release  (e  g..  diuretics), 

ffl/ier  Cardiovascular  Agents  VASOTEC  has  been  used  concomitantly  with  bela-adrenergic-blocking  agents,  methyl- 
dqpa,  nitrates,  calcium-blocking  agents,  hydralazine  prazosin,  and  digoxin  without  evidence  ot  clinically  signiticant 
adverse  interactions. 

Agents  Increasing  Serum  Potassium.  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-type  diuretics. 
Potassium-sparing  diuretics  (e  g , spironolactone,  triamterene,  or  amiloride),  pofassium  supplements,  or 
potassium-containing  salt  subslilules  may  lead  to  signiticant  increases  in  serum  potassium  Therefore  it  concomi- 
laiit  use  ot  these  agents  is  indicated  because  ol  demonstrated  hypokalemia,  they  should  be  used  with  caution  and 
w!  h IrequenI  moniloring  ot  serum  potassium  Potassium-sparing  agents  should  generally  not  be  used  in  patients 
with  heart  (allure  receiving  VASOTEC 

Ulhium  Lithium  toxicity  has  been  reported  in  patients  receiving  lithium  concomitantly  with  drugs  which  cause  elim- 
ination of  sodium  including  ACE  inhibitors  A tew  cases  ol  lithium  toxicity  have  been  reported  in  palienis  receiving 
concornitani  VASOTEC  andlilhium  and  were  reversible  upon  discontinuation  ol  both  drugs  It  is  recommended  thal 
serum  lithium  levels  be  monitored  Irequently  it  enalapril  is  administered  concomitantly  with  lithium. 
Rregnancy-Category  C There  was  no  letotoxicily  or  teratogenicity  in  rats  treated  with  up  to  200  mg/kg/day  ot  enalapiil 
(333  limes  the  maximum  human  dose).  Felotoxicily,  expressed  as  a decrease  in  average  letal  weigni,  occurred 
m rats  given  1200  mg/kg/day  ol  enalapril  but  did  not  occur  when  these  animals  were  supplemented  with  saline 
tnalaoril  was  not  leralonenic  in  rahhiis  Hnweuer  maiprnai  anri  leial  toxicity  occurred  in  some  rabbits  at  doses  ol 

ernal  and  letal  toxicity  seen  at  doses  ot  3 and  10  mg/ 
dose) 

Radioactivity  was  found  to  cross  the  placenta  (ollowing  administration  ot  labeled  enalapril  to  pregnant  hamsters 
There  are  no  adequate  and  well-controlled  studies  ol  enalapril  in  pregnant  women  However,  data  are  available  that 


1 nigAg/day  or  more  Saline  supplementation  prevented  Ihe  mali 
kg/day,  but  not  at  30  mg/kg/day  (50  limes  Ihe  maximum  human 


show  enalapril  crosses  Ihe  human  placenta  Because  Ihe  risk  ol  letal  toxicity  with  the  use  ot  ACE  inhibitors  has  not 
been  clearly  defined,  VASOTEC*  (Enalapril  Maleate,  MSD)  should  be  used  during  pregnancy  only  it  the  potential  ben- 
elil  luslifies  the  potential  risk  to  Ihe  (elus, 

PosImarkeling  experience  wilh  all  ACE  inhibitors  thus  lar  suggests  Ihe  (ollowing  with  regard  lo  pregnancy  outcome 
Inadvertent  exposure  limited  lo  Ihe  lirst  trimester  ot  pregnancy  has  not  been  reported  lo  atfect  letal  outcome  adversely 
Fetal  exposure  during  Ihe  second  and  third  Irimeslers  ol  pregnancy  has  been  associaled  with  letal  and  neonatal  mor- 
bidity and  moilalily 

When  ACE  inhibitors  are  used  during  the  laler  stages  ot  pregnancy,  there  have  been  reports  ot  hypotension  and 
decreased  renal  perlusion  in  Ihe  newborn.  Oligohydramnios  in  the  mother  has  also  been  reported  presumably  repre- 
senting decreased  renal  lunciron  in  the  letus  Infants  exposed  in  utero  to  ACE  inhibitors  should  be  closely  observed 
lor  hypotension,  oliguria,  and  hyperkalemia  It  oliguria  occurs,  attention  should  be  directed  toward  support  of  blood 
pressure  and  renal  perfusion  with  Ihe  administration  ol  lluids  and  pressors  as  appropriate  Problems  associated  with 
prematurity  such  as  patent  ductus  arteriosus  have  occurred  in  association  wilh  maternal  use  ot  ACE  inhibitors,  but  il 
IS  not  clear  whether  they  are  related  lo  ACE  inhibition,  maternal  hypertension,  or  the  underlying  prematurity 
Nursing  Mothers.  Milk  in  laclaling  rats  contains  radioactivily  (ollowing  administration  ol  '‘C  enalapril  maleate  II  is  not 
known  whether  this  drug  is  secreted  in  human  milk  Because  many  drugs  are  secreted  in  human  milk  caution  should 
be  exercised  when  VASOTEC  is  given  lo  a nursing  mother 
Pediatric  Use.  Safety  and  ellecliveness  in  children  have  nol  been  established 

Adverse  Reactions:  VASOTEC  has  been  evaluated  lor  safety  in  more  than  10.000  patients  including  over  1000 
patients  treated  lor  one  year  or  more  VASOTEC  has  been  found  to  be  generally  well  tolerated  in  controlled  clinical 
Inals  involving  2987  patients 

HYPERTENSION  The  most  IrequenI  clinical  adverse  experiences  in  controlled  trials  were  headache  (5  2%)  dizziness 
(4  3%),  and  fatigue  (3%) 

Other  adverse  experiences  occurring  in  greater  lhan  1%  ol  patients  treated  with  VASOTEC  in  controlled  clinical  Inals 
were  diarrhea  (1  4%),  nausea  (1  4%),  rash  (1  4%),  cough  (1  3%).  orthostatic  effects  (1.2%),  and  asthenia  (1,1%) 
HEART  FAILURE  The  most  frequent  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  Inals  were  dizzi- 
rress  (7  9%),  hypotension  (6  7%),  orthostatic  ellects  (2  2%).  syncope  (2  2%).  cough  (2  2%).  chest  pain  (21%)  and 
diarrhea  (21%) 

Other  adverse  experiences  occurring  in  greater  lhan  1%  ot  oatients  treated  with  VASOTEC  in  both  controlled  and 
uncontrolled  clinical  Inals  were  laligue  (1 8%),  headache  (1  B%).  abdominal  pain  (1  6%)  asthenia  (1 6%)  orthosta- 
tic hypotension  (1  6%),  vertigo  (1.6%),  angina  pectoris  (1.5%),  nausea  (1  3%).  vomiting  (1  3%),  bronchitis  (1  3%) 
dyspnea  (1  3%),  urinary  tract  infection  (1  3^o),  rash  (1  3%),  and  myocardial  inlarclion  (1  2%) 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  occurring 
in  0 5%  lo  1%  ot  patients  with  hypertension  or  hearllailure  in  clinical  Inals  in  order  of  decreasing  severity  within  each 
category 

Cardiovascular  Cardiac  arrest,  myocardial  inlarclion  or  cerebrovascular  accident  possibly  secondary  to  excessive 
hypotension  in  high-risk  patients  (see  WARNINGS,  Hypotension),  cardiac  arrest,  pulmonary  embolism  and  inlarclion 
rhythm  drslurbances,  atrial  fibrillation,  palpitation 

Digestive  Ileus,  pancreatitis,  hepatitis  or  cholestatic  laundice.  melena,  anorexia,  dyspepsia  constipation  glossitis 
stomatitis 

Musculoskeletal  Muscle  cramps 

Nervous! Psychiatric  Depression,  contusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenital  Renal  failure,  oliguria,  renal  dyslunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION) 
Respiratory  Bronchospasm.  rhinorrhea.  sore  throat  and  hoarseness,  asthma,  upper  respiratory  mteclion 
Skin  Herpes  zoster,  urticaria,  pruritus,  alopecia.  Hushing,  hyperhidrosis 
Special  Senses  Blurred  vision,  taste  alteration,  tinnitus. 

A symptom  complex  has  been  reported  which  may  include  a positive  ANA,  an  elevated  erythrocyte  sedimentation  rate 
arthralgias/arihritis,  myalgias,  lever,  serosilis,  vasculitis,  leukocytosis,  eosinophilia.  photosensitivity  rash  and  other 
dermatologic  manileslalions. 

Angioedema  Angioedema  has  been  reported  rn  patients  receiving  VASOTEC  (0  2%)  Angioedema  associated  with 
laryngeal  edema  may  be  fatal  It  angioedema  ol  Ihe  lace,  extremities,  lips,  tongue,  glottis,  and/or  larynx  occurs  treat- 
ment with  VASOTEC  should  be  disconlinued  and  appropriate  therapy  instituted  immediately  (See  WARNINGS ) 
Hypotension  In  the  hypertensive  patients,  hypotension  occurred  in  0 9%  and  syncope  occurred  in  0 5%  ol  palienis 
lollowing  Ihe  initial  dose  or  during  extended  therapy  Hypotension  or  syncope  was  a cause  lor  discontinuation  ot  ther- 
apy in  01%  ol  hypertensive  patients.  In  heart  lailure  patients,  hypotension  occurred  in  67%  and  syncope  occurred  in 
2 2%  of  patients  Hypotension  or  syncope  was  a cause  lor  discontinuation  ol  therapy  in  1 9%  ol  patients  with  heart 
failure  (See  WARNINGS ) 

Clinical  Laboratory  Test  Findings 

Serum  Elecirolyles  Hyperkalemra  (see  PRECAUTIONS),  hyponatremia 

Creatinine,  Blood  Urea  Nitrogen  In  controlled  clinical  trials,  minor  increases  m blood  urea  nitrogen  and  serum  cre- 
atinine reversible  upon  discontinuation  ol  therapy,  were  observed  in  about  0 2%  ot  patients  with  essential  hyperten- 
sion treated  with  VASOTEC  alone  Increases  are  more  likely  to  occur  in  patients  receiving  concomitant  diuretics  or  in 
patients  with  renal  artery  stenosis  (See  PRECAUTIONS  ) In  patients  with  heart  failure  who  were  also  receiving 
diuretics  with  or  without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  dis- 
continuation ot  VASOTEC  and/or  other  concomitant  diuretic  therapy,  were  observed  in  about  11%  ol  patients 
Increases  in  blood  urea  nitrogen  or  creatinine  were  a cause  lor  discontinuation  in  1 2%  ot  patients 
Hemoglobin  and  Hematocrit  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  ol  approximately 

0 3 g%  and  1 0 vol  %.  respectively)  occur  Irequently  in  either  hypertension  or  heart  failure  patients  treated  with 
VASOTEC  but  are  rarely  ol  clinical  importance  unless  another  cause  ol  anemia  coexists  In  clinical  trials  less  than 
01%  ol  palienis  discontinued  therapy  due  lo  anemia 

Other  (Causal  Relationship  Unknown).  In  marketing  experience,  rare  cases  ot  neutropenia,  thrombocytopenia  and 
bone  marrow  depression  have  been  reported  A lew  cases  ol  hemolysrs  have  been  reported  in  patients  with  G6PD 
deficiency 

Liver  Function  Tests  Elevations  ot  liver  enzymes  and/or  serum  bilirubin  have  occurred 
Dosage  and  Administration:  Hypertension  In  patients  who  are  currently  being  treated  with  a diuretic  symptomatic 
hypotension  occasionally  may  occur  following  Ihe  initial  dose  ol  VASOTEC  The  diuretic  should,  it  possible  be  dis- 
continued lor  two  to  three  days  before  beginning  therapy  with  VASOTEC  lo  reduce  the  likelihood  ol  hypotension  (See 
WARNINGS ) It  Ihe  patient's  blood  pressure  is  not  controlled  wilh  VASOTEC  alone,  diuretic  therapy  may  be  resumed 
II  Ihe  diuretic  cannot  be  discontinued,  an  initial  dose  ot  2 5 mg  should  be  used  under  medical  supervision  lor  at  least 
two  hours  and  until  blood  pressure  has  stabilized  lor  al  least  an  additional  hour  (See  WARNINGS  and  PRECAU- 
TIONS, Drug  tnteractions ) 

The  recommended  initial  dose  in  patients  not  on  diuretics  is  5 mg  once  a dav  Dosage  should  be  adjusted  according 
lo  blood  pressure  response  The  usual  dosage  range  is  10  to  40  mg  per  day  administered  in  a single  dose  or  in  two 
divided  doses  In  some  patients  treated  once  daily,  the  aniihypertensive  eneci  may  dimmish  toward  the  end  ol  Ihe 
dosing  interval  In  such  patients,  an  increase  in  dosage  or  twice-daily  administration  should  be  considered  II  blood 
pressure  is  nol  controlled  with  VASOTEC  alone,  a diuretic  may  be  added 

Concomitant  administration  ol  VASOTEC  with  potassium  supplements,  potassium  salt  substitutes  or  potassium- 
sparing  diuretics  may  lead  lo  increases  ot  serum  potassium  (see  PRECAUTIONS) 

Dosage  Adjustment  in  Hypertensive  Palienis  wilh  Renal  Impairment  The  usual  dose  ol  enalapril  is  recommended  lor 
patients  wilh  a creatinine  clearance  > 30  mL/min  (serum  creatinine  ol  up  to  approximately  3 mg/dL)  For  palienis 
with  creatinine  clearance  :=  30  mL/min  (serum  creatinine  & 3 mg/dL),  the  first  dose  is  2 5 mg  once  daily  The  dosage 
may  be  litrated  upward  until  blood  pressure  is  controlled  or  to  a maximum  ol  40  mg  daily. 

Heart  Failure  VASOTEC  is  indicated  as  adjunctive  therapy  with  diuretics  and  digitalis  The  recommended  starling 
dose  IS  2,5  mg  once  or  twice  daily  Alter  Ihe  initial  dose  of  VASOTEC,  Ihe  patient  should  be  observed  under  medical 
supervision  lor  at  least  two  hours  and  until  blood  pressure  has  stabilized  lor  at  least  an  additional  hour  (See  WARN- 
INGS and  PRECAUTIONS,  Drug  Interactions ) It  possible,  Ihe  dose  ol  Ihe  diuretic  should  be  reduced  which  may 
dimmish  Ihe  likelihood  ol  hypotension.  The  appearance  ot  hypotension  alter  Ihe  initial  dose  ol  VASOTEC  does  nol 
preclude  subsequent  carelui  dose  titration  wilh  the  drug,  lollowing  effective  management  ol  Ihe  hypotension  The 
usual  therapeutic  dosing  range  tor  Ihe  treatment  ol  heart  (allure  is  5 lo  20  mg  daily  given  in  two  divided  doses  The 
maximum  daily  dose  is  40  mg  Once-daily  dosing  has  been  effective  in  a controlled  study  but  nearly  all  patients  in 
this  study  were  given  40  mg,  lire  maximum  recommended  daily  dose,  and  there  has  been  much  more  experience  with 
twice-daily  dosing  In  addition,  in  a placebo-controlled  study  which  demonstrated  reduced  mortality  in  palients  with 
severe  heart  failure  (NYHA  Class  IVJ,  patients  were  treated  with  2.5  to  40  mg  per  day  ol  VASOTEC  almost  always 
administered  in  two  divided  doses  (See  CLINICAL  PHARMACOLOGY,  Pharmacodynamics  and  Clinical  EllecIs ) Dosage 
may  be  adjusted  depending  upon  clinical  or  hemodynamic  response.  (See  WARTfINGS  ) 

Dosage  Adjustment  in  Patients  wilh  Heart  Failure  and  Renal  Impairment  or  Hyponatremia  In  patients  with  heart  failure 
who  have  hyponatremia  (serum  sodium  < 130  mEq/L)  or  with  serum  creatinine  ''1  6 mg/d[,  therapy  should  be  initi- 
ated al  2,5  mg  daily  under  close  medical  supervision.  (See  DOSAGE  AND  ADMINISTRATION,  Heart 
Failure,  WARNINGS,  and  PRECAUTIONS,  Drug  Inleraclions ) The  dose  may  be  increased  to  2 5 mg 
bid,,  then  5 mg  b i d and  higher  as  needed,  usually  al  intervals  ol  lour  days  or  more,  it  at  Ihe  lime 

01  dosage  adjustment  there  is  nol  excessive  hypotension  or  signiticant  deterioration  of  renal  func- 
tion The  maximum  daily  dose  is  40  mg 

For  more  detailed  inlormalion,  consult  your  MSD  Representative  or  see  Prescribing  Inlormalion  Merck 
Sharp  iDohme,  Division  ol  Merck  S,  Co , Inc,  West  Point,  PA  19486  jgvseireiBi 
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Medicine  are  articles  on  anabolic  steroids 
in  athletics,  ant  bite  nephrotic  syndrome. 

physicians'  attitudes  toward  generic  drug 
sub.stitution  by  pharmacists,  prenatal 
laboratoty  screening,  and  pediatric  AID.S 

Editorials 


TMA  wins  recoupment  fight  as 
President  signs  OBRA  1989 

December  19,  1989,  President  George  Bush  signed  into  law 
provisions  which  permanently  halted  the  unfair  recoupment  of 
$13.5  million  in  Medicare  payments  from  Texas  physicians  and 
their  patients. 

The  Texas  Medical  Association  won  this  battle  through  per- 
severance and  determination  and  because  of  the  collective 
clout  Texas  physicians  wield  as  a 29,000-member  association. 
This  success  is  attributable  directly  to  our  members’  commit- 
ment to  the  medical  profession  and  their  patients  as  demon- 
strated through  their  membership  in  TMA. 

The  recoupment  was  initiated  by  the  Health  Care  Financing 
Administration  (HCFA)  in  1987  because  of  alleged  overpay- 
ments to  5,000  physicians  and  15,000  patients  during  a 1985 
Medicare  coding  conversion.  TMA  fought  the  action  in  the 
courts,  taking  the  case  all  the  way  to  the  US  Supreme  Court. 

The  judicial  system,  however,  was  not  the  only  front  on 
which  TMA  battled  the  recoupment.  At  the  request  of  TMA,  US 
Rep  John  Bryant  ( D-Dallas ) introduced  in  Congress  an  amend- 
ment to  the  Omnibus  Budget  Reconciliation  Act  of  1989 
(OBRA)  to  halt  the  recoupment  On  November  21,  TMA  won 
passage  of  the  amendment.  The  Supreme  Court  subsequently 
declined  to  hear  the  case,  but  the  President’s  signature  on 
OBRA  made  that  point  moot. 

1 appreciate  and  applaud  the  many  members  and  staff  who 
fought  this  unjust  action  before  HCFA,  in  Congress,  and  in  the 
courts  with  teamwork  and  with  steadfast  support  and  encour- 
agement from  all  TMA  members.  The  association  has  once 
again  emerged  as  the  strongest  voice  for  quality  health  care  in 
our  state. 

To  answer  those  physicians  who  ask  “What  does  the  TMA  do 
for  me?”,  the  Texas  Medical  Association  will  continue  patient 
and  physician  advocacy  efforts  whenever  onerous  regula- 
tions and  legislation  threaten  the  practice  of  high  quality  medi- 
cine and  patient  care.  In  addition,  we  will  initiate  action  as  in- 
dicated to  improve  the  health  and  quality  of  life  of  the  people 
of  Texas — our  patients — and  to  preserve  the  ability  to  practice 
the  world’s  best  medicine. 

I believe  we  can  be  more  effective  and  more  representative 
with  more  involvement  from  the  physicians  in  Texas.  There- 
fore, I am  asking  every  Texas  physician  to  become  a member 
of  the  Texas  Medical  Association  as  greater  numbers  will  en- 
hance our  ability  to  succeed  in  our  many  efforts  that  ultimately 
benefit  all  physicians.  Each  physician  may  be  compared  to  a 
single  raindrop  which  may  go  unnoticed  but,  combined  with 
others,  can  become  a flood  that  affects  all  in  its  path.  ITie 
Board  of  Trustees  also  has  established  a special  voluntary  ad- 
vocacy fund  devoted  to  financing  the  representation  of  physi- 


*  Checks,  payable  to  TMA,  may  be  mailed  to  TMA  Special  Advocacy 
Fund,  1801  N l.amar  Blvd,  Austin,  TX  78701.  Please  note  whether  or 
not  your  name  may  be  used  in  published  lists  of  contributors. 


cians  and  patients  threatened  by  unfair  legal,  regulatory,  or 
legislative  requirements. 

I am  urging  every  TMA  member  to  voluntarily  contribute 
$100  to  the  advocacy  fund  so  we  can  continue  and  enhance 
the  effective  representation  of  our  physicians  and  their  pa- 
tients, as  demonstrated  by  our  recent  victory.*  Your  TMA  dues 
dollars  and  contributions  to  TEXPAC  made  the  battle  against 
recoupment  possible.  Your  continued  participation  in  these  or- 
ganizations and  your  contributions  to  the  new  advocacy  fund 
will  ensure  this  association’s  continued  effectiveness.  Only 
together  can  we  make  a difference.  YOU  ARE  THE  ONE  vital 
link  in  the  Texas  Medical  Association’s  prospects  for  future 
successes. 

MAX  C.  BUTLER,  MD 

President,  Texas  Medical  Association 


What  causes  gallstones? 

The  article  by  Fraire  et  al  in  this  issue  of  Texas  Medicine 
(p  26)  adds  to  the  substantial  pool  of  evidence  regarding  the 
causes  of  gallstones.  Cholesterol  gallstones  affect  an  estimated 
10%  of  the  adult  US  population,  and  removing  them  is  one  of 
the  most  common  surgical  procedures.  Since  they  do  not  often 
cause  death  directly,  the  etiology  and  prevention  of  gallstones 
has  not  been  prominent  in  health  maintenance  and  public 
health  programs. 

Consistent  with  the  findings  of  the  current  article,  it  is  gen- 
erally accepted  that  gallstones  increase  in  frequency  with  age 
and  are  more  prevalent  in  women.  Such  information  is  helpful 
in  differential  diagnosis,  but  unfortunately,  neither  of  these 
conclusions  is  much  help  in  prevention.  The  other  widespread 
belief,  that  obesity  predisposes  to  cholesterol  gallstones,  is  not 
supported  by  the  article.  The  belief  that  obesity  is  a risk  factor 
for  gallstones  is  based  on  a number  of  epidemiological  studies, 
well  reviewed  in  the  article,  and  on  some  metabolic  studies 
that  show  that  cholesterol  excretion  is  increased  in  obese  sub- 
jects. These  issues  have  been  reviewed  in  depth  many  times, 
most  recently  in  the  National  Research  Council  report  on  diet 
and  chronic  disease  ( 1 ). 

The  adverse  effects  of  obesity  on  risk  of  hypertension  and  di- 
abetes mellitus  are  well  documented,  and  therefore  the  issue 
of  obesity  predisposing  to  gallstones  is  not  a major  considera- 
tion in  advising  control  of  obesity.  This  situation  leaves  us  with 
few  solid  conclusions  about  the  precise  causes  of  gallstones, 
information  that  is  basic  to  rational  prevention.  Since  the  prin- 
cipal component  of  the  most  common  form  of  gallstones  is 
cholesterol  excreted  by  the  liver  and  since  excess  dietary  cho- 
lesterol results  in  elevation  of  serum  cholesterol  in  some  per- 
sons, it  seems  logical  to  hypothesize  that  dietary  cholesterol 
causes  cholesterol  gallstones.  However,  after  an  exhaustive  re- 
view of  the  literature,  the  National  Research  Council  report 
concluded  that  there  was  no  conclusive  evidence  that  either 
dietary  fat  or  dietary  cholesterol  contributed  to  the  formation 
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of  gallstones.  This  conclusion  docs  not  mean  that  diet  is  totally 
excluded  as  a possible  cause:  it  is  possible  that  there  are  a few 
persons  who  are  genetically  susceptible  to  dietar)’  cholesterol 
or  fat,  and  the  as,sociation  cannot  be  demonstrated  in  a hetero- 
geneous population. 

The  answer  to  the  question  is  likely  to  come  from  a new 
generation  of  studies  of  the  genetic  control  of  lipid  and  sterol 
metabolism,  combined  with  the  application  of  new  methods  of 
molecular  genetics  and  molecular  biology'.  It  should  be  pos- 
sible in  the  future  to  identify'  individuals  with  the  genetic  pre- 
disposition to  gallstones  and  to  identify  the  environmental 
agent  (most  likely,  one  or  more  dietary  components).  Such  in- 
formation will  provide  a sound  basis  for  intervention  to  pre- 
vent the  annoying,  painful,  costly,  and  sometimes  deadly 
complications  associated  with  cholelithiasis. 

HENRY  C.  McGILL,  JR,  MD 

Professor,  The  University  of  Texas  Health  Science  Center  at  San  Antonio,  and  Sci- 
entific Director,  Southwest  Foundation  for  Biomedical  Research  Send  reprint  re- 
quests to  The  University-  of  Texas  Health  Science  Center,  Department  of 
Pathology,  7703  Floyd  Curl  Drive,  San  Antonio,  TX  7828-t-7750. 
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Why  A 

HOSPITAL'BASED 

Staff  Looks 
So  Good  From  A 

PATIENT’S 

Point  Of  View 

The  on-staff  physiatrists  at  Warm 
Springs  provide  the  kind  of  full-time 
care  and  attention  rehabilitation 
patients  need. 

The  doctors  here  see  our  patients 
every  day,  prescribing  specific  therapy, 
keeping  track  of  their  progress, 
meeting  with  their  families,  and 
working  with  their  referring  physicians, 
to  whom  consulting  privileges  are 
readily  available. 

Their  unique  approach  puts  patients 
first.  It’s  a full-time  job  for  a full-time 
physician. 

Look  to  Warm  Springs  for  a com- 
mitment to  patient  care  you  won’t  find 
anywhere  else.  From  physicians  you 
won’t  find  anywhere  else. 


Brian  Buck , M.D.  Alex  Willingham , M . D. 

Pediatric  Rehabilitation  Medical  Director 

Director 


Warm  Springs  Rehabilitation 
Hospital  San  Antonio 

1/800/451-1350  512/691-0100 
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An  open  letter  to  a patient  who 
sued  me 

Dear  Patient: 

ITie  other  day  the  jiir)'  found  me  not  guilty  in  the  medical 
negligence  case  you  brought  against  me.  This  happens  in  the 
vast  majority  of  malpractice  cases  brought  to  trial.  Despite  the 
outcome,  1 do  not  consider  myself  the  winner.  There  were  no 
winners,  only  Uxsers. 

You  certainly  lost.  During  the  trial  I could  not  help  but  feel 
sorry  for  you  as  you  relived  the  painful  experience  on  the  wit- 
ne.ss  stand.  Also,  I’m  sure  that  it  was  painful  to  divulge  certain 
a,spects  of  your  private  life  for  the  public  record. 

I lost  because  my  liability  premiums,  already  high  because  of 
universal  experience  with  cases  of  this  nature,  went  even 
higher  because  of  this  suit  against  me,  even  though  it  was  my 
first. 

Both  of  our  families  lost  because  of  the  emotional  trauma  in- 
volved in  going  through  this  painful  experience;  and,  specifi 
cally,  one  of  my  children  lost  becau.se  of  a decision  to  change 
career  goals  to  avoid  such  an  experience.  I think  she  would 
have  made  a fine  doctor,  but  becaixse  of  this,  the  medical  pro- 
fession and  perhaps  even  .society  in  general  lost,  since  good- 
ne,ss  knows  we  need  more  bright  and  dedicated  members  of 
the  medical  profession. 

Your  attorney  lost  since  his  fee  was  predicated  on  a percent- 
age of  your  monetary  recovery’,  and  .^3%  of  nothing  is  nothing. 

All  my  patients  lost  since  the  increase  in  my  malpractice 
rates  along  with  the  expense  of  this  defense  must  necessarily 
be  passed  on  in  the  form  of  higher  professional  fees.  They  also 
lost  since  now  1 must  change  my  attitude  somewhat  towards 
my  patients  as  I realize  that  they  may  become  potential  advers 
aries.  I’ll  still  try'  to  have  the  .same  compassion  for  their  condi- 
tion that  I displayed  in  your  case;  but,  as  a human  being.  I’m 
sure  that  this  experience  will  alter  my  professional  behavior  to 
some  degree. 

The  rea.sons  for  this  entire  situation  are  complex  and  blame 
is  hard  to  fix  among  physicians,  attorneys,  insurance  com- 
panies, and  society  in  general.  Believe  me,  there  is  enough 
blame  to  go  around  as  all  these  segments  are  guilty  to  some 
(S  extent.  However,  you  and  1 can  control  none  of  these  elements 
other  than  ourselves.  I’m  not  suggesting  that  there  are  no  cir- 
cumstances for  which  physicians  should  be  held  accountable 
when  gross  negligence  causes  harm.  However,  I think  it’s  im- 
portant to  understand  that  not  ever)’  less-than-perfect  result  of 
treatment  is  due  to  poor  care. 

I would  a,sk  that  in  the  future  you  approach  your  medical 
treatment  as  a team  effort  with  your  physician,  recognizing  the 
nature  of  the  illness  being  treated  and  realistic  goals  to  be 
achieved.  Make  sure  your  doctor  explains  this  to  you  and  an 
swers  your  questions.  Do  not  expect  impossible  results. 

For  my  part,  I will  be  attentive  to  your  needs,  truthfully  in- 
form you  of  your  condition  and  the  risks  of  any  treatment, 
and  communicate  my  thoughts  to  you  in  language  you  can 
understand. 


If  you  agree  to  do  your  part,  and  I do  mine,  it’s  unlikely  that 
the  other  parties  involved  in  this  ma,ssive  national  problem  will 
be  of  any  consequence.  Between  the  two  of  us,  we  can  take 
great  strides  in  solving  this  dilemma  without  the  help  of  legis- 
latures, attorneys,  and  insurance  companies. 

Let’s  tr)'  again. 

Sincerely, 
Still  your  doctor 

(Events  in  this  letter  are  fictitious  and  used  only  to  make  a 
point.  Prepared  by  STEVEN  B.  ROBERTS,  MD,  1017  E Idel, 
Tyler,  TX  75701.) 

Reprinted  with  permission  from  Vita!  Si^ns.  published  by  the  Smith  County 
Medical  Society’ 


Let’s  revive  hospital  medical  risk 
management  programs 

Since  implementing  hospital  risk  management  in  the  1970s  as 
an  outgrowth  from  the  insurance  industry,  hospital  ri,sk  man- 
agement has  been  unsucces.sful  in  achieving  its  primary  goal — 
conservation  of  assets.  This  control  was  to  be  accomplished  by 
limiting  the  number  of  “potential  compensable  events.”  But 
the  implementation  of  risk  management  programs  in  hospitals 
has  not  controlled  malpractice  claims  and  awards.  Instead, 
they  have  sk)’rocketed. 

Risk  management  is  a concept  that  may  be  the  saving  grace 
for  the  practice  of  medicine,  but  risk  managers  and/or  their 
programs  have  low  priority  in  ho.spitals.  Hospital  adminis- 
trators only  hear  negative,  unwelcome  information  from  their 
risk  managers  and  therefore  are  le,ss  likely  to  respond.  This  is 
not  to  slight  managers,  but  the  nature  of  their  work  seems  only 
to  address  problems  with  attached  price  tags.  In  the  eyes  of 
physicians,  risk  management  is  just  another  administrative, 
bureaucratic,  paper-gathering  proce.ss.  And  although  risk 
management’s  existence  oftentimes  has  been  mandated  by 
accreditation  agencies  (eg,  JCAHO),  most  level  1 and  2 
community-based  ho.spitals  have  not  adequately  funded  risk 
management  programs. 

If  done  properly,  medical  risk  management  can  have  as 
much  impact  on  the  practice  of  medicine  as  did  the  discovery 
of  penicillin  or  x-rays.  Malpractice  suits  and  awards  have 
devastated  the  practice  of  medicine  as  we  know  it.  Their 
continued  increase  is  re.sponsible  for,  directly  or  indirectly, 
medical  costs  escalation,  formation  of  DRGs,  promotion  of 
HMOs,  increased  defensive  medicine  practices,  and  reductions 
in  practices,  e.specially  in  the  disciplines  of  neurosurger)’  and 
obstetrics.  We  can  work  to  reverse  these  trends,  however,  by 
reviving  and  restructuring  risk  management  programs. 

First,  to  control  injury’  and  claims,  risk  managers  either  need 
to  acquire  new  skills,  by  being  re-educated,  or  be  replaced. 

ITie  re-education  must  identify  the  reason  for  the  hospital 
losses — the  practice  of  medicine.  Seminars  should  be  offered 


Texas  Medicine 


so  the  risk  manager  clearly  understands  malpractice  pro- 
genitors: misdiagnosis,  failure  to  diagnose,  delay  in  diagnosis, 
treatment-related  problems,  etc.  Risk  managers  must  become 
medically  oriented,  not  just  claims  oriented.  Once  the  philoso- 
phy is  changed,  then  a change  in  process  will  occur. 

Presently,  risk  management  is  office  bound.  Managers  need 
to  adopt  a new  process.  They  should  make  daily  hospital 
rounds  to  all  services  to  identify  problems  and  to  ensure  or  ini- 
tiate a proper  team  approach  when  required.  They  should  cor- 
rect problems  with  ancillary'  services,  explore  medication 
reactions,  investigate  patient  and  family  complaints,  etc. 

Since  the  practices  of  surgery'  and  obstetrics  arc  so  v-ulner- 
able  to  litigation,  special  attention  and  time  are  required  for 
finding  less-than-expected  outcomes  in  these  areas.  All  poten- 
tial problems  must  be  addressed  immediately  by  risk  managers 
using  highly  developed  intervention  skills.  Managers  should  be 
able  to  communicate  well,  especially  with  physicians  and  pa- 
tients. They  .should  also  be  able  to  speak  with  any  and  all  par- 
ties in  smoldering  circumstances,  when  appropriate.  To  do 
this,  managers  should  be  equipped  with  skills  of  negotiation 
and  trained  to  understand  that  which  is  not  spoken. 

Another  desirable  skill  would  include  improving  documenta- 
tion that  would  assist  physicians  in  good  charting,  thereby  en- 
abling managers  to  examine  charts  more  effectively  in  cases 
where  litigious  potential  is  evident  ( ie,  to  examine  the  ac- 
curacy of  what  is  said,  how  it  is  said,  and  eliminate  incomplete 
documentation ).  This  would  enhance  the  coherency  of  the 
medical  record’s  treatment  plan  by  assisting  physicians  and 
nurses  in  omitting  vague  or  ambiguous  statements.  Attention 
to  charting  is  to  be  done  during  the  patient’s  hospitalization 
and  not  after  his  or  her  discharge. 

To  accomplish  their  goals,  risk  managers  require  some 
power  and  authority',  which  can  be  obtained  through  either 
the  hospital  board  or  executive  committee.  These  two  govern- 
ing bodies  stand  out  because  of  their  heterogeneous  makeup 
of  physicians  and  administrators.  To  have  any  clout,  risk  man- 
agers need  support  from  both  sources.  Next,  risk  managers 
should  be  allowed  input  in  credentialing,  granting  of  privi- 
leges, surgical  scheduling,  and  in  some  instances,  securing  and 
discharging  of  hospital  personnel. 

Indiv  iduals  in  risk  management  who  are  not  able  or  willing 
to  make  the  necessary'  transition  from  claims  clerk  should  be 
replaced.  These  positions  should  be  filled  by  a person  knowl- 
edgeable in  medicine  ( ie,  a physician  or  nurse ) trained  in  the 
areas  mentioned. 

Finally,  revival  of  risk  management  has  to  be  done  by  simul- 
taneously developing  functional,  global  hospital  systems,  pref- 
erably ones  that  are  computerized.  Since  risk  management  will 
play  a vital  role  in  health  care’s  future,  physicians  must  partici- 
pate in  risk  management.  As  managers  themselves,  they  will  be 
required  to  develop  risk  management  protocols,  thereby  assist- 
ing in  shaping  the  boundaries  of  risk  management’s  power  and 
authority'. 

Total  commitment  and  cooperation  are  required  for  making 
risk  management  effective  in  the  health-care  industry'.  Each 
hospital’s  board,  executive  committee,  medical  staff,  and  ad- 


ministration must  commit  to  this  to  be  successful.  Together  we 
can  revive  and  restructure  risk  management. 

RfCffARD  W.  WALKER,  JR,  MD 

MICflAEL  SULLIVAN,  RN,  MS 

-tOO  Medical  Center  Blvd,  .Suite  20"’.  \X  eb.ster.  TX  "’"’S98 


Is  Your  CPA 
Doing  His  Job? 


A certified  public  accountant  probably  makes  a 
bigger  difference  in  the  success  of  a business  than 
any  other  professional. 

If  you  want  to  maximize  your  cash  flow  you 
should  expect  and  be  getting  the  following: 

Timely  and  continuous  attention.  It  starts  with 
being  available.  Regular  advisory  meetings 
should  be  scheduled  throughout  the  year,  not  just 
for  periodic  financial  statements  or  year-end 
closings. 

An  intimate  understanding  of  your  business. 

An  astute  CPA  studies  your  business  and  keeps 
abreast  of  current  trends. 

Superior  advice.  Your  CPA  should  not  only 
provide  meaningful  financial  information— he 
should  also  tell  you  what  to  do  about  it. 

I would  appreciate  discussing  your  practice  and 
specific  needs  with  you.  Client  references  upon 
request. 


Nick  Debes,  CPA 
713-462-7198 


Volume  86  Fehnuny  1990 


SENIOR 
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I toss  dozens 
of  journals. 
Senior  Patient 
one  I keep." 


Senior  Patient  is  the 
readable  journal  that  helps 
me  with  the  frustrating 
problems  of  older  patients. 

Be  sure  to  read  every 
issue  from  cover  to  cover. 
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President  Bush  thanks  TMA 
for  support  of  drug  war 

President  George  Bush  has  expressed  his 
appreciation  for  Texas  Medical  Associa- 
tion’s support  of  his  efforts  to  combat  il- 
legal drug  use  in  a letter  to  TMA 
President  Max  C.  Butler,  MD,  Houston. 

“As  a physician,  you  are  acutely  aware 
of  the  terrible  effects  of  drug  abuse,” 
President  Bush  wrote.  “My  thanks  go  out 
to  you  and  to  all  the  members  of  your 
profession,  whose  efforts  have  helped  to 
ease  the  suffering  of  the  many  held  cap- 
tive by  this  evil.”  (The  letter  is  re- 
produced at  right.) 

The  President  was  responding  to  a 
telegram  Dr  Butler  sent  last  fall: 

“The  29,000  members  of  the  Texas 
Medical  Association  extend  their  con- 
gratulations and  support  to  you  in  your 
efforts  to  overcome  the  drug  problems 
which  are  devastating  the  health  of  mil- 
lions of  Americans  and  others  worldwide. 

“Obviously,  as  physicians,  we  are 
deeply  concerned  with  the  entire  spec- 
trum of  medical  and  social  ills  that  are  re- 
lated to  drugs,  particularly  with  the 
impact  upon  our  youth.  The  growing  cri- 
sis also  grips  millions  of  American  adults, 
and  causes  numerous  complications,  in- 
cluding heart  diseases,  pulmonary  and 
liver  diseases,  hypertension,  malnutrition, 
infant  mortality,  hepatitis  B,  AIDS,  and 
sexually  transmitted  diseases  such  as 
syphilis  and  gonorrhea. 

“As  a state  sensitized  by  its  proximity 
to  international  borders,  we  are  particu- 
larly aware  of  the  vastness  of  drug-related 
problems.  We  lend  you  our  enthusiastic 
support  to  help  conquer  this  scourge 
that  threatens  the  future  of  all  citizens  of 
our  great  country.  We  truly  appreciate 
your  leadership.” 


TMA  registrants  eligible 
for  5%  air  fare  discount 

Texas  Medical  Association  members  who 
travel  on  American  Airlines  to  TMA  and 
American  Medical  Association  meetings 
will  receive  a 5%  discount  off  the  lowest 
applicable  fare. 


THE  WHITE  HOUSE 
WASHINGTON 

November  27,  1989 


Dear  Dr.  Butler: 

Thank  you  for  your  spirited  message  of  support  for  my 
Administration’s  efforts  to  combat  illegal  drug  use  in 
America.  As  a Texan,  I'm  especially  encouraged  to  know 
that  we  have  the  backing  of  those  health  care  professionals 
that  comprise  the  Texas  Medical  Association. 

When  I spoke  to  the  nation  about  the  first  National  Drug 
Control  Strategy,  I urged  every  neighbor  and  every 
community  to  band  together  in  the  war  against  drugs.  The 
strategy  calls  for  a shifting  of  priorities  and  a realignment 
of  efforts  to  combat  this  problem.  Our  plan  of  action  is 
designed  to  focus  attention  on  the  problem  of  drugs  and  to 
coordinate  the  efforts  to  eliminate  them.  We  are  working 
with  the  Congress  to  ensure  that  this  fight  against  drugs  is 
truly  a national  effort,  and  we  look  forward  to  seeing  the 
Congress  enact  our  strategy  as  soon  as  possible. 

As  a physician,  you  are  acutely  aware  of  the  terrible 
effects  of  drug  abuse.  My  thanks  go  out  to  you  and  to  all 
the  members  of  your  profession,  whose  efforts  have  helped 
to  ease  the  suffering  of  the  many  held  captive  by  this  evil. 

Barbara  joins  me  in  sending  our  best  wishes  to  you  and  to 
all  your  colleagues  in  the  Texas  Medical  Association. 

Sincerely, 


Dr.  Max  C.  Butler 
President 

Texas  Medical  Association 
1801  North  Lamar  Boulevard 
Austin,  Texas  78701 
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The  discount  applies  when  making 
travel  arrangements  for  the  following 
meetings:  TMA  Winter  Leadership  Con- 
ference, February  1 7,  Austin;  AMA  Na- 
tional Leadership  Conference,  February' 
24  — 26,  Phoenix;  TMA  123rd  Annual  Ses- 
sion, May  10—13,  Corpus  Christi;  annual 
meeting  of  the  AMA  House  of  Delegates, 
June  24—28,  Chicago;  TMA  Fall  Leader- 
ship Conference,  September  1 5,  Austin; 
interim  session  of  the  TMA  House  of 
Delegates,  November  16—  17,  Austin;  and 
the  interim  meeting  of  the  AMA  House  of 
Delegates,  December  2 — 5,  Orlando. 

To  receive  the  ,special  rate,  tickets 
must  be  purchased  at  least  7 days  in  ad- 
vance. ( Penalties  for  change  or  cancella- 
tion may  apply. ) Reservations  can  be 
made  directly  through  the  American  Air- 
lines meeting  services  desk  by  calling  toll 
free  1-800-433-1790  and  asking  for  Star 
Number  S04Z0PE.  Assistance  in  making 
reservations  is  available  by  calling  Con- 
tempo  Travel,  Inc,  collect  at  ( 5 1 2 ) 
346-5571.  Callers  should  identify  them- 
selves as  TMA  registrants. 


lABC  honors  Texas  Medicine, 
public  relations  initiative 

Texas  Medicine  and  the  a,s.sociation’s  new 
public  relations  initiative  have  been 
honored  by  the  Austin  chapter  of  the 
International  Association  of  Business 
Communicators  in  its  “Best  of  Austin” 
competition. 

“Trouble  on  the  border:  international 
health  problems  merge  at  the  Rio 
Grande,”  a story  detailing  the  public 
health  problems  along  the  Texas-Mexico 
border  won  an  award  of  excellence  for 
writing  in  the  “Single  Feature”  category. 
The  story',  written  by  Texas  Medicine 
News  Editor  Donna  B.  Jones,  appeared  in 
the  August  1989  issue  of  the  journal. 

The  association’s  public  relations  pro- 
gram that  was  launched  in  early  1989 
won  an  award  of  merit  in  the  category' 
for  “Advertising  for  the  Public  Good/Or- 
ganizational Identity.”  The  public  rela- 
tions initiative  identifies  the  members  of 
the  Texas  Medical  Association  as  “Physi- 
cians caring  for  Texans,”  and  incorpo- 
rates the  message  into  a new  mark,  or 
logo.  The  program  uses  graphics,  internal 
public  relations,  and  external  public  rela- 
tions to  convey  key  messages  to  associa- 


tion members,  the  state  legislature,  the 
media,  and  the  public.  The  Austin  firm  of 
Dale  Chrisman  and  Associates  (now 
Churchill  Group,  Inc ) developed  the  pro- 
gram under  the  direction  of  TMA  Public 
Relations  Director  Lisa  Stark  Walsh. 


TMA  conference  to  prepare 
CME  leaders  for  the  ’90s 

Texas  Medical  Association’s  1990  con- 
tinuing medical  education  (CME)  confer- 
ence asks  physicians  and  administrators, 
“Are  You  Ready  for  the  ’90s?”  A number 
of  experts  will  be  on  hand  to  forecast 
what  lies  ahead  and  offer  advice  on  how 
to  meet  new  challenges. 

Scheduled  for  Thursday  and  Eriday, 
March  29—30,  at  the  Radisson  Plaza 
Hotel,  Austin,  the  conference  features  ex- 
hibits on  CME  resources,  small  group 
consultation  workshops,  and  general  ses- 
sions on  key  i.ssues  affecting  hospitals, 
medicine,  and  CME. 

Past  TMA  President  Jim  Bob  Brame, 
MD,  Eldorado,  will  deliver  the  keynote 
address,  “Forces  of  Change  in  the  ’90s.” 
Rep  Mike  McKinney,  MD,  (D-Centerville) 
will  discuss  “CME:  Legislation  and  the 
Risk  Management  Connection.” 

Other  speakers  and  their  topics  are 
Lolly  Lockhart,  PhD,  RN,  Austin,  health 
care  consultant,  Fulbright  and  Jaworski, 
“Strengthening  Your  Ho,spital  with 
Quality  Assurance  and  CME”;  Dennis 
Wentz,  MD,  Chicago,  director.  Division  of 
Continuing  Medical  Education,  American 
Medical  Association,  “A  Profile  of  Docu- 
mented Needs  and  Resources”;  Thomas  L. 
Pe.ster,  MD,  El  Pa,so,  chairman,  TMA  Com- 
mittee on  Continuing  Education,  “CME 
and  the  TMA  Link”;  Mr  Alvis  Swinney, 
Dallas,  senior  vice-president,  chief  mar- 
keting officer,  Baylor  Health  Care  ,System, 
“Bridging  the  Gap  Between  Hospital  Mar- 
keting and  CME”;  and  John  1.  Walker,  MD, 
New  Braunfels,  medical  director,  HCA 
Hill  Country'  Hospital,  “What  the  Physi- 
cian Really  Wants:  Adding  Spark  and  Sub- 
stance to  CME  Programming.” 

Further  information  on  the  conference 
is  available  from  Carrie  Laymon,  Texas 
Medical  Association,  1801  N Lamar  Blvd, 
Au,stin,  TX  7870 1 , phone  (512)  477-6704. 


Special  events  to  entertain 
annual  session  participants 

Physicians  attending  Texas  Medical  Asso- 
ciation’s Annual  Se,ssion  in  sunny  Corpus 
Christi,  May  1 0 through  1 3,  1 990,  will 
spend  4 busy  days  participating  in  House 
of  Delegates’  meetings,  attending  scien- 
tific programs,  and  inspecting  exhibits. 

To  keep  them  revitalized,  an  exciting  as- 
sortment of  social  events,  sports  activi- 
ties, and  side  trips  is  being  planned.  The 
fun  begins  at  5:30  pm,  Thursday,  May  10, 
with  a flagship  cruise  of  Corpus  Christi 
Bay.  Conventioneers  will  be  bused  dock- 
side  and  returned  to  their  hotels  at  the 
end  of  the  cruise.  A band  will  be  on 
board,  and  light  hors  d’oeuvres  and  cash 
bars  will  be  provided. 

TMA  and  the  TMA  Auxiliary  will  spon- 
sor contrasting  events  Friday,  May  1 1 . A 
beach  party/luau,  5:30  to  9 pm,  on  the 
beach  adjoining  the  Holiday  Inn-Emerald 
Beach  will  attract  members  in  search  of  a 
relaxed,  informal  evening  complete  with 
Polynesian  dancers.  Hot  dogs,  ham- 
burgers, and  a deli  bar  make  up  the  eve- 
ning’s main  fare,  followed  by  a make- 
your-own-sundae  bar.  Cash  bars  will  be 
provided  throughout  the  evening.  For 
party’  goers  seeking  a dressier  affair,  a 
TMA/TMAA  “Springtime  on  the  Riviera” 
dinner  dance  will  be  held  from  7 pm  till 
midnight  at  the  four-star  Wyndham 
Hotel.  A harpist  will  entertain  during  the 
cocktail  hour,  a strolling  violinist  will 
play  during  dinner,  and  Eddie  Galvan  and 
His  Big  Band  will  be  on  hand  for  dancing 
at  9 pm. 

On  Eriday,  members  will  gather  at  the 
Convention  Center  for  the  Annual  Mem- 
bership Luncheon,  where  the  guest 
speaker  will  be  Steve  Allen,  Jr,  MD,  a fam- 
ily practitioner,  humorist,  and  health  edu- 
cator. Dr  Allen’s  topic  will  be  “Medicine 
in  the  ‘90s — If  I Didn’t  Laugh,  I’d  Cry.” 
Also  on  the  luncheon’s  agenda  are  the  in- 
stallation of  incoming  TMA  President 
William  Gordon  McGee,  MD,  and  presen- 
tation of  the  Anson  Jones  awards  to 
Texas  news  media. 

TMA  sportsmen  will  get  a workout  in 
Corpus  Christi,  where  sailing,  fishing, 
golf,  and  tennis  tournaments,  and  a fun 
run  have  been  scheduled  for  members 
and  guests.  In  addition,  members  can  ar- 
range to  take  classes  in  color  analysis, 
wine  appreciation,  low  cholesterol  fine 
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' The  key  to  a lasting,  successful  partnership  is  trust. 

Entrusting  the  protection  of  your  medical  practice  to  an  insurer  is  one  of 
the  most  important  business  decisions  you  will  make.  Your  future  may  be 
affected  by  the  choice  you  make  today.  Sobering  statistics  indicate  that  you 
could  be  involved  in  a liability  claim  or  lawsuit  during  the  course  of  your 
medical  career.  You  need  a strong  partner  like  TMLT. 


It  makes  good  sense  to  team  up  with 
TMLT.  Your  concerns  are  our  concerns.  We 
take  very  seriously  the  protection  of  your 
medical  practice,  providing  assurance  and 
strong  claims  defense  with  individual 
attention. 

In  today’s  complex  legal  environment, 
the  entity  that  insures  your  health  care  lia- 
claims  should  not  watch  from  the 
but  be  in  the  game  with  you»  You 
mudi  at  stake.  The  criteria  for  se- 
protection  should  not  be 
' QifUty  times 


Remember  that  a liability  coverage  con- 
tract is  only  as  good  as  the  intent  and  integ- 
rity of  the  organization  who  offers  that  cov- 
erage. Pick  TMLT,  a strong  partner  you  can 
trust. 

Contact  us  to  learn  more  about  health 
care  liability  protection  plans  for  individu- 
als and  groups,  prior  acts  coverage,  pre- 
mium payment  options  including  mon^y, 
quarterly  and  annual,  and  risk  managameiiit 
programs.  Let  us  tell  you  more 
TMLT’s  “Partners  in  Trust*’  . 
and  proven  track  record 
;,mtegrity. 


TEXAS  MEDICAL  LIABILITY  TRUST 


A ■ ■ ^ ... 


P.O.  Box  14746  Austin,  Texas  78761  J . /^;  ■' 

“A  health  care  liability  claim  trust  created  by  the  Texas  Medical  Association.” 

Statewide  Services  Center:  I -800-580-TMLT 
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Italian  cuisine,  oriental  rugs,  foliage  and 
topiaries,  and  windsurfing.  A variety  of 
tours  for  both  children  and  adults  also 
will  be  available.  Finally,  the  Oenological 
Society  will  host  a wine-tasting  party,  the 
TMA  Fifty  Year  Club  will  meet,  and  many 
alumni  functions  have  been  planned. 

Registration  forms  and  more  informa- 
tion on  these  events  is  in  the  Annual 
Session  Advance  Program,  which  will 
be  mailed  to  TMA  members  in  mid- 
February.  Information  also  is  available 
from  the  Department  of  Annual  Session 
and  Scientific  Programming,  1801  N 
Lamar  Blvd,  Austin,  TX  78701,  phone 
(512)  477-6704. 


AMAIN  ACTION 


AMA  adopts  five  resolutions 
from  Texas  delegation 

During  its  interim  meeting,  the  American 
Medical  Association  House  of  Delegates 
adopted  five  resolutions  from  the  Texas 
delegation.  Four  other  resolutions  from 
Texas  resulted  in  AMA  action,  and  one 
was  referred  to  the  AMA  Board  of  Trust- 
ees. The  delegates  also  endorsed  the 
nomination  of  John  M.  Smith,  Jr,  MD,  San 
Antonio,  past  president  and  past  Board  of 
Trustees’  chairman  of  the  Texas  Medical 
Association,  to  receive  the  AMA  Distin- 
guished Service  Award. 

Meeting  December  3 through  6 in  Hon- 
olulu, the  delegates  adopted  in  full  Texas 
resolutions  to: 

— Support  the  humane  use  of  animals 
in  biomedical  research. 

— Initiate  legislation  to  allow  Medicare 
patients  and  physicians  to  establish  by 
mutual  consent  payment  and  treatment 
relationships  exempt  from  restrictions  of 
the  Medicare  program. 

— Intensify  efforts  to  better  under- 
stand and  attempt  to  relieve  patient  con- 
cerns regarding  fees  and  other  costs  of 
health  care  in  all  settings. 

— Eliminate  existing  and  proposed  on- 
erous federal  hospital  transfer  laws  and 
regulations  that  inhibit  appropriate  pa- 
tient transfers  ( co-sponsored  with  the 
Hospital  Medical  Staff  Section ). 

— Continue  adequate  funding  and 


maintenance  of  an  impaired  physician 
program  (co-sponsored  with  a number  of 
other  states  and  delegates). 

The  following  AMA  actions  also  were 
initiated  as  a result  of  resolutions  pre- 
sented by  Texas: 

— AMA  will  oppose  the  refusal  by  hos- 
pitals to  accept  patient  transfers  solely  on 
the  basis  of  economics,  and  work  with 
the  American  Hospital  Association  to  de- 
velop model  agreements  for  “appropriate 
patient  transfers”  to  hospitals  and  on  ade- 
quate financing. 

— AMA  will  request  the  Secretary  of 
the  Department  of  Health  and  Human 
Services  to  allow  use  of  three-  and  four- 
digit codes  “as  a simpler,  more  efficient 
and  wholly  adequate  method  of  diag- 
nostic coding.” 

— AMA  will  fight  any  further  extension 
of  PROS  into  physicians’  offices. 

— AMA  will  work  to  amend  the  federal 
antitrust  laws  to  exempt  medical  profes- 
sion peer  review  from  Federal  Trade 
Commission  scrutiny. 

The  members  of  the  AMA  House  of 
Delegates  referred  to  the  Board  of  Trust- 
ees a Texas  resolution  asking  the  associa- 
tion to  provide  representational  informa- 
tion through  a bimonthly  newsletter  and 
the  dissemination  of  special  bulletins 
when  significant  or  emergency  issues 
arise.  ( It  was  noted  that  a pilot  study  al- 
ready is  under  way  to  address  this  issue. ) 

AMA  joins  Florida  university 
in  study  of  impaired  physicians 

'Hie  American  Medical  Association  re- 
ports that  its  Division  of  Medical  Educa- 
tion, Research,  and  Information  is  col- 
laborating with  the  University  of  South 
Florida  Center  for  the  Study  of  Impaired 
Professionals  in  the  first  large-scale,  na- 
tional study  of  physician  use  of  alcohol, 
tobacco,  and  drugs.  The  National  Insti- 
tute of  Drug  Abuse  is  funding  the  study. 

“There  is  a myth  that  has  been  per- 
petuated for  a number  of  years  in  both 
the  professional  and  lay  literature  that 
physicians  use  drugs  up  to  1 00  times 
more  frequently  than  the  general  popula- 
tion,” said  Dewitt  Baldwin,  MD,  director 
of  the  AMA  division.  Dr  Baldwin  said  the 
figure  is  based  solely  on  a survey  of  phy- 
sicians in  post-World  War  II  Germany, 
and  the  US  surveys  on  physician  drug  use 


since  then  have  not  been  comprehensive 
enough  to  entirely  dispel  the  myth. 

Two  previous  national  studies  by  Dr 
Baldwin  and  Patrick  Hughes,  MD,  of  the 
University  of  South  Florida,  showed  that 
residents  and  medical  students  use  less  of 
all  major  drugs  than  do  people  of  that 
age  group  in  the  general  population. 

A survey  conducted  by  Drs  Baldwin 
and  Hughes  in  Spring  1 987  found  that 
10%  of  medical  students  and  residents 
smoke  cigarettes,  compared  with  14%  of 
college  graduates  and  almost  40%  of 
high  school  graduates. 

In  the  same  survey,  0.4%  of  medical 
students  and  0.5%  of  residents  reported 
use  of  amphetamine-type  stimulants  in 
the  previous  month,  compared  with 
1.8%  of  college  graduates  and  3 7%  of 
high  school  graduates. 

Drs  Baldwin  and  Hughes  also  found 
that  medical  trainees’  use  of  alcohol, 
marijuana,  other  opiates,  and  cocaine  was 
lower  than  the  other  groups’  use,  but 
they  did  not  provide  specific  figures. 

The  new  AMA-USF  survey  is  being  sent 
to  a nationwide  sample  of  1 0,000  physi- 
cians selected  from  the  AMA’s  Physician 
Masterfile. 


AMA  publishes  guide 
for  uses  of  mortality  data 

The  American  Medical  Association’s 
Office  of  Quality  Assurance  has  published 
a 100-page  Guidebook  on  Uses  of  Mor- 
tality Data  in  response  to  the  Health 
Care  Financing  Administration’s  annual 
release  of  hospital  mortality  data. 

The  guidebook  assists  practitioners  in- 
volved in  quality  assurance  matters  in 
using  mortality  data  in  hospital  quality  as- 
surance activities.  It  is  the  only  compre- 
hensive source  for  this  specialized 
information  and  provides  examples  of 
practical  applications. 

The  price  for  the  guidebook  is  S30  for 
AMA  members  and  subscribers  to  AMA’s 
QA  Review,  a newsletter  regularly  pre- 
pared by  the  Office  of  Quality  Assurance. 
Price  for  nonmembers  is  $45.  Orders 
may  be  placed  with  the  association’s 
order  department  or  by  calling  the  toll- 
free  number  1-800-621-8335  (for  Visa  or 
MasterCharge  orders  only).  The  publica- 
tion number  is  OP  270089. 
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6448  FANNIN 
HOUSTON,  TEXAS  77030 
(713)  797-9191 

TEXAS  MEDICAL  CENTER 


INTERNAL 
MEDICINE 

ALLERGY  ; 

Arthur  T.  Pedersen,  MD 

CARDIOVASCULAR  [^MaSE 

Michael  B.  Paine,  MD  i 
Michael  A.  Modelski, 

Sigmund  W.  Friedland,!S/IO  " ^ 
Boguslaw  Godlewski,  MD 
John  W.  Kirk,  MD 
Jackie  Mullins,  MD 

DERMATOLOGY 

Samuel  F.  Bean,  MD 

ENDOCRINOLOGY  & 
METABOLIC  DISEASES 

R.  Frederick  Gregory,  MD 
Thomas  J.  Hanson,  MD 
Richard  D.  Jablonski,  MD 
Brian  R.  Tulloch,  MD 

GASTROENTEROLOGY 

W.  Tom  Arnold,  MD 
Belton  G.  Griffin,  MD 
Frederick  R.  Lummis,  MD 
Dean  C.  Solcher,  MD 
Margaret  E.  Bridges,  MD 
Daniel  E.  Whitman,  MD 

GERIATRICS 

Eugene  M.  Hoyt,  MD 


HEMATOLOGY 

Edmund  N.  Gouldin,  MD 
George  T.  Conklin,  MD 

INFECTIOUS  DISEASES 

Lewie  L.  Travis,  MD 
^George  Burnazian,  MD 
Penny  A.  Jaffe,  MD 

INTERNAL  MEDICINE 

Jeffrey  Zatorski,  MD 
Paul  T.  Forth,  MD 
Ponald  R.  Galfione,  MD 
Christopher  P.  Robben,  MD 
Steve  Rosenbaum,  MD 
James  V.  Ryan,  MD 
Theresa  Vicroy,  MD 
Debra  R.  Zimmerman,  MD 
Richard  W.  Zimmerman,  MD 

NEUROLOGY 

Donald  J.  Russell,  MD 
George  Isaacs,  MD 
Ernesto  Infante,  MD 
Robert  W.  Fayle,  MD 
Reed  B.  Young,  MD 

NUCLEAR  MEDICINE 

William  L.  Hinds,  MD 
C.  P.  Eldridge,  MD  ^ 

Joe  B.  Wilson,  MD 
Richard  J.  Frachtman,  MD 

ONCOLOGY 

J.  Peter  Sullivan,  MD 
Harry  R.  Price,  MD 
Edward  Middleman,  MD 
Martin  Hrgovcic,  MD 
Elizabeth  W.  Rogg,  MD 


PATHOLOGY 

Paul  B.  Radelat,  MD 
Ashok  M.  Balsaver,  MD 

PULMONARY  DISEASE 

Gene  R.  Lindley,  MD 
Martin  L.  Kaplan,  MD 
Ana  E.  Roman,  MD 

RADIOLOGY 

William  L.  Hinds,  MD 
C.  P.  Eldridge,  MD 
Charles'A.  Spain,  MD 
Joe  B.  Wilson,  MD 
Howard  J.  Pollock,  MD 
Richard  J.  Frachtman,  MD 
Susan  S.  Pinero,  MD 
Gregory  S.  Chapman,  MD 
Josie  S.  Timm,  MD 

RHEUMATOLOGY 

John  E.  Norris,  MD 

ADMINISTRATION 

Robert  B.  Hall, 
Administrator 

Joan  R.  McClung, 
Associate  Administrator 
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‘Debbie  Donor’  educates  kids 
about  organ  transplantation 

“Debbie  Donor”  doesn’t  mind  that  the 
transplant  surgeons  operating  on  her  are 
elementary  age  school  children.  She  is 
pleased  the  children  are  learning  about 
organ  donation  and  transplantation. 

The  52-inch  fabric  doll,  whose  bright, 
satin  organs  can  be  attached  with  Velcro 
tabs,  was  commissioned  in  1 9H8  by 
Southwest  Organ  Bank  (SWOB  ) in  Dallas. 
SWOB’s  public  education  staff  realized 
that  a "hands  on”  approach  in  the  class- 
room would  offer  a vast  improvement 
over  posters  and  textbook  pages.  SWOB, 
one  of  the  nation’s  largest  organ  banks, 
serves  about  half  of  the  state  of  Texas. 

“Debbie  Donor”  was  designed  by  Judy 
Melby,  a registered  nurse  who  works  for 
Baylor  University  Medical  Center  in 
Dallas.  Melby  had  made  dolls  previously 
for  play  therapy  and  family  therapy  for  a 
counseling  center. 

In  addition  to  her  satin  organs,  Debbie 
comes  equipped  with  an  eye  lens,  bone 


implant,  and  skin  grafts.  She  has  yarn  hair, 
a hand-painted  face,  and  a zipper  that 
closes  two  front  panels  when  she’s  not 
in  use. 

SWOB  coordinators  Mar}'  Serbin  and 
I'ammie  Peterson  were  the  first  to  use 
the  doll  in  a classroom  setting.  Serbin 
says,  “ITie  kids  really  love  this  approach. 
We  place  Debbie  in  front  of  the  class  and 
have  different  children  become  trans- 
plant surgeons’  as  we  discuss  the  various 
organs  and  tissues,  their  functions  and 
the  disease  processes  that  can  be  cor- 
rected by  transplantation.  ” 

I'he  story  of  Debbie’s  success  as  a 
training  tool  began  to  spread  when 
Peterson  took  her  to  the  annual  meeting 
of  the  North  American  Transplant  Coor- 
dinators Organization.  Debbie  also  ac- 
companied Anne  Wagner,  SWOB  public 
relations  and  public  education  coordi- 
nator, to  the  United  Network  for  Organ 
Sharing  Third  Annual  National  Transplant 
Education  Symposium  in  Dallas. 

“Debbie  Donor  ” dolls  are  available  for 
purchase  from  SWOB  by  schools,  hospi- 
tals, physicians,  and  other  health  care  and 
education  professionals.  The  doll  costs 
S239.  For  more  information  about  the 
doll,  or  to  schedule  a presentation,  con- 


‘Debbie Donor"  gives  hands-on  lessons  to  children  about  organ  donation  and  transplantation. 


tact  Anne  Wagner,  SWOB,  3500  Maple 
Ave,  Suite  800,  Dallas,  TX  75219,  phone 
(214)  821-1931. 


Physicians  urged  to  report 
adverse  drug  reactions 

Physicians  who  detect  adverse  drug  reac- 
tions (ADRs)  are  urged  to  use  the  self- 
mailing form  on  the  next  page  to  report 
these  to  the  Food  and  Drug  Administra- 
tion ( FDA ).  I’he  form  may  be  pho- 
tocopied for  repeated  use. 

ITie  FDA  is  particularly  interested  in 
ADRs  involving  newly-approved  drugs, 
but  it  is  appropriate  to  report  any  sus- 
pected adverse  reaction  to  any  drug.  The 
reporting  physician  need  not  be  certain 
that  a causal  connection  exists  between 
the  drug  and  the  unusual  observation. 

I’he  FDA  uses  ADR  surveillance  to  de- 
tect potential  safety  problems  of  mar- 
keted drugs.  Limitations  in  preapproval 
testing,  such  as  the  size  and  duration  re- 
strictions of  human  clinical  trials,  make 
ADR  surveillance  crucial  to  providing 
needed  information  about  drugs.  In  addi- 
tion to  providing  early  warning  signals 
about  major  unsuspected  hazards,  ADR 
surveillance  contributes  to  the  routine 
updating  of  recommendations  for  use, 
precautions,  and  warning  information 
provided  with  marketed  pharmaceuticals. 


NIH  panel  reports  on  oral 
complications  of  cancer  therapies 

A National  Institutes  of  Health  (NIH) 
consensus  development  statement  on 
Oral  Complications  of  Cancer  I’herapies: 
Diagnosis,  Prevention,  and  Treatment 
may  be  obtained  from  the  NIH  Office  of 
Medical  Applications  of  Research. 

The  report  was  prepared  by  a panel  of 
experts  who  considered  scientific  evi- 
dence presented  at  a consensus  develop- 
ment conference  at  NIH.  It  contains 
recommendations  and  conclusions  con- 
cerning oral  complications  of  cancer 
therapies. 

At  NIH,  consensus  conferences  bring 
together  practicing  physicians,  re- 
searchers, dentists,  representatives  of 
public  interest  groups,  consumers,  and 
others  to  carry  out  scientific  assessments 
of  drugs,  devices,  and  procedures  in 
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Form  Approved  0MB  No.  09 10-0230 


ADVERSE  REACTION  REPORT 


1 PATIENT  INITIALS  (Optional) 


5 DESCRIBE  REACTION(S) 


2 AGE  (Years) 


3 SEX 
□ MALE 


7 SUSPECT  DRUG(S)  (Give  Manufacturer  Name) 


8 REASON  FORUSEOFDRUG(S) 


9 ROUTE 


12  OTHER  DRUGS  TAKEN  CONCOMITANTLY  AND  DATES  OF  ADMINISTRATION 


FOR  FDA 
USE  ONLY 


4 DATE  OF  REACTION  ONSET 


□ FEMALE 

6 CHECK  ALL  APPROPRIATE 

□ PATIENT  DIED 

□ REACTION  TREATED  WITH  Rx  DRUG 

□ RESULTED  IN.  OR  PROLONGED,  INPATIENT 
HOSPITALIZATION 

□ RESULTED  IN  PERMANENT  DISABILITY 

□ NONE  OF  THE  ABOVE 

10  TOTAL  DAILY  DOSE  11  DATES  OF  ADMINISTRATION 

(Exclude  Those  Used  to  Treat  Reaction) 


13  RELEVANT  TESTS  LABORATORY  DATA  MEDICAL  HISTORY  DECHALLENGE  RECHALLENGE 


14  HEALTH  PROFESSIONAL  S NAME,  ADDRESS  AND  TELEPHONE  NUMBER 


Note:  Submission  of  a report  does  not  necessarily 
constitute  an  admission  that  the  drug  caused  the 
adverse  reaction. 


(See  below) 


15.  ALSO  REPORTED  TO  MANUFACTURER-:’  DYES  □ NO 


FORM  FDA  1639a  (7/86)  PREVIOUS  EDITION  MAY  BE  USED 

For  new  drugs  all  suspect  serious  reactions  should  be  reported.  For  other  drugs,  serious  reactions  not  listed  in  the  label  are  of  interest.  For  questions  call: 
301/443-4580.  Patient  and  reporter  identification  is  held  in  confidence. 

Instructions:  Age  — for  children  under  2,  fill  in  date  of  birth  (DOB). 

Suspected  reactions  — give  signs,  symptoms,  diagnoses,  course  and  relevant  lab  findings. 

Suspected  drugs  — Trade  name  is  preferred.  If  a generic  product  give  manufacturer, 
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PUBLIC  HEALTH  SERVICE 
FOOD  AND  DRUG  ADMINISTRATION 
ROCKVILLE,  MD  20857 


Official  Business 
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NO  POSTAGE 
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Department  of  Health  and  Human  Services 
Food  and  Drug  Administration 
Division  of  Drug  Experience  (HFN-730) 
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Rockville,  MD  20857 


A Few  Doctors  Still  Think 
IFs  Smart  To  Own  A Car! 


PRICE: 

PURCHASE 

OPTION: 


MONTHLY 

PAYMENT: 

(approximate) 


BUY: 
*25,000 
NA 
*822 


PRICE: 

PURCHASE 

OPTION: 

(at  36  mos.  lease) 


MONTHLY 
PAYMENT: 
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YOU  SAVE  $342  PER  MO.  X 36  MOS.  = $12,312 


LEASE: 
*25,000 
11,900 
*480 


Savings 

FUTURE  VALUE  OF  LEASE  PAYMENT  SAVINGS  ASSUMING  9%  RETURN: 

Some  Of  Autoflex’s  Exclusive  Features 


Delivered  to  your  home  or 
office 

No  down  payment 
No  security  deposit 
Closed  end  lease 
Trade  Ins/We  will  purchase 
your  present  vehicle. 
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an  effort  to  evaluate  their  safety  and 
effeetiveness. 

Free,  single  copies  of  the  consensus 
statement  on  oral  complications  of  can- 
cer therapies  may  be  obtained  from: 
William  H.  Hall,  Director  of  Communica- 
tions, Office  of  Medical  Applications  of 
Research,  National  Institutes  of  Health, 
Building  1,  Room  259,  Bethesda,  MD 
20892. 


MEDICAL  ECONOMICS 


TMA  influences  final  form 
of  budget  reconciliation  bill 

Texas  Medical  Association  significantly 
influenced  the  final  form  of  the  budget 
reconciliation  bill,  which  revamped  the 
system  through  which  physicians  are  re- 
imbursed for  treating  Medicare  benefici- 
aries. President  George  Bush  signed  the 
bill  in  December. 

Jim  Bob  Brame,  MD,  Eldorado,  past 
president  of  TMA  and  a member  of  the 
Physician  Payment  Review  Commission 
(PPRC),  calls  the  bill’s  approaches  to 
physician  payment  “the  most  substantial 
changes  since  Medicare  was  instituted 
more  than  25  years  ago.”  Congress  cre- 
ated the  1 3-member  PPRC  to  recom- 
mend changes  in  payment  that  would  be 
more  equitable,  fair,  and  understandable. 

Dr  Brame  noted,  “The  Texas  Medical 
Association  had  direct  input  into  the  de- 
cision making  on  many  of  these  issues, 
especially  providing  Texas  physicians 
with  more  equitable  payment  based  on 
actual  practice  costs.  In  addition  to  testi- 
fying before  the  full  commission  on  rural 
practice  costs  and  interacting  with  the 
PPRC  staff,  the  association  provided  vital 
data  to  disprove  Health  Care  Financing 
Administration  regional  practice  cost  es- 
timates, which  could  have  adversely 
affected  all  physicians  in  Texas  regardless 
of  practice  site.  Direct  Washington  lobby- 
ing efforts  by  our  president  Dr  Max 
Butler  and  Drs  Bill  Gamel,  Gordon 
McGee,  Asa  Lockhart  and  others,  with  su- 
, perior  staff  support,  had  a definite  impact 
I on  the  final  writing  of  the  legislation.” 

While  payment  reforms  that  were  in- 


corporated into  the  legislation  closely 
follow  PPRC  recommendations.  Dr 
Brame  emphasizes  that  he  does  not  agree 
with  all  the  reforms.  “1  was  definitely 
against  expenditure  targets,  which  came 
out  as  volume  performance  standards, 
and  very  much  against  physicians  having 
to  file  all  Medicare  claims,”  he  said.  “1  felt 
very',  very  strongly  about  that.” 

The  reconciliation  bill  extends  the  2% 
reduction  in  payment  amounts  under 
Gramm-Rudman  sequestrations  for  ser- 
vices provided  through  March  31,  1990. 
Dr  Brame  reports  the  following  high- 
lights of  the  payment  reforms  that  affect 
Medicare  Part  B: 

— A Medicare  fee  schedule  based  on  a 
resource  based  relative  value  scale  will 
be  implemented  over  five  years,  begin- 
ning in  1992.  The  schedule  will  include  a 
separate  cost  factor  for  liability  insur- 
ance, which  will  be  part  of  each  physi- 
cian’s fee  and  paid  as  such. 

— The  fee  schedule  will  provide  geo- 
graphic adjustments  for  differences  in 
practice  costs,  but  there  will  be  no  spe- 
cialty differentiation  in  the  long  term. 
There  will  be  a 1 0%  bonus  in  1991  for 
physicians  in  all  health  manpower  short- 
age areas. 

— Fees  will  be  based  on  the  sum  of  the 
relative  value  of  the  service  plus  practice 
cost  plus  liability  insurance  cost. 

— Medicare  volume  performance  stan- 
dards (VPS),  based  on  the  volume  and  in- 
tensity of  service  per  beneficiary  per  year, 
will  be  applied  to  an  update,  which  will 
be  the  basis  of  fee  increases  from  year  to 
year  or  period  to  period.  The  Secretary 
of  Health  and  Human  Services  will  sub- 
mit a computed  update  by  April  15,  and 
PPRC  will  review  the  update  and  make  a 
response  recommendation  due  by  May 
15  of  each  year,  beginning  in  1990.  Con- 
gress historically  has  followed  PPRC 
recommendations. 

— Balance  billing  will  be  limited  to 
25%  above  the  fee  schedule  for  nonpar- 
ticipating physicians  beginning  in  1991. 
The  limit  will  decrease  to  1 5%  in  later 
years. 

— All  Part  B providers  will  be  required 
to  submit  claim  forms  for  their  Medicare 
patients  for  services  provided  on  or  after 
September  1,  1990.  Claims  must  be  sub- 
mitted within  1 year,  and  physicians  will 
be  prohibited  from  charging  their  pa- 
tients for  this  service. 
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Family  therapy 
for  colic. 


The  excessive  crying  of  colic  puts  a strain  on 
the  most  loving  family-and  often  on  their 
physician  as  well.  And  whatever  the  cause  of 
colic,  one  fact  is  clear: 

Gas  is  often  part  of  the  colic  problem. 

New  Phazyme  Drops  contains  simethicone, 
which  can  safely  break  up  gas  and  bring  baby 
relief.  That's  why  it  can  help  whenever  colic 
is  a problem. 

Significantly  reduces  crying  of 
colicky  infants.’ 


Frequency  of  crying  attacks  Amplitude  of  crying  attacks 


Period  of  therapy  (days)  Period  of  therapy  (days) 

Placebo  therapy  Active  therapy 

p values  (active  vs  placebo)  NS  = Not  signiiicant  •p<  0 05  tp<0  02  tp<0  01 


Double-blind,  randomized,  placebo-controlled  study. 

Priced  25%  below  the  leading  brand. 

This  significant  price  advantage  will  be 
particularly  important  to  parents,  since  they 
may  be  relying  on  Phazyme  Drops  for  up  to 
three  months.  And  it’s  naturally  flavored- 
something  else  they’ll  appreciate. 


(simethicone/ 

antigas) 


Helps  you  through 
the  colic  phase. 


1 , Kanwaljit  SS,  Jasbir  KS.  Simethicone  in  the  management  of  infant  colic. 
Practitioner.  1988:232508 


REED&CARNRICK 

® Piscalaway.  NJ  08855 


©1989  Reed  & Carnrick 


PZ24 


— Extensive  praetiee  guidelines  or  pa- 
rameters will  be  designed  by  physieians 
to  eliminate  services  and  procedures  that 
have  little  or  no  benefit  for  Medicare 
patients. 

Workshops  meet  requirement 
for  liability  premium  discount 

Texas  Medical  Association’s  risk  pre- 
vention workshops,  which  meet  the 
Omnibus  Health  Care  Rescue  Act’s  con- 
tinuing education  requirement  for  a dis- 
count on  professional  liability  premiums, 
are  continuing  in  February  and  through 
the  spring. 

A workshop  Saturday,  Februaty'  1 7,  is 
planned  in  Austin  in  conjunction  with 
the  association’s  Winter  Leadership  Con- 
ference. Lubbock  is  the  site  of  a program 
Tuesday,  February'  27.  Other  scheduled 
presentations  are  in  Midland,  Tuesday, 
March  6;  Houston,  Tuesday,  March  27; 
Nacogdoches,  Tuesday,  April  3;  Dallas, 
Wednesday,  April  4;  Abilene,  ITiursday, 
April  5;  Corpus  Christi,  Thursday,  May  10 
(in  conjunction  with  the  TMA  Annual 
Session);  and  El  Paso,  Tuesday,  May  22. 

All  the  workshops  begin  at  5 pm  and 
conclude  at  10  pm. 

Workshops  are  tentatively  scheduled 
during  June  through  December  in  Austin, 
Dallas,  Harlingen,  Tyler,  Amarillo,  Fort 
Worth,  Houston,  San  Antonio,  and 
Wichita  Falls. 

The  Omnibus  Health  Care  Rescue  Act, 
passed  as  Hou,se  Bill  18  ( HB  18)  by  the 
71st  Texas  Legislature,  created  a state  lia- 
bility indemnification  program  for  Texas 
physicians  and  other  health  care  profes- 
sionals. Efifective  Januar)'  1,  1990,  physi- 
cians are  entitled  to  receive  a discount 
on  their  professional  liability  premium 
from  admitted  carriers,  the  Texas  Medi- 
cal Liability  Trust  and  the  Joint  Under- 
writing Association.  To  be  eligible  for  a 
discount,  a physician  must  provide  1 0% 
or  more  charity  care,  as  defined  by  HB 
18,  maintain  a 5100,000/8300,000  pro- 
fessional liability  policy,  apply  for  the  dis- 
count 30  days  before  the  term  of  the 
policy,  and  complete  1 5 hours  of  con- 
tinuing education  in  risk  reduction  and 
patient  safety. 

TMA’s  workshops  have  a registration 
fee  of  S195  and  include  tuition,  work/ref- 
erenee  book,  dinner  buffet,  4 hours  class- 


room instruction,  1 1 hours  independent 
study  course,  and  confidential  computer- 
scored  course  evaluation. 

Eurther  information  on  the  workshops 
is  available  from  Texas  Medical  Associa- 
tion, 1801  N Lamar  Blvd,  Austin,  TX 
7870 1 , phone  (512)  477-6704. 

Placement  service  matches 
physicians  with  opportunities 

The  Texas  Physician  Placement  Service,  a 
joint  venture  of  the  Texas  Medical  Asso- 
ciation and  the  Texas  Academy  of  Family 
Physicians,  matches  physicians  in  most 
specialties  with  practice  opportunities  in 
Texas.  The  computer-assisted  service  is  a 
cost-effective  method  for  physicians, 
communities,  and  hospitals  to  identify 
the  right  physician  for  a practice  oppor- 
tunity. It  replaces  bulletins  previously 
published  by  TMA  and  expands  services 
previously  provided  by  TAFP. 

Physicians  and  residents  seeking  prac- 
tice locations  may  register  free  of  charge 
by  completing  an  enrollment  question- 
naire that  ranks  their  preferences  regard- 
ing type  of  practice  and  community 
characteristics. 

TMA  and  TAFP  members  seeking  to  re- 
cruit physicians  pay  a $250  enrollment 
fee  to  register  a practice  opportunity  for 
1 year  or  until  the  position  is  filled, 
whichever  comes  first.  Each  additional 
opportunity  is  enrolled  for  $200  for  a 1 2- 
month  period.  Individuals  and  institu- 
tions listing  opportunities  receive  the 
names  of  available  physicians  who  are 
looking  for  a practice  situation  with  simi- 
lar characteristics  and  pay  a fee  of  $500 
when  a contract  is  signed  with  a 
physician. 

Nonmembers  pay  $625  for  listing  the 
first  opportunity  and  $575  for  the  second 
opportunity.  They  pay  $ 1 ,000  when  a 
contract  is  signed.  For-profit  search  firms 
are  not  eligible  to  participate  in  the 
placement  service. 

Supplemental  information  on  related 
services,  such  as  locum  tenens,  practice 
valuation  and  sale,  and  professional 
placement  firms,  also  is  available  through 
the  Texas  Physician  Placement  Service. 

Additional  information  is  available 
from  TMA,  1801  N Lamar  Blvd,  Austin, 

IW  7870 1 , phone  (512)  477-6704,  ex- 
tension 263. 


CAPITA!.  COMMENTS 


OBRA  amendment  ends 
recoupment  of  $13.5  million 

With  the  enactment  of  a favorable 
amendment  to  the  Omnibus  Budget  Re- 
conciliation Act  of  1989  ( OBRA ),  Texas 
Medical  Association  won  its  2-year  fight 
to  stop  the  federal  government  from  col- 
lecting $13  5 million  in  alleged  “overpay- 
ments” to  Texas  physicians  and  Medicare 
beneficiaries.  The  recoupment  sought  to 
recover  so-called  overpayments  to  physi- 
cians and  beneficiaries  for  bills  filed  July 
1985  through  March  31.  1986,  following 
a Medicare  coding  conversion. 

The  US  Department  of  Health  and  Hu- 
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man  Services  ( HHS ) ordered  the  recoup- 
ment in  August  1987,  but  Texas  Medical 
Association  and  20  other  plaintiffs  have 
held  the  government  at  bay  since  Oc- 
tober 1987  with  various  legal  maneuvers, 
including  an  appeal  to  the  US  Supreme 
Court.  TMA  contended  that  neither 
Medicare  law  nor  regulation  required  the 
recoupment  and  that  the  carrier  had  the 
authority  to  pay  physicians  on  a fee 
schedule  basis  as  it  did  because  historical 
customary  and  prevailing  charge  data 
were  not  available.  HHS  said  the  use  of 
the  fee  schedule  was  illegal. 

TMA’s  victory  emanated  from  an 
amendment  to  the  budget  reconciliation 
act  that  Congressman  John  Bryant 
(D-Dallas  ) introduced  in  July  at  the  re- 
quest of  TMA  President  Max  C.  Butler, 
MD.  President  Bush  signed  the  measure 
December  19. 


VACATION  SEMINARS 
— Fully  Accredited 
Medical  Malpractice 
“Damage  Control”  and 
AIDS:  An  Overview 

(Satisfies  Relicensure  Requirements) 

2-5  Day  Programs 
Offered  WEEKLY  At: 

4 CLUB  MED  VILLAGES 
(Dom.  Rep..  FL  Mex..  Nassau) 
DISNEY  IWORLD*.  CRESTED  BUTTE  (CO) 
LAKE  PLACID.  LAKE  TAHOE 
MIAMI  BEACH.  N.  CONWAY  (NH) 
PHOENIX,  POCONO  MTS.  (PA) 

SAN  DIEGO.  STEAMBOAT  SPRINGS  (CO), 
&a  DUDE  RANCH  (AR) 

*3  & 4 day  Bahamas  Cruises 
offered  (special  rate) 

Registration  fee:  $1Z5-2Z5 
(8-20  hours  CME) 

Spouse  Free 

Presented  by 

CURRENT  CONCEPT  SEMINARS 

America  s Largest  Independent 
Producer  of  CME  Programs 
5700  Stirling  Road,  Hollywood,  FL  33021 
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Physicians  who  have  not  returned  any 
portion  of  the  “overpayment”  need  not 
take  any  action.  At  press  time  the  Health 
Care  Financing  Administration  had  not 
issued  instructions  on  how  to  make  re- 
funds, but  TMA  advises  affected  physi- 
cians to  send  the  Medicare  carrier  ( Blue 
Cross-Blue  Shield  of  Texas)  written  re- 
quests for  a “reopening  and  refund  pur- 
suant to  section  6109  of  the  Omnibus 
Budget  Reconciliation  Act  of  1989 
(OBRA)  and  applicable  federal  regula- 
tions.” The  requests  should  be  sent  to 
Fair  Hearing  Dept-Medicare  Part  B, 

PO  Box  833849,  Richardson,  TX 
75083-3849. 

Physicians  also  should  inform  patients 
subject  to  the  recoupment  of  their  need 
to  request  a “reopening  and  refund.”  Phy- 
sicians and  patients  are  asked  to  send  a 
copy  of  their  request  to  the  TMA  Dept  of 
Health  Care  Financing,  1 80 1 N Lamar 
Blvd,  Austin,  TX  78701. 

It  costs  hundreds  of  thousands  of  dol- 
lars to  pursue  these  types  of  cases.  To  as- 
sure that  the  association  can  continue  to 
effectively  represent  members  and  their 
patients  harmed  by  unfair  legal,  regula- 
tory, or  legislative  requirements.  Dr 
Butler  has  asked  the  association’s  Board 
of  Trustees  to  establish  a special  ad- 
vocacy fund.  He  requests  that  each  TMA 
member  contribute  $100  to  the  fund,  ad- 
dressed to  the  TMA  Special  Advocacy 
Fund,  1801  N Lamar  Blvd,  Austin,  TX 
78701.  Contributions  to  the  fund  are  not 
tax  deductible  as  charitable  donations, 
but  may  be  tax  deductible  as  ordinary 
and  necessary  business  expenses. 

Workers’  comp  bill  limits 
ability  to  choose  physician 

Limits  on  an  injured  worker’s  ability  to 
choose  a physician  and  new  medical  cost 
containment  measures  are  among  major 
medical  provisions  of  the  workers’  com- 
pensation reform  bill  passed  by  a special 
session  of  the  Texas  Legislature.  Most  of 
its  provisions  do  not  take  effect  until 
January  1,  1991,  although  some  provi- 
sions are  phased  in  between  April  1 990 
and  January  1993. 

On  a positive  note,  the  bill  Includes 
medical  policy  and  fee  guideline  update 
requirements  and  medical  dispute  resolu- 


tion procedures  that  should  prove  bene- 
ficial to  physicians. 

Lawmakers  on  December  1 2 gave  final 
approval  to  the  so-called  Hobby  plan, 
drafted  by  Lt  Gov  Bill  Hobby,  and  ended 
an  1 1 -month  stalemate  on  workers’  com- 
pensation reform.  Governor  Bill  Clem- 
ents immediately  signed  the  measure 
into  law. 

Under  the  reform  law,  an  injured 
worker  will  be  allowed  to  select  his  or 
her  initial  physician  and  make  one 
change  without  the  permission  of  the  in- 
surance carrier  or  the  newly  created 
Workers’  Compensation  Commission 
through  the  end  of  1992.  Beginning  Janu- 
ary 1,  1993,  the  employee  must  select  his 
or  her  initial  treating  physician  from  a list 
approved  by  the  commission.  Any  subse- 
quent change  would  require  the  permis- 
sion of  the  commission.  Such  changes 
would  be  limited  to  situations  in  which 
there  has  arisen  a conflict  that  jeopar- 
dizes the  physician-patient  relationship 
or  in  which  treatment  provided  by  the 
initial  physician  produces  insufficient  im- 
provement in  the  patient’s  condition. 

TMA  successfully  amended  the  pro- 
posal to  include  all  physicians  on  the 
initial  approved  list  and  ensured  that 
medically  necessary  referrals  by  one  phy- 
sician to  another  are  not  limited. 

Medical  cost  containment  measures 
approved  in  the  bill  include  a require- 
ment that  injured  workers  obtain  second 
opinions  before  undergoing  spinal  sur- 
gery. The  bill  also  authorizes  the  commis- 
sion to  require  preauthorization  for 
certain  health  care  treatments  or  ser- 
vices. Second  opinions  will  not  be  re- 
quired prior  to  spinal  surgery  if  the  case 
is  an  emergency  or  if  the  insurance  car- 
rier fails  to  request  a second  opinion 
within  14  days. 

The  bill  also  requires  medical  policies 
and  fee  guidelines  to  be  updated  by  the 
commission  every  2 years  to  ensure  they 
reflect  fair  and  reasonable  charges  and 
current  reasonable  or  necessary  medical 
treatment.  The  Workers’  Compensation 
Commission,  which  replaces  the  current 
Industrial  Accident  Board,  also  is  given 
authority  to  establish  a medical  dispute 
resolution  system.  That  system  would 
start  with  an  informal  review,  which 
could  lead  to  a contested  case  hearing. 

Another  major  provision  prohibits  in- 
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surancc  carriers  or  injured  workers  from 
negotiating  an  agreement  to  limit  or  ter- 
minate the  carrier’s  liabiliU’  for  lifetime 
medical  benefits.  Such  agreements  are 
commonplace  under  the  current  system. 

In  other  medical  provisions,  the  bill: 

— Requires  insurance  carriers  to  pay 
health  care  providers  within  45  days  of 
receipt  of  a claim. 

— Establishes  a Division  of  Medical  Re- 
view to  replace  the  existing  LAB  Medical 
Cost  Containment  Division. 

— Requires  all  guidelines  for  medi- 
cal services  and  fees  to  be  “fair  and 
reasonable.” 

— Authorizes  the  commission  to  con- 
tract with  health  care  providers  or  pro- 
fessional organizations  to  develop, 
maintain,  and  review  medical  policies 
and  fee  guidelines. 

— Creates  a new  Medical  Advisor}' 
Committee  composed  of  1 5 members,  in- 
cluding a physician,  osteopath,  two  hos- 
pital representatives,  eight  other  health 
care  representatives  from  various  fields, 
and  four  public  members. 

— Presumes  that  medical  charges  for 
services  consistent  with  fee  guidelines 
and  medical  policies  are  reasonable. 

— Requires  payment  of  interest  when 
an  insurance  carrier  takes  more  than  60 
days  to  pay  a claim  submitted  by  a health 
care  provider. 

— Requires  health  care  providers  to 
disclose  ownership  of  more  than  5%  fi- 
nancial interest  in  a facility  to  which  the 
provider  refers  worker’s  compensation 
patients. 

Many  of  those  provisions  are  similar  to 
reforms  enacted  in  1 987  as  part  of  Senate 
Bill  1355. 

Passage  of  the  Hobby  plan  ends  a year- 
long debate  that  spanned  a regular  and 
two  special  legislative  sessions.  The  bill 
uses  the  American  Medical  Association 
Guidelines  for  Permanent  Impairment  as 
the  principal  tool  for  determining  work- 
ers’ compensation  benefits.  This  provi- 
sion changes  the  system  for  determining 
benefits  from  a subjective  determination 
of  the  value  of  a worker’s  loss  of  wage- 
earning capacity  to  an  objective  standard 
relating  to  the  physical  disability  of  the 
employee.  The  provision  is  expected  to 
limit  disputes  over  the  amount  of  re- 
covery to  which  an  injured  worker  is 
entitled. 

The  bill  also  limits  court  appeals  of 


commission  decisions  to  issues  that  were 
raised  in  the  agency  hearings,  including 
allowing  disclosure  to  juries  of  commis- 
sion decisions.  Other  provisions  require 
insurance  carriers  to  offer  safety  pro- 
grams to  employers  and  employees,  im- 
pose substantial  fines  for  safety  violations, 
and  require  gathering  of  data  on  work- 
place accidents. 

ITie  commission  also  is  given  greater 
powers  to  discipline  and  exclude  from 
the  process  attorneys,  insurance  com- 
panies, employers,  employees,  and  health 
care  providers  who  abuse  the  system.  Fi- 
nally, the  bill  essentially  eliminates  lump 
sum  awards. 

Calculation  of  benefits  and  limits  on 
jur}'  trial  appeals  were  the  most  contro- 
versial provisions  of  the  bill.  Business  in- 
terests, which  have  seen  their  workers’ 
compensation  insurance  rates  rise  more 
than  148%  in  the  past  5 years,  supported 
the  use  of  impairment  guidelines  and  lim- 
its on  jury  trials  in  court  appeals  of 
workers’  compensation  awards.  Trial  law- 
yers and  organized  labor  fought  to  main- 
tain the  lost  earning  capacity  system  for 
determining  benefits.  They  also  argued 
that  the  limits  on  jury  trials  would  deny 
workers  access  to  the  judicial  system. 

The  stalemate  between  House-backed 
business  interests  and  Senate-backed  trial 
lawyer  and  labor  interests  came  just  3 
days  before  the  most  recent  30-day  spe- 
cial session  was  to  end.  The  bill  was  all 
but  dead  when  three  senators  agreed  to 
support  the  House  version  with  the  addi- 
tion of  seven  amendments.  Those  amend- 
ments allow  an  injured  worker  to  present 
new  evidence  at  the  judicial  level  if  there 
has  been  a significant  change  in  his  or 
her  condition;  eliminate  a proposed 
1 -year  limit  on  benefits  paid  to  a worker 
wrongfully  discharged;  and  increase 
benefits  for  those  earning  less  than  S8.50 
an  hour. 

TMA  will  work  with  the  commission 
during  drafting  of  rules  governing  the  ap- 
proved list  of  physicians  and  may  seek 
during  the  1991  legislative  session  to  re- 
fine provisions  governing  situations  in 
which  a worker  can  change  physicians. 

The  medical  provisions  of  the  reform 
bill  were  largely  noncontroversial.  TMA, 
therefore,  was  not  heavily  involved  in  de- 
bate on  the  more  controversial  provi- 
sions, namely  the  impairment  guideline 
and  jury  trial  provisions. 


“TMA  emerged  from  this  debate  with 
an  enhanced  reputation  among  those  on 
both  sides  of  the  workers’  compensation 
issue  because  we  concerned  ourselves 
with  improving  the  medical  provisions 
and  stayed  out  of  the  bitter  battle  over 
jury  trials  and  benefits,”  said  William 
Gamel,  MD,  chairman  of  TMA’s  Council 
on  Legislation. 


NEWSMAKERS 


JUDITH  LYNN  BERWICK  CRAVEN,  MD, 
Houston,  was  chosen  one  of  seven 
women  to  be  inducted  into  the  Texas 
Women’s  Hall  of  Fame.  Dr  Craven  has 
been  chief  of  family  health  services  for 
the  Houston  Health  Department,  dean 
of  the  School  of  Allied  Health  Sciences  at 
The  University  of  Texas  Health  Science 
Center  at  Houston,  and  since  1987  has 
been  a vice  president  of  the  center.  She 
will  be  honored  at  ceremonies  in  Austin 
in  March. 

AARON  FRADKIN,  MD,  Galveston,  re- 
cently was  cho.sen  president  of  the  Texas 
Society  of  Internal  Medicine.  Other 
newly-elected  officers  include  ISABEL 
HOVERMAN,  MD,  Au.stin,  president-elect; 
SPENCER  BERTHELSEN,  MD,  Sugar  Land, 
secretar) -treasurer;  and  DON  WARDEN, 
MD,  Weslaco,  past  president. 

lAURANCE  N.  NICKEY,  MD,  El  Paso,  was 
named  the  1989  "Outstanding  El  Paso 
Citizen  of  the  Year  ” by  the  El  Pa.so  Board 
of  Realtors.  He  also  was  recognized  by 
members  of  the  El  Paso  Cit\’  Council, 
who  presented  him  the  city’s  highest 
award,  the  “El  Conquistador  Award.”  Dr 
Nickey  is  director  of  the  El  Paso  City- 
County  Health  District. 

CHESTER  J.  ST.  ROMAIN,  MD,  Nederland, 
was  honored  recently  as  Outstanding 
Citizen  of  the  Year  by  the  Nederland 
Business  and  Professional  Women’s  Club. 
Dr  St.  Romain  is  a family  practitioner. 

BETIY  P.  STEPHENSON,  MD,  Houston, 
was  elected  president-elect  of  the  Ameri- 
can Society  of  Anesthesiologists.  Dr  Stc- 
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phenson  is  secretary/treasurer  of  Texas 
Medical  Association. 

JAMES  T.  WILLERSON,  MD,  chairman  of 
internal  medicine  at  The  University  of 
Texas  Medical  School  at  Houston,  has 
been  honored  by  his  former  institution, 
The  University  of  Texas  Southwestern 
Medical  Center  at  Dallas.  The  James  T. 
Willerson,  MD,  Distinguished  Chair  in 
Cardiovascular  Diseases  has  been  es- 
tablished “in  recognition  of  his  dis- 
tinguished accomplishments  and  in 
gratitude  for  his  many  contributions.” 


DEATHS 


Medical  Branch  at  Galveston.  He  served 
internships  at  John  Sealy  Hospital  in  Gal- 
veston and  at  Royal  Victoria  Hospital  in 
Montreal,  Canada.  His  residencies  were 
at  Baltimore  (Md)  City  Hospital  and 
Johns  Hopkins  Hospital.  During  World 
War  11,  he  served  with  the  Medical  Corps. 
Dr  Connally  was  mayor  of  Waco  in  1954. 
He  was  an  honorary  member  of  Texas 
Medical  Association. 

WILLIAM  E.  GREGG,  MD,  retired  Kerr- 
ville  general  practitioner.  Died  Novem- 
ber 12,1 989;  age  87.  Dr  Gregg  was  a 
1928  graduate  of  Harvard  University 
Medical  School.  He  served  an  internship 
at  St  Luke’s  Hospital  in  Chicago.  Dr  Gregg 
moved  to  Kerrville  in  1939.  He  was  an 
honorary  member  of  Texas  Medical 
Association. 
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ROBERT  N.  BUGG,  MD,  Midland  der- 
matologist. Died  September  26,  1989; 
age  69.  Dr  Bugg  graduated  in  1943  from 
the  University  of  Oklahoma  School  of 
Medicine  in  Oklahoma  City.  He  served  an 
internship  at  Methodist  Hospital  in  St 
Joseph,  Mo,  and  a residency  at  the  VA 
Hospital  in  the  Bronx,  NY.  During  World 
War  11,  he  served  with  the  US  Army. 

JERRY  EDWIN  BUNCE,  MD,  Liberty  fam- 
ily practitioner.  Died  November  10, 

1989;  age  48.  Dr  Bunce  was  a 1966 
graduate  of  The  University  of  Texas 
Medical  Branch  at  Galveston.  He  served 
an  internship  and  a residency  at  John 
Peter  Smith  Hospital  in  Fort  Worth. 

Dr  Bunce  served  with  the  US  Army  in 
Vietnam. 

WILLIAM  LEONARD  COLIP,  MD,  retired 
Grand  Prairie  family  practitioner.  Died 
November  10,  1989;  age  69.  Dr  Colip  re- 
ceived his  medical  degree  in  1944  from 
Indiana  University  School  of  Medicine  in 
Indianapolis.  He  served  his  internship 
and  residency  at  Rochester,  NY,  General 
Hospital.  During  World  War  11,  he  was  a 
captain  in  the  US  Army  Medical  Corps. 

Dr  Colip  was  a life  member  of  Texas 
Medical  Association. 

HERSCHEL  F.  CONNALLY,  JR,  MD,  retired 
gy  necologist,  formerly  of  Waco.  Died  July 
5,  1989;  age  76.  In  1937,  Dr  Connally 
graduated  from  The  University  of  Texas 


SURESH  CHANDRA  D.  MEHTA,  MD,  Lub- 
bock pediatrician.  Died  October  5,  1989; 
age  50.  Dr  Mehta  received  his  medical 
degree  in  1964  from  London  (England) 
University.  He  served  an  internship  at 
London  Hospital  and  a residency  at  King 
George  Hospital  in  Ilford,  England.  Dr 
Mehta  moved  to  Lubbock  in  1985. 

JULIAN  GUY  SEWELL,  MD,  retired  Belton 
general  practitioner.  Died  November 
1989;  age  77.  Dr  Sewell  was  a 1936 
graduate  of  The  University  of  Texas 
Medical  School  at  Galveston.  He  served 
his  internship  and  residency  at  Parkland 
Hospital  in  Dallas.  Dr  Sewell  was  an 
honorary  member  of  Texas  Medical 
Association. 

WALTER  HAMILTON  STAPP,  MD, 

Crowell  family  practitioner.  Died  Novem- 
ber 27,  1989;  age  68.  Dr  Stapp  graduated 
in  1946  from  Southwestern  Medical 
School  in  Dallas.  He  served  his  internship 
at  City-County  Hospital  in  Fort  Worth, 
and  residencies  at  Baroness-Erlanger  Hos- 
pital in  Chattanooga,  Tenn,  and  Baylor 
Hospital  in  Dallas.  Dr  Stapp  was  a captain 
in  the  US  Army  Medical  Corps  from  1951 
to  1953. 

WALKER  THOMPSON,  MD,  retired  Bell- 
aire  psychiatrist.  Died  November  27, 
1989;  age  80.  Dr  Thompson  was  a 1934 
graduate  of  The  University  of  Nebraska 
Medical  Center.  He  served  his  internship 


and  residency  at  Boston  (Mass)  City  Hos- 
pital, with  postgraduate  training  at  Iowa 
Psychopathic  Hospital  in  Iowa  City. 

ADAM  WOLSKI,  MD,  retired  Houston 
obstetrician  and  gynecologist.  Died  No- 
vember 15,  1989;  age  73.  Dr  Wolski  re- 
ceived his  medical  degree  in  1942  from 
the  University  of  Lodz  in  Poland.  In  1959, 
Dr  Wolski  moved  to  the  United  States.  He 
served  an  internship  at  Aultman  Hospital 
and  a residency  at  Mercy  Hospital,  both 
in  Canton,  Ohio. 
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Margie  B.  Peschel,  MD.  recently  visited  a group  of 
elementary’  school  students  to  talk  about  her  work 
as  a pathologist 


Many  people  hold  dear  the  childhood 
memory  of  a mentor  who  sparked  an 
interest  that  bums  throughout  their 
life — an  important  someone  who  re- 
vealed new  possibilities  and  inspired 
dreams. 

Margie  Peschel,  MD,  may  have  become 
that  someone  for  a group  of  sixth  gra- 
ders at  Spring  Garden  Elementary’ 

School  in  Bedford,  Tex,  last  fall  when 
she  appeared  as  the  first  guest  speaker  in 
the  school's  Community  Outreach  Pro- 
gram. Spring  Garden  Principal  Bill 
Barnes  reports,  “The  kids  really  turned 
on  to  what  she  was  presenting  to  them. 

It  was  just  wonderful. " 

"The  concept  of  medicine  as  a worth- 
while career  needs  to  be  fostered  early, 
beginning  at  the  elementary  school 
level,"  Dr  Peschel  said.  ‘‘Students  well 
educated  in  mathematics  and  science 
are  more  likely  than  others  to  pursue  a 
career  in  medicine.  ” 

Dr  PescheTs  presentation,  “The  Profes- 
sion of  Medicine  and  the  Story  of 
Blood,  ” included  a lively  slide  show 
about  a heroic  super  cell.  The  Fort 
Worth  pathologist  admits,  “I  do  get  en- 
thused about  things, " and  judging  from 
the  tone  of  the  more  than  100  thank- 
you  letters  the  students  sent  her,  that  en- 
thusiasm is  contagious.  A sample  of  the 
letters,  a delightful  conglomeration  of 
unique  perspectives  and  thoughts,  is  re- 
produced here. 


Dear  Dr  Peschel: 

Thank  you  for  coming  to  Spring  Gar- 
den, and  telling  us  about  cells.  I really 
learned  a lot.  The  best  part  was  Super 
Cell.  I hope  I will  see  you  soon,  but  not 
in  the  hospital  hopefully. 

Scott  B. 

1 enjoyed  the  lecture  you  gave  us.  And,  it 
wasn’t  because  it  wasted  two  classes. 
ITiank  you  for  coming.  I didn’t  know  a 
stem  cell  made  other  cells.  I enjoyed  the 
slides.  Thank  you  for  coming. 

J.T.H. 

ITiank  you  for  talking  to  us  about  blood.  I 
didn’t  want  to  be  a doctor  because  1 
thought  it  would  be  discusting  (sic)  and 
gross.  Now  1 know  about  how  nice  it 
would  be  to  be  a pathologist  and  how 
neat  it  would  be  to  be  on  the  paper,  tv, 


and  pictures.  My  friends  said,  “It  would 
be  good  pay,  too.”  I also  want  to  know  if 
you  could  send  me  anything. 

Travis  C. 

Your  presentation  about  blood  was  great! 
I really  learned  more  than  I really  and 
truly  knew!  I really  seem  to  like  pathol- 
ogy and  if  1 ever  become  a pathologist 
(which  I want  to  be  very  much)  I hope 
that  all  the  pathologists  are  just  like  you 
are!  You  are  clean,  wholesome,  good,  and 
nice!  I really  like  you  a lot  and  I hope 
you  can  come  again!  What  I liked  the 
best  was  the  slides  and  you  talking  to  us! 

Kelly  M. 

I really  did  not  know  blood  could  do  so 
much  for  a person.  At  first,  1 did  not 
know  that  much  about  blood.  I really  en- 
joyed your  presentation.  You  taught  me  a 
lot  about  blood.  Now  I know  a lot  about 
blood,  the  diseases  caused,  and  the  way 
people  need  blood  so  much.  I think  I 
want  to  be  a doctor  now,  because  know- 
ing that  I could  save  someone’s  life  with 
blood.  When  1 grow  up  to  be  a doctor  I’ll 
always  say  and  remember,  “Dr  Peschel 
taught  me  about  blood!”  Thank  you  for 
coming. 

Ashley  B. 

I really  enjoyed  your  talk  about  pathol- 
ogy. I also  liked  the  slides  you  showed  us. 
After  you  talked  to  us  I’m  deciding  on 
being  a soccer  player  or  a doctor. 

Brian 

I really  appreciate  your  coming.  I learned 
a lot  of  things  from  you!  Your  slides  are 
really  funny.  All  those  platelets,  red  blood 
cells,  and  white  blood  cells  are  really 
helping  the  human  body.  I really  do  not 
think  that  blood  is  yucky  anymore. 
Thanks  a lot! 

Betsy  T. 

Thank  you  for  coming  and  teaching  us 
about  blood  and  what  you  do.  It  really 
changed  my  point  of  view  about  blood 
and  a pathologist.  I really  learned  a lot. 
Thank  you  again.  I wish  you  luck  on  the 
vote  to  get  you  into  the  board.  I can  see 


*Dr  Peschel  is  a recipient  of  the  Tarrant 
County  Medical  Society’s  Gold  Headed  Cane 
Award. 
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why  you  got  the  cane.*  You  are  ver)-  like- 
able and  intelligent  person.  I only  wish  I 
could  get  to  know  you  better.  Thanks  a 
bunch. 


PS  1 like  your  dress. 


Chrissy  P. 


Thank  you  for  coming  and  teaching  us 
about  blood.  You  should  see  a lot  of  it  on 
Halloween.  Come  again. 

Aaron  T. 


I really  enjoyed  your  presentation.  Thank 
you  for  coming  to  Spring  Garden.  I really 
loved  it  when  you  talked  about  the  stem 
cell  and  red  cells.  I especially  liked  when 
you  talked  about  red  cells.  1 don’t  want 
to  be  a doctor  because  1 want  to  play 
football,  but  I will  spend  a lot  of  time 
with  doctors. 

Labrentt  A 


1 think  that  presentation  you  did  for  us 
yesterday  was  neat.  I thought  Super  Cell 
was  a neat  name  for  a cell  that  did  so 
much  work.  1 didn’t  know  that  one  cell 
could  make  three  different  cells  all  by  it- 
self. 1 also  think  that  you  are  a great  pa- 
thologist. I was  wondering  if  you  have 
ever  met  my  dad,  he’s  a pedeatritionist. 

Adam  M. 


Thank  you  for  coming  and  talking  to  us.  I 
reaUy  learned  something.  Its  weird  that 
you  need  all  those  blood  cells  to  make 
you  live. 

Kyle  E. 

I really  enjoyed  your  speech  on  blood.  I 
especially  enjoyed  your  slides.  I learned 
some  things  1 didn’t  know.  Pathology 
sounds  very  ftin,  but  also  hard  work.  Our 
class  found  an  article  on  you.  I said  you 
do  amazing  things  and  you  are  very  good 
at  what  you  do. 

Landry 

I enjoyed  your  presentation  on  cells.  The 
slides  were  good  and  you  gave  a beau- 
tiful formal  speaking.  I never  knew  as 
much  about  cells  as  I do  now.  I think  I 
like  my  platelets  best!  I hope  you  can 
come  next  year  when  I’m  in  Harwood. 
Thanks  for  coming! 

Sarah  R. 

I enjoyed  your  presentation  about  the 
different  types  of  cells  in  your  blood.  I 


Super  Cell  is  the  champion  of  a slide  presentation 
on  "My  Blood,  Your  Blood  His  Blood  Her  Blood" 
© 1981,  Puget  Sound  Blood  Center. 


really  learned  a lot.  You  told  us  some 
things  that  I didn’t  know  like  how  the 
red  cell  takes  oxygen  from  the  lungs  and 
takes  it  to  different  tissues  such  as  the 
muscles.  Some  day  I am  going  to  be  a 
doctor.  I don’t  know  what  kind  yet  but 
I’ll  figure  it  out.  Good  luck  in  your  other 
presentations. 


Chris  H. 


I liked  your  talk  about  blood  yesterday.  I 
learned  new  things  that  I never  knew 
about  blood.  I can  still  name  the  three 
types  of  blood.  Platelets,  red  blood  cells, 
and  white  blood  cells.  I think  you’re 
a pretty  good  doctor.  Keep  up  the 
good  work. 

Jon  M. 


That  speech  that  you  gave  yesterday  was 
very  educating.  About  how  the  red  blood 
cells  work  and  all  that  stuff.  And  1 might 
come  and  tour  the  place.  My  favorite 
thing  was  the  pus  part.  That  was  real 
neat.  The  slides  were  very  neat.  You  also 
taught  me.  You  are  a very  thoughtful 
person. 


Gabe  S. 


Wow!  You’re  really  good.  You  seem  to 
like  your  work  and  you  teach  it  well.  The 
slides  were  cute.  I hope  you  keep  getting 
more  awards  and  you  get  elected  to  that 
national  board  of  people  in  your  field  you 
briefly  talked  about.  I hope  you  come 
again.  It  was  fun! 


Elizabeth  C. 


I found  your  visit  very'  interesting.  I also 
learned  a lot.  It  made  me  notice  how  im- 
portant doctors  are. 

Jason  S. 

I really  enjoyed  you  coming  to  talk  to  us 
about  pathology.  I know  that  your  job 
isn’t  easy,  but  it  helps  lots  of  people.  You 
have  been  there  when  lots  of  people 
needed  you.  You  have  really  helped  me 
understand  blood.  It  was  so  clear  that  I 
might  want  to  go  into  the  pathology  field. 

Matt  W. 


I loved  the  presentation  very  much. 
Should  I say  I was  “moved”  by  all  the 
awards  you  have  received  in  your  field. 
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Obesity  has  been  considered  a risk  factor  for  gall- 
stones, but  the  association  remains  controversial 
To  test  this  possible  association  we  studied  au- 
topsy reports  of 352  adult  patients.  These  included 
248  obese  and  104  non-obese patients.  The  body 
mass  index,  defined  as  body  weight  in  kglm\  was 
used  to  assess  and  measure  the  degree  of  obesity’ 
and  to  divide  patients  into  two  groups:  Group  1 
( normal  weight  and  mildly  obese  individuals) 
and  Group  2 ( moderately  and  severely  obese  indi- 
viduals). The  comparative  frequency’  of  gallstones 
in  these  two  groups  was  statistically  analyzed  by 
the  Mantel -Haenzel  method  with  stratification  for 
age,  sex,  and  diabetes  mellitus.  No  significant  asso- 
ciation between  gallstones  and  obesity  (p<0.2) 
was  found. 


Gallstones  are  common  in  the  United  States 

and  other  countries  and  have  long  been  rec- 
ognized as  a major  health  problem  (1—6). 
The  incidence  of  gallstones  in  women  (7—9),  spe- 
cific age  groups  (9,10—13),  the  obese  ( 1,14-23), 
and  the  diabetic  population  ( 1,14,24-26)  is  re- 
ported to  be  higher  than  in  the  general  population. 
Numerous  risk  factors  for  gallstones  other  than  age, 
female  sex,  obesity,  and  diabetes  mellitus  also  have 
been  described  ( 27,28).  These  risk  factors  include 
race  or  national  origin  (1,29,30),  pregnancy  (1,9), 
parity  (8,22),  oral  contraceptives  (31,32 ),  female 
sex  hormones  (33),  genetic  factors  (34),  social 
class  (22),  diet  (1,35,36),  smoking  (22),  alcohol 
(1,35),  liver  disease  (37),  chronic  hemolysis 
(38-40),  clofibrate  therapy  (41)  and  biliary  infec- 
tion (42 ).  While  female  sex  and  increasing  age  are 
well  accepted  to  be  risk  factors  for  gallstones,  the 
relationship  between  obesity  and  gallstones  remains 
controversial.  Specifically,  this  study  was  undertaken 
to  test  further  the  possible  association  of  gallstones 
with  obesity,  comparing  the  findings  in  normal 
weight  and  mildly  obese  individuals  with  those  in 
moderately  and  severely  obese  individuals  after  ap- 
propriate control  for  diabetes  mellitus,  age,  and  fe- 
male sex  as  possible  confounding  factors. 

Materials  and  methods 

Three  hundred  and  seventy-three  adult  patients 
(273  apparently  obese  and  100  non-obese  controls) 
were  identified  among  3,909  autopsies  performed  at 
the  Ben  Taub  General  Hospital  from  1972  to  1984. 
The  patients’  ages  ranged  from  20  to  84  years 
(mean  52  years).  The  diagnosis  of  diabetes  mellitus 
was  retrieved  from  clinical  abstracts  incorporated  in 
the  autopsy  protocols.  Obesity  was  diagnosed 
clinically  and/or  at  autopsy  and  was  subsequently 
quantitated  in  terms  of  the  body  mass  index  (BMI), 
expressed  as  kilograms  per  square  meter  (kg/m^) 


(43—45).  All  patients  were  reassessed  according  to 
their  BMls  regardless  of  their  initial  categorization. 
Those  with  abnormally  high  BMls  were  further  cate- 
gorized as  mildly  obese  (BMI  24—30  kg/m^  in 
women,  25-30  kg/m^  in  men),  moderately  obese 
(BMI  31—40  kg/m^),  or  severely  obese  (BMI>41 
kg/m^).  Twenty-one  patients  (7  women,  14  men) 
with  abnormally  low  BMls  (19  kg/m^  or  less)  were 
eliminated  from  the  study.  This  elimination  aimed 
to  reduce  bias  due  to  patients  who  might  have  had 
significant  weight  loss  prior  to  death.  The  remaining 
352  patients  (232  women,  120  men)  constituted  the 
subject  of  this  study.  The  352  patients  included  104 
(52  women,  52  men)  normal  weight  (non-obese)  in- 
dividuals; 112  (79  women,  33  men)  mildly  obese 
individuals;  108  (84  women,  24  men)  moderately 
obese  individuals;  and  28(17  women,  1 1 men ) se- 
verely obese  individuals. 

For  statistical  analyses,  the  352  patients  were  di- 
vided into  two  groups:  Group  1 included  216  ( 104 
normal  weight  and  112  mildly  obese)  individuals. 
Group  2 included  136  ( 108  moderately  obese  and 
28  severely  obese ) individuals.  Comparisons  be- 
tween Groups  1 and  2 were  made  by  summary  chi 
square  statistics  and  adjusted  odds  ratios  (OR), 
computed  by  the  Mantel-Haenzel  method  (46), 
with  stratification  of  data  for  diabetic  state,  age, 
and  sex. 

Results 

Two  hundred  sixteen  patients  had  BMI  less  than  30 
kg/m^  (Group  1,  normal  weight  and  mildly  obese), 
and  136  had  BMI  greater  than  31  kg/m^  (Group  2, 
moderately  and  severely  obese).  The  distribution  of 
patients  in  these  two  groups  according  to  sex,  dia- 
betes, and  presence  or  absence  of  gallstones  is 
shown  in  Fig  1.  Gallstones  were  present  in  43 
(20%  ) of  216  patients  in  Group  1 and  in  32  (24%  ) 
of  the  136  patients  in  Group  2.  The  difference  in 
frequency  of  gallstones  in  these  two  groups  was  not 
statistically  significant  (OR=1.2,  Mantel-Haenzel 
chi^=  1.0,  df=  1,  p>0.20).  The  frequency  of  gall- 
stones increased  with  age  as  shown  in  Fig  2. 

Discussion 

Obesity  is  often  cited  as  a risk  factor  for  gallstones, 
but  conflicting  opinions  exist.  Part  of  the  conflicting 
opinions  relate  to  the  different  types  of  studies  used 
to  assess  the  frequency  of  gallstones.  Some  of  these 
studies  have  been  based  on  data  derived  from  au- 
topsies (6,15,47,48).  Other  studies  have  been  based 
on  information  derived  from  cholecystography 
(2,21,49),  ultrasonography  (9,36,49),  and  surveys 
of  selected  population  groups  (9-12,18,22,26). 
Comparisons  of  these  published  reports  are  ham- 
pered by  lack  of  consistent  separation  of  patients  ac- 
cording to  age,  sex,  weight,  and  diabetes.  In  our 
study,  we  attempt  to  determine  whether  a signifi- 
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cant  association  exists  between  gallstones  and 
obesiU'  when  age,  sex,  and  diabetes  are  controlled 
as  contbunding  factors. 

Several  previous  studies  have  linked  gallstones 
and  obesir>'.  Newman  and  Northup  (15)  studied  the 
incidence  at  autopsy  of  gallstones  and  noted  that 
thin  individuals  had  a lower  frequency  of  gallstones 
than  normal  weight  or  obese  individuals.  Robertson 
(7)  reported  on  1,032  patients  with  gallstones  at  au- 
topsy and  found  that  454  (44%  ) were  overweight 
and  of  these  287  (63%  ) were  women.  Based  on 
these  findings,  this  author  concluded  women  who 
have  gallstones  are  more  likely  to  be  overweight  at 
the  time  of  their  death.  Friedman  ( 2 ) in  the  Framing- 
ham study  of  4,469  individuals,  ages  30—59,  found 
that  persons  whose  weight  was  at  least  20%  above 
the  median  weight  for  their  sex-height  group  had 
about  twice  the  risk  of  subsequent  gallbladder  dis- 
ease. Friedman  concluded  that  increase  in  weight  is 
associated  with  increased  incidence  of  gallbladder 
disease.  However,  none  of  these  studies  attempted 
to  control  for  age,  sex,  and  diabetes  as  possible  con- 
founding factors.  An  increased  frequency  of  gall- 
stones in  obese  surgical  patients,  particularly  the 
morbidly  obese,  has  also  been  reported  (4,50,51 ). 

In  the  current  study,  the  number  of  severely  obese 
patients  is  small,  and  thus  our  results  do  not  contra- 
dict previous  reports  linking  gallstones  and  morbid 
obesity. 

This  study  may  be  criticized  on  two  accounts, 
due  to  possible  bias  related  to  the  selection  of  pa- 
tients at  autopsy  (52).  First,  because  a patient  may 
gain  or  lose  weight  significantly  during  terminal  ill- 
ness and  second  because  such  terminal  weight 
change  may  be  due  to  gallbladder  disease.  However, 
in  answer  to  the  first  possible  criticism,  our  data 
have  shown  a significant  association  between  BMl  at 
autopsy  and  diabetes  mellitus  (OR  =2.2  for  normal 
weight  and  mildly  obese  vs  moderately  to  severely 
obese,  controlling  for  sex  and  age  by  decade,  Mantel- 
Haenzel  chi’ = 9.06,  df=  1,  p<0.01 ),  and  we  believe 
that  since  this  well  established  correlation  between 
obesity  and  diabetes  mellitus  was  maintained,  it 
is  reasonable  to  think  that  other  associations  of 
obesity  would  also  be  maintained.  In  answer  to  the 
second  possible  criticism,  careful  review  of  the  352 
autopsy  protocols  did  not  show  that  gallbladder  dis- 
ease had  a significant  role  in  the  terminal  illness  of 
any  patient,  effectively  precluding  that  this  bias 
existed.  Hence,  it  is  likely  that  prevalence  of  gall- 
stones at  autopsy  parallels  that  in  the  general  popu- 
lation. In  fact,  our  autopsy  prevalence  of  gallstones 
increased  with  age  ( Fig  2 ) and  showed  a greater 
prevalence  in  women  (OR=2.40),  paralleling  well 
established  epidemiologic  associations  (7,10 ).  Thus, 
this  autopsy  study  shows  no  significant  association 
between  obesity  and  gallstones  but  reconfirms  the 
recognized  association  of  gallstones  with  female  sex 


and  a greater  prevalence  of  gallstones  with  increas- 
ing age.  We  conclude  that  obesity  is  at  most  a minor 
risk  factor  for  gallstones  and  that  female  sex  and 
increasing  age  remain  important  risk  factors  for 
gallstones. 
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I Gallstones  (GS).  sex,  HMI’.  anil  diahetic  state. 

Group  1 Group  2 


Sex  and 

Diabetic  State 

( BMl 

S ,30  kg/^) 

(BMl  > 31  kg/m-) 

GS 

No  GS 

GS 

No  GS 

Total 

Men (120) 

Diabetes 

0 

0 

7 

1 1 

No  diabetes 

9 

72 

6 

22 

109 

Women  ( 232 ) 

Diabetes 

S 

21 

9 

23 

38 

No  diabetes 

29 

76 

17 

32 

l^-t 

•BMl  = body  mass  index  in  kg/ni^ 


2.  Gallstones  ( GS),  sex,  and  age.  * 


Sex 

GS 

<30 

.30 -.39 

40--i9 

30-59 

60-69 

>70 

Totals 

Men 

■^'es 

1 ( 10) 

1 (3) 

2 (9) 

3(13) 

3 (21  ) 

1 (8) 

13  (12.5) 

Men 

No 

9 (90) 

18 (95) 

21 (91) 

27(83) 
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11 (92) 

105  (87,5) 

Women 

Yes 

2(13) 

6 (23) 

6 (14) 
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1.3  (i5) 

60  ( 26 ) 

Women 

No 

11 (83) 

l8(-’3) 

36  (86) 

-17  (76) 

■1.3  (71,3) 

17 (33) 

1‘’2  (7i) 

* Number  in  parentheses  is  % of  age  group. 
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Childhood  and 
adolescent  cancer  in  a 
southwestern  region  of 
Texas:  1976-1980 


The  Ccmcer  Registry  ' Dii  'ision  of  the  Texas  Depart- 
ment of  Health  identified  ^49  malignant  tumors 
among  Anglo  and  Hispanic  children  and  adoles- 
cents less  than  20  years  of  age  who  lived  in  a 
southwestern  region  of  Texas  during  the  period 
1976—1980.  The  ethnic  distribution  of  cases  con- 
sisted of  184  Anglos  (53% ) cmd  165  Hispanics 
(47%  ).  The  total  cancer  incidence  rate  per  million 
for  Anglos  was  198.2  for  males  and  141.2  for  fe- 
males; for  Hispanics  the  rate  was  130. 7 for  males 
and  142.0  for  females.  The  rates  for  all  sites  com- 
bined were  higher  for  Anglo  males  than  for  US 
white  (Anglo  and  Hispanic)  males.  Anglo  females, 
Hispanic  males,  and  Hispanic  females  had  all  sites 
combined  rates  that  were  similar  to  the  rates  for 
US  white  males  and  females.  Anglo  males  were  at 
increased  risk  for  brain! central  nen>ous  system 
and  kidney  tumors.  Leukemia  was  the  most  fre- 
quent cancer  seen.  All  ethnic! sex  groups  were  at 
increased  risk  for  leukemia;  hoivever,  only  females 
had  significantly  higher  rates. 


Cancer  remains  the  second  leading  cause  of 
death  among  children  and  adolescents.  In 
1987,  194  Texans  between  the  ages  of  1 and 
20  years  of  age  died  from  cancer  ( 1 ).  In  Texas  as 
well  as  much  of  the  nation,  the  lack  of  population- 
based  cancer  incidence  data  has  resulted  in  cancer 
mortality  rates  often  being  substituted  for  cancer  in- 
cidence rates.  However,  as  a result  of  major  ad- 
vances in  the  treatment  of  many  forms  of  childhood 
cancer,  mortality  rates  among  children  have  been 
markedly  reduced. 

The  purpose  of  this  report  is  to  describe  the  inci- 
dence of  cancer  among  Anglo  and  Hispanic  children 
and  adolescents  in  a southwest  region  of  Texas  for 
the  years  1976—1980.  Black  children  and  adoles- 
cents were  excluded  from  the  analyses  because 
they  represented  less  than  1 % of  all  cases  reported 
in  this  area  during  this  period.  Ethnic-specific  analy- 
ses are  especially  important  for  Texas  because  ap- 
proximately 21%  of  the  population  is  Hispanic. 

Materials  and  methods 

All  cases  of  childhood  and  adolescent  cancer  ( ages 
20  years  or  less)  diagnosed  among  Anglo  and  His- 
panic residents  of  Public  Health  Region  6 during  the 
period  Jan  1,  1976,  through  Dec  31,  1980,  were  in- 
cluded in  the  study.  Public  Health  Region  6 is  lo- 
cated in  the  southwestern  region  of  the  state  and 
includes  2 1 counties  ( Fig  1 ).  The  Cancer  Registr) 
Division  of  the  Texas  Department  of  Health  pro- 
vided the  cancer  incidence  information  used  for 
this  study.  This  information  is  a subset  of  data  pre- 
sented in  the  second  regional  report  on  cancer  inci- 
dence in  Texas  ( 2 ). 


Ihe  cancer  registry  processes  reports  of  primary 
malignant  and  in-situ  neoplasms  among  state  resi- 
dents as  well  as  cases  of  certain  benign  tumors  and 
specific  borderline  malignancies.  Only  primary'  ma- 
lignant and  in-situ  neoplasms  are  included  in  this  re- 
port. The  principal  source  of  case  reporting  is  Texas 
hospitals;  however,  reports  also  are  received  from 
radiation  and  surgical  centers. 

The  information  submitted  to  the  registry'  is  ex- 
tracted from  the  patient’s  medical  record.  Primary 
site  and  histologic  ty  pe  are  coded  from  the  Inter- 
national Classification  of  Diseases  for  Oncology 
(ICD-O)  (3).  To  insure  the  accuracy'  and  com- 
pleteness of  information  received  in  the  cancer  regi- 
stry, a series  of  quality'  control  edits  are  performed. 
Since  an  individual  may  be  seen  at  several  hospitals 
during  the  course  of  diagnosis  and  treatment,  a con- 
solidation of  duplicate  records  on  the  same  primary 
site  also  is  completed. 

Population  estimates  were  obtained  from  the  Bu- 
reau of  State  Health  Data  and  Policy'  Analysis  within 
the  Texas  Department  of  Health.  Incidence  rates 
were  calculated  for  the  leading  causes  of  childhood 
cancer  among  each  sex/ethnic  group.  Rate  ratios 
were  used  to  assess  the  relative  risk  of  Texas  chil- 
dren and  adolescents  in  comparison  to  US  white 
children.  Incidence  rates  for  US  white  children  less 
than  20  y ears  of  age  were  calculated  using  Sur- 
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veillance  Epidemiology  End  Result  (SEER)  pub- 
lished data  for  the  years  1973—  1977  (4).  SEER  data 
do  not  represent  the  population  of  the  United  States 
as  a whole,  but  do  provide  accurate  cancer  inci- 
dence information  for  the  participating  areas.  SEER 
rates  serve  as  a standard  for  comparison.  The  SEER 
program  uses  the  term  “white”  as  a collective  desig- 
nation for  Hispanics  and  Anglos. 

Results 

ITie  Cancer  Registry  Division  identified  363  chil- 
dren and  adolescents  ( <20  years)  with  a diagnosis 
of  single  primary'  cancer  in  Public  Health  Region  6 
during  the  period  1976—1980.  Ninety-six  percent 
( 349 ) were  Anglo  or  Hispanic.  There  were  1 84  An- 
glos (60%  male)  and  165  Hispanics  (48%  male). 
The  diagnosis  was  microscopically  confirmed  for 
92%  of  the  cases.  The  method  of  diagnosis  for  5% 
of  the  cases  was  unknown. 

ITie  following  results  focus  on  the  leading  causes 
of  childhood  cancers  among  this  population  group. 
Fig  2 shows  the  number  of  cases  by  sex  and  cancer 
diagnosis.  These  seven  diagnoses  accounted  for 
83%  of  the  cancers  among  the  males  and  79%  of 
the  cancers  among  the  females. 

For  these  cancer  diagnoses,  incidence  rates  for  re- 
gion 6 and  the  US  by  ethnic  group  and  sex  are 
shown  in  Fig  3 for  males  and  Fig  4 for  females.  Rate 
ratios  comparing  rates  for  Region  6 Anglos  and  His- 
panics with  SEER  rates  for  US  whites  are  shown  in 
Fig  5.  Region  6 Anglo  males  had  a higher  overall 
cancer  incidence  rate  than  the  US  white  male  com- 
parison group  (p<0.05).  Region  6 Anglo  males 
were  at  increased  risk  for  brain/central  nervous  sys- 
tem and  kidney  cancer  ( p<().05 ).  For  most  diag- 
noses, Region  6 Hispanic  males  were  similar  to  US 
white  males.  Region  6 Anglo  and  Hispanic  females 
were  at  higher  risk  for  leukemia  (p<0.05). 
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2.  Leading  causes  of  cancer  incidence  among  Hispanic  and  Anglo  children,  ages  1-19,  by  sex 
(Public  Health  Region  6,  1976-1980). 
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Discussion 

Using  population-based  data  collected  by  the  Can- 
cer Registry  Division,  we  observed  variations  in 
childhood  and  adolescent  cancer  incidence  rates 
among  Anglos  and  Hispanics  of  a southwest  region 
of  Texas.  Cancer  registries  are  an  excellent  source 
for  studying  the  distribution  and  pattern  of  this  dis- 
ease. Population-based  cancer  registries  systemati- 
cally collect  and  analyze  information  about  all  new 
cancer  cases.  Data  from  a regi.stry  can  be  used  to  de 
termine  the  risk  of  disease  in  a population. 

This  study  has  demonstrated  the  importance  of 
cancer  incidence  data  in  helping  us  describe  the  oc- 
currence of  childhood  cancers  in  one  area  of  the 


J.  Childhood  cancer  incidence  rates  by  ethnic  group  in  a south- 
west region  of  Texas,  males,  1976— 1980  (rates per  million 
population  ). 


Cancer  Diagnosis 

US  Whites' 

Region  6 
Anglos 

Region  6 
Hispanics 

All  sites 

147.27 

198.23 

130.66 

Leukemia 

40.44 

53.57 

53.90 

Brain/CNS 

24.68 

48.22 

22.87 

Hodgkin's  disease 

14.62 

21  43 

6.53 

Non-Hodgkin's  lymphoma 

13.14 

10.71 

1 3.07 

Bone 

8 52 

5.36 

11.43 

Kidney 

4,69 

16.07 

.3.27 

Soft-tissue  tumor 

7.85 

1.79 

.3.27 

'SEER  data,  1973-  1977;  “US  whites”  includes  Hispanics  and 
Anglos 


4.  Childhood  cancer  incidence  rates  by  ethnic  group  in  a south- 
west region  of  Texas,  females,  1976—1980  ( rates  per  million 
population  ). 


Region  6 Region  6 


Cancer  Diagnosis 

US  Whites' 

Anglos 

Hispanics 

All  sites 

129.76 

141.19 

142.09 

Leukemia 

28.04 

50.29 

61.85 

Brain/CNS 

21  22 

23.21 

16.72 

Hodgkin's  disease 

16.49 

21.27 

5.01 

Non-Hodgkin's  lymphoma 

4.94 

3.87 

6.69 

Bone 

6.68 

5.80 

1.67 

Kidney 

6.54 

1.93 

6,69 

•Soft-tissue  tumor 

6.26 

11  60 

8.  .36 

'.SEER  data,  1973—1977;  “US  whites”  includes  Hispanics  and  An- 
glos 


5.  Rate  ratios  of  childhood  cancer  by  ethnicity,  sex,  and  cancer 
site  in  a southwest  region  of  Texas,  1976—1980. 


Anglos  Hispanics 


Cancer  Diagnosis 

Male 

Female 

Male 

Female 

All  sites 

1.35' 

1.09 

0.89 

1.09 

Leukemia 

1.32 

1.79' 

1.33 

2.21' 

Brain/CNS 

1 95' 

1.09 

0.93 

0.79 

Hodgkin's  disease 

1.47 

1.29 

0.45 

0,30 

Non-llodkgin's  lymphoma 

0 82 

0 78 

0.99 

1.35 

Bone 

0.63 

0.87 

1.34 

0.25 

Kidney 

3.42' 

0..30 

0.70 

1.02 

Soff-tis.sue  tumor 

0.23 

1.85 

0.42 

1.33 

* Signilicantly  higher  (P  < 0.05) 
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state.  I'he  Cancer  Registry’  Division  of  the  Texas  De- 
partment of  Health  intends  to  continue  its  efforts  to 
become  a population-based  cancer  reporting  system 
that  collects  minimal  information  on  all  new  cases 
of  cancers.  Population-based  registries  permit  a de- 
termination of  cancer  incidence  in  the  population 
and  thus  enable  a rational  allocation  of  resources  for 
cancer  prevention  and  control.  A statewide  cancer 
incidence  reporting  system  will  make  regional 
comparisons  possible.  However,  until  there  is 
more  complete  coverage,  national  data  will  have  to 
be  used. 

Leukemia  was  the  most  common  childhood  and 
adolescent  malignancy,  accounting  for  36%  of  all 
cancers  in  region  6.  In  comparison  to  US  white  chil- 
dren and  adolescents,  females  of  this  region  had  sta- 
tistically significant  higher  leukemia  rates.  The 
increased  risk  of  being  diagnosed  with  leukemia  for 
females  in  this  region  of  Texas  warrants  additional 
research. 

Anglo  males  in  region  6 had  a significantly  higher 
total  cancer  incidence  rate  as  a result  of  increased 
risk  for  brain/central  nervous  system  and  kidney  tu- 
mors. Controversy  remains  concerning  the  etiology 
of  childhood  brain  tumors.  Familial  factors  have 
been  identified,  and  some  environmental  agents 
including  in  utero  exposures  related  to  parental 
occupation  are  suspect  ( 5 ).  Anglo  males  had  a 
threefold  increase  for  kidney  tumors.  About  40%  of 
all  kidney  tumors  are  suspected  to  be  genetically 
linked  ( 6 ).  Some  kidney  tumors  result  from  con- 
genital anomalies  ( 7 ).  Additional  research  regarding 
the  increased  risk  of  these  cancers  in  Anglo  males  in 
this  region  of  Texas  is  recommended. 


6.  Knudson  AG,  Strong  LC:  Mutation  and  cancer:  a 
model  for  Wilms’  tumor  of  the  kidney.  J Natl  Cancer  Inst, 
48(2):  3 13-324,  1972. 

7.  Pendergrass  TW:  Congenital  anomalies  in  children 
with  Wilms’  tumor:  a new  survey.  Cancer  37(  1 ): 403— 408, 
1976. 
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Complete  with  marketing  ideas, 
office  displays,  posters,  waiting  room 
brochures,  and  advertising. 


* National  Consumer  Ad 
Campaign  - Builds  public  awareness, 
creates  referrals. 


Lifestyles,  PATIENT  SUPPORT 


You  know,  Doctor,  that  more  tradi- 
tional methods  of  weight  reduction 
are  simply  ineffective.  And,  severe 
overweight  threatens  your  patient’s 
health.  Primary  Care  Physicians  of 
every  specialty  recognize  Medifast  to 
be  an  important  addition  to  their 


prescribed  therapy  and  an  effective 
way  to  increase  their  patient  base. 
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I Timonium,  MD  2 109.3  ' 
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The  I ’hysifiaiis' Answer  In  Weiglil  (;onln)l. 


For  treatment  of  diabetes; 


REPLACE 

Human  Insulin 


With  Human  Insulin 


/Any  change  of  insulin  should 
be  made  cautiously  and  only 
under  medical  supervision. 


Humulin’® 

human  insulin 
[recombinant  DNA  origin] 
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BROOKHAVEN 


TIte  Adolescent  Treatment  Team  at 
Brookhaven  specializes  in  addressing 
the  needs  of  borderline  adolescents. 
Standing:  (left)  Dr.  Leslie  H.  Secrest, 
(right)  Dr.  Angela  M.  Wood 
Seated:  (left)  Dr.  William  M.  Peder- 
son, (center)  Dr.  Laura  f.  Millicovskp, 
(right)  Dr.  Grover  M.  Lawlis 

do  not  receive  treatment  is  rela- 
tively poor.  With  treatment  dur- 
ing adolescence,  a successful 
outcome  is  much  more  likely 
than  during  adulthood.  Family 
support  is  vital.  As  the  struc- 
ture of  the  family  unit  is  strength- 
ened, the  adolescent's  behavioral 
instability  and  mood  volatility  is 
stabilized.* 


BORDERLINE  PERSONALITY  IN  ADOLESCENTS 
By  Grover  Lawlis,  M.D.  and  Deborah  Marshall-Brown 


A common  symptom 

appearing  in  borderline 
adolescents  is  extreme 
impulsivity.  The  borderline 
adolescent  simply  cannot  con- 
trol his  or  her  impulses  toward 
extreme  behaviors,  and  is  often 
brought  into  treatment  after 
running  away,  stealing,  phys- 
ical violence  to  self  or  others, 
sexual  promiscuity  or  suicide 
attempts. 

An  additional  characteristic 
is  the  adolescent's  involvement 
in  intense  interpersonal  rela- 
tionships, such  as  obsession 
with  one  best  friend  or  roman- 
tic relationship,  to  the  exclusion 
of  all  others.  Abnormal  depen- 
dency, and  intense  jealousy  are 
common.  Young  people  with 
borderline  personality  disorder 
may  view  others  within  a very 
narrow  range — idealizing  a 
person  as  completely  "good" 


and  without  fault,  or  totally 
"bad'.'  This  "black  and  white" 
perception  often  shifts  rapidly 
and  without  provocation — the 
adolescent  may  "love"  a friend 
one  day,  then  "hate"  him  with 
accompanying  feelings  of  rage 
the  next. 

Borderline  adolescents  may 
manifest  identity  disturbance — 
feeling  extreme  anxiety  about 
their  sexual  and  personal  iden- 
tity. These  feelings  swing  far 
out  of  proportion  to  those 
experienced  during  a nor- 
mal adolescence. 

Wide  mood  swings  are  com- 
mon to  this  disorder — the  ado- 
lescent may  swing  from  euphor- 
ia to  depression  in  short  periods. 
The  overwhelmed  young  person 
sometimes  loses  his  or  her  ability 
to  identify  reality,  and  appears 
psychotic  and/or  paranoid. 

The  prognosis  for  those  who 


THE  BROOKHAVEN  REACH 
CENTER  offers  additional 
resources  for  adolescent  issues 
including: 

Fame/Family  Solutions  (No 
Charge) 

6 week  workshop  series  for 
at-risk  adolescents  and  their 
parents. 

Anger  Control  For  Teens  (No 
Charge) 

Groups  focus  on  learning 
healthy,  productive  behavior. 
Shapedowns  For  Teens  (Fee) 
Twelve  week  weight  manage- 
ment program.* 

3rookhaven  Psy- 
chiatric Pavilion 
loffers  the  following 
Itreafment  programs: 
Adult  Psychiatric,  Adult  Alcohol- 
ism & Chemical  Dependency, 
Medical  Stress  & Chronic  Pain, 
Adolescent  Psychiatric  & Chemical 
Dependency.  For  information, 
contact  Brookhaven  at  (214) 
247-3090  or  Metro  (214)  263-8030. 

M Brookhaven 

\\\\  PSYCHIATRIC  PAVII.ION 

Five  Medical  I’arkway  (l.B)  at  Webbs  Chapel) 
Dallas,  Texas  75234,  214/247-3(190 
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Thiopental  attenuates 
dysrhythmias  in 
children:  comparison  of 
induction  regimens 
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Anesthesia  was  induced  in  91  children  using  one 
of  three  induction  regimens:  (a)  thiopental,  atro- 
pine, and  succinylcholine  (T group);  (b)  halo- 
thane,  atropine,  and  succinylcholine  (H  group); 
and  (c)  balothane,  thiopental,  atropine,  and  suc- 
cinylcholine (HIT  group).  The  incidence  of  dys- 
rhythmias was  significantly  greater  in  the  H group 
(85%  ) than  in  the  T group  ( 6%)  and  TUT  group 
(20% ).  Fewer  dysrhythmias  occurred  in  the  HIT 
group  compared  to  the  H group  despite  similarly 
prolonged  QT,.  intervals  in  both  groups.  \Te  con- 
clude that  induction  of  anesthesia  with  thiopental 
is  appropriate  and  reduces  the  incidence  of  cardiac 
rhythm  disturbances  in  children  and  that  admin- 
istration of  thiopental  to  children  during  induc- 
tion of  anesthesia  with  halothane,  atropine,  and 
succinylcholine  may  reduce  the  incidence  of  car- 
diac dysrhythmias. 


Induction  of  anesthesia  with  halothane  in  chil- 
dren may  produce  bradycardia  ( 1 ) and  other 
dysrhythmias  ( 2 ),  especially  in  the  presence  of 
hypercapnia  (3)  and  during  the  administration  of 
catecholamines  (4),  atropine  (5),  or  succinyl- 
choline (6).  Furthermore,  increased  concentrations 
of  plasma  norepinephrine  that  occur  during  induc- 
tion of  anesthesia  ( 7 ) may  trigger  dysrhythmias.  Al- 
though thiopental  attenuates  the  change  in  plasma 
norepinephrine  concentrations  in  humans  (8),  it 
potentiates  halothane-epinephrine-induced  dys- 


/. Incidence  of  dysrhythmias  in  9/  children. 

Induction  Regimen 


Thiopental 

Halothane 

Halothane/Thiopental 

Age*  ( years ) 

4.4  ± 2.4 

4.3  ± 2 1 

3 8 ± 3.1 

Number  of  patients 

68 

13 

10 

Incidence  of  dysrhythmias 

4 

lit 

2 

Junctional  rhythm 

3 

0 

Ventricular  bigeminy 

0 

c-f 

1 

Ventricular  extrasystolic  beats 

I 

2t 

1 

* Data  for  age  are  mean  ± SD 
t p < 0 03  compared  to  the  other  two  groups 
% Multiple  dysrhythmias  occurred  in  two  patients 


2.  Heart  rate  and  end  tidal  partial  pressure  CO 2.  Data  are  mean  ± SD. 


Induction  Regimen 


Thiopental 

Halothane 

Halothane/Thiopentai 

Pre-induction  heart  rate  ( BPM  ) 

123  ± 34 

111  ± 23 

1 1 3 ± 30 

Slowest  heart  rate  during  induction 

127  ± 29* 

97  ± 19 

101  ± 23 

Heart  rate  during  laryngoscopy  and  intubation 

139  ± 19 

136  ± 14 

160  ± 18 

Heart  rate  1 3 seconds  after  intubation 

138  ± 20 

137  ± 12 

162  ± 17 

Partial  pressure  CO,  immediately  after 

intubation  ( mm  Hg ) 

33  ± 4.7' 

47  ± 3.3 

42  ± 7.0 

• p < 0 03  compared  to  halothane  and  halothane/thiopental 


rhythmias  in  dogs  (9  ).  The  effects  of  anticholinergic 
premedications  on  heart  rate  and  rhythm  have  been 
studied  in  adults  (10)  and  children  (11,12),  and  the 
effects  of  succinylcholine  on  heart  rate  and  rhythm 
have  been  studied  in  adults  anesthetized  with  halo- 
thane (13).  We  are  aware  of  no  studies  in  children 
that  investigate  the  effect  of  thiopental  on  dys- 
rhythmias during  induction  of  anesthesia  with 
halothane,  atropine,  and  succinylcholine.  The  pur- 
pose of  our  study  was  to  compare  heart  rate  and 
rhythm  in  children  who  received  (a)  thiopental, 
atropine,  and  succinylcholine;  (b)  halothane,  atro- 
pine, and  succinylcholine;  or  (c  ) halothane,  thio- 
pental, atropine,  and  succinylcholine. 

Methods 

Ninety-one  children,  ages  1-10  years  and  ASA  1 or 
11  (American  Society  of  Anesthesiologists  classifica- 
tions ),  scheduled  for  elective  surgery  were  studied 
after  approval  from  the  Human  Subject  Review 
Committee.  ASA  1 or  11  refers  to  generally  fit  chil- 
dren with  no  serious  underlying  physiologic  abnor- 
malities. The  children  also  had  no  known  cardiac  or 
electrolyte  abnormalities.  The  children  were  not 
premedicated.  Before  induction  of  anesthesia,  a 
blood  pressure  cuff,  precordial  stethoscope,  and  lead 
11  electrocardiogram  (ECG)  were  applied.  The  ECGs 
were  recorded  continuously.  Anesthesia  was  induced 
with  one  of  three  induction  regimens  chosen  ar- 
bitrarily by  one  of  the  investigators  before  the  pa- 
tient was  seen  by  the  investigator:  thiopental  (T), 
halothane  (H),  or  halothane  and  thiopental  (H/T). 

ITie  children  in  the  T group  received  intravenous 
thiopental  ( 5 mg  • kg“‘ ),  atropine  (0.02  mg  • kg  ' ) 
and  succinylcholine  (1.5  mg  • kg  ' ) in  rapid  se- 
quence. One  hundred  percent  oxygen  was  deliv- 
ered for  30  seconds  and  endotracheal  intubation 
was  performed. 

ITie  children  in  the  H group  were  given  70% 
nitrous  oxide/30%  oxygen  and  incremental  con- 
centrations of  halothane  (up  to  3%  inspired)  for  3 
to  5 minutes  and  were  then  given  intravenous 
atropine  (0.02  mg  • kg  ' ) and  succinylcholine 
( 1.5  mg  • kg ').  After  ventilation  with  97%  oxy- 
gen for  1 minute,  endotracheal  intubation  was 
performed. 

In  the  children  in  the  H/T  group,  anesthesia  was 
induced  with  70%  nitrous  oxide/30%  oxygen  and 
incremental  concentrations  of  halothane  (up  to  3% 
inspired  ) for  3 to  5 minutes.  ITiey  were  then  given 
intravenous  thiopental  (3  mg  • kg  '),  atropine  (0.02 
mg  • kg  '),  and  succinylcholine  (1.5  mg  • kg  ').  After 
ventilation  with  97%  oxygen  for  1 minute,  endo- 
tracheal intubation  was  performed. 

ITie  induction  phase  was  defined  as  the  period 
beginning  with  induction  and  continuing  until  1 5 
minutes  after  endotracheal  intubation.  In  all  chil- 
dren, end-tidal  partial  pressure  carbon  dioxide 
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(PctCX)^)  was  mc;usurcd  by  infrared  analysis  imme- 
diately after  endotracheal  intubation,  llie  incidence 
and  type  of  dysrhythmias,  heart  rates,  Pet(X)^  val- 
ues,  and  corrected  Q T intcr\  als  ( QT,.  = QT/yR— R ) 
among  and  within  groups  were  compared  using 
Fisher’s  exact  test  for  nonparametric  data,  one-  and 
twt)-way  ANOVA,  and  the  Student-Newman-Keuls 
test  for  parametric  data.  Statistical  significance  was 
accepted  if  p«().()5. 

Results 

I’here  was  no  difterence  in  age  among  the  three 
groups  ( Fig  1 ).  The  selection  of  intravenous  induc- 
tion technique  in  64  of  91  children  reflects  the  bias 
of  anesthesiologists’  preferences  at  our  institution. 
The  decision  to  use  intravenous  or  mask  induc- 
tion was  not  made  according  to  the  behavioral  or 
physiologic  status  of  the  child.  None  of  the  patients 
in  any  of  the  three  groups  were  extremely  anxious 
or  agitated  prior  to  or  during  induction,  and  all  of 
the  endotracheal  intubations  were  accomplished 
easily  and  quickly. 

I’he  incidence  of  dysrhythmias  was  greater  in  the 
H group  (85%  ) than  in  the  T group  (6%  ) and  H/T 
group  (20%  ) (Fig  1 ).  Junctional  rhythm  and  ven- 
tricular bigeminy  were  the  most  frequent  dys- 
rhythmias. In  the  T group,  three  children  developed 
junctional  rhythm,  and  one  child  developed  ven- 
tricular extrasystolic  beats.  ITiis  one  child  had 
ventricular  extrasystolic  beats  before  the  admin- 
istration of  intravenous  agents. 

In  the  H group,  four  children  developed  junc- 
tional rhythm  during  the  administration  of  3% 
halothane,  and  two  children  developed  junctional 
rhythm  after  atropine  and  succinylcholine  admin- 
istration. Six  of  the  children  in  the  H group  de- 
veloped ventricular  bigeminy.  One  of  these  six 
children  in  the  H group  developed  ventricular 
bigeminy  during  3%  halothane  administration,  two 
developed  ventricular  bigeminy  after  succinyl- 
choline administration,  and  three  developed  ven- 
tricular bigeminy  during  lary  ngoscopy.  Two 
children  in  the  H group  developed  ventricular 
extrasystolic  beats.  One  of  these  two  children 
developed  ventricular  extrasystolic  beats  during 
lary  ngoscopy,  and  the  other  child  developed  ven- 


tricular extrasystolic  beats  1 5 seconds  after  endo- 
tracheal intubation. 

In  the  l\/'V  group,  ventricular  bigeminy  developed 
in  one  patient  during  laryngoscopy,  and  in  one,  ven- 
tricular extrasystolic  beats  developed  1 5 seconds 
after  endotracheal  intubation. 

Although  the  slowest  heart  rate  during  induction 
of  anesthesia  did  not  differ  significantly  from  pre- 
induction values  in  any  of  the  groups,  average  heart 
rate  was  slower  in  the  H and  H/T  groups  as  com- 
pared to  the  T group  ( p<().05 ) ( Fig  2 ).  Heart  rate 
during  laryngoscopy  and  intubation  and  1 5 seconds 
after  intubation  did  not  differ  among  the  three 
groups. 

'I’he  end-tidal  carbon  dioxide  pressure  imme- 
diately after  intubation  was  greater  in  the  H and  H/T 
groups  as  compared  to  the  F group  ( Fig  2 ).  The  QT,^^ 
intervals  at  the  onset  of  dysrhythmia  (or  at  an 
equivalent  time ) were  prolonged  in  the  H group 
with  dysrhythmias  and  in  the  H/T  group  without 
dysrhythmias  as  compared  to  preinduction  values 
(p<0;05)(Fig  3). 

Discussion 

I’he  presence  of  Q'F,.  interval  prolongation  reflects 
delayed  repolarization  of  the  myocardium  that 
increases  the  susceptibility  of  the  heart  to  dys- 
rhythmias (14).  Although  the  underlying  cause  of 
prolonged  QT,.  is  unclear,  most  accept  that  it  results 
from  an  asymmetrical  adrenergic  stimulus  in  the 
heart  (15).  Stimulation  of  the  adrenergic  nervous 
system  is  known  to  exaggerate  the  cardiac  effects  of 
prolonged  interval  (16).  Thiopental  and  suc- 
cinylcholine have  been  shown  to  prolong  the  Q 1’,. 
interval  in  children  (17).  However,  we  found  no 
prolongation  of  Q'T,.  interval  in  the  children  who  re 
ceived  thiopental  and  succinylcholine  without 
halothane.  Furthermore,  these  children  had  fewer 
dysrhythmias  than  did  the  children  who  received 
halothane  and  succinylcholine  without  thiopental. 
'I’he  difference  may  be  attributed  in  part  to  the  fact 
that  thiopental  attenuated  the  sympathetic  response 
to  the  induction  of  halothane  anesthesia  ( 8 ). 

We  also  observed  fewer  dysrhythmias  in  the  H/T 
group  than  in  the  H group  despite  prolongation  of 
Q'T,^  interval  in  both  groups.  This  suggests  that  thio 


J.  QT^  interi’als  ( msec)  Data  are  mean  ± SD 


Thiopental 

Halothane 

1 lalothane/Thiopental 

Time 

Dysrhythmia 

No 

Dysrhythmia 

Dysrhythmia 

No 

Dysrhythmia 

Dysrhythmia 

No 

Dysrhythmia 

Pre-induction 
Onset  of 

413  ± 45 

425  ± 37 

402  ± 27 

461  ± 1 

467  ± 44 

4S4  ± 4S 

dysrhythmia 

404  ± SO 

4.38  ± 3S 

448*  ± 70 

473t  ± 14 

S16  ± 4 

S38*t  ± 34 

' p < 0 OS  compared  with  pre-induction  values 

t QT,.  for  children  without  dysrhv  thmias  at  the  average  time  for  the  onset  of  those  with  dysrhythmias 
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pcntal  may  prevent  dysrhythmias  by  a mechanism 
in  addition  to  the  attenuation  of  the  sympathetic 
response,  such  as  by  stabilization  of  myocardial 
membranes. 

In  both  children  and  adults,  atropine  in  the  pres- 
ence of  halothane  (5,10)  and  succinylcholine  in  the 
presence  of  halothane  (6,13 ) will  produce  dys- 
rhythmias. In  adults,  thiopental  protects  against 
these  dysrhythmias  ( 10,1 3 ) We  now  have  evidence 
that  thiopental  provides  the  same  protection  against 
dysrhythmias  in  children. 

Although  dysrhythmias  occurred  during 
laryngo.scopy  and  intubation  in  the  H and  11/ T 
groups  and  none  occurred  during  larv  ngo.scopy  and 
intubation  in  the  T group,  the  heart  rate  during 
laryngo,scopy  and  intubation  did  not  differ  among 
the  three  groups,  suggesting  that  the  lower  inci- 
dence of  dysrhythmias  in  the  T group  may  not  have 
been  due  to  a deeper  level  of  anesthesia.  A consis- 
tent heart  rate  among  the  three  groups  may  not  be 
the  best  way  to  assess  depth  of  anesthesia  (e,spe- 
cially  since  all  children  received  atropine ) and  may 
induce  an  error  in  the  a,ssumption  that  depth  of 
anesthesia  was  similar.  In  fact,  the  lower  incidence 
of  dysrhythmias  in  the  1’  group  may  suggest  that 
anesthesia  was  deeper  in  this  group. 

Ilie  lower  end-tidal  partial  pre,ssure  of  carbon  di- 
oxide immediately  after  intubation  in  the  T group 
compared  to  the  groups  receiving  halothane  reflects 
the  earlier  establishment  of  an  artificial  airway  in 
the  r group.  It  is  likely  that  the  maintenance  of  a 
physiologic  end-tidal  partial  pressure  of  carbon  di- 
oxide in  the  f group  acts  in  .synergy  with  thiopental 
to  attenuate  dysrhythmias. 

Althougli  thiopental  potentiates  the  dysrhythmia- 
producing  effect  of  epinephrine  infusions  during 
halothane  anesthesia  in  dogs  ( 9 ),  our  results  indicate 
that  thiopental  may  protect  against  epinephrine- 
halothane-induced  dysrhythmias  in  children.  Fur- 
ther studies  are  indicated  to  clarifv’  this  issue. 

llie  slightly  sympathomimetic  effect  of  nitrous 
oxide  may  have  also  played  a minor  role  in  produc- 
ing the  dysrhythmias  seen  in  this  study.  Since  the  in- 
duction regimens  were  not  selected  on  the  basis  of 
the  children’s  behavioral  status  (most,  if  not  all,  chil 
dren  in  each  group  were  relatively  calm  due  to  our 
p.sychological  preparation  of  patients  for  surgery ) 
and  since  all  intubations  were  accomplished  quickly 
and  easily,  the,se  factors  probably  were  not  of  major 
significance  in  producing  dysrhythmias. 

In  conclusion,  induction  of  anesthesia  with  thio- 
pental is  appropriate  and  reduces  the  incidence  of 
cardiac  rhythm  disturbances  in  children.  Further- 
more, these  data  indicate  that  the  administration  of 
thiopental  to  children  during  induction  of  anesthe- 
sia with  halothane,  atropine,  and  succinylcholine 
may  reduce  the  incidence  of  dysrhythmias. 
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□ □ □ 
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insure  all  specialties.  And  we  have  never 
settled  a claim  without  an  insured’s  written 
consent.  We  believe  that  you  shouldn’t  have 
to  stand  alone.  If  you’re  concerned  about  your 
insurance  company’s  commitment  to  you, 
give  us  a call  today. 


1301  Capital  of  Texas  Highway,  Suite  #B-300 
Austin,  Texas  78746 
(512)  328-1520 


Nationwide  1-800-252-3628 
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Preventing  child  abuse 
and  neglect  in  Texas 


Peggy  B Smith,  PhD. 
Professor,  Department 
of  Obstetrics  and 
Gynecology,  Baylor 
College  of  Medicine, 
Houston,  TX  77019; 
John  Poertner,  DSW. 
Associate  Professor, 
University  of  Kansas, 
School  of  Social  Wel- 
fare, Twente  Hall,  Law 
rence,  KS  66045;  Janie 
D.  Fields,  Director, 
Children's  Trust  Fund, 
PO  Box  160610,  Aus- 
tin, TX  78716-0610 
Send  reprint  requests 
to  Dr  Smith 


The  rising  prevalence  of  child  abuse  and  neglect  in 
Texas  underscores  the  need  to  encourage  inno- 
vative programs  across  the  state.  Primary  preven- 
tion efforts  catalyzed  by  the  Children  ’s  Trust  Fund 
of  Texas  demonstrate  such  projects.  Specific 
evaluation  techniques  are  also  reviewed  with  some 
explanation  of  why  some  programs  may  be  more 
effective  than  others. 


The  initial  research  of  the  1960s  in  child 

abuse  and  neglect  and  resulting  legislative  re- 
visions concerning  its  reporting,  have  vali- 
dated public  efforts  to  protect  the  emotional, 
physical,  and  sexual  well-being  of  youth.  Although 
local,  state,  and  federal  programs  are  in  place,  the 
reported  cases  of  child  abuse  and  neglect  between 
1976  and  1985  increased  180%  ( 1 ).  Nationally, 
Texas  is  second  in  the  number  of  children,  with 
4,906,264  under  18  years  of  age  ( 2 ).  In  the  fiscal 
year  1986  the  Texas  Department  of  Human  Services 
investigated  71,025  reports  and  confirmed  38,623 
abuse  and  neglect  cases  ( 3 )•  Prevention  initiatives 
are  needed  to  address  family  and  social  factors  that 
contribute  to  tbe  maltreatment  of  children  and  that 
are  developmentally  appropriate  and  culturally  sen- 
sitive to  different  families  and  communities  in  our 
state. 

Although  child  abuse  prevention  technologies  are 
new  and  relatively  untested,  the  Children’s  Trust 
Fund  of  Texas  expended  $1,191,661  for  44  preven- 
tion programs  in  1987.  To  explore  the  possible  im- 
pact of  sucb  abuse-prevention  programs,  this  article 
discusses  the  major  project  categories  and  their 
evaluations. 

Home  visitor  programs 

Home  visitor  programs  contact  a mother  imme- 
diately after  the  birth  of  her  child.  The  use  of  home 
health  visitors  has  achieved  notable  gains  in  parent- 
child  interactions  and  in  improving  the  child’s  de- 
velopmental gains  ( 4 ).  The  visitor  assesses  the 
mother’s  parenting  strengths,  and  parents  requiring 
additional  support  are  linked  to  community  agen- 
cies and  family  resources.  Such  interventions  not 
only  enhance  parent-child  interactions,  but  also  de- 
velop a group  of  infants  who  have  fewer  accidents, 
fewer  emergenc'y  room  visits,  and  mothers  who  re- 
port diminished  need  to  punish  or  restrict  their 
children. 

The  Children’s  Trust  Fund  funded  three  home 
visitor  programs  in  1987,  which  served  645  moth- 
ers. T’hese  home  visitor  programs  have  the  potential 
to  be  tbe  most  effective  prevention  strategy  in 
lowering  state  rates  of  abuse.  If  a county  establishes 
a home  visitor  program  designed  to  provide  visits  to 
each  mother  prenatally  and  postnatally  and  focuses 


on  strengthening  parenting  skills,  one  would  reason- 
ably expect  a decrease  in  the  number  of  substanti- 
ated cases  of  abuse  of  infants.  At  this  county  level, 
the  number  of  substantiated  abuse  cases  is  likely  to 
be  small  enough  to  determine  what  might  have 
been  needed  to  prevent  the  abuse. 

Antivictimization  program 
Antivictimization  programs  focus  on  teaching  chil- 
dren certain  concepts  believed  to  facilitate  self- 
protection. The  concepts  vary  by  program  and  by 
age  of  child.  Programs  for  young  children  focus  on 
concepts  such  as  identification  of  strangers,  types  of 
touching,  saying  “no”  to  inappropriate  advances  and 
telling  someone  about  unacceptable  behavior.  For 
older  youth,  programs  focus  on  changing  attitudes 
to  prevent  victimization.  In  1987  the  Children’s 
Trust  Fund  subsidized  14  antivictimization  pro- 
grams that  reached  43,481  youth. 

Program  evaluation  in  Texas  and  across  the  coun- 
try clearly  demonstrates  that  children  learn  the 
intended  antivictimization  concepts.  Linking  anti- 
victimization programs  to  rates  of  abuse,  however, 
is  more  difficult  than  documenting  the  effectiveness 
of  home  visitor  programs.  Abduction  of  children  is 
not  usually  included  in  state  child  abuse  and  neglect 
rates,  reducing  numbers  to  include  only  those  re- 
lated to  sexual  offenses. 

Given  the  design  of  antivictimization  programs, 
one  might  expect  three  patterns  influencing  sexual 
abuse  rates.  First,  instructors  in  antivictimization 
programs  report  that  children  frequently  disclose 
abuse  or  neglect  after  they  have  attended  a pro- 
gram. Children  approach  a teacher  or  the  presenter 
and  communicate  that  they  are  experiencing  vic- 
timization. Second,  those  who  deliver  these  pro- 
grams note  that  younger  children  are  among  those 
making  these  disclosures.  This  suggests  a drop  in 
the  average  or  median  age  of  those  children  con- 
firmed as  sexually  abused.  Third,  as  programs  con- 
tinue to  operate  and  children  and  communities 
become  more  aware  and  less  tolerant  of  child  abuse 
and  neglect,  one  might  expect  an  eventual  drop  in 
rates  of  substantiated  cases  of  sexual  abuse.  As  in 
the  home  visitor  example,  counties  that  have  com- 
prehensive antivictimization  programs  could  exam- 
ine these  three  rates  over  time  and  compare  them 
to  state  rates. 

Parenting  education 

Much  of  what  we  know  concerning  causes  of  child 
maltreatment  suggests  that  direct  interventions  with 
parents,  preferably  close  to  the  time  of  their  first 
child’s  birth,  are  excellent  strategies  for  reducing 
levels  of  abuse,  neglect,  and  emotional  maltreat- 
ment. Programs  offering  instruction  in  specific  par- 
enting skills,  such  as  discipline  methods,  basic  child 
care,  and  infant  stimulation;  child  development  edu- 
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cation;  familiarity’  with  local  support  services;  and 
linkages  to  other  new  parents  in  the  community,  ad 
dress  a number  of  interpersonal  and  situational  diffi- 
culties that  are  precursors  to  abusive  and  neglectful 
behavior.  ITie  (Children’s  Trust  Fund  funded  14  such 
parenting  programs  and  served  4,407  parents. 

Parent  education  programs  seek  to  provide  par- 
ents the  knowledge  required  for  adequate  parent- 
ing. On  this  level  the  examination  of  what  parents 
learn  from  parent  education  programs  should  be 
straightforward.  Those  participants  who  are  most 
\ailnerable  to  committing  child  abuse  generally 
show'  decreased  potential  for  this  behavior  after  re- 
ceiving parent  education. 

Linking  parenting  knowledge  to  prevention  of 
abuse  is  also  problematic.  The  primary  reason  is 
that  little  is  known  about  what  knowledge  is  re- 
quired for  adequate  parenting.  Given  the  complex- 
ity' of  parenting  from  conception  to  emancipation, 
progress  on  linking  parent  education  to  prevention 
of  abuse  is  unlikely  until  more  is  known  about  what 
constitutes  adequate  parenting  knowledge. 

Conclusion 

Because  of  the  contemporary  nature  of  child  abuse 
prevention,  fostering  unique  programs  must  go 
hand  in  hand  with  their  empirical  evaluation.  Un- 
tried approaches  must  be  valid  as  well  as  innovative. 
Such  a task  is  complicated  by  the  fact  that  the  issue 
of  child  abuse  and  its  prevention  is  often  a function 
of  social  definition  delineating  appropriate  child- 
rearing  behaviors.  For  example,  corporal  punish- 
ment, once  an  accepted  .socialization  technique,  is 
being  redefined  by  an  increasing  number  of  profes- 
sionals as  abusive.  Texas,  however,  is  one  of  the  ten 
states  identified  by  the  1986  Elementary  and  Sec- 
ondary' School  Civil  Rights  Survey  as  participating  in 
corporal  punishment.  In  1986,  the  survey  found, 
260,386  students  were  paddled  in  Texas  under  the 
auspices  of  the  public  school  systems. 

Changes  in  the  national  incidence  of  child  abuse 
must  first  be  grounded  in  the  commitment  to  make 
changes  at  the  community  level.  The  efforts  of  the 
(;hildren’s  Trust  Fund  of  Texas  provides  an  arena 
where  such  changes  have  the  potential  for  initia- 
tion, evaluation,  and  growth. 
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The  Centers  for  Disease  Control  reported  that 
109,167  cases  of  AIDS  had  been  diagnosed  since 
1981  and  that  approximedely  40,000  persons  were 
lii’ing  with  AIDS  at  the  time  of  this  uniting.  These 
numbers,  however,  are  the  tip  of  an  iceberg  that 
consists  of  approximately  1.5  million  Americans 
who  are  infected  by  the  human  immunodeficiency' 
virus  ( HTV).  A5  we  described  in  earlier  articles  of 
this  series,  the  HTV  infectioni AIDS  epidemic  has  in 
vaded  the  domain  of  the  American  family  through 
heterosexual  transmission,  vertical  transmission, 
drug  abuse,  and  sexual  abuse  of  children.  There- 
fore, physicians  for  children  are  now  facing  the 
prospects  of  having  to  deal  with  this  disease  in 
their  practices.  If  there  is  something  unicpie  about 
pediatrics  and  other  specialties  of  the  mediced  pro- 
fession dealing  with  infants  and  children,  it  is  that 
"prevention  ” of  disease  can  he  and  has  been  used 
effectively.  One  only  needs  to  remember  the  1950s, 
when  the  poliomyelitis  epidemic  was  causing  the 
same,  if  not  greater,  concerns  in  the  lives  of  the 
American  families.  The  development  and  applica- 
tion of  the  "polio"  vaccines  has  virtually  elimi- 
nated the  threcd  of  poliomyelitis  in  our  society. 
Similarly,  the  incidence  of  diphtheria,  tetanus,  and 
smallpox  has  decreased  to  the  point  that  these  dis- 
eases present  practically  no  threat  to  the  US  popu- 
lation. Armed  with  these  positive  experiences,  we 
need  to  examine  whed  we  can  do  today  to  curb  the 
spread  of  the  HTV  infectioni  AIDS  among  infants 
cmd  children,  and  by  extension,  among  the  general 
population  of  our  coimtry. 


The  epidemic  of  EHV  infection/AIDS  has  gradu- 
ally, but  steadily,  affected  the  lives  of  many 
Americans.  The  Centers  for  Disease  Control 
has  reported  109,167  cases  of  diagnosed  AIDS  since 
1981,  with  approximately  40,000  persons  living 
with  AIDS  as  of  the  time  of  this  writing  ( 1 ).  IlIV  in- 
fection/AIDS is  an  infectious  disease  with  special 
modes  of  transmission.  One  has  to  keep  this  fact  in 
mind  when  attempting  to  figure  out  its  prevention 
and  treatment.  Early  in  the  brief  historj’  of  this  dis- 
ease, the  Centers  for  Disease  (Control  proposed  two 
elaborate  systems  of  classification  of  the  stages  of 
the  disease  in  affected  patients:  one  for  adolescents 
over  the  age  of  1 3 years  and  adults,  and  one  for  chil- 
dren under  the  age  of  1 3 years  ( 2 ).  It  should  be  em- 
phasized that  “case  definition”  was  introduced  in 
order  to  facilitate  future  studies  of  the  natural  his- 
tory’ of  the  disease  and  the  efforts  to  prevent  the  dis- 
ease or  treat  the  patients  affected  by  it.  This  simple 
measure,  however,  has  been  misunderstood  by  the 
public  as  well  as  by  some  of  the  health  profes- 
sionals. We  have  witnessed  patients  who,  after  learn- 
ing they  were  seropositive  and  receiving  counsel- 


ing, went  about  stating  that  “I  don't  have  to  worry.  I 
just  have  the  virus — not  AIDS!”  We  have  had  the 
same  experience  with  parents  who  had  interpreted 
the  HIV  seropositivity  of  their  child  as  unrelated  to 
AIDS!  Similarly,  we  have  read  recently  in  news- 
papers that  a given  movie  star  died  of  ARC,  but  she 
did  not  suffer  from  AIDS!  We  believe  that  in  our  dis- 
cussions with  the  public  we  should  present  the  facts 
about  HIV  infection/AIDS  in  a simple  way  that 
would  be  easier  to  comprehend.  Fig  1 lists  simple 
statements  that  we  use  in  our  discussions  with  par- 
ents of  HrV-infected  infants  and  children,  and  the 
general  public. 

Prevention  of  HIV  infection/AIDS  in  infants 
and  children 

Traditionally,  prevention  of  an  infectious  disease 
could  result  either  from  rendering  the  host  “im- 
mune” to  the  infectious  agent  or  from  preventing 
the  contamination  of  the  human  host  by  the  infec- 
tious agent.  ITie  first  approach  uses  the  various 
forms  of  active  or  passive  immunization  and  pro- 
vides the  host  with  the  ability  to  render  the  in- 
fectious agent  ineffective  to  produce  disease  ( infec- 
tion ).  ITiis  classical  method  of  disease  prevention 
through  immunization  has  proved  ineffective  in  the 
case  of  the  HIV.  Ihere  are  multiple  reasons  for  our 
inability  to  have  a vaccine  against  the  HIV  while  it 
was  fairly  easy  to  create  a vaccine  against,  let  us  say, 
the  poliomyelitis  virus:  the  HIV  is  vastly  more  com- 
plicated than  the  poliovirus  and  other  viruses;  the 
HfV  is  an  “integrating”  virus  which  installs  its  genes 
into  the  genes  of  the  cells  of  the  human  body;  the 
HIV  is  a continuously  mutating  virus,  which  makes 
it  most  difficult  to  locate  and  destroy  with  conven- 
tional antibodies;  the  HIV  attacks  the  immune  cells 
of  the  human  body,  the  same  cells  that  would  be  in 
charge  of  the  fight  against  it. 

These  and  many  other  characteristics  of  the  HfV 
and  the  HIV  infection  have  impeded  the  develop- 
ment of  successful  vaccines  against  AIDS  in  spite  of 
an  enormous  investment  of  federal  and  private 
funds  committed  to  this  effort  ever  since  the  HIV 
was  identified.  ITiis  grim  realization  has  led  the  for- 
mer Surgeon  General  C.  Everett  Koop  to  warn  the 
public  not  to  expect  an  AIDS  vaccine  before  the 
end  of  this  century!  It  would  be  fair  to  say  that  in 
spite  of  some  fascinating  scientific  efforts  to  create 
such  a vaccine  against  the  epidemic  of  AIDS,  we  do 
not  have,  at  the  time  of  this  writing,  the  capability 
to  stop  the  spread  of  AIDS  by  the  use  of  one  or 
more  vaccines.  What  then,  are  our  chances,  if  any,  at 
preventing  the  spread  of  AIDS  today? 

We  can  prevent  infection  by  blocking  the  trans- 
mission of  the  HIV  through  four  well-known  trans- 
mission modes:  blood  and  blood  product  trans- 
fusion; vertical  transmission;  sexual  intercourse; 
intravenous  drug  abuse. 
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Transmission  through  transfusion  of  blood 
and  blood  products 

Vi  c can  point  out  this  area  of  prevention  as  one 
where  swift  action  of  medical  science  as  soon  as  the 
Hl\’  was  identified  resulted  in  virtual  elimination  of 
transmission  of  the  Hl\'  through  contaminated 
blood  and  blood  products.  As  soon  as  the  two  blood 
screening  tests  (ELISA  and  Vi'estern  Blot ) became 
available  early  in  1985,  blood  banks  througliout  the 
I'S  adopted  them  and  used  them  effectively.  In  spite 
of  several  theoretical  reasons  that  IllV  may  still  be 
present  in  screened  blood,  in  practical  terms  one 
can  say  that  currently  our  blood  supply  is  safe  from 
the  dangers  of  transmission  of  AIDS.  In  a recent 
study  published  in  The  New  England  Journal  of 
Medicine,  data  from  1 ^ million  blood  donations  to 
the  Red  Cross  indicate  that  the  risk  of  an  III\ - 
contaminated  unit  of  blood  reaching  a recipient  is 
1 : 1 53,000  or  less  and  still  decreasing  ( 3 )■  In  an  edi- 
torial published  in  the  same  issue  of  The  New  En- 
gland Journal  of  Medicine.  Menitove  reviewed  this 
“heartening  information  for  transfusion  recipients” 
and  stated  that  “clearly,  donor  screening  procedures 
and  testing  algorithms  ( in  blood  banks ) are  effective 
and  are  likely  to  become  more  so”  ( 4 ). 

Another  stor)’  of  medical  success  deals  with  the 
fact  that  upon  realization  that  anti-hemophilia  fac- 
tors obtained  through  cr\’oprecipitation  of  plasma 
in  the  early  1980s  were  frequently  contaminated 
with  the  HIV.  the  methods  of  preparation  were 
changed,  a process  of  heat-treatment  was  added  to 
the  process  of  such  a factor  preparation  and  the 
transmission  of  IlfV'  to  the  patients  with  hemophilia 
was  stopped.  ITie  authors  believe  that  today  the 
treatment  of  patients  with  hemophilia  is  free  of  the 
risk  of  transmission  of  AIDS.  Again,  the  discovery 
and  identification  of  the  IIW  led  to  a rapid  elimina- 
tion of  the  transmission  of  AIDS  to  a group  of  pa- 
tients who  already  had  one  major  burden  because 
of  a hereditaiy-  disorder  of  blood  coagulation.  All 
physicians  and  health  profe.ssionals  should  be  proud 
of  the  .speed  and  effectivene.ss  of  translating  the  dis- 
coveries of  the  ba.sic  science  of  virology-  into  the 
means  of  disrupting  one  of  the  pathways  of  trans- 
mission of  the  III\’  and  thus  providing  practical 
AIDS  prevention  for  numerous  patients  in  need  of 
blood  or  blood  product  tran.sfusions. 

Vertical  transmission  of  the  HIV 

Vertical  transmi.ssion  is  the  transmission  of  the  1113' 
from  an  infected  mother  to  the  newborn  infant.  Hie 
contamination  can  occur  at  any  stage  of  the  preg- 
nane)’ after  the  1 3th  w eek  or  perinatally  ( 5 ).  It  ap- 
pears that  prior  to  the  1 3th  week,  the  fetus  does  not 
become  infected  because  the  HIV  cannot  enter  the 
cells  due  to  the  fact  that  the  CD--*  receptor  needed 
for  attachment  has  not  appeared  yet.  VChat  can  be 
done  to  prevent  this  “vertical”  transmission  from 


the  mother  to  the  fetus  and/or  newborn?  In  our 
pre.sent  state  of  know  ledge,  there  is  nothing  w e can 
do  to  prevent  the  Hl\'  contamination  from  the  in- 
fected mother.  Virtually  100%  of  the  infants  born  to 
HIV-infected  mothers  are  HI\’  .seropositive.  But  here 
is  where  once  again  the  marvelous  abiliU’  of  the  hu- 
man body  to  resist  extrinsic  damaging  effects  is 
demonstrated.  XX'hile  all  the  babies  born  to  HIV- 
infected  mothers  are  seropositive  at  birth,  only  50% 
or  less  of  them  will  maintain  that  seropositivit)’  after 
16—18  months  of  age.  These  are  considered  to  be 
truly  infected  with  the  1113’  and  are  the  ones  who  go 
on  to  develop  AIDS  and  die  after  a short  or  long  in- 
cubation period.  Hie  remaining,  with  few’  excep- 
tions, are  considered  to  have  been  carriers  of 
maternal  antibodies  against  HfV'  which  crossed  the 
placenta  and  entered  the  fetal  circulation.  In  the 
first  16—18  months  of  life  these  antibodies  are  shed 
off  and  the  babies  become  seronegative  and  free  of 
infection.  VThy  do  so  many  (over  half)  of  the  infants 
born  to  HI3'-infected  mothers  e.scape  infection? 
VCTiat  gives  them  this  remarkable  protection  while 
they  are  with  the  mother’s  body  bathed  in  IirV'  con- 
taminated fluids?  We  believe  that  nature  is  giving  us 
an  important  clue  w hich,  w hen  clarified,  may  pro- 
vide important  new  av  enues  tow  ard  the  prevention 
of  AIDS  in  general. 


/ Simple  statements  we  use  to  inform  patients  and  the  general 
public  about  AIDS 

1 .\IDS  is  an  infectious  disca.se  due  to  the  human  immuno- 
detieiency  virus  ( HIV  ) 

2 Infectious  diseases  ( bacterial  or  viral ).  develop  in  a series  of 
three  events:  contamination  ( transmis.sion ).  incubation,  and  in- 
fection ( disease ). 

3 The  transmission  of  IlIV  to  infants  and  children  ( under  the  age 
of  18  years  ),  can  occur  in  the  following  ways: 

( a ) V'ertical  ( mother  to  infant ) transmission. 

( b ) Transfusion  of  contaminated  blood  or  blood  products 

(c)  Sexual  intercourse  and  sexual  abuse 

( d ) Intravenous  drug  abuse  ( contaminated  needles  and 
syringes ) 

-t.  The  incubation  period  for  .VIDS  is  asymptomatic  and  can  vars’ 
from  weeks  to  years 

3 The  fully  blown  infection  ( the  disease  AIDS ).  usually  has  a 
gradual  onset  and  can  express  itself  in  many  ways. 

6 AIDS  results  ultimately  in  the  death  of  affected  individuals 
under  the  present  'state-of-the-art ' therapies 
■'  Currently  relca,sed  information  suggests  that  both  the  incuba- 
tion period  can  be  prolonged  and  the  clinical  progression  of 
AIDS  slowed  by  the  use  of  available  antiviral  agents. 

8 Prevention  of  contamination  b\  HIV  is  possible  through  simple 
public  health  measures  and  changes  in  lifesn  Ics.  Prevention  by 
vaccination  is  not  yet  available 

9.  "Cia.sual  contact " with  lllV-infectcd  individuals  in  the  home, 
school,  or  society  in  general  will  not  cause  transmission  of 
HIV  to  uniiffected  individuals 

10  Although  today  the  HIV  infection 'AIDS  should  be  considered  a 
universally  fatal  disease,  the  prospects  that  the  life  expectancy 
of  affected  individuals  may  increase  under  the  present  forms  of 
therapy  appear  promising;  this  could  occur  either  through  pro- 
longation of  the  incubation  period  or  through  slowing  down  of 
the  progression  of  the  disease 
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ITicse  observations  raise  one  additional  important 
question:  Could  the  last  trimester  of  pregnancy  of 
an  HIV-infected  pregnant  woman  be  used  to  treat 
the  mother  with  an  antiretroviral  drug  and  abort  the 
HfV  infection  without  aborting  the  fetus?  Such  a 
question  raises  numerous  technical,  experimental 
and  ethical  issues  which  may  make  it  impossible  to 
answer.  However,  the  existence  of  a “natural-type” 
prevention  of  HlV-infection  calls  for  answers  that 
may  be  helpful  in  designing  other  strategies  of  pre- 
vention for  the  population  in  general.  One  may  con- 
clude that  some  form  of  inherent  prevention  of  the 
transmission  of  the  HIV  from  a pregnant  woman  to 
her  fetus  exists,  but  the  understanding  of  this  form 
of  prevention  and  the  ability  to  medically  interrupt 
the  vertical  transmission  of  the  HIV  escape  us  today! 

Transmission  through  sexual  intercourse 
Sexual  transmission  of  HIV  can  follow  various  routes 
as  the  virus  reaches  and  contaminates  infants  and 
children.  Listed  below  are  the  basic  scenarios  for 
such  a transmission: 

1 . Heterosexual  man  is  infected  through  inter- 
course with  infected  female,  transmits  infection  to 
spouse  (mate)  who  then,  transmits  HIV  infection  to 
fetus/newborn. 

2.  Bisexual  man  is  infected  through  intercourse 
with  homosexual  partner,  transmits  HIV  heterosexu- 
ally  to  spouse  ( mate ),  who  then  transmits  to  new- 
born infants. 

3.  Casual  unprotected  sex  between  two  teen- 
agers, one  of  whom  has  contracted  1 IfV  from  other 
heterosexual  contacts  (offspring  may  become  in- 
volved in  this  sequence ). 

4.  Teenage  prostitute  infected  through  hetero- 
sexual encounter  who  spreads  the  HIV  through 
multiple  sexual  encounters  to  other  teenagers. 

5.  Intravenous  drug-abusing  man  who  becomes 
infected  from  HIV-contaminated  needle  and  trans- 
mits infection  to  spouse  ( mate ) and  fetus. 

6.  Intravenous  drug-abusing  teenagers  who  be- 
come infected  through  contaminated  needles  and 
spread  HIV  infection  through  casual,  unprotected 
intercourse. 

There  are  many  more  scenarios  of  such  spread  of 
the  HIV  through  sexual  intercourse.  One,  however, 
stands  out  as  we  experience  more  and  more  of 
these  cases  nationally:  the  sexually  abused  child, 
male  or  female,  by  an  HIV  infected  abuser.  We  feel 
that  this  represents  the  worst  case  scenario  where 
the  victim,  in  addition  to  the  physical  and  psycho- 
logical trauma,  becomes  marked  for  death  by  an  in- 
curable illness. 

The  only  way  that  some  of  the  above  modes  of 
transmission  of  the  HIV  through  sexual  intercourse 
can  be  interrupted  are  to  detect  the  infected  indi- 
viduals and  convince  them  to  avoid  sexual  inter- 
course or  practice  “safe-sex”  by  using  condoms  or 


to  convince  teenagers  to  abstain  from  casual  sex,  or 
if  that  is  impossible,  use  precautions  that  will  lessen 
the  risk  of  HIV  transmission. 

Introduction  of  behavior  changes  that  would  fa- 
cilitate avoidance  of  the  risk  of  exposure  to  the  HfV 
among  teenagers  is  not  an  easy  task.  The  National 
Academy  of  Sciences  recommends  educational  pro- 
grams to  effect  changes  in  adolescent  behaviors  that 
“will  break  the  chain  of  HIV  transmission”  (6).  Such 
educational  programs  must  increase  the  realization 
of  the  personal  significance  of  such  risks  and  not 
provide  the  students  with  abstract  and  impersonal 
concepts  and  ideas.  It  has  been  proposed  that  “in- 
formation about  risks  should  be  complemented  by 
problem-solving  programs  designed  to  counteract 
social  inhibitions  on  use  of  contraception  and  envi- 
ronmental manipulations  designed  to  increase  ac- 
cess to  condoms”  (6).  There  exists  a compelling 
need  for  a large  behavioral  research  initiative  to  de- 
velop a body  of  knowledge  necessary  for  prevention 
of  HIV  infection.  Social  inhibitions  about  studying 
“adult”  behavior  among  adolescents  should  be  over- 
come, and  legal  protection  of  the  privacy  of  adoles- 
cent research  participants  should  be  expanded  (6). 
'Hiere  is  a growing  conviction  among  clinicians,  be- 
haviorists,  and  educators  that  the  educational  efforts 
to  curb  transmission  of  HIV  among  adolescents  and 
adults  should  begin  early  in  life,  most  preferably  in 
the  first  two  to  three  grades  of  elementary  school. 

As  it  would  be  expected,  attempts  to  introduce 
such  new  and  controversial  prevention  education 
has  met  with  strong  resistance  from  our  society. 
Physicians  and  other  health  professionals  need  to  be 
actively  involved  in  these  efforts  if  we  are  to  over- 
come the  existing  enormous  social  obstacles  and 
effect  prevention  among  our  children  and  teenagers. 

Transmission  through  intravenous  drug  abuse 
To  interrupt  the  chain  of  transmission  of  the  HIV 
among  intravenous  drug  abusing  teenagers  presents 
formidable  difficulties.  Sharing  of  contaminated 
needles  by  a group  of  drug  abusers  is  common  prac- 
tice whenever  drugs  are  available  for  injection.  This 
compulsive  behavior  takes  over,  and  the  risks  are  ig- 
nored. It  seems  that  by  the  time  teenagers  reach  the 
stage  of  intravenous  injection  of  drugs  in  groups,  all 
possible  existing  inhibitions  toward  such  behavior 
have  vanished  and  the  addiction  has  taken  over.  If 
we  are  to  have  an  impact  on  this  form  of  transmis- 
sion of  the  HIV,  we  need  to  address  the  basic  issue 
of  intravenous  drug  abuse  among  children  and  ado- 
lescents and  to  see  what  we  can  do  as  a society  to 
decrease  it.  We  often  find  that  the  commonly  rec- 
ommended prevention  measures,  cleaning  the 
needles  with  bleach  or  distributing  clean  unused 
needles  among  young  drug  addicts,  simply  do  not 
work  in  the  face  of  the  addiction. 

A number  of  federally  funded  programs  have 
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been  initiated  in  order  to  break  the  cycle  of  drug 
addiction  and  HIV  transmission  among  high-risk 
youth.  In  San  Antonio,  we  have  initiated  such  a pro- 
gram, which  provides  primary'  medical  care,  drug 
abuse  rehabilitation  and  maintenance,  educational/ 
vocational  rehabilitation,  and  intensive  education 
towards  AIDS  prevention  among  the  detainees,  age 
10-17  years,  at  the  Juvenile  Detention  Center  of 
Bexar  County.  Working  with  correctional  and  health 
authorities,  we  have  begun  this  program  which  will 
involve  700-900  adolescents  per  year.  We  hope 
that  this  combined  approach  will  benefit  these 
young  people  over  a period  of  3 years.  Similar  pro- 
grams aimed  at  high-risk  youth  have  been  initiated 
in  15  — 20  other  urban  areas  in  the  U.S.  It  will  be  of 
interest  to  see  what  impact  these  programs  have  on 
this  mode  of  transmission  of  the  HIV  among  the  pe- 
diatric age  youth. 
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Goals  of  hospice  care 


Porter  Storey,  MI),  New 
Age  Hospice  of  Hous- 
ton, Inc,  620‘S  Almeda 
Road,  Houston,  TX 
7702 1 . 


Hospice  is  a service  and  philosophy  of  care  for  ter- 
minally ill  patients.  Its  roots  extend  back  to  the 
Middle  Ages,  but  it  was  developed  into  its  present 
form  by  Dr  Cicely  Saunders  at  St  Christopher's 
Hospice  in  London.  Hospices  use  teamwork  and 
careful  listening  to  the  patient  to  achieve  the  fol- 
lowing goals  ( whether  the  patient  is  at  home  or  in 
an  inpatient  unit):  (a)  to  relieve  the  pain  and  suf- 
fering of  the  terminally  ill;  (b)  to  make  possible  a 
“good  " death;  (c)  to  help  the  fatnily;  (d)  to  assist 
in  the  search  for  meaning. 


of  oral  narcotics  (as  much  as  needed),  combined 
with  adjuvant  medications  such  as  antidepressants. 
The  method  has  been  adopted  by  the  World  Health 
Organization  and  proven  effective  all  over  the 
world.  She  carefully  examined  patients  for  treatable 
causes  of  pain  and  recognized  that  a patient  can 
have  several  different  sources  of  pain.  She  also 
taught  the  concept  of  total  pain  ( Fig  2 ),  that  all  of 
the  types  of  suffering  a patient  experiences  add  up 
to  account  for  his  pain.  Each  must  be  addressed  to 
alleviate  the  pain.  In  1 969  ( 2 ) she  wrote; 
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, . . For  the  ayde  and  comforte  of  the  poore,  sykke, 
blynde,  aged  and  impotent  persones . . . whereyn 
they  may  be  lodged,  cherysshed  and  refreshed. 

— From  a petition  by  the  citizens 
of  London  to  King  Henry'  ( 1 538 ) 


Sadly,  the  terminal  stage  has  been  defined  by 
some  as  beginning  at  the  moment  when  the 
doctor  say  s,  ‘There  is  nothing  more  to  be 
done’  and  then  begins  to  withdraw  subtly  from  the 
patient,”  writes  Lack  ( 1 ).  ‘‘Patients,  of  course,  are 
well  aware  when  this  happens.  There  is  never  a 
time  when  nothing  more  can  be  done.’  There  may 
indeed  be  nothing  more  that  can  be  done  to  cure 
the  disease,  but  there  are  always  further  measures 
to  be  taken  for  the  comfort  of  the  patient  and  fam- 
ily.” I’hese  further  measures  are  what  hospice  is  all 
about  ( Fig  1 ). 

In  the  Middle  Ages,  hospices  were  way  stations 
for  travelers  and  pilgrims,  founded  by  religious 
orders.  In  the  mid- 1 9th  century,  the  founder  of  the 
Irish  Sisters  of  Charity  donated  her  home  as  a spe- 
cial type  of  nursing  home  for  people  who  were 
dying.  She  felt  that  dying  was  like  one  stage  of  a pil- 
grimage and  that  people  needed  special  care  during 
that  time. 

Nearly  100  years  later.  Cicely  Saunders,  then  a 
nurse  and  social  worker  in  a London  hospital,  lis- 
tened to  a dying  Polish  immigrant  talk  of  the  kind  of 
facility  he  needed  for  comfort  in  his  final  days:  “I 
want  what  is  in  your  mind  and  in  your  heart,”  he 
said.  He  donated  &500  for  a ‘‘window  in  your 
home.”  She  went  to  medical  school,  then  worked  at 
St  Joseph’s  Hospice,  and  developed  better  ways  of 
controlling  cancer  pain.  Finally,  in  1967,  she  opened 
St  Christopher’s  Hospice  in  southern  London  and 
showed  the  world  how  effective  hospice  care  can 
be  at  achieving  its  goals. 

Goal  1:  to  relieve  the  pain  and  suffering  of  the 
terminally  ill 

Dr  Saunders  developed  a method  of  alleviating  can- 
cer pain  that  uses  regular  (not  “as-needed”)  doses 


1 recall  a girl  newly  admitted.  When  I went  in  to 
talk  to  her  she  just  burst  into  tears  because  she 
expected  to  be  hurt  so  much  the  moment  any- 
body came  near  her.  She  had  chronic  pain  that 
went  on  the  whole  time  but  also  was  exacerbated 
by  movement.  The  situation  held  her,  as  it  were, 
in  a vise.  As  she  described  it,  “The  pain  was  all 
around  me.”  This  is  also  different  from  the  protec- 
tive, warning  pain  of  a kitchen  burn  or  of  the 
symptoms  that  bring  a patient  for  diagnosis  or  the 
postoperative  pain  which  has  a reason  and  which 
you  know  is  not  going  to  go  on  for  very  long. 

I’his  is  a chronic  pain  which  seems  to  be  timeless 
and  endless  as  well  as  meaningless.  Now,  it  is  im- 
portant to  realize  that  many  patients  make  their 
pain  worse  by  anticipating  it.  Consequently,  we 
should  do  the  anticipating.  At  hospice  we  use  our 
drugs  to  prevent  the  pain  from  ever  happening, 
rather  than  trying  to  get  on  top  of  it  once  it  has 
occurred.  This  means  a careful  analysis  of  the 
total  situation — the  other  symptoms,  attention  to 
details,  a lot  of  careful  nursing,  and  just  listening 
so  that  we  know  what  their  sensation  is  like,  and 
so  that  they  know  we  are  interested.  I had  a pa- 
tient say  to  me,  “And  then  I came  here  and  you 
listened.  The  pain  seemed  to  go  by  just  talking.” 
She  was  not  just  trying  to  be  polite;  her  percep- 
tion of  pain  had  really  been  influenced  by  our  at- 
tention and  time  ( 2 ). 

Addressing  each  aspect  of  a patient’s  pain  requires 
teamwork.  Frequently  observations  by  the  nurse’s 
aide  will  give  the  clue  to  a better  combination  of 
medicines,  or  the  physician’s  insight  into  the  nature 
of  the  patient’s  confusion  may  affect  the  approach  of 
the  social  worker.  Real  teamwork  means  physician, 
nurses,  social  worker,  and  chaplain  meet  regularly 
and  really  listen  to  each  other.  This  open  communi- 
cation allows  confrontation  and  is  ideal  for  group 
problem  solving.  The  patient’s  physician  must  be  an 
integral  member  of  the  team  if  the  hospice  is  to 
function  well  and  the  suffering  is  to  be  relieved. 

Hospice  care  is  holistic,  yet  practical.  Dr  Saunders’ 
trainee.  Dr  Sylvia  Lack,  writes: 

I’here  is  far  too  much  talk  in  thanatology  circles 
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in  this  countn-  about  psychological  and  emo- 
tional problems,  and  far  too  little  about  making 
the  patient  comfortable.  Any  group  concerned 
with  service  to  the  dying  should  be  talking  about 
smoothing  sheets,  rubbing  bottoms,  relieving 
constipation,  sitting  up  at  night.  Counseling  a 
dying  person  who  is  lying  in  a wet  bed  is  ineffec- 
tive. Such  concerns  loom  large  in  the  lives  of 
critically  ill  patients  and  must  be  of  importance  to 
the  physician  if  the  physician  is  to  treat  the  whole 
person.  A certain  amount  of  interdisciplinary  role 
blurring  may  be  necessary  to  insure  patient  com- 
fort at  all  times  ( 2 ). 

Dr  Saunders,  who  personally  worked  with  and  in- 
spired Drs  Lack,  Lamerton,  Walsh,  Mount  and  many 
others  (including  this  author),  summarizes  and  in- 
troduces the  next  goal  when  she  writes; 

The  focus  of  the  modern  hospice  movement  thus 
began  with  attention  to  the  nature  of  terminal 
pain,  to  its  better  understanding  and  therefore 
more  effective  treatment.  This  was  accompanied 
by  a revival  of  the  old  concept  of  a “good  death” 
and  attention  to  the  achievements  that  a patient 
could  still  make  in  the  face  of  physical  deteriora- 
tion. A hospice  aims  by  .skilled  and  experienced 
awareness  of  a patient’s  symptoms  and  feelings  to 
help  him  live  to  the  limit  of  his  potential  in  physi- 
cal strength,  mental  and  emotional  capacity,  and 
in  social  relationships.  It  offers  an  alternative  form 
of  treatment  to  the  acute  care  of  the  general  hos- 
pital, not  in  opposition  but  as  a further  resource 
of  those  for  whom  that  is  no  longer  appropriate. 

It  is  the  alternative  to  the  negative  and  socially 
dangerous  suggestion  that  a patient  with  an  in- 
curable disease  likely  to  cause  suffering  should 
have  the  legal  option  of  hastening  death,  or  “eu- 
thanasia” (3). 

Goal  2:  to  make  possible  a “good”  death 
“As  in  any  other  branch  of  medical  care,”  writes 
Richard  Lamerton,  MD,  one  of  Dr  Saunders’  early 
trainees,  “the  attention  of  our  team  is  focused  upon 
health.  Our  special  concern,  however,  is  that  the  pa- 
tient shall  have  a healthy  death.  That  is,  one  which 
is  peaceful  and  comfortable,  not  one  which  takes  as 
long  as  possible.  Measures  which  merely  delay 
death  but  do  not  offer  the  prospect  of  better  or 
maintained  good  health  will  not  have  any  part  in 
hospice  care.  On  the  other  hand  . . . we  are  never 
prepared  to  hasten  any  patient’s  death.”  (Statement 
of  philosophy — New  Age  Hospice  of  Houston ) 
Facing  death  is  an  awesome  task  for  anyone.  The 
very  word  brings  up  fearful  thoughts  of  isolation 
and  loss.  To  help  patients  (and  staff)  through  this 
trying  time  requires  close  attention  to  the  patient 
and  his  needs,  as  Dr  Saunders  writes: 


It  seems  to  me  that  the  way  to  find  a philosophy 
that  gives  confidence  and  permits  a positive  ap- 
proach to  death  and  dying  is  to  look  continually 
at  the  patients,  not  at  their  need  but  at  their  cour- 
age, not  at  their  dependence  but  at  their  dignity. 
Doctors  and  nurses  who  have  fought  hard  to  save 
life  or  to  relieve  dying  rightly  comfort  themselves 
with  the  knowledge  that  they  have  done  all  they 
could.  But  those  who  also  realize  how  well  the 
patient  himself  played  his  part  can  find  consola- 
tion for  loss  and  courage  to  face  the  future  (4). 

Health  care  providers  often  have  difficulty  decid- 
ing how  much  and  what  kind  of  medical  care  to 
give  a terminally  ill  patient.  Some  patients  receive 
too  much  acute  care,  spending  most  of  their  final 
months  in  a hospital  or  recovering  from  obviously 
futile  attempts  to  stop  the  advanced  illness.  Other 
patients  are  essentially  abandoned  to  manage  the 
pain,  nausea,  or  dyspnea  alone.  Either  way,  suffering 
is  needlessly  increased. 

“The  central  factor  responsible  for  this  unneces- 
sary and  unacceptable  suffering  has  been  shown  to 
be  not  the  quantity  or  the  quality'  of  the  motivation 

/ The  hospice  model  of  care.  * 

Hospice  practitioners  in  the  United  States  have  consistently  main- 
tained that  hospice  is  a philosophy  of  care,  not  a place  of  care.  The 
basic  tenets  include: 

1 A comprehensive  approach  to  care,  with  attention  given  to  the 
physiological,  sociological,  educational,  spiritual,  and  emotional 
needs  of  the  patient/family  unit  This  approach  mandates  a con- 
tinuity of  care,  regardless  of  whether  the  patient  is  in  a home  or 
inpatient  setting 

2.  Concentration  of  care  is  on  the  patient  and  family  as  the  unit  of 
care. 

3 An  interdisciplinary  team  approach  to  care  including  physicians, 
nurses,  social  workers,  counselors,  specialized  therapists,  clergy, 
and  others  as  needed.  Volunteers  also  form  an  integral  part  of 
the  interdisciplinary  team 

4.  A focus  on  maintaining  the  patient  at  home,  or,  alternatively,  in 
as  home-like  an  environment  as  possible. 

5 Concentration  of  care  is  on  the  improvement  of  the  quality  of 
remaining  life,  not  necessarily  on  extending  it.  The  focus,  there- 
fore, becomes  palliative,  not  curative,  with  major  attention  paid 
to  effective  pain  management  and  symptom  control 

6 Services  are  available  on  a 24-hour,  7-day-a-week  basis  by  in- 
formed personnel  familiar  with  patient  care  plans  and  trained  in 
palliative  care  techniques. 

7 Bereavement  follow-up  to  family  or  significant  others. 

8 The  hospice  provides  a continuum  of  inpatient  and  home  care 
services  through  an  integrated  administrative  structure. 

•From  National  Hospice  Organization  Operations  Guide,  1988. 


2.  Elements  of  "tcjtal  pain  " 

Multiple  physical  pains  (eg,  bone  metastasis  and  constipation) 
+ Psychological  pain  ( eg,  fear  of  dying ) 

-I-  Social  pain  (eg,  isolation) 

-F  Spiritual  pain  (eg,  "I  deserve  this”) 

+ Financial  pain  (eg,  “What  will  my  children  eat?") 

= Total  pain  (eg,  “Help  me!  It  hurts  all  over.”) 
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of  health  care  professionals,  but  the  orientation  of 
their  motivation.  Under  great  pressure  to  maintain 
excellence  in  the  midst  of  ever-increasing  medical 
knowledge,  we  are  sharply  focused  towards  inves- 
tigating, diagnosing,  prolonging  life  and  curing — 
skills  that  are  largely  irrelevant  to  those  patients  for 
whom  further  therapy  aimed  at  modifying  the  natu- 
ral history  of  disease  is  inappropriate”  ( 5 ). 

But,  aren’t  we  supposed  to  fight  death?  How  can 
we  see  it  as  “good”  if  we  care  about  our  patients? 

“Some  may  be  shocked  by  the  proposition  that 
care  for  a patient  with  terminal  cancer  must  at  some 
time  deliberately  become  a preparation  for  and  a 
movement  towards  death.  They  may  think  that  pa- 
tient and  doctor  should  both  fight  for  life  right  up  to 
the  end.  But  to  accept  that  the  approach  of  death 
has  become  inevitable  is  neither  resignation  on  the 
part  of  the  patient,  nor  defeatism  or  neglect  on 
the  part  of  the  doctor.  Indeed,  it  is  the  unique  pe- 
riod in  the  patient’s  illness  when  the  defeat  in  living 
can  be  gradually  converted  into  a positive  achieve- 
ment in  dying.  Here  is  the  basic  challenge  of  termi- 
nal care,  and  it  is  a challenge  that  confronts  both 
patient  and  doctor.  Some  patients  and  doctors  overt- 
ly accept  it;  others  accept  it  implicitly  or  obliquely; 
and  some  will  make  strenuous  efforts  to  avoid  it. 
Paradoxically  this  can  be  a time  for  reconciliation 
and  fulfillment  for  the  patient  and  his  family,  and  it 
may  well  be  the  most  important  period  that  they 
spend  together”  (6). 

Goal  3:  help  the  family 

Suffering  cannot  be  alleviated  and  the  patient 
helped  towards  a “good  death”  without  also  helping 
his  loved  ones.  They  often  suffer  as  much  as  the  pa- 
tient, not  from  bone  metastases,  but  from  guilt  and 
fear.  Frequently,  the  most  complex  situations  are 
those  that  involve  dysfunctional  families,  because 
nothing  stresses  a family  system  more  than  impend- 
ing death.  Even  very  loving  families  experience  tre- 
mendous pain  at  these  times. 

The  concerns  of  family  members  are  often  mul- 
tiple and  each  must  be  addressed.  Once  again,  lis- 
tening with  close  attention  and  real  teamwork  are 
the  keys  to  success.  Inadequate  symptom  control  is 
often  the  first  worry.  Few  families  can  tolerate  un- 
controlled pain,  dyspnea,  or  vomiting.  If  the  patient 
is  to  remain  at  home,  symptoms  must  not  only  be 
controlled,  but  with  means  the  family  can  use. 

Up  to  this  point,  we  have  said  little  about  the  set- 
ting of  hospice  care.  Hospice  is  a philosophy  and 
service  organization,  not  necessarily  a place.  In  fact, 
the  ideal  environment  for  terminal  care  is  at  home. 

It  is  remarkable  how  much  medical  care  can  be 
effectively  orchestrated  at  home  if  the  resources  are 
available.  Symptoms  must  be  well  controlled  by 
simple  means  ( 80%  of  patients  can  be  managed 
with  tablets  and  suppositories),  and  families  must 


get  enough  support  to  allow  them  to  be  effective 
care  givers.  An  experienced  hospice  team  with  ade- 
quate physician  involvement  ( which  usually  means 
physician  home  visits ) is  ideally  suited  for  this  job. 

Sometimes,  it  just  will  not  work  at  home.  Either 
the  symptoms  get  out  of  control,  or  the  family  just 
cannot  manage  anymore.  Hospice  inpatient  care  can 
provide  the  medical  assistance  for  symptom  control 
without  overuse  of  expensive  and  unhelpful  diag- 
nostic tests  and  intravenous  or  nasogastric  tubes. 
Many  patients  and  their  families  find  the  intensive 
caring  they  need  for  a gentle  end  to  life  only  in  a 
hospice  inpatient  unit.  Ideally,  it  will  be  staffed  with 
a hospice  team.  Hospice  inpatient  care  is  not  just  a 
different  billing  arrangement  for  hospital  care! 

Financial  concerns  are  frequently  part  of  a fam- 
ily’s distress.  “ ITie  service  sounds  good,  but  how 
will  we  pay  for  it?”  I’he  Medicare  and  Medicaid 
hospice  benefits  pay  for  all  hospice  services  in 
home  care  or  for  symptom  control  in  a hospice  in- 
patient unit.  (They  do  not  pay  for  hospital  care 
once  a patient  has  signed  up  for  the  hospice  bene- 
fit. ) More  private  insurance  companies  and  HMOs 
are  including  hospice  care  in  order  to  hold  down 
the  enormous  cost  of  terminal  care  in  an  intensive 
care  unit.  A substantial  number  of  patients  who 
need  hospice  care  have  no  resources  to  pay  for  it. 
Fund  raising  from  the  community  to  meet  this  need 
is  a substantial  part  of  hospice  work. 

We  often  hear,  “But  doctor,  he  just  won’t  eat!”  In 
this  culture  we  often  care  for  each  other  with  food. 
'I’he  anorexia  from  an  advanced  malignancy  is  very 
difficult  for  many  families  to  handle.  Sometimes  the 
problem  is  due  to  constipation,  nausea,  oral  can- 
didiasis, or  uncontrolled  pain,  which  should  cer- 
tainly be  treated.  More  often  the  hospice  team 
teaches  the  family  how  to  prepare  small  amounts  of 
palatable  food  and  to  accept  the  small  amounts  the 
patient  is  likely  to  get  down.  It  can  be  helpful  in 
defusing  the  anxiety  and  guilt  around  this  issue  to 
explain  that  attempts  at  force-feeding  cancer  pa- 
tients have  not  lengthened  patients’  lives,  but  can 
actually  accelerate  tumor  growth  to  the  patient’s 
detriment  (7). 

Fhe  recent  position  of  the  American  College  of 
Physicians  regarding  hyperalimentation  for  cancer 
chemotherapy  patients  should  also  be  noted:  “ . . . 
the  evidence  suggests  that  parenteral  nutritional 
support  was  associated  with  net  harm,  and  no  con- 
ditions were  defined  in  which  such  treatment  ap- 
peared to  be  of  benefit”  ( 8 ). 

Following  the  patient’s  death,  the  family  must  go 
on  living.  Working  with  the  belief  that  grief  is  a nor- 
mal and  highly  individual  reaction  to  loss,  hospice 
offers  bereavement  services  to  all  families  in  a pro- 
active rather  than  on  an  “as  needed”  basis.  (This 
parallels  other  modes  of  treatment  and  support 
offered  dying  persons  and  their  families  by  the 
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hospice. ) 'ITiese  services  include  group  sessions  for 
bereaved  spouses,  friends,  or  children,  telephone  or 
personal  follow-up  visits  by  counselors  or  trained 
volunteers,  and  mailed  materials  about  normal  grief 
reactions,  especially  around  anniversary'  dates  and 
holidays. 

Goal  4:  to  assist  in  the  search  for  meaning 
The  Oxford  English  Dictionary  noted  that  the  word 
hospice  means  “a  house  of  rest  and  entertainment 
for  pilgrims,  travellers,  or  strangers  . . . for  the  desti- 
tute or  the  sick.”  Stoddard  writes  that  “throughout 
the  history  of  the  hospice  (or  of  the  hospitium, 
‘hotel-Dieu,’  or  ‘ho,spitall,’  for  these  concepts  were 
for  a number  of  centuries  interchangeable ) one 
finds  again  and  again  the  sense  of  life  itself  as  a jour- 


ney, a pilgrimage,  and  a sojourn  among  strangers — a 
‘trip’  as  some  now  say — toward  some  future  state  of 
rest  and  blessedness”  (9). 

When  it  becomes  clear  that  we  are  all  on  this  pil- 
grimage, the  labels  and  roles  that  separate  us  fall 
away.  It  makes  it  easier  to  see  death  as  an  essential 
part  of  life.  Ihis  may  also  be  why  nearly  all  hospices 
serve  patients  regardless  of  their  ability  to  pay  and 
why  they  work  hard  to  raise  the  money  to  make 
ends  meet.  ITiis  attitude  or  “faith”  may  be  respon- 
sible for  the  comment  one  visitor  made  at  St  Chris- 
topher’s Hospice;  “It’s  the  kind  of  atmosphere  that 
makes  one  feel  that  death  really  isn’t  anything  to  be 
frightened  of,  but  a sort  of  homecoming.” 

This  goal,  like  the  other  three,  can  only  be  ac- 
complished by  listening  carefully  to  the  patient  and 


J.  Hospices  in  Texas.  * 


City 

Hospice  Name 

Telephone 

Medicare 

Certified 

JCAHO 

Accredited 

Hires  Staff  for 
Inpatient  Care 

Abilene 

Hospice  of  Abilene 

915-677-8516 

pending 

N 

N 

Aniarillo 

St  Anthony’s  Hospice 

806-378-6777 

Y 

Y 

Y 

Austin 

Austin  Comprehensive  Hospice  Program 

512-458-3261 

Y 

N 

N 

Angleton 

VNA  Hospice  of  Brazoria  County 

•409-849-6476 

N 

N 

N 

Corpus  Christi 

Spohn  Hospice 

512-881-3159 

Y 

Y 

N 

Dallas 

Hospice  Care,  Inc 

214-825-2891 

Y 

N 

N 

VNA — Home  Hospice 

214-689-0648 

Y 

N 

N 

Denton 

Ann's  Haven  Hospice 

817-566-6550 

Y 

N 

N 

Good  Samaritan  Village 

817-383-2651 

N 

N 

N 

El  Paso 

Hospice  of  El  Paso 

915-532-5699 

Y 

N 

N 

Fort  Worth 

Family  Service  Hospice 

817-927-8884 

Y 

N 

N 

Hospice  Care/Fort  Worth 

817-870-1955 

Y 

pending 

N 

Huguley  Hospice 

817-551-2545 

Y 

N 

N 

Community  Hospice  of  St  Joseph’s 

817-336-9371 

Y 

Y 

N 

Galveston 

Hospice  of  Galveston  County 

•409-762-5115 

Y 

N 

N 

Harlingen 

Valley  Baptist  Medical  Center  Hospice 

512-421-1999 

Y 

N 

N 

Houston 

Hospice  Care,  Inc 

713-644-1188 

pending 

N 

N 

Houston  Hospice 

713-468-2441 

Y 

N 

N 

New  Age  Hospice  of  Houston,  Inc 

713-467-7423 

Y 

Y 

Y 

VNA  of  Houston 

713-520-8115 

Y 

N 

N 

Irving 

Family  Hospice  of  the  Mid-Cities 

214-631-7273 

Y 

N 

N 

Kerrv'ille 

Heart  of  the  Hills 

512-896-7770 

Y 

N 

N 

Longview 

Hospice-  Longview 

214-753-7870 

N 

N 

N 

Lubbock 

Hospice  of  Lubbock 

806-795-2751 

Y 

N 

N 

Lufkin 

Hospice  of  Lufkin 

409-632  1 514 

pending 

N 

N 

Midland 

Hospice  of  Midland 

915-682-2855 

Y 

N 

N 

New  Braunfels 

Hospice  of  New  Braunfels 

512-625-7500 

Y 

N 

N 

Odessa 

Hospice  of  Odessa 

915-3-32-1431 

Y 

N 

N 

Orange 

Southeast  Texas  Hospice 

409-886-0622 

Y 

N 

Y 

Panipa 

Hospice  of  Pampa 

806-665-6677 

Y 

N 

N 

Paris 

Ella  C McFadden  Hospice 

214-737-3622 

Y 

Y 

N 

Plainview 

Hospice  of  the  Plains 

806-293-5127 

Y 

N 

N 

Rockport 

AIM  Hospice 

512-729-0507 

Y 

N 

N 

San  Angelo 

Hospice  of  San  Angelo 

915-658-6524 

Y 

N 

N 

San  Antonio 

Hospice  of  San  Antonio 

512-377-3882 

Y 

N 

N 

Santa  Rosa  Hospice 

512-228-2601 

Y 

Y 

N 

Sherman 

Home  Hospice  of  Grayson  County 

214-868-9315 

Y 

N 

N 

Texarkana 

Hospice  of  Texarkana 

214-794-4263 

N 

N 

N 

Tyler 

Hospice  of  East  Texas 

214-581-5585 

N 

N 

N 

Victoria 

Hospice  of  Victoria 

512-572-4-300 

Y 

N 

N 

Waco 

Community  Hospice  of  Waco  Hillcrest  Baptist 
Medical  Center 

817-756-8649 

N 

Y 

N 

Wichita  Falls 

Hospice  of  Wichita  Falls 

817-322-8268 

Y 

N 

N 

■The  author  has  attempted  to  list  all  full-service  hospices  in  Texas  and  their  status  as  of  December  1989.  Readers  aware  of  hospices  not 
listed  arc  encouraged  to  contact  the  author  or  Texas  Medicine. 
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by  solid  teamwork.  The  team  members  need  to  con- 
stantly work  to  support  each  other. 

“ITie  work  will  at  times  cause  pain  and  bewilder- 
ment to  all  members  of  the  staff.  If  they  do  not  have 
the  opportunity  of  sharing  their  strain  and  questions 
they  are  likely  to  leave  this  field  or  find  a method  of 
hiding  behind  a professional  mask.  Those  who  com- 
mit themselves  to  remaining  near  the  suffering  of 
dependence  and  parting  find  they  are  impelled  to 
develop  a basic  philosophy  part  individual  and  part 
corporate.  This  grows  out  of  the  work  undertaken 
together  as  members  find  that  they  each  have  to 
search,  often  painfully,  for  some  meaning  in  the 
most  adverse  circumstances  and  gain  enough  free- 
dom from  their  own  anxieties  to  listen  to  another’s 
questions  of  distress”  ( 10 ). 

Frequently  family  members  may  ask  that  the  truth 
about  the  patient’s  condition  not  be  revealed  to  him 
or  her,  but  how  can  there  be  any  search  for  mean- 
ing without  honesty?  Although  “brutal”  confronta- 
tion is  never  called  for,  most  hospice  professionals 
in  this  country  have  found  open,  direct  discussion 
of  the  disease  process  and  prognosis  to  be  the  best 
way  to  help  the  patient  cope.  Is  this  “taking  away 
hope”?  Usually  it  is  obvious  to  the  patient  that  he  is 
getting  worse.  To  encourage  him  to  hang  on  to  that 
“one  chance  in  a thousand”  is  rarely  helpful.  It  pro- 
tects the  physician  from  confronting  the  limitations 
of  his  or  her  skills,  but  it  adds  to  the  “conspiracy  of 
silence”  that  leaves  the  patient  feeling  isolated  and 
alone.  By  providing  honest  information,  the  hospice 
can  help  redirect  the  patient’s  hope  toward  achiev- 
able goals,  such  as  pain  relief,  making  a trip  to  visit 
relatives,  or  spiritual  healing. 

“This  search  for  meaning  can  create  a climate  in 
which  patients  and  families  can  reach  out  in  trust 
towards  what  they  see  as  true  and  find  acceptance 
of  what  is  happening  to  them.  We  can  in  some  sort 
reach  back  into  the  ways  of  coming  to  terms  with 
death  of  the  past.  The  values  which  the  Hospice 
Movement  tries  to  establish  alongside  its  commit- 
ment to  excellence  in  practice,  have  something  akin 
to  earlier  assurance  of  community,  the  affirmation  of 
the  individual  person  and  the  concern  for  the  be- 
reaved family”  (10). 

“In  the  medieval  Christian  world,  the  offer  of  hos- 
pitality to  the  hopelessly  ill  and  the  dying  was  based 
on  a literal  interpretation  of  the  text,  ‘in  as  much  as 
ye  have  done  it  unto  one  of  the  least  of  my  brethren, 
ye  have  done  it  unto  Me,’  writes  Stoddard.”  “How- 
ever, it  was  a Jewish  patient  who  gave  the  first  £500 
toward  the  founding  of  St  Christopher’s  in  London, 
saying  to  Cicely  Saunders  at  the  time,  ‘I  want  to  be  a 
window  in  your  home.’  While  under  the  care  of  Dr 
Saunders,  who  is  a deeply  committed  C^hristian,  this 
young  man,  who  had  escaped  from  the  ghettos  of 
the  Hitler  regime,  experienced  a rebirth  in  his  Juda- 
ism. And  this  is  what  the  hospice  concept  is  really 


all  about,  for  this  is  true  ‘cherysshing’ — true 
hospitality.” 
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New  peer  review  reporting  and 
disclosure  requirements — Part  I 

This  article  reviews  the  reporting  and  disclosure  provisions  of 
the  Health  CMre  Quality  Improvement  Act  of  1986,  the  Medi- 
care and  Medicaid  Patient  and  Program  Protection  Act  of 
1987,  the  Texas  Medical  Practice  Act,  and  federal  regulations 
promulgated  in  late  1989  to  establish  the  operating  rules 
and  policies  of  the  National  Practitioner  Data  Bank.  A table 
on  pages  56—5^  outlines  the  reporting  requirements  of  these 
laws  and  regulations.  Discussion  focuses  on  the  recpiirements 
the  new  federal  regulations  place  on  physicians  and  other 
health  care  practitioners,  health  care  entities,  and  insurers. 

The  Health  Care  Quality'  Improvement  Act  of  1986  (HCQIA), 
Part  A,  provides  immunity  from  liability  for  certain  profes- 
sional review  actions  ( 1 ).  The  immunity  protections  became 
available  in  Texas  on  September  1,  1987,  when  the  state  opted 
into  the  HCQIA  (2).  The  HCQIA,  Part  B,  provides  for  reporting 
and  disclosure  of  certain  disciplinary  actions  and  malpractice 
claims  payments  involving  physicians,  dentists,  and  other 
health  care  practitioners.  The  Medicare  and  Medicaid  Patient 
and  Program  Protection  Act  of  1987  ( MMPPPA ) expands  the 
HCQIA  reporting  requirements  (3).  The  llnited  States  Depart- 
ment of  Health  and  Human  Services  (HHS)  final  regulations  im- 
plementing the  reporting  and  disclosure  provisions  of  the 
HCQIA  also  establish  the  National  Practitioner  Data  Bank  (4). 
ITie  UNISYS  Corporation  has  been  awarded  a $15.9  million,  5- 
year  contract  with  HHS  to  set  up  and  operate  the  data  bank  in 
accordance  with  federal  laws  and  regulations. 

The  Texas  Medical  Practice  Act  ( MPA ) was  amended  in 
1987  to  take  advantage  of  the  immunities  provided  in  the  fed- 
eral law.  The  MPA  reporting  requirements  are  substantially 
similar  to  federal  requirements,  and  the  Texas  State  Board  of 
Medical  Examiners  (TSBME)  is  expected  to  interpret  the  MPA 
in  a manner  consistent  with  federal  law  and  regulations  (5). 
Since  1977,  insurers  or  self-insured  physicians  in  Texas  have 
been  required  to  report  initial  claim  letters  or  complaints  as 
well  as  settlements  or  judgments  on  all  malpractice  claim 
matters  to  TSBME.  Claims  for  which  payment  is  made  must  be 
reported  to  the  Data  Bank  once  it  is  established.  Texas  law  im- 
poses one  additional  requirement:  the  MPA  requires  medical 
peer  review  committees,  licensed  physicians,  and  medical  stu- 
dents to  report  to  the  TSBME  any  physician  who  is  believed  to 
pose  a continuing  threat  to  the  public  welfare  through  the 
practice  of  medicine  (6).  There  is  no  similar  requirement  in 
the  federal  law. 


General  duties  under  the  federal  regulations 

ITie  Data  Bank  is  charged  with  collecting  and  disclosing  cer- 
tain information  relating  to  the  professional  competence  and 
conduct  of  physicians,  dentists,  and  other  health  care  practi- 
tioners. ITie  Health  Care  Quality  Improvement  Act  and  HHS 
regulations  require:  ( 1 ) health  care  entities  to  report  certain 
adverse  peer  review  actions  relating  to  professional  compe- 
tency and  conduct,  ( 2 ) physician  and  dentist  licensing  boards 
to  report  certain  licensure  actions,  and  (3)  individuals  or  en- 
tities (including  insurance  companies)  making  payment  on  a 
malpractice  claim  to  report  certain  information  and  payment 
on  the  claim.  As  discussed  below,  the  regulations  further  re- 
quire hospitals  to  request  certain  information  from  the  Data 
Bank  concerning  physicians,  dentists,  and  other  health  care 
practitioners. 

Data  Bank  effective  date 

HHS  has  set  a “target”  date  of  April  2,  1990,  to  initiate  the  re- 
porting requirements.  Hospitals  also  will  need  to  request  infor- 
mation from  the  Data  Bank  beginning  on  that  date.  The  actual 
date  will  be  announced  in  the  Federal  Register  in  early  1990. 
The  reporting  requirements  will  not  be  applied  retroactively 
from  November  14,  1987,  the  original  date  on  which  the  Data 
Bank  was  to  have  been  in  operation  under  the  HCQIA  (7). 

Reporting  medical  malpractice  claim  payment 

In  addition  to  the  Medical  Practice  Act  requirement  to  report 
notice  of  claim  letters  or  suits,  current  laws  and  regulations 
provide  that  the  individual  payor  or  insurer  must  report  pay- 
ments made  relative  to  a medical  malpractice  claim  or  judg- 
ment against  a physician,  dentist,  or  other  health  care 
practitioner  to  the  appropriate  licensing  board)  s ) in  the  state 
in  which  the  claim  is  based  and  to  the  Data  Bank  within  30 
days  from  the  date  of  payment  ( 8 ).  Reporting  does  not  include 
suits  or  claims  based  on  libel  or  slander. 

To  avoid  misinterpretation  of  the  information,  HHS  added  a 
provision  that  states,  “a  payment  in  settlement  of  a medical 
malpractice  action  or  claim  shall  not  be  construed  as  creating 
a presumption  that  medical  malpractice  has  occurred.”  This 
was  one  of  many  changes  in  the  proposed  rules  that  resulted 
from  comments  HHS  received  expressing  concern  that  many 
settlements  are  not  based  on  actual  malpractice  ( 9 ). 

The  term  “medical  malpractice  action  or  claim”  has  been  in- 
terpreted to  include  suits  and  claims  on  an  administrative  level 
as  well  as  judicial  claims  and  actions.  These  include  actions 
that  are  brought  before  arbitration  boards  and  other  dispute 
resolution  mechanisms  prior  to  or  instead  of  court  actions  (10). 

failure  to  report  malpractice  claim  payments  may  subject 
the  party  to  civil  monetary  penalties  of  up  to  $10,000  for  each 
payment  involved  (11). 
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Medicine  and  the  I.aw  articles  are  intended  to  help  physicians  under- 
stand the  law  hy  providing  legal  information  on  selected  topics.  This 
article  is  puhli.shed  with  the  understanding  that  Texas  Medical  Associa 
tion  is  not  engaged  in  providing  legal  advice.  When  dealing  with  spe- 
cific legal  matters,  readers  should  seek  assistance  from  their  own 
attorneys. 


Reporting  adverse  actions  on  clinical  privileges 
Health  care  entities  must  report  to  the  appropriate  licensing 
board  any  professional  review  action  that  adversely  affects  the 
clinical  privileges  of  a physician  or  dentist  for  a period  longer 
than  30  days.  If  a physician  or  dentist  agrees  to  surrender 
clinical  privileges  or  accepts  restricted  privileges  while  under 
investigation  by  the  entity  for  possible  incompetence  or  im- 
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Reporting  requirements  as  mandated  hy  the  Texas  Medical  Practice  Act’  (MPA)  and  the  Health  Care  Quality  Improvement  Act  of  I986f  (HCQIA). 


VVho 

What 

To 

When/Cite 

Potential  incompetence 

Medical  peer  review 
committee,  licensed 
physician,  or  medical 
student 

Shall  report  relevant  information  if  believe  physician  poses  a continu- 
ing threat  to  public  welfare  through  the  practice  of  medicine.  Relevant 
information  includes  a narrative  statement  describing  the  time,  date, 
and  place  of  acts  or  omissions  on  which  report  is  based. 

Texas  State  Board  of  Medi- 
cal Examiners  (TSBME) 

As  soon  as  conclusion  is  reached 
and  relevant  materials  assembled, 
MPA  §5  06(  d );  22  Tex  Admin 
Code  §179.4. 

Medical  society  or 
association 

May  report  pertinent  information  if  believe  physician  is  impaired  or 
reasonably  believed  to  be  impaired. 

TSBME  or  health  care  en- 
tity where  physician  has 
clinical  privileges 

Not  specified  MPA  §5.06(e). 

Medical  society  or 
association 

Shall  report  if  believe  physician  is  impaired  and  poses  continuing 
threat  to  public  welfare 

TSBME  and  health  care  en- 
tity where  physician  has 
clinical  privileges 

As  soon  as  possible.  MPA 
§5.()6(c );  22  Tex  Admin  Code 
§179.4. 

Private  disciplinary  action 

Medical  peer  review 
committee 

Shall  provide  written  copy  of  recommendation  and  final  decision,  in- 
cluding basis  for  any  action  that  could  result  in  censure,  suspension,  re- 
striction, limitation,  revocation,  or  denial  of  membership  or  privileges. 

Affected  physician 

Not  specified.  MPA  §5.06(i). 

Health  care  entity 

Shall  report  results  and  circumstances  of  professional  review  action 
adversely  affecting  clinical  privileges  for  longer  than  30  days  or  if  en- 
tity accepts  surrender  of  privileges  while  investigation  underway  or 
in  return  for  not  conducting  investigation.  Results  and  circumstances 
shall  include  the  specific  basis  of  such  action,  whether  action  was  re- 
lated to  patient  care,  and  specific  limitations  imposed 

TSBME 

Not  specified.  MPA  §5.06(b);  22 
Tex  Admin  Code  §179.3 

Health  care  entity 

Shall  report  results  and  circumstances  of  professional  review  action 
adversely  affecting  clinical  privileges  for  longer  than  30  days  or  if  en- 
tity accepts  surrender  of  privileges  while  investigation  underway  or  in 
return  for  not  conducting  investigation.  Information  to  be  reported  in- 
cludes description  of  acts,  omissions,  or  other  reasons  for  action  or  sur- 
render and  any  other  information  US  Department  of  Health  and  Human 
Services  ( HHS)  deems  appropriate. 

TSBME 

Within  15  days  of  adver.se  action. 
HCQIA  §11 13,3;  45  CER 
§60,5(c). 

TSBME 

Shall  report  information  received  by  TSBME  from  health  care  entity’  on 
professional  review  actions. 

HHS 

Within  15  days  of  receipt.  HCQIA 
§1113,3;  45  CFR  §60.5(c). 

TSBME 

Shall  report  known  failure  of  health  care  entity  to  report  professional 
review  action  to  TSBME. 

HHS 

Not  specified.  HCQIA  §11133;  45 
CFR  §60.9(b). 

Medical  society  or 
association 

Shall  report  action  adversely  affecting  physician’s  membership.  Same 
reporting  as  required  for  health  care  entity. 

TSBME 

Within  15  days  of  adverse  action. 
HCQIA  §1113,3(a)(l)(C);  45 
CFR  §60. 5(c);  MPA  §5.06(b),  22 
Tex  Admin  Code  §179.  .3. 

Liability  Claims 

Insurer  ( or  physician 
if  self-insured ) 

Shall  report  ( 1 ) insured’s  name  and  Texas  medical  license  number, 

( 2 ) policy  number,  and  ( 3 ) copy  of  notice  or  claim  letter  or  complaint 
on  all  professional  liability  notice  of  claim  letters  or  complaints  filed. 

TSBME 

Within  30  days  of  receipt  of  no- 
tice. MPA  §5.05(aXb). 

Shall  report  any  settlement  of  a claim  or  lawsuit  and  any  additional 
data  as  required  by  TSBME  rules. 

TSBME 

Within  30  days  of  payment  or 
within  105  days  if  no  payment  in- 
volved. 45  CFR  §60.5(a);  MPA 
§5  05(aXc);  22  Tex  Admin  Code 
§ 1 79.6. 

Insurer  ( or  physician 
if  self-insured ) 

Shall  report  information  respecting  the  payment  of  claims  including 
( 1 ) insured’s  name,  ( 2 ) the  amount  of  payment,  ( 3 ) hospital  with 
which  physician  is  associated  ( if  known ),  ( 4 ) description  of  acts  or 
omissions  and  injuries  or  illness  upon  which  the  claim  was  ba.sed, 

( 5 ) other  information  as  required  by  HHS  rules 

HHS  and  TSBME 

Within  30  days  of  date  of  pay- 
ment on  claim.  HCQIA  §§1 1 1,31 
and  1 1134;  45  CFR  §60.5(a). 

TSBME  actions 

TSBME 

Shall  report  action  that  revokes  or  suspends  (or  otherwise  restricts)  a 
physician’s  license  or  censures,  reprimands,  or  places  a physician  on 
probation  for  reasons  relating  to  the  physician’s  professional  compe- 
tence or  conduct 

HHS 

Within  .30  days  of  action.  HCQIA 
§11132;  45  CFR  §60.5(b). 

TSBME 

Shall  report  the  restriction,  suspension,  or  revocation  of  a physician’s 
license  or  other  TSBME  disciplinary  action  against  a physician. 

Appropriate  health  care  en- 
tity, professional  societies, 
entities  administering 
Medicare/Medicaid  in  state, 
HHS,  and  the  complainant 

To  appropriate  health  care  entity 
on  first  work  day  after  order. 
Otherwise,  within  30  days,  in 
writing.  MPA  §4.14. 

'Tex  Rev  Civ  Stat  Ann  art  4495b,  (Vernon  Supp  1989)  (MPA);  22  Tex  Admin  Code  §§179.3-  179.4. 

t42  use  §11101  et  seq  ( 1986)  (HCQIA);  54  Fed  Reg  42722,  43890  ( 1989)  to  be  codified  at  45  CFR  §6.01  (citations  in  the  table  are  to  the  permanent  CFR 
sections ). 
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( (iontiniK-tl  from  previous  pajjc ) 

I'SBMK  Shall  maintain  8 hour  toll-free  telephone  number  ( 1 -80()-2-r8-4(Ki2; 

Austin  area  A 1 2 ■l6'’-8H2 ) to  provide  licensure  status  and  summarv  of 
TSBMK  disciplinarv’  orders  against  physician,  dates  of  orders,  and  cur 
rent  status  of  orders  TSBMK  will  provide  a copy  of  board  orders  for  a 
reasonable  fee 

TSBMK  Shall  report  summaries  of  board  disciplinary  orders,  board  activities 

and  functions,  pertinent  changes  in  laws  or  rules,  and  Attorney  General 
opinions 

TSBMK  May  disclose  reports  regarding  application  for  licensure  by  examina- 

tion or  reciprocity  in  Texas. 

TSBME  investigative  file 

TSBMK  Shall  notify  that  a complaint  has  been  tiled  with  TSBME  and  the  nature 

of  the  complaint  ( unless  notice  would  jeopardize  the  investigation ) 

TSBME  Shall  report  status  of  complaint  ( unless  report  would  jeopardize  the 

investigation ) 

TSBME  Shall  report  all  information  regarding  a complaint  against  a physician 

(but  not  identih  complainant  and/or  patient ) 

TSBME  Shall  repon  information  indicating  a crime  may  have  been  committed 

TSBME  Shall  repon  acts  or  omissions  that  potentially  constitute  a felony,  a 

misdemeanor  involving  moral  turpitude,  a violation  of  state  or  federal 
narcotics  or  controlled  substances  laws,  or  an  offense  involving  Medi- 
care/Medicaid fraud  or  abuse 

TSBME  Shall  assist  local  prosecuting  officers  in  enforcing  laws  prohibiting  un- 

lawful practice  of  medicine,  violations  of  the  MPA,  and  other  matters. 

TSBME  May  disclose  investigative  information  relating  to  licensee  discipline 


TSBME  Must  afford  access  to  documents  to  determine  the  facts  and  circum- 

stances concerning  actions 

TSBME  subpoenas 

Governing  bodies  Shall  comply  fully  with  subpoenas  for  documents  or  information 

and  medical  staffs  of 
health  care  entities 
and  others 


HHS  databank 


issued  by  TSBME,  served  personally  or  by  certified  mail 

HHS  databank 

Information  on  certain  formal  proceedings  against  a health  care  practi- 
tioner or  entity  by  any  licensing  agency 


(Wallers 


Licensed  physicians,  health 
care  entities,  legislators, 
general  public,  and  public 
libraries 

■Appropriate  licensing  au- 
thorities in  other  .states 


.Subject  physician 


Complainant 


Legislative  committee 


Appropriate  law  enforce- 
ment authorities 

Appropriate  prosecuting 
authorities 


Law'  enforcement 


Appropriate  licensing  au- 
thority in  another  state,  ter- 
ritory, or  country  where 
licensee  has  applied  for  li- 
censure or  to  a peer  review 
committee  reviewing  an 
application  for  privileges  or 
qualifications  or  licensee 
with  respect  to  retaining 
privileges 

HHS  ( or  designee ) 


TSBME 


Federal/state  health  care 
programs,  licensing  author- 
ities, peer  review  organiza- 
tions, state  Medicaid  fraud 
control  units,  hospitals/ 
other  health  care  entities. 
Attorney  General/Comp- 
troller General  ( upon 
request ),  other  law  en- 
forcement, plaintiff  ( lim- 
ited ).  practitioner  ( about 
self),  individual  entity 
(limited  to  unidentified 
information ) 


jiThe  Medicare  and  Medicaid  Patient  and  Program  Act  of  1987,  42  USC  §l,A96r-2  (.Supp  1989). 


LIpon  request.  MPA  §2  09(s) 


At  least  twice  a year  LIpon  writ- 
ten request  MPA  §2  09(p) 


I'pon  request  MPA  §A  01(h) 


Generally  sent  when  file  is 
opened  MPA  §4. 04(b) 

At  lea.st  quarterly  MPA  §4  0S(d) 


LIpon  request  MPA  §2  09(w) 


As  indicated  MPA  §4  05(  d ) 


As  indicated  MPA  §4  14 


As  indicated  MPA  §2  09(  1 ) 


Not  specified  MPA  §4.0S(d) 


L'pon  request.  42  I'SC 
§l.A96r-2(aX2).t 


Upon  receipt  of  subpoena  MPA 
§§2.09(i)  and  S.06(k) 


Upon  request  and  as  determined 
by  HHS.  42  USC  §§  1 ,A96r-2(b ), 

1 1 1 .AS,  1 1 1 .46,  111  .47;  4S  CFR 
§60  1 1 
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proper  professional  conduct,  or  in  return  for  not  conducting 
such  an  investigation  or  proceeding,  the  health  care  entity 
also  must  report  to  the  appropriate  licensing  board.  The  report 
must  be  filed  within  1 5 days  of  the  final  action  and  the  board 
must  then  report  that  information  to  the  Data  Bank  within  1 5 
days.  The  licensing  board  also  is  required  to  report  any  known 
failure  of  a health  care  entity  to  report  on  physicians  and  den- 
tists as  required  (12).  The  reporting  of  adverse  actions  on 
other  health  care  practitioners  by  the  health  care  entity  is  vol- 
untary at  present.  Mandatory  reporting  of  such  action  by  the 
state  or  its  political  subdivision  responsible  for  licensing  of 
health  care  practitioners  or  entities  is  provided  for  in  the 
Medicare  and  Medicaid  Patient  and  Program  Protection  Act 
and  is  expected  to  be  implemented  by  HHS  in  future  rule- 
making  (13). 

The  definition  of  “health  care  entity”  in  the  federal  regula- 
tions is  broadly  interpreted  to  include  the  myriad  of  health 
care  organizations,  practice  arrangements,  and  professional  so- 
cieties within  the  intent  of  the  statute.  Specialty  boards  are  not 
included.  To  qualify  under  the  definition,  a health  care  entity 
must:  ( 1 ) provide  health  care  services,  and  ( 2 ) be  engaged  in 
formal  professional  peer  review  for  the  purpose  of  furthering 
quality  health  care.  Group  or  prepaid  medical  practices  that 
meet  these  criteria  are  included  ( 14). 

The  regulations  state: 

Professional  review  action  means  an  action  or  recommenda- 
tion of  a health  care  entity: 

a.  Taken  in  the  course  of  professional  review  activity; 

b.  Based  on  the  professional  competence  or  professional 
conduct  of  an  individual  physician,  dentist  or  other  health 
care  practitioner  which  affects  or  could  affect  adversely  the 
health  or  welfare  of  a patient  or  patients;  and 

c.  Which  adversely  affects  or  may  adversely  affect  the 
clinical  privileges  or  membership  in  a professional  society  of 
the  physician,  dentist  or  other  health  care  practitioner. 

d.  This  term  excludes  actions  which  are  primarily 
based  on: 

1 . The  physician’s,  dentist’s  or  other  health  care  practi- 
tioner’s association,  or  lack  of  association,  with  a profes- 
sional society  or  association; 

2.  The  physician’s,  dentist’s  or  other  health  care  practi- 
tioner’s fees  or  the  physician’s,  dentist’s,  or  other  health 
care  practitioner’s  advertising  or  engaging  in  other  com- 
petitive acts  intended  to  solicit  or  retain  business; 

3-  The  physician’s,  dentist’s  or  other  health  care  prac- 
titioner’s participation  in  prepaid  group  health  plans, 
salaried  employment,  or  any  other  manner  of  delivering 
health  services  whether  on  a fee-for-service  or  other  basis; 

4.  A physician’s,  dentist’s  or  other  health  care  practi- 
tioner’s association  with,  supervision  of,  delegation  of  au- 
thority to,  support  for,  training  of,  or  participation  in  a 
private  group  practice  with  a member  or  members  of  a par- 
ticular class  of  health  care  practitioner  or  professional;  or 

5.  Any  other  matter  that  does  not  relate  to  the  compe- 
tence or  professional  conduct  of  a physician,  dentist  or 
other  health  care  practitioner  (15). 


According  to  TSBME  staff  guidelines,  the  following  actions 
or  recommendations  by  a health  care  entity  arguably  are  not 
based  upon  the  competence  or  professional  conduct  of  a phy- 
sician, and  thus  are  not  reportable  as  professional  review 
actions: 

1 . Suspension  of  a physician’s  clinical  privileges  or  medi- 
cal staff  membership  due  to  failure  to  complete  medical 
records  on  time.  ( However,  if  the  physician’s  delinquency 
has  actually  compromised  patient  care  and  thus  does  involve 
professional  conduct,  the  health  care  entity  should  note  that 
conclusion  and  report  the  suspension. ) 

2.  Denial  of  clinical  privileges  or  staff  membership  be- 
cause of  a perceived  lack  of  need  for  the  physician’s  services 
in  the  community  or  in  the  hospital.  (This  includes  denial 
due  to  an  existing  exclusive  contract  between  the  hospital 
and  another  physician  or  physicians. ) 

3-  Denial  of  clinical  privileges  or  staff  membership  be- 
cause the  hospital  lacks  the  facilities  or  personnel  needed  to 
support  the  professional  services  to  be  offered. 

4.  Suspension,  denial,  or  nonrenewal  of  clinical  privi- 
leges or  staff  membership  due  to  failure  to  obtain  or  main- 
tain a specified  level  of  professional  liability  insurance 
coverage. 

5.  Suspension,  denial,  or  nonrenewal  of  clinical  privi- 
leges or  staff  membership  because  the  physician  lives  further 
from  the  hospital  than  the  medical  staff  bylaws  allow  for  ap- 
propriate response  time. 

6.  Denial  of  clinical  privileges  or  staff  membership  due 
to  failure  to  comply  with  threshold  eligibility  requirements 
imposed  by  the  health  care  entity  on  all  applicants,  such  as 
board  certification,  board  eligibility,  or  completion  of  a resi- 
dency if  said  failure  does  not  inherently  reflect  problems 
with  the  physician’s  competence  or  professional  conduct. 

7.  Denial  of  an  application  for  clinical  privileges  or  staff 
membership  due  to  failure  to  complete  the  application  pro- 
cess (ie,  abandonment  of  the  application)  if  no  information 
reflecting  adversely  on  the  physician’s  competence  or  pro- 
fessional conduct  has  emerged. 

8.  Acceptance  of  a physician’s  withdrawal  of  his  or  her 
completed  application  for  clinical  privileges  if  at  the  time 
the  request  for  withdrawal  was  made,  investigation  had 
yielded  no  information  that  reflected  adversely  on  the  physi- 
cian’s competence  or  professional  conduct. 

9.  Reduction  or  limitation  of  a physician’s  existing  privi- 
leges if  the  change  reflects  a new  or  amended  interpretation 
of  minimum  staffing  standards  that  is  applied  uniformly  to  all 
members  of  the  staff. 

10.  Reduction  or  nonrenewal  of  privileges  due  to  the 
physician’s  failure  to  admit  a minimum  number  of  patients 
to  the  hospital  within  a specified  period. 

1 1 . Denial  of  the  request  of  a physician  who  has  privi- 
leges for  additional  privileges  unless  the  denial  reflects  prob- 
lems with  competence  or  professional  conduct. 

1 2.  Denial,  suspension,  or  revocation  of  clinical  privileges 
or  staff  membership  due  to  the  physician’s  refusal  as  a condi- 
tion of  appointment  or  reappointment  to  agree  to  a hospital 
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medical  st:ilf  bylaws  provision  that  is  applied  uniformly  to  all 
staff  members  similarly  situated,  such  as  providing  emer- 
gency room  coverage  or  backup  ( 5 ). 

Reporting  licensure  actions 

The  medical  or  dental  licensing  board,  as  appropriate,  must 
report  any  actions  based  on  incompetence  or  professional 
misconduct.  These  include  actions  that  revoke,  suspend  or 
otherwise  restrict  the  license  of  a physician  or  dentist,  which 
censure,  reprimand  or  place  the  licensee  on  probation,  or 
under  which  the  license  is  surrendered.  Actions  must  be  re- 
ported to  the  Data  Bank  within  30  days.  ITie  regulations  spec- 
ify’ the  information  to  be  reported  ( 16). 

Reporting  corrections  and  revisions 

Persons  or  entities  submitting  information  to  the  licensing 
board  and/or  to  the  Data  Bank  also  must  submit  any  additions 
or  corrections  “as  soon  as  possible.”  The  regulations  provide 
that  persons  or  entities  submitting  information  to  the  licensing 
board  and/or  to  the  Data  Bank  must  submit  revisions  of  the  ac- 
tion, which  are  subject  to  the  same  time  constraints  as  the 
original  action.  This  provision  is  pending  approval  of  the  Office 
of  Management  and  Budget  (17  ). 

Disputing  information 

HHS  routinely  will  mail  the  physician,  dentist,  or  other  health 
care  practitioner  a copy  of  any  report  filed  in  the  Data  Bank. 
The  practitioner  may  dispute  the  accuracy  of  Data  Bank  infor- 
mation concerning  himself  within  60  days  from  the  date  when 
HHS  mails  the  report.  The  statement  of  dispute  must  be  in 
writing,  state  the  basis  for  the  dispute,  request  that  the  report 
be  designated  as  under  “dispute”  and  be  so  reported  to  inquir- 
ers. The  practitioner  then  may  attempt  to  enter  into  discus- 
sions with  the  reporting  entity  to  resolve  the  dispute.  If  the 
reporting  entity  revises  the  information  originally  submitted  to 
the  Data  Bank,  HHS  will  notify  all  entities  that  received  the 
original  information.  If  the  reporting  entity  does  not  revise  the 
original  report,  HHS  will,  upon  request,  review  the  informa- 
tion provided  by  both  parties  to  determine  the  accuracy  of 
the  original  report  and  then  advise  previous  inquirers  as  neces- 
sary ( 18). 

Hospital’s  duty  to  inquire 

The  regulations  require  hospitals  to  request  information  from 
the  Data  Bank  concerning  a physician,  dentist,  or  other  health 
care  practitioner  at  the  time  of  application  for  appointment 
to  the  medical  staff  (courtesy  or  otherwise ) or  for  clinical 
privileges,  and  every  two  years  thereafter  concerning  any  prac- 
titioner who  is  on  the  medical  staff  or  who  has  clinical  privi- 
leges at  the  hospital.  Should  the  hospital  fail  to  request  the 
information,  the  hospital  is  presumed  to  have  knowledge  of 
any  information  that  was  available  in  the  Data  Bank.  If  a hospi- 
tal fails  to  request  information  as  required,  the  Data  Bank  may 
be  required  to  disclose  the  information  to  a plaintiff,  upon  re- 
quest, for  use  in  specific  litigation  against  the  hospital  (19). 


Confidentiality  and  access  to  Data  Bank  information 

Information  in  the  Data  Bank  is  confidential  and  is  not  to  be 
released  except  to  ho.spitals  that  are  required  to  inquire  and  to 
those  specified  below.  Information  will  not  be  released  until 
di.sputes  are  considered  by  the  Data  Bank.  ITiose  receiving 
the  information  as  authorized  may  use  it  only  for  the  purpose 
for  which  it  was  provided.  Civil  monetary  penalties  of  up  to 
$10,000  per  violation  may  be  imposed  on  any  person  who  vio- 
lates the  limitation  on  disclosure. 

The  Data  Bank  may  release  information  to: 

1.  Hospitals  requesting  information  on  a physician,  dentist, 
or  other  health  care  practitioner  who  is  on  the  medical  staff  or 
who  has  clinical  privileges; 

2.  A practitioner  requesting  information  about  himself; 

3.  State  licensing  boards; 

4.  A health  care  entity  that  is  entering  or  may  be  entering 
into  an  employment  or  affiliation  relationship  with  a physician, 
dentist,  or  other  health  care  practitioner,  or  to  which  such  in- 
dividual has  applied  for  clinical  privileges  or  appointment  to 
the  medical  staff; 

5.  In  limited  cases,  an  attorney  or  other  individual  repre- 
senting himself  who  has  filed  a medical  malpractice  action  or 
claim  in  a state  or  federal  court  or  other  adjudicative  body 
against  a hospital,  and  who  requests  information  regarding  a 
specific  physician,  dentist,  or  other  health  care  practitioner 
who  also  is  named  in  the  action  or  claim.  The  attorney  or  indi- 
vidual first  must  submit  evidence  that  the  hospital  failed  to  re- 
quest information  from  the  Data  Bank  about  the  provider  ( the 
regulations  do  not  indicate  what  type  of  evidence  will  be  suffi- 
cient ).  The  information  received  under  this  section  may  be 
used  solely  with  respect  to  litigation  resulting  from  the  action 
or  claim  against  the  hospital; 

6.  A health  care  entity  with  respect  to  professional  review 
activity;  and 

7.  A person  requesting  information,  ie,  statistical  informa- 
tion for  research  purposes,  that  does  not  identify  any  particular 
health  care  entity,  physician,  dentist,  or  other  health  care  prac- 
titioner ( 20 ). 

Summary 

In  addition  to  state-mandated  reporting  requirements,  hospi- 
tals and  other  health  care  entities  soon  will  be  required  to 
comply  with  the  reporting  requirements  of  the  Health  Care 
Quality  Improvement  Act,  as  implemented  by  Health  and  Hu- 
man Services  regulations.  The  regulations  require  reporting  of 
adverse  peer  review  and  licensure  actions  involving  physicians 
and  dentists.  Reporting  also  is  required  regarding  malpractice 
claims  payments  involving  physicians,  dentists,  or  other  health 
care  practitioners.  Otherwise,  reporting  on  other  health  care 
practitioners  is  voluntary.  Health  care  entities  must  determine 
in  each  instance  whether  a peer  review  action  is  to  be  re- 
ported under  tbe  HCQIA.  Also,  hospitals  must  have  policies 
and  procedures  for  requesting  information  from  the  Data  Bank 
about  applicants  for  medical  staff  appointment  or  privileges 
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and  must  review  information  about  practitioners  on  the  staff 
every  two  years  thereafter. 

A subsequent  article  will  explore  the  impact  of  these  laws 
and  regulations  on  physicians  and  other  health  care  practi- 
tioners and  on  hospitals  and  other  health  care  entities. 
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Each  capsule  contains  5 mg  cblordiazepoxide  HCLand  2.5  mg  clidinium 
bromide. 

Please  consult  complete  prescribing  information,  a summary  of  which  follows: 


* Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows: 

"Possibly"  effective:  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer 
and  in  the  treatment  of  the  irritable  bowel  syndrome  (irritable  colon,  spastic 
colon,  mucous  colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign  bladder  neck 
obstruction;  hypersensitivity  to  cblordiazepoxide  HCl  and/or  clidinium  Br. 
Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants,  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g , operating  machinery,  driving). 

Usage  in  Pregnancy  : Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congeni- 
tal malformations  as  suggested  in  several  studies.  Consider  possibUity 
of  pregnancy  when  instituting  therapy.  Advise  patient  to  discuss 
therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation 
of  benzodiazepines  (see  Drug  Abuse  and  Dependence). 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  effective  amount 
to  preclude  ataxia,  oversedation,  confusion  (no  more  than  2 capsules/day  initially; 
increase  gradually  as  needed  and  tolerated) . Though  generally  not  recommended, 
if  combination  therapy  with  other  psychotropics  seems  indicated,  carefully  con- 
sider pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO  inhib- 
itors, phenothiazines.  Observe  usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions  reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with  evidence  of  impending  depres- 
sion, suicidal  tendencies  maybe  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  not  established.  Inform  patients 
to  consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with  either  com- 
pound alone  reported  with  Librax.  When  cblordiazepoxide  HCl  is  used  alone, 
drowsiness,  ataxia,  confusion  may  occur,  especially  in  elderly  and  debilitated; 
avoidable  in  most  cases  by  proper  dosage  adjustment,  but  also  occasionally 
observed  at  lower  dosage  ranges.  Syncope  reported  in  a few  instances.  Also 
encountered:  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irreg- 
ularities, nausea  and  constipation,  extrapyramidal  symptoms,  increased  and 
decreased  bbido— all  infrequent,  generally  controUed  with  dosage  reduction; 
changes  in  EEG  patterns  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice,  hepatic  dysfunction  reported  occasionally 
with  cblordiazepoxide  HCl,  making  periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy.  Adverse  effects  reported  with  Librax  typical 
of  anticholinergic  agents,  i e.,  dryness  of  mouth,  blurring  of  vision,  urinary  hesi- 
tancy, constipation.  Constipation  has  occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics  and/or  low  residue  diets. 

EXrug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with 
barbiturates  and  alcohol  have  occurred  foUowing  abrupt  discontinuance  of  chlor- 
diazepoxide;  more  severe  seen  after  excessive  doses  over  extended  periods,  milder 
after  taking  continuously  at  therapeutic  levels  for  several  months.  After  extended 
therapy,  avoid  abrupt  discontinuation  and  taper  dosage.  Carefully  supervise 
addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 
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In  irritable  bowel  syndrome,*  intestinal 
discomfort  will  often  erupt  in  tandem  with 
anxiety— launching  a cycle  of  brain/howel 
conflict.  Make  peace  with  Librax.  Because  of 
possible  CNS  effects,  caution  patients  about 
activities  requiring  complete  mental  alertness. 
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Information  for  fknthors 


Texas  Medicine  has  two  purposes:  As  a continuing  education  vehicle 
for  physicians,  it  publishes  clinically  useful  scientific  articles  and  other 
technical  information.  As  the  official  publication  of  the  Texas  Medical 
Association,  it  informs  members — through  editorials,  news  pages,  and 
regular  departments — about  medical  events,  legislative  and  govern- 
mental news,  meetings,  continuing  education  courses,  and  programs 
and  policies  of  the  Association. 

Material  for  Texas  Medicine  may  be  sent  to  the  Managing  Editor, 
1801  North  Lamar  Blvd,  Austin,  TX  78701.  It  must  be  otfered  solely  to 
this  journal.  Each  article  is  reviewed  by  a consultant  specialist  and  the 
Editorial  Committee,  and  is  accepted  or  rejected  on  the  basis  of  its  in- 
dividual merit,  appropriateness,  and  the  availability  of  other  material. 
Reviews  usually  take  six  to  eight  weeks.  Texas  Medicine  reserves  the 
right  to  reject  up  to  press  time  any  articles  that  may  have  been  ac- 
cepted for  publication. 

Copyright  assignment 

In  view  of  ITie  Copyright  Revision  Act  of  1976,  effective  Jan  1,  1978, 
all  transmittal  letters  to  the  editor  must  contain  the  following  lan- 
guage: “In  consideration  of  the  Texas  Medical  Association  taking  action 
in  reviewing  and  editing  my  submission,  the  authorf  s ) undersigned 
hereby  transfers,  assigns,  or  otherwise  conveys  all  copyright  ownership 
to  the  Texas  Medical  Association  in  the  event  that  such  work  is  pub- 
lished by  the  TMA.” 

We  regret  that  transmittal  letters  not  containing  the  foregoing  lan- 
guage signed  by  all  authors  of  the  manuscript  will  necessitate  return  of 
the  manuscript. 

Scientific  articles 

Manuscripts  should  be  typed  double-spaced  with  ample  margins. 

Three  copies,  including  illustrations,  should  be  .submitted  and  the  au- 
thor should  keep  a copy. 

Titles  should  include  the  words  most  suitable  for  indexing  the  ar- 
ticle in  “Index  Medicus,”  should  stress  the  main  point,  and  should  be 
brief 

Include  a mailing  address  and  telephone  number  for  each  author. 

An  introductory  summary  of  100—150  words  is  required. 

Text  should  be  narrative  with  complete  sentences,  few  abbrevia- 
tions, and  logical  subheadings.  For  spelling  and  usage  the  editors  fol- 
low “Dorland’s  Illustrated  Medical  Dictionary,”  26th  edition,  and 
“Webster’s  Third  New  International  Dictionary,  Unabridged.” 

The  text  of  observational  and  experimental  articles  is  usually — but 
not  necessarily — divided  into  sections  with  the  headings:  Introduction, 
Methods,  Results,  and  Discussion.  Subheadings  may  be  needed  to  clar- 
ify content.  Other  types  of  articles  may  need  different  formats. 

When  citing  clinical  laboratory  data,  please  report  in  conventional 
units,  followed  in  parentheses  by  Systeme  International  ( SI ) units. 

For  more  extensive  information  about  preparing  medical  articles  for 
publication,  the  editors  suggest  the  following  sources: 

International  Committee  of  Medical  Journal  Editors:  Uniform  re- 
quirements for  manuscripts  submitted  to  biomedical  journals.  The 
complete  document  is  available  in  the  June  1982  issue  of  ihe  Annals 
of  Internal  Medicine. 

Iverson  C,  Dan  BB,  Glitman  P,  et  al:  The  American  Medical  Associa- 
tion Manual  of  Style,  ed  8.  Baltimore,  Williams  & Wilkins,  1989. 

CBE  Style  Manual  Committee:  CBE  style  manual:  a guide  for  authors, 
editors,  and  publishers  in  the  biological  sciences,  ed  5,  rev  and  ex- 
panded. Bethesda,  Md,  Council  of  Biology  Editors,  Inc,  1983. 

In  addition,  many  excellent  books  and  manuals  are  devoted  to  prin- 
ciples and  techniques  of  clear,  concise  writing,  which  are  applicable  to 
scientific  as  well  as  general  topics. 

References 

References  to  scientific  publications  should  be  listed  in  numerical 
order  at  the  end  of  the  article,  with  reference  numbers  placed  in  pa- 
rentheses at  appropriate  points  in  text. 

Minimum  acceptable  data: 

Journals:  Authors,  article  title,  journal,  volume,  inclusive  pages, 
year. 

Books:  Author,  title,  place  of  publication,  publisher,  year. 

Other  sources:  Enough  information  must  be  included  so  that  the  in- 
formation can  be  identified  and  retrieved. 

Letters,  personal  communications,  and  sources  not  readily  available 
should  be  excluded  from  the  reference  list,  but  may  be  mentioned  pa- 
renthetically or  in  footnotes. 


Illustrations 

Illustrations  should  be  black  and  white  drawings  or  positive  photo- 
graphs, with  neat,  uniform,  fairly  large  lettering.  A label  pasted  to  the 
back  of  each  illustration  should  indicate  its  number,  topic,  author’s 
name,  and  title  of  article  in  brief 

Legends  should  be  in  complete  sentences,  numbered,  and  typed  on 
a separate  sheet  of  paper. 

Tables  should  be  typed  on  separate  sheets.  Column  headings  should 
show  points  of  similarity;  side  headings,  points  of  difference. 

Previously  published  material 

Written  permission  should  be  obtained  from  the  publishers  and  the  au- 
thors for  use  of  any  previously  published  material  ( extensive  textual 
matter,  illustrations,  tables ).  Short  verbatim  quotations  in  the  text  may 
be  used  without  permission,  but  should  be  quoted  exactly,  with  the 
source  credited.  Copies  of  permission  letters  should  be  submitted  with 
manuscript. 

Editorials 

Editorials  should  be  written  in  clear,  concise  language.  Length  should 
be  about  two  or  three  pages  typed  with  double  spacing. 

Letters 

Letters  will  be  published  at  the  discretion  of  the  managing  editor,  Edi- 
torial Committee,  and  Board  of  Publication. 

News 

News  items  should  be  sent  to  the  Editorial  Offices,  1 80 1 North  Lamar 
Blvd,  Austin,  TX  78701. 

Obituaries 

Brief  obituaries  of  deceased  TMA  members  are  published  when  ade- 
quate information  is  received. 

Policy  on  columns 

Few  contributors  recognize  beforehand  the  demands  of  producing  a 
monthly  column  that  will  consistently  be  of  interest  and  value  to  the 
reader.  Although  a few  regular  columns  appear,  it  has  not  been  the  pol- 
icy to  grant  monthly  pages  to  specific  committees,  councils,  or  groups. 

'Ehe  Editorial  Committee  and  the  editors  do,  however,  encourage 
committees,  councils,  and  individuals  to  submit  original  material  that 
they  consider  valuable  to  readers.  Should  regular  publication  in  col- 
umn form  be  deemed  appropriate,  the  committee  and  the  editors  will 
consider  development  of  a column. 

Editing 

All  material  is  subject  to  editing,  but  authors  receive  typescripts  to 
check  before  publication.  After  the  article  is  .sent  to  the  printer,  only 
minimal  revision  may  be  made. 

Reprints 

Reprints  are  available  directly  from  a reprint  printer  at  an  established 
schedule  of  costs.  Authors  automatically  receive  order  blanks  when 
their  articles  are  published. 

Copyright 

Texas  Medicine  is  copyrighted  by  the  Texas  Medical  Association.  Writ- 
ten permission  from  the  managing  editor  must  be  obtained  before  re- 
producing, in  part  or  in  whole,  any  material  published  in  Texas 
Medicine. 

Point  of  view 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an  endorse- 
ment of  the  views  expressed  therein,  nor  shall  publication  of  any  ad- 
vertisement be  considered  an  endorsement  of  or  approval  of  the 
product  or  service  involved. 
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Accountant  praises  401(k)  plans, 
urges  caution  at  retirement 

Business  otvtiers  and  self  employed  individuals  can  use  re- 
tirement plans  to  minimize  their  taxes.  The  following  two 
cases  illustrate  some  of  the  tax-saving  opportunities  avail 
able  to  you. 

Advantages  of  401  (k)  plans 

Do  you  know  what  successful  business  owners  identify’  as  their 
favorite  long-term  tax-saving  technique?  Hands  down,  a quali 
fied  pension  or  profit-sharing  plan  always  wins  . . . and  why 
not?  Where  else  can  you  control  your  tax-saving  every  step  of 
the  way?  You  get  a tax  deduction  when  you  put  money  into 
the  plan’s  trust;  the  earnings  of  the  trust  accumulate  tax  free; 
and  when  you  take  your  share  out  of  the  trust,  a .special  averag- 
ing break  cuts  your  tax  burden. 

Can  you  match  or  even  beat  these  tax  benefits?  Well,  maybe 
you  can  with  a 401(k)  plan.  Actually,  a 401(k)  plan  is  simply  a 
profit-sharing  plan  with  a wonderful  twist:  The  employee  can 
make  deductible  contributions  to  the  employer’s  plan. 

Suppose,  for  example,  that  Success  Co  establishes  a 4()l(k) 
plan  that  allows  employees  to  contribute  up  to  10%  of  their 
compensation  to  the  plan.  Bart,  who  earns  $50,000  per  year 
and  is  in  a 33%  tax  bracket,  contributes  $5,000  to  the  plan. 
Bart’s  income  for  the  year  is  only  $45,000  ( $50,000  minus 
$5,000).  His  income  t;ix  saving  is  $1,650  ( $5,000  x 33%  ). 

I’he  most  important  feature  of  the  plan  is  that  contributions 
made  by  the  employee  get  the  same  tax  benefits  as  employer 
contributions  to  a regular  profit-sharing  plan.  Better  yet,  from 
the  employer’s  viewpoint,  the  company  provided  a solid  tax 
opportunity  to  the  employee  without  using  one  dollar  of  com- 
pany money  to  fund  the  plan.  (]an  high-paid  executives  and 
stockholder/employees  contribute?  Yes,  up  to  25%  of  compen- 
sation, up  to  approximately  $8,000  per  year. 

Is  a 401(k)  plan  right  for  your  company?  The  answer  de- 
pends on  a host  of  factors,  but  your  company  is  a likely  401(k) 
candidate  if  at  least  one  of  the  four  following  statements  is  true: 

1.  Your  current  profit-sharing  plan  is  subject  to  the  top- 
heavy  rules.  You  are  forced  to  make  a minimum  3%  contribu- 
tion per  all  eligible  employees. 

2.  You  currently  have  a thrift  plan.  Your  employees  are 
making  nondeductible  contributions  to  your  present  plan. 

3.  I'he  cost  of  a traditional  plan  is  too  high.  You  must  in- 
clude too  many  non-key  employees. 

4.  Your  profit  margins  are  low.  Since  you  can’t  afford  to 
make  contributions,  you  never  installed  a qualified  plan. 

Avoid  costly  mistakes  at  retirement 

An  old  friend  called  me  recently  with  a question  about  current 
tax  laws. 

Many  years  ago,  “Sam,”  now  age  65,  began  to  contribute  to 


an  HR- 10  plan  (a  profit-.sharing  type  plan  called  a “Keogh  Plan” 
in  those  days).  He  accumulated  a lot  of  money,  hate  in  1988, 
he  visited  the  bank  that  was  trustee  under  the  plan  and  told 
the  bank  officer  that  he  wanted  to  take  all  the  money  out  of 
the  plan.  He  needed  funds  to  pay  medical  bills,  llie  bank  offi- 
cer analyzed  the  account  and  told  Sam  that  a small  amount  of 
funds  were  invested  in  a CD  with  a favorable  rate  that  matured 
in  early  1 989.  The  officer  advised  him  to  take  a complete  dis- 
tribution of  almost  all  the  funds  in  1988,  but  to  leave  the  small 
CD  behind  until  it  matured  in  1989.  Assuming  the  bank  officer 
was  knowledgeable,  Sam  followed  his  advice  to  the  letter.  He 
took  most  of  the  funds  in  1988  and  a small  amount  in  1989. 

I'hen  Sam  went  to  his  accountant  to  file  his  1988  tax  return. 
The  accountant  gave  him  the  bad  tax  news.  Because  Sam  had 
taken  some  of  the  funds  in  1988  and  the  balance  in  1989,  he 
could  not  use  “10-year  averaging.”  What  was  the  extra  tax  cost 
to  Sam?  Over  $20,000. 

Was  the  accountant  right?  Yes.  On  Dec  31,  1988,  the  oppor- 
tunity for  income-averaging  was  gone.  I’he  rule:  You  cannot 
get  the  benefits  of  averaging  unless  you  take  all  of  your  funds 
out  of  a pension  or  profit-sharing  plan  ( qualified  plans ) in  the 
same  year. 

Ilie  purpose  of  this  tip  is  not  to  list  all  the  options  available 
when  you  get  a distribution  from  a qualified  plan.  There  are  a 
number  of  choices  in  most  plans.  In  addition,  the  technical 
rules  are  very  complicated.  Wor.se  yet.  Congress  has  changed 
the  rules  a number  of  times  and  may  change  them  again  before 
you  retire.  But  the  important  point  to  make  is  this:  stop  before 
you  take  any  money  out  of  a qualified  plan.  Sit  down  with  an 
expert  and  get  a list  of  all  of  your  options  with  the  tax  cost  of 
each  option. 

DAVID  W.  BHRGERON,  JD,  CPA,  APFS  (Accredited  Personal  Fi- 
nancial Specialist) 

Managing  Partner,  Houston  Office,  Blackman  Kallick  Bartelstein,  Certified  Public 
Accountants/Con.sultants  to  Business.  31.^1  Eastside,  Suite  -i2S,  Houston,  TX 
77098. 


© 1990  by  David  W,  Bergeron,  Blackman  Kallick  Bartelstein. 
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ALLERGY 


DERMATOLOGY 


CORPUS  CHRISTI  ALLERGY  & 
ASTHMA  CENTER 
JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 

2250  Morgan  Avenue,  Corpus  ChristI,  Texas  78405 
Telephone  512  888-6782 


DAVID  R.  WEAKLEY,  MD,  FACP 
DENIS  L BEAUDOING,  MD 

Dermatology  and  related  allergy 
Dermatologic  Surgery  and  Cosmetic  and  Laser  Surgery 
Diseases  of  the  skin,  dermabrasion,  chemical  peeling,  collagen  and 
fibrel,  lipoinjection,  allergy  and  cosmetic  counseling 

Medical  City  Dallas,  Suite  21 4A,  7777  Forest  Lane 
Dallas.  Texas  75230:  Phone  214  661-7460 


ANESTHESIOLOGY 


EDWARD  A.  TALMAGE,MD,PA 

Diplomatic  American  Board  of  Anesthesiology 

PAIN  MANAGEMENT:  Diagnostic  & Therapeutic  Nerve  Blocks 

Neurolytic  Blocks 

Dorsal  Column  Stimulation 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston  77082; 
713  496-1006 


THE  CENTER  FOR  PAIN  MANAGEMENT 

A multidisciplinary  center  for  comprehensive  treatment  and  management  of  chronic  and 
recurrent  acute  pain. 

OCTAVIO  J.  CALVILLO,  M.D.,  Ph.D. 

Anesthesiologist 

Diplomate  of  the  American  Board  of  Anesthesiology 

SAN  JACINTO  METHODIST  HOSPITAL— BAYTOWN 

Independence  Plaza  M,  4301  Garth  Road 
Baytown,  Texas  77521 
(713)  420-8822 


THE  UNIVERSITY  CENTER  FOR  PAIN 
MEDICINE  AT  HERMANN 

Hermann  Hospital,  641 1 Fannin,  Houston,  Texas  77030 
713  797-2732 

A multidisciplinary  center  which  offers  comprehensive  treatment  options  for  acute,  subacute, 
and  chronic  pain  patients.  The  center’s  total  management  of  each  patient's  pain  recognizes 
both  the  central  and  peripheral  components  of  the  syndrome. 

PRITHVI  RAJ,  MD,  FACA,  FFARCS 

Director 

ZACHARIAH  GERGER,  DO  AARON  CALODNEY,  MD 

Coordinator,  Outpatient  Services  Coordinator,  Inpatient  Services 

Diplomates  American  Board  of  Anesthesiology 


CLINICS 

64  


WILLIS  I.  COTTEL,  MD,  PA 

Mohs  Surgery 

Pulse  Dye  Laser  Surgery  for  Birthmarks  and  Other  Disorders 

Cutaneous  Oncology 

Dermatologic  Surgery 

Hemangioma  and  Port  Wine  Center 

Dermabrasion 

Dysplastic  Nevi  and  Malignant  Melanoma 

Baylor  Medical  Plaza,  3600  Gaston  Avenue,  Suite  1 1 54,  Dallas,  Texas  75246; 
214  827-5960 

Presbyterian  III.  8230  Walnut  Hill  Lane.  Suite  808,  Dallas,  Texas  75231 ; 

214  827-5960 


DERMATOLOGY  ASSOCIATES  OF 
SAN  ANTONIO 

James  Lewis  Pipkin,  MD  Mary  Jo  Montgomery,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 
Mucocutaneous  Virology 

108  Tendick,  San  Antonio.  Texas  78209;  512  222-8651 , 222-2001 
(East  at  2700  block  Broadway  on  Brackenridge  Ave;  up  hill  for  3 blocks  to 
Tendick  on  left.  Office  in  middle  of  block.  Note  signs  and  arrows.) 


Dermatology  Associates  of  Dallas 

DAVID  S.  ALKEK,  MD 
ERIN  BOH,  MD,  PhD 

Dermatologic  Surgery  and 

Cosmetic  Dermatologic  Surgery 

Hair  Transplant,  Dermabrasion,  Chemical  Peel, 

Scar  Revision,  Lipo  Injection  and  Sclerotherapy 
Greenville  Medical  Tower,  7150  Greenville  Ave.,  Suite  100, 
LB-350,  Dallas,  Texas  75231;  telephone  214  691-6999 


MOHS  SURGERY 

For  Primary  and  Recurrent 
Cancer  of  the  Skin 

Forrest  C.  Brown,  MD 
Medical  City  Hospital 

7777  Forest  Lane,  Dallas,  Texas  75230;  214  661-4537 


Two  complete  neurological  and  behavioral  medicine  facilities  dedicated  to  DIAGNOSIS  AND 
COMPREHENSIVE  CARE  OF  PATIENTS  WITH  CHRONIC  RECURRENT  HEADACHES 
with  emphasis  on  prophylactic  treatment. 


HOUSTON 
HEADACHE  CLINIC 

Park  Plaza  Prof.  Blvd 
1213  Hermann  Dr.  #855 
Houston,  Texas  77004 
713  528-1916 


DALLAS  HEADACHE 
CLINIC 

Douglas  Plaza 
8226  Douglas  Ave.  #325 
Dallas,  Texas  75225 
214  692-7011 


ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 

2201  Oxford  Avenue,  Suite  104 
.ubbock,  Texas  79410;  806  797-6631 


CAT  scan;  EEG;  EMG:  Evoked  Potentials;  Thermography;  Personality,  Behavioral  and 
Psychological  Evaluations.  Multimodality  approach  to  management  of  headache  including 
prophylactic  medications,  biofeedback  and  behavioral  therapy. 

NINAN  T.  MATHEW,  MD,  FRCP  (C) 

Neurologist-Director 


Texas  Medicine 


ENDOCRINOLOGY 


NEUROLOGICAL  SURGERY 


ERIC  A.  ORZECK,  MD,FACP 

Endocrinology  & Diabetes 

8181  North  Stadium  Drive,  Houston,  Texas  77054:  713  797-9922 


FAMILY  PRACTICE 


DALLAS  HEADACHE  ASSOCIATES 

The  Princeton  at  14651  Dallas  Parkway,  Suite  306,  Dallas,  Texas  75240, 

214  661-9902 

Director:  James  H.  Francis,  MD,  PA,  FAAFP 

The  Dallas  Headache  Clinic  is  dedicated  to  the  diagnosis  of  headaches  of  all  types  whether 
organic,  physiological  or  psychological.  Patients  are  evaluated  for  headache  types  that  may 
occur  in  all  specialty  fields  of  medicine  and  dentistry. 

The  Clinic  treats  headache  types  that  usually  respond  to  abortive  and  preventive  drug 
treatment,  biofeedback,  stress  management,  transcutaneous  neurostimulation,  physical 
therapy,  or  anesthetic  blockade  and  refers  the  other  headache  diagnoses  to  the  appropriate 
specialist. 

Diplomate  American  Academy  of  Pain  Management 
Member  American  Association  for  Study  of  Headache 


HAND  SURGERY 


L.  LEE  LANKFORD,  MD 

DAVID  J.  ZEHR,  MD — Microsurgery 

ARNOLD  V.  DIBELLA,  MD — Wrist  Derangements 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  214  823-5351 
LANKFORD  ZEHR  DIBELLA  HAND  SURGERY  ASSN. 


KENNETH  D.  GLASS,  MD,  FACS 

Hand  Surgery  and  Reconstructive  Surgery  of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 

Dallas,  Texas  75235;  214  631-7488 

Medical  City  Dallas,  Suite  C-200,  7777  Forest  Lane,  Dallas,  Texas 
75230;  214  661-4797 


ADRIAN  E.  FLATT,  MD,  FRCS 

Diplomate  American  Board  of  Orthopaedic  Surgery 

Chief  Department  of  Orthopaedic  Surgery 
Baylor  University  Medical  Center 

Reconstructive  Surgery  of  the  Hand 

Suite  412,  Doctor  s Building,  3707  Gaston  Avenue 
Dallas,  Texas  75246;  Office  214  823-9440 


WILLIAM  J.  VAN  WYK,  MD,  PA 

Surgery  of  the  Hand 

803  West  Terrell,  Fort  Worth,  Texas  76104 
Telephone  817  877-3113 

PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 
Microsurgery  & Reimplantation 

Baylor  Medical  Plaza,  3600  Gaston  Ave.,  Suite  303,  Dallas,  Texas  75246; 

214  823-7090 

Medical  City  Dallas  II.  7777  Forest  Lane,  Suite  8116,  Dallas,  Texas 
75230:  214  661-7010 


DRS.  LONG,  SCOTT,  & COON 
NEUROSURGERY  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 

R Gordon  Long,  MD,  FACS 
Bennie  B Scott,  MD,  FACS 
John  V.  Coon,  MD,  FACS 

Diplomates  American  Board  of  Neurological  Surgery 
Baylor  Medical  Plaza,  605  Barnetf  Tower,  3600  Gaston  Avenue, 
Dallas,  Texas  75246;  Telephone  214  826-7060 


DOCTORS  SMITH,  WHEELER,  PARKER, 
AND  CRAVENS,  PA 

Ronald  Smith,  MD,  Retired 
Joe  Ellis  Wheeler,  MD 
Leighton  B.  Parker,  MD 
George  F,  Cravens,  MD 

920  South  Lake.  Fort  Worth,  Texas  76104 
Telephone  817  336-0551 


DALLAS  NEUROSURGICAL  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 
Gamma  Knife  Radiosurgery 

Charles  W.  Simpson,  MD  Richard  H.  Jackson,  MD 

Morris  Sanders,  MD  Terry  Hodd,  MD 

W.  Robert  Hudgins,  MD 

St.  Paul  Professional  Blvd.,  5959  Harry  Hines  Blvd. .Suite  620 
Dallas,  Texas  76235;  214  637-0420 

Presbyterian  Professional  Bldg,,  8230  Walnut  Hill  Lane,  Suite  610; 

Dallas,  Texas  75231 ; 214  369-7596 


NUCLEAR  MEDICINE 


HERBERT  C.  ALLEN,  MD,  FACNM 

Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg,,  Houston,  Texas  77030;  713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


NUCLEAR  MEDICINE  LABORATORIES  OF 
TEXAS 

Texas  Medical  Center,  641 1 South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic  Radioactive 
Tests  In:  Hematology,  Thyroidology,  Endocrinology.  Gastroenterology, 

Cardiology.  Neurology,  Neurosurgery,  Urology,  Ophthalmology,  Obstetrics- 
Gynecology  and  Non-Invasive  Nuclear  Cardiology 

Herbert  C.  Allen,  Jr,.  MD,  FACNM,  Director — 713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


OPHTHALMOLOGY 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD  Gary  Edd  Fish,  MD 

William  B.  Snyder.  MD  Rand  Spencer,  MD 

William  L.  Hutton,  MD  Bradley  F.  dost  MD 

Dwain  G.  Fuller.  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

7150  Greenville  Ave.,  Dallas,  Texas  75231;  214  692-6941  or  800  872-2020 
3600  Gaston  Avenue.  Dallas.  Texas  75246;  214  821-4540 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

281 1 Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 
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TEXAS  EYE  INSTITUTE 

Disease  and  Surgery  of  the  Eye 

Charles  A.  Sargent.  MD 
Alan  C.  Baum,  MD 
R.  Edwin  Pitts,  MD 
William  L.  Decker.  MD 
Gynette  C.  Master,  MD 

7777  Southwest  Freeway.  Suite  916,  Houston,  Texas  77074 
713  777-7145 

7647  Bellfort,  Suite  One,  Houston,  Texas  77061 
713  644-2747 

1111  Hwy  6,  Suite  26,  Sugar  Land,  Texas  77478 
713  242-8841 

12121  Richmond  Ave.,  Suite  317,  Houston.  Texas  77082 
713  556-5757 


LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr,  MD 

E.  E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.R.  Vavrin,  MD  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-8284 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Huntly  G.  Chapman,  MD  James  W.  Brodsky,  MD 

Phillip  E.  Hansen,  MD  Kurt  W.  Rathjen,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303,  Dallas,  Texas  75246;  214  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2116 
Dallas,  Texas  75230;  214  661-7010 


ORTHOPAEDIC  FOOT  SURGERY  AT  DALLAS 

Surgery  & Diseases  of  the  Foot  and  Ankle 

Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane,  Suite  105,  Dallas  75231;  214  369-4361 


RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 

Limited  to  Retina  and  Vitreous 

1200  Binz,  Suite  400,  Houston.  Texas  77004 
713  528-1122 


VITREO-RETINAL  CONSULTANTS  OF  TEXAS 

Harold  Granek,  MD 
Gary  M.  Cowan,  MD 

Diplomates,  American  Board  of  Ophthalmology 


Diseases  and  Surgery  of  the  Retina  and  Vitreous 

1021  Washington  Avenue,  Fort  Worth,  Texas  76104;  817  332-6200 


SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road  Dallas,  Texas  75235;  214  350-7500 


Richard  E.  Jones,  MD 
Donald  M.  Mauldin,  MD 
James  B.  Montgomery,  MD 
Kevin  Gill,  MD 
James  L.  Ough,  MD 


Scott  L.  Blumenthal,  MD 
Scott  O.  Paschal,  MD 
L.  T.  Johnson,  MD 
Kenneth  Driggs,  MD 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr.,  MD 
Kenneth  C.  Scholz,  DDS,  MD 
Robert  A.  Peinert,  Jr.,  MD 

3702  21st  St..  Suite  9.  Lubbock,  Texas  79410;  806  795-8261 


ARTHUR  M.  CLEMENTS,  MD 

Surgery  & Diseases  of  the  Eye 
Diplomate  American  Board  of  Ophthalmology 

21 1 Medical  Drive.  Suite,  Fredericksburg.  Texas  78624 
512  997-6535 


ORTHOPEDIC  SURGERY 


L.  Ray.  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
Wynne  M.  Snoots,  MD 
R.  Stephen  Curtis,  MD 


William  A.  Bruck,  MD 
W.Z.  Burkhead,  Jr.,  MD 
Richard  D.  Schubert,  MD 
John  A.  Baker,  MD 


W.B.  CARRELL  MEMORIAL 
CLINIC  ASSOCIATED 

Orthopedic  Surgery 

A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204;  214  220-2468 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas;  817  335-4316 

Louis  J.  Levy.  MD,  PA 
Henry  C.  McDonaid,  Jr.  MD 
Fred  W.  Sanders.  MD 
James  M.  Beckley,  MD 
Joseph  H.  Gaines.  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 


J.  Price  Brock,  Jr,  MD 
Robert  L.  Dickey,  MD 


ORTHOPEDIC  ASSOCIATES  OF  ABILENE 

1701  Pine  Street,  Abilene,  Texas  79601 


OTOLARYNGOLOGY 


Drs.  Morton,  Blumenfeld,  & Charbonneau,  PA 
ENT,  ENT-Allergy,  Cosmetic  Facial  Surgery 

R.A.D.  Morton,  Jr,  MD,  FACS 
Ronald  J.  Blumenfeld,  MD,  FACS 
Paul  A.  Charbonneau,  MD,  FACS 

Diplomates,  American  Board  of  Otolaryngology 

1733  Curie,  Suite  100,  El  Paso,  Texas  79902;  915  533-5461 

10470  Vista  del  sol,  Suite  1 10,  El  Paso,  Texas  79925;  915  592-8666 


PHYSICAL  MEDICINE  & REHABILITATION 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  512  226-2424 


m 

Offering  24-hour  turnaround 

TexasMedical 
^ Association 

on  medical  library  reserach 

...an  invaluable  library  service 

PHYSICIANS  CARING  FOR  TEXANS 

of  your  association 

Texas  Medicine 


THE  INSTITUTE  FOR  REHABILITATION 
AND  RESEARCH  (TIRR) 

In  the  Texas  Medical  Center,  Houston,  Texas 

Comprehensive  care  hospital  specializing  in  rehabilitation  care  for 
persons  disabled  by  injury  or  disease.  Inpatient  and  outpatient 
services. 


Spinal  Cord  Injury 
Head  Injury 
Amputee 
Stroke 
Pediatric 
Cerebral  Palsy 


Sports  Arts  Center 

Restorative  Surgery 

Scoliosis 

Spina  Bifida 

Neurophysiology 

Neuromuscular 


Accredited  by  : Joint  Commission  on  Accreditation  of  Hospital  Organizations 
Commission  on  Accreditation  of  Rehabilitation  Facilities 


Patient  Services  Coordinator:  713  797-5922  or  in  Texas  1-800-44REHAB 


SAN  ANTONIO  WARM  SPRINGS 
REHABILITATION  HOSPITAL 

5105  Medical  Drive,  San  Antonio.  Texas  78229 
(512)691-0100  1-800-451-1350 

Comprehensive  Inpatient  and  Outpatient  Physical  Rehabilitation  for 
Adults  and  Children  and  Electrodiagnostic  Evaluation 

Alex  C.  Willingham,  MD,  Medical  Director 

Brian  C.  Buck.  MD.  Pediatric  Rehabilitation  Director 

Rick  Marek,  Administrator 


PLASTIC  SURGERY 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks.  MD,  FACS  James  B.  Stafford,  IV,  MD,  FACS 

Jonathan  J.  Dora,  MD,  FACS  David  A.  Lee,  MD 

David  J.  Katrana,  DDS,  MD,  FACS  Steven  M.  Hamilton,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin.  Suite  750,  Houston,  Texas  77030:  713  795-5575 


TIMBERLAWN  PSYCHIATRIC  HOSPITAL 

Inpatient  and  Outpatient  Services  for  Adult,  Child  and  Adolescent, 
Substance  Abuse,  Short-Term,  ACCEL,  and  Alternative  Care. 


Doyle  I.  Carson,  MD 
Byron  L.  Howard,  MD 
Mark  J Blotcky,  MD 
Keith  H.  Johansen,  MD 
Jerry  M.  Lewis,  MD 
Robert  D.  Bennett,  MD 
Ernest  N.  Brownlee,  MD 
Cherye  C.  Callegan,  MD 
Tom  G.  Campbell,  MD 
Harold  A.  Cronson,  MD 
Kathleen  B.  Erdman,  MD 
Roy  H.  Fanoni,  MD 
Babette  F.  Farkas,  MD 
Joseph  P Gasparl,  MD 
Patricia  G,  Isbell,  MD 
Doris  E.  Jensen,  MD 


John  N.  Kamphaus,  MD 
David  J.  Korman,  MD 
Debra  H.  Korman,  MD 
Jerry  M,  Lewis,  III.  MD 
W.  Miller  Logan,  MD 
Ruth  A.  MarDock,  MD 
Charles  G.  Markward,  MD 
Conway  L.  McDonald,  MD 
Edgar  P Nace,  MD 
Don  C.  Payne,  MD 
Glen  T.  Pearson,  MD 
Larry  G.  Shadid,  MD 
Kathleen  S.  Sheehan,  MD 
Kathryn  A.  Sommerfelt,  MD 
Mark  P.  Unterberg,  MD 
Mary  Watts,  MD 


P.  O.  Box  11288 

4600  Samuell  Boulevard  214  381-7181 

Dallas,  Texas  75228  1-800-426-4944 


DALLAS  PSYCHIATRIC  ASSOCIATES 

Inpatient  & Outpatient  Services 

• Adult,  Adolescent  and  Child  Psychiatry 

• Alcohol  and  Chemical  Dependency 

• Medical  Stress  & Chronic  Pain 

• Intensive  Outpatient  Programs  for  Alcohol  & Chemical 

• Dependency,  Aftercare  & Relapse  Management 

• Day  Treatment  Program  & Therapeutic  School  for  Adolescents 

• Emergency  Evaluation  Services 


Larrie  Arnold.  MD 
Howard  Cohen.  MD 
Gary  Etter.  MD 
Ronald  Flesichmann,  MD 
Bradford  M.  Goff.  MD 
Fred  L.  Griffin.  MD 
Joan  R.  Hebeler.  MD 
Lynne  Inman,  MD 
R.  Sanford  Kiser,  MD 


Prema  Manjunath.  MD 
Gretchen  Megowen.  MD 
Gary  Morton.  MD 
William  M,  Pederson.  MD 
Jaime  Quintanilla.  MD 
Leslie  H.  Secrest,  MD 
Dawn  Shogren.  MD 
Angela  M.  Wood,  MD 
John  M.  Zimburean,  MD 


Offices  : Brookhaven  Psychiatric  Pavilion  of  RHD  Memorial  Medical  Center.  Medical  City. 
Irving  Health  Care  System  Phone  214  247-1150 


ROGER  D.  HARMAN,  MD,  FACS 

Diplomate  American  Board  of  Plastic  Surgery 


Aesthetic,  Plastic  and  Reconstructive  Surgery 
Hand  and  Microsurgery 

7100  Oakmont  Blvd.,  Suite  208,  Fort  Worth,  Texas  76132;  817  292-8801 


PSYCHIATRY 


GONZALO  A.  AILLON,  MD 

Psychiatry-Bilingual 

3450  Wheatland  Road.  Suite  120 
Dallas,  Texas  75237;  214  296-6241 


RADIATION  ONCOLOGY 


RADIATION  ONCOLOGY  OF  THE  SOUTHWEST 

• Complete  Radiotherapy  Services;  Inpatient-Outpatient  Care 

• External  or  Internal  Irradiation  (implants) 

• Specialized  in  combination  therapy  surgery-irradiation 
chemotherapy-irradiation 

• Bilingual  personnel 

Carlos  H.  Fernandez,  MD 

Diplomate  American  Board  of  Therapeutic  Radiology 

Practice  Limited  to  Radiation  Oncology 

Telephone  (day  or  night)  713  988-2194 

7777  Southwest  Freeway,  Suite  636,  Houston,  Texas  77074 


RICHARD  G.  JAECKLE,  MD 

Psychiatry 

Diplomate,  ABPN:  Psychiatry 
Diplomate,  ABPN:  Child-Adolescent 

Presbyterian  Professional  Building  II,  Suite  404 

8220  Walnut  Hill  Lane,  Dallas,  Texas  75231 ; 214  696-0964 


w 

Helping  members  get  started 

Icxas.Medical 
^ Association 

in  medical  practice 

...a  TMA  practice 
management  workshop 

PHYSICIANS  CARING  FOR  TEXANS 

offered  through  February 

RHEUMATOLOGY 


DON  E.  CHEATUM,  MD,  FACP,  FACR 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  214  823-4151 


WILLIAM  G.  BRELSFORD,  MD 

Diplomate  American  Board  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Arthritis  Center 

801  Medical  Cr.  Dr.,  Suite  D 

Longview,  Texas  75601 ; 214  753-5803 
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THORACIC  SURGERY 


ALLAN  L.  GRAHAM,  MD,  FACS* 
KARAMAT  U.  CHOUDHRY,  MD,  FACS 
ROBERT  W.  MILEY,  MD,  FACS 
RICHARD  L.  SHEPHERD,  MD,  FACS 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 

’Also  certificate  of  special  qualification  in  general  vascular  surgery. 
American  Board  of  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

515  South  Adams,  Fort  Worth,  Texas  76104;  817  332-7878 


RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS,  MD 

Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 
Suite  404,  Dallas,  Texas  75246;  214  827-3890 
Hours  by  Appointment 


UROLOGY 


FORT  WORTH  UROLOGY  CLINIC 

Hugh  Lamensdon,  MD  J.  Daniel  Johnson,  MD 

Ira  N.  Hollander,  MD  A.E.  Thurman.  MD 

Diplomates  of  American  Board  of  Urology 
Fellows  American  College  of  Surgery 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
817  336-5711 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  MD,  PA 
Donald  J.  Logan,  MD,  PA 
Donald  L.  McKay,  MD.  PA 
Christopher  D.  Fetner,  MD,  PA 

Diplomates  of  American  Board  of  Urology 

Medical  City  Dallas,  7777  Forest  Lane,  Suite  230,  Dallas,  Texas  75230 
Telephone;  214  233-7765  Answered  24  Hours 
St.  Paul  Professional  Building,  5959  Harry  Hines  Blvd.,  Suite  700 
Dallas,  Texas  75235  Telephone:  214-634-8541 


SOUTHWEST  UROLOGY  ASSOCIATES 

Adult  and  Pediatric  Urology 

Ted  Boone.  MD  James  T.  Coggins,  MD 

Warren  M,  Greene,  MD  Wm.  A.  Freeborn,  MD 

Diplomates  of  American  Board  of  Urology 

221  W.  Colorado,  #440,  Dallas,  Texas  75208;  214  948-3101 
3450  W.  Wheatland  Road,  #60,  Dallas,  Texas  7521 1 


C.F.  SKRIPKA,  JR,  MD,  FACS 

Urology,  Neurourology,  Endourology,  Male  Sexual  Dysfunction,  Laser 
Surgery,  & ESWL. 

1101  North  19th,  Suite  114,  Abilene,  Texas  79601 
915  673-5726 
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Texas  Medicine 


Medical  Practice 

■ Appraisal 

■ Brokerage 

■ Management 
Consulting 


ALLERGY 


NORTH  CENTRAL  TEXAS 

Allergist  needed  to  assume  established  prac- 
tice in  attractive  North  Central  Texas  metro- 
politan area.  Enjoy  excellent  life  style  with 
many  social,  cultural  and  recreational  oppor- 
tunities: good  schools;  international  airport 


ANESTHESIOLOGY 


NORTHEAST  TEXAS 

Busy  regional  medical  center  in  attractive, 
progressive  NE  Texas  community  of  27,000 
(referral  area  150,000)  seeks  BE/BC 
anesthesiologist.  Modern  200-bed  hospital 
with  latest  technology  Competitive  incen- 
tive package.  Shared  call  coverage  Strong 
economy,  excellent  schools:  many  recrea- 
tional and  social  opportunities. 


FAMILY  PRACTICE 


NEAR  FORT  WORTH 

Recently  trained,  board  certified  family 
physician  needed  for  associate  practice.  Op- 
tion of  group  environment  or  overhead  and 
call  sharing  arrangement  with  young,  board 
certified  FPs.  Obstetrics  needed.  Modern, 
JCAHO  accredited  50-bed  hospital.  Great  op- 
portunity in  nice  community  with  easy 
access  to  amenities  of  Dallas/Fort  Worth.  In- 
centive package. 

NORTHEAST  TEXAS 

Regional  medical  center  seeks  BC  family 
physicians  to  establish  FP  group  in  pro- 
gressive community  of  27,000  (referral  area 
150,000).  Strong  diversified  economy,  ex- 
cellent schools:  many  recreational  and  social 
opportunties.  Modern  hospitals.  Incentive 
package,  including  assistance  with  office 
building. 

WITHIN  ONE  HOUR  OF  DALLAS 

Two  family  physicians  seek  third  associate 
for  group  practice  near  lake  area.  Attractive, 
fully  equipped  office.  Ultra-modern  hospital. 
Shared  call,  competitive  incentive  package 
to  qualified  physician. 

NEAR  AUSTIN  AND  SAN  ANTONIO 

Community  of  5,000  (referral  area  24,000) 
seeks  board  certified  family  physician. 
Shared  call  with  two  other  family  physicians; 
OB  needed  Financially  sound,  30-bed 
hospital  offering  competitive  incentive 
package  to  qualified  physician 

EAST  TEXAS 

Community  of  approximately  3,500  (refer- 
ral area  14,000)  seeks  board  certified  fami- 
ly physician.  Shared  call  with  two  board 
certified  physicians.  No  OB  Financially 
sound,  48-bed  hospital  in  community 
Recreational  mecca;  hunting,  fishing,  water 
sports  Competitive  incentive  package  to 
qualified  physician. 


DALLAS 

Established  fee-for-service  practice 
available  for  assumption  Full  scope  of 
family  medicine,  except  OB  Average  gross 
$320K-r  annually.  Bilingual  (Spanish) 
skills  helpful.  Retiring  physician  will  in- 
troduce. Financing  available  to  qualified 
candidate 

WEST  TEXAS 

Two  board  certified  family  physicians  seek 
third  associate  tor  busy  practice  OB 
preferred-  Friendly  town,  good  schools. 
Within  35  minutes  of  larger  city.  Very 
lucrative  financial  situation.  Excellent  for 
pilot  physician. 

PANHANDLE 

Texas  community  of  8,000  (referral  area 
16,000)  seeks  BC  FPs  for  group  One 
young  BC  physician  recently  recruited, 
available  tor  call  sharing.  New  hospital 
under  construction  Sound  economy,  good 
schools:  airport  Generous  incentive 
package  including  income  guarantee, 
relocation,  office  space,  more 

PANHANDLE 

Board  certified  family  physician  needed  in 
Texas  community  of  150,000.  Call  shar- 
ing arrangement  available  with  two  board 
certified  FPs  No  OB  Modern,  356-bed 
hospital  offering  generous  incentive 
package  to  qualified  physician 


GENERAL  SURGERY 


PANHANDLE 

Community  of  8,000  (referral  area  16,000) 
seeks  board  certified  general  surgeon. 
Nearby  surgeon  available  for  call  sharing 
New  hospital  under  construction.  Sound 
economy:  good  schools:  airport  Generous 
incentive  package  including  income 
guarantee,  relocation  allowance,  office, 
more 

WEST  TEXAS 

Community  of  approximately  9,000  (refer- 
ral area  population  17,000)  seeks  BE  / BC 
general  surgeon.  Friendly  town,  good 
schools.  Within  35  minutes  of  larger  city. 
Modern  50-bed  hospital  Generous  incen- 
tive package  fa  qualified  candidate. 


INTERNAL  MEDICINE 


EAST  TEXAS 

Two  BC  internists  seek  compatible 
associate  for  group  practice  in  communi- 
ty of  approximately  12,000  (referral  area 
50,000).  Shared  call  and  overhead  Ultra- 
modern, 100-bed  hospital  Attractive  com- 
munity: many  social  and  recreational  op- 
portunties One  hour  from  Dallas 
Competitive  incentive  package 


The  folks  at  Physician  Resource  Network  made 
It  easy  for  me  and  my  family  to  find  a good  place 
to  practice  and  live  In  Texas.  Their  assistance 
made  Interviewing  a positive  experience.  They 
are  professional  and  very  helpful. 

Tom  Adkisson,  M.D.  (native  Texan) 
Senior  Resident,  Internal  Medicine 
Reading,  Pennsylvania 
AOA  University  of  Texas  Health 
Sciences  Center,  San  Antonio 


DALLAS 

Established  practice  in  affluent  neighbor- 
hood Retiring  physician  needs  caring  and 
competent  physician  to  assume  care  of  loyal 
patient  base  Good  age  mix  of  adult 
medicine  (only  20%  Medicare).  Annual  net 
collections  average  $335K  + Reasonably 
priced  assets.  Financing  available.  Will  in- 
troduce 

WEST  TEXAS 

Five  American  trained,  board  certified  inter- 
nists seek  compatible  associate  for  busy 
group  practice  in  Texas  community  of 
100,000-1-  Office  adjacent  to  modern 
250-bed  hospital.  Excellent  call  arrange- 
ment, salary  and  benefits  Full  associate 
status  in  second  year 

NORTHEAST  TEXAS 

Medical  staff  of  regional  medical  center 
seeks  board  certified  internist.  Shared  call 
with  other  internists.  Office  adjacent  to 
modern  200-bed  hospital  Progressive, 
family-oriented  community  w/strong,  diver- 
sified economy:  excellent  schools.  Many 
social  and  recreational  opportunities 
Generous  incentive  package. 


NEUROLOGY 


NORTHEAST  TEXAS 

Regional  medical  center  serving  150,000 
seeks  BE/BC  neurologist  for  associate  prac- 
tice (or  solo  sharing  call)  with  BC 
neurologist  Progressive,  family-oriented 
community  with  strong,  diversified 
economy,  excellent  schools.  Many  social 
and  recreational  opportunities  Generous  in- 
centive package  to  qualified  physician 


OBSTETRICS  / GYNECOLOGY 


EAST  TEXAS 

Recently  trained,  board  certified  OB/GYN 
seeks  compatible  associate  for  practice  in 
community  of  approximately  12,000  (refer- 
ral area  50,000)  Shared  call  and  overhead 
Ultra-modern,  100-bed  hospital  Attractive 
community;  many  social  and  recreational 
opportunities.  One  hour  from  Dallas  Com- 
petitive incentive  package. 


ORTHOPEDIC  SURGERY 


EAST  TEXAS 

Board  certified  orthopedic  surgeon  seeks 
compatible  associate  for  practice  in  com- 
munity of  approximately  12,000  (referral 
area  50,000),  Shared  call  and  overhead 
Well-equipped,  ultra-modern,  100-bed 
hospital.  Attractive  community:  many  social 
and  recreational  opportunities  One  hour 
from  Dallas.  Competitive  incentive  package 
to  qualified  physician 

EAST  TEXAS 

Medical  staff  of  100-bed  hospital  seeks 
orthopedic  surgeon  for  referral  area  of 
approximately  50,000.  Attractive  communi- 
ty of  14,000  with  strong,  diversified 
economy  Excellent  fishing  and  hunting 
One  hour  from  Dallas  Competitive  incen- 
tive package  to  qualified  physician 


OTOLARYNGOLOGY 


EAST  TEXAS 

Community  of  approximately  12,000 
(referral  area  50,000)  seeks  board  certified 
ENT  to  establish  service.  Ultra-modern, 
100-bed  hospital  Young,  well-trained 
medical  staff  supportive  of  new  physician 
Attractive  community:  many  social  and 
recreational  opportunities  One  hour  from 
Dallas  Flospital  offering  competitive  incen- 
tive package  to  qualified  physician. 

NORTH  DALLAS 

Medical  staff  of  modern  hospital  in  Dallas 
suburb  seeks  board  certified  ENT  Good 
demographics  for  sound  patient  base 
Excellent  opportunity  Flospital  will  spon- 
sor competitive  incentive  package  to 
qualified  candidafe. 


PEDIATRICS 


NORTHEAST  TEXAS 

Dynamic  group  of  American  trained,  BC 
pediatricians  seek  fourth  associate  for 
group  practice  in  attractive  community  of 
27,000  (referral  area  150,000)  Pro- 
gressive, family-oriented  community  with 
strong,  diversified  economy:  excellent 
schools  Social  and  recreational  oppor- 
tunities abound.  Modern  hospitals  Shared 
call,  excellent  income  and  benefits;  early 
partnership. 


PULMONARY  MEDICINE 


WEST  TEXAS 

Five  man  group  of  American  trained,  board 
certified  internists  seeks  compatible 
pulmonary  medicine  associate  Communi- 
ty of  100,000  -I-  Office  adjacent  to  modern 
250-bed  hospital.  Shared  call,  excellent 
income  and  benefits.  Full  associate  status 
in  second  year. 


DIAGNOSTIC  RADIOLOGY 


NORTHEAST  TEXAS 

Busy  radiology  group  seeks  fourth 
associate.  All  modalities,  including  MRI 
and  interventional.  Comprehensive  benefits 
package  and  early  partnership  Attractive, 
progressive  community  of  27,000  with 
strong,  diversified  economy:  excellent 
schools  Many  social  and  recreational  op- 
portunities 


RHEUMATOLOGY 


NORTHEAST  TEXAS 

Medical  staff  of  regional  medical  center 
seeks  board  certified  rheumatologist  to 
establish  service  in  referral  area  of  at  least 
150,000  Referrals  from  six  orthopedic 
surgeons  and  approximately  90  other 
physicians  in  the  community.  Strong 
economy,  excellent  schools:  many  recrea- 
tional and  social  opportunties  Modern 
hospitals  Generous  incentive  package,  to 
qualified  physician 
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OPPORTUNITIES  AVAILABLE 


Academic/Government 

Associate  Director — Family  Practice  Residency  Program 

new  university  and  community  based  family  practice  program 
is  seeking  a residency  trained,  board  certified  family  physician 
to  join  our  spirited  and  dedicated  faculty  as  a full-time  mem- 
ber. Responsibilities  include  in-patient  and  out-patient  teach- 
ing, educational  program  development  and  administrative  du- 
ties. Attractive  salary  and  benefit  package.  Please  send  CV  to 
Harold  T.  Pruessner,  M.D.,  Chairman,  Department  of  Family 
Practice  and  Community  Medicine.  University  of  Texas  Medi- 
cal School  at  Houston.  6431  Fannin,  Room  6.100,  P.  O.  Box 
20708,  Houston,  Texas  77225.  The  University  of  Texas 
Health  Science  Center  at  Houston  is  an  Equal  Opportunity 
Employer.  Women  and  minorities  are  encouraged  to  apply. 

Medical  Director  of  Family  Practice/Occupational  Health 
Faculty  Office — Medical  Director  is  needed  for  an  expanded 
office  for  the  comprehensive  care  of  private  patients  which 
also  includes  employee  and  student  health  of  the  University  of 
Texas  Health  Science  Center  at  Houston.  The  office  will  be 
the  model  office  for  training  of  family  physicians  in  a newly  ini- 
tiated family  practice  residency  program  and  clinical  research 
by  the  department.  Attractive  salary  and  benefit  package. 
Please  send  CV  to  Harold  T.  Pruessner,  M.D.,  Chairman,  De- 
partment of  Family  Practice  and  Community  Medicine,  Uni- 
versity of  Texas  Medical  School,  6431  Fannin,  Room  6.100, 
RO.  Box  20708,  Houston,  Texas  77225.  The  University  of 
Texas  Health  Science  Center  at  Houston  is  an  Equal  Oppor- 
tunity Employer.  Women  and  minorities  are  encouraged  to 
apply. 

Predoctoral  Director — The  Department  of  Family  Practice 
and  Community  Medicine,  University  of  Texas  Medical  School 
at  Houston,  has  immediate  opening  for  a residency  trained, 
board  certified  family  physician  for  the  position  of  Predoctoral 
Director.  Duties  include  teaching,  curriculum  development,  re- 
search and  direct  patient  care  in  an  established  family  prac- 
tice department  with  graduate  and  undergraduate  programs. 


Applicants  should  send  credentials  and  CV  to  Harold  T.  Pru- 
essner, M.D.,  Chairman,  Department  of  Family  Practice  and 
Community  Medicine.  University  of  Texas  Medical  School  at 
Houston,  6431  Fannin,  Room  6.1090,  P.O.  Box  20708,  Hous- 
ton, Texas  77225.  The  University  of  Texas  Health  Science 
Center  at  Houston  is  an  Equal  Opportunity  Employer.  Women 
and  minorities  are  encouraged  to  apply. 

Family  practice  faculty  needed — The  Department  of  Family 
Practice  and  Community  Medicine  at  the  University  of  Texas 
Medical  School  at  Houston  is  seeking  board  certified  family 
physicians  for  clinical  faculty  positions.  The  clinical  skills 
needed  are  for  the  comprehensive  practice  of  family  medicine 
and  for  teaching  of  medical  students  and  family  practice  resi- 
dents. Attractive  salary  and  benefit  package.  Please  send  CV 
to  Harold  T.  Pruessner.  M.D.,  Chairman,  Department  of  Fam- 
ily Practice  and  Community  Medicine,  University  of  Texas 
Medical  School  at  Houston,  6431  Fannin,  Room  6.100,  P.O. 
Box  20708,  Houston,  Texas  72225.  The  University  of  Texas 
Health  Science  Center  at  Houston  is  an  Equal  Opportunity 
Employer.  Women  and  minorities  are  encouraged  to  apply. 

Pediatricians  needed  for  the  Division  of  General  Pediatrics 
of  a new  hospital  of  The  University  of  Texas  Medical  School- 
Houston.  Responsibilities  will  include  teaching  and  patient 
care.  Hiring  at  all  academic  ranks.  Contact:  Dr.  Will  Risser, 
Dept,  of  Pediatrics,  UT  Medical  School,  PO.  Box  20708, 
Houston,  TX  77225.  71 3 794-5126.  The  University  of  Texas  is 
an  Equal  Opportunity  Employer.  Women  and  minorities  are 
encouraged  to  apply. 


Emergency  Medicine 

Needed:  Emergency  physicians,  North  Central  Texas  area, 
full  and  part-time.  For  an  application  call  817  336-8600  or 
write  Emergency  Medicine  Consultants,  PA:  1525  Merrimac 
Circle.  Suite  107,  Fort  Worth,  Texas  76107. 

Emergency  Physician — Local  Houston  ER  group  needs  ex- 
perienced ER  physician.  Fee-for-service  with  guarantee. 
Contact  Greater  Houston  Emergency  Physicians  Associates. 
P.  O.  Box  7445,  Houston,  Texas  77248;  713  869-6235. 


San  Angelo — Outstanding  opportunity  in  minor  emer- 
gency/family practice  clinics.  Guaranteed  $100,000  for  4-day 
week,  13  hr.  days,  50  weeks/year.  Profit  sharing  above  guar- 
antee. Contact  Wayne  Williams.  MD,  915  942-8611, 
Shamrock  Clinics.  4208  College  Hills.  San  Angelo.  Texas 
76904 

Texas:Dallas/Fort  Worth  and  East  Texas — Full-time  posi- 
tions available  with  EmCare,  a progressive  physician-oriented 
group  committed  to  excellence  in  emergency  medicine.  Op- 
portunities include  staff  and  directorship  positions,  in  high  vol- 
ume. Level  1 Trauma  Centers,  as  well  as  smaller  community 
hospitals.  We  offer  very  desirable  geographic  locations  in- 
cluding the  Dallas/Fort  Worth  area.  East  Texas,  Amarillo, 
Austin,  Abilene,  Waco  and  Athens.  Competitive  compensa- 
tion rates  range  from  $86,000  to  $200,000  annually.  Positions 
available  for  both  part-time  and  full-time  emergency  medicine 
physicians.  Positions  are  also  available  for  primary  care  phy- 
sicians in  clinic  settings  in  Amarillo,  Corpus  Christi,  and  the 
Grapevine  area.  Contact  Kay  Brienzi,  EmCare,  Inc.,  1717 
Main  Street,  Suite  5200,  Dallas,  Texas  75201:  800-527-2145 
or  214  761-9200. 

Regional  Medical  Center  with  30,000  visits,  140K  r malprac- 
tice. plus  CME  with  ready  and  accepting  back-up  staff  all 
perched  in  the  beauty  of  East  Texas.  If  you  like  32  hour  cover- 
age per  day  and  wonderful  staff  relations,  call.  The  four  of  us 
are  waiting.  In  Texas,  call  1-800-441-8570  or  214  798-8884; 
1000  Pine,  Texarkana,  Texas  75501. 

Tyler — Modern  minor  emergency/ambulatory  care  centers 
seeking  well-rounded  practitioner  for  expansion.  Generous 
modified  fee-for-service  income  package.  With  superior  pro- 
fessional liability  insurance  inciuded.  Must  have  good  experi- 
ence in  family  medicine.  Industrial  medicine  experience  help- 
ful. Send  CV  or  call  Jackie  Hall,  Emergicare  Systems 
Corporation,  3305  North  3rd  Street,  Abilene.  Texas  79603; 
(915)  676-3023. 

Texas  Medicus,  PA..  Houston,  Dallas  & North  Texas- 

Emergency  Medicine  medical  directorships  and  staff  posi- 
tions available  in  attractive  metropolitan  and  rural  areas  of 
Texas.  Locations  include  Sherman,  Wichita  Falls,  Palestine, 
San  Antonio  and  several  openings  in  the  Greater  Dallas  and 
Houston  areas.  Medicus  offers  attractive  compensation  pack- 
ages with  many  fee-for-service  opportunities.  Annual  com- 
pensations range  from  $90,000-$1 50,000  r . Paid  profes- 
sional liability  insurance.  For  further  informatioh,  please 
contact:  Lori  Clay  or  Ann  Reese,  Texas  Medicus.  P.A.,  4514 
Cole  Ave.,  Suite  804,  Dallas.  Texas  75205:  1-800-446-0607 
or  214  522-9591. 


Family/General  Practice 

West  Texas:  The  best  opportunity  in  the  entire  area.  We  offer 
flexible  hours  and  guarantees.  You  basically  name  your  own 
requirements.  Send  your  CV  to:  Ad  Box  #744,  TEXAS  MEDI- 
CINE. 1801  North  Lamar  Blvd.,  Austin.  TX  78701. 

Famiiy  practice  physician  for  smali  central  Texas  town. 

40-hour  week — days  only,  no  hospital  inpatients.  $85,000  per 
year  guaranteed  with  malpractice  paid.  Send  CV  or  call  Jackie 
Hall,  Emergicare  Systems  Corporation,  3305  North  3rd 
Street,  Abilene,  Texas  79603;  915  676-3023. 


Wisconsin  Indiana  Michigan 


• Internal  Medicine 
• OB/GYN  • Family  Practice 
A variety  of  practice  settings— many  on  lakes. 
Contact  Bob  Strzeiczyk  to  discuss  your  practice 
requirements  and  these  positions  at  1-800-243-4353. 

STRELCHECK  & ASSOCIATES,  INC. 
1 2724  N.  Maplecrest  Lane 
Mequon,  Wl  53092 


Excellent  opportunity  for  family  practitioner  in  Hamlin, 
Texas,  a community  of  over  3,000  population  with  a large 
drawing  area.  Modern  clinic  and  well  equipped  twenty-five 
bed  hospital.  Unique  compensation  package.  Enjoy  a more 
relaxed  life  style  in  West  Texas.  Contact:  Chuck  Latham,  Ad- 
ministrator, Hamlin  Memorial  Hospital,  P.  O.  Box  387,  Hamlin, 
Texas  79520;  915  576-3646. 

Beaumont-Family  Physician — A busy,  well-established, 
board-certified  Family  Physician,  in  Beaumont,  is  now  seek- 
ing a BC 'BE  associate  to  join  his  expanding  practice.  Flexible 
financial  arrangements.  There  are  also  two  group  opportuni- 
ties available.  Send  your  CV  to:  Manager,  Professional  Rela- 
tions, Dept.  11-1 B,  P.  O.  Box  1438,  Louisville.  KY  40201-1438. 

Excellent  practice  opportunity  in  historic  East  Texas 
town.  BC  or  BE  physician  for  new  innovative  healthcare  deliv- 
ery system.  Salary  plus  4 weeks  vacation,  CME.  paid  mal- 
practice. Call  or  send  CV  to:  Leonard  Graivler.  MD,  or  Tony 
Rasberry,  Physician  Network  of  America,  Inc.,  8505  Freeport 
Parkway  #130,  Irving,  TX  75063;  1-800-336-2575  or  214 
929-4779. 


“Lefs  Talk 
About  Practice 
Opportunities 
In  Texas” 

“If  you’re  interested  in  pri- 
vate practice  opportunities 
in  the  Lone  Star  State,  I 
can  help. 

“HowPByhelpingyou  iden- 
^ tify  opportunities  in  the  nine 
‘Texas  communities  where  our 
fiimana  hospitals  are  located  from 
,^ilene  tS  ®eaumont.  Greater  Houston  to  Corpus 
Christi.  College  Station  to  San  Antonio. 

“I’m  Gordon  Crawford,  and  I’ve  been  directing  phy- 
sicians to  group,  associate  and  solo  practice  oppor- 
tunities for  the  past  12  years.  I would  like  to  assist 
you,  also. 

“Give  me  a call,  I’m  sure  we’ll  have  plenty  to  talk  about.” 

TOLL-FREE  1-800-626-1590,  or  send  your  curriculum 
vitae  to:  Gordon  Crawford,  Senior  Manager,  Profes- 
sional Relations,  Humana  Inc.,  500  West  Main  Street, 
Louisville,  KY  40201-1438. 


lumana 


® 


Te.xas  Medicine 


WANTED: 

Physician  willing  to  establish  a practice  of 
family  medicine,  who  is  willing  to  relocate 
to  the  Texas  Panhandle  Area.  Nice  office 
space  and  guaranteed  financial  package  is 
available.  Practice  is  located  in  Spearman, 
Texas  which  is  the  county  seat  of  Hansford 
County. 

Agriculture,  oil  and  ranching  are  the  primary 
industries.  The  school  system  is  excellent  and 
the  quality  of  life,  particularly  for  a family  is 
excellent. 

If  interested  send  C.V.  or  call  Albert 
LaRochclle,  Hospital  Administrator, 
Hansford  County  Hospital,  707  S.  Roland, 
Spearman,  TX  79081.  Phone  806-659-2535. 


Family  Practice-BE  BC  Family  practitioners  and  general  in- 
ternists are  needed  for  excellent  practice  opportunities 
throughout  Texas.  Partnerships,  single-specialty,  multi- 
specialty  and  solo  positions  are  available.  Also,  practices  for 
sale.  For  more  Information,  call  Practice  Dynamics  at  713 
531-0911,1  -800-933-091 1 , or  send  C. V.  to  P.  O.  Box  821398, 
Flouston,  Texas  77282. 


“Growing  with 
our  reputation.” 

hank  you,  Texas,  for 
helping  make  1989  our 
busiest  and  most  successful 
year  ever! 


The  PRN 

Physicians 

of  Texas 
1-800-531-1122 


locum  tenens  • practice  trials 
contracted  staffing 


Well-established  reputable  multispecialty  clinic  is  seek- 
ing a family  practice  physician,  preferably  American  gradu- 
ate. Clinic  located  in  a thriving  industrialized  area  30  minutes 
from  Flouston  and  15  minutes  from  Galveston.  Close  prox- 
imity to  excellent  educational  facilities,  universities,  colleges 
and  recreational  areas.  May  begin  immediately.  Excellent  sal- 
ary, income  proportional  to  effort.  Please  forward  C.V.  or  con- 
tact Dr.  Cochrane.  Beeler-Manske  Clinic,  P.  O.  Box  3333, 
Texas  City,  Texas  77592-3333:  409  948-8521  (Collect), 


Internal  Medicine 

Texas,  Two  General  Internists  (BC/BE)  needed  to  join  ex- 
panding specialty-oriented  medical  group  in  Texas.  University 
community.  Guaranteed  salary  plus  incentive  arrangement 
and  fringe  benefits  first  year.  Contact  Ad  Box  #733,  TEXAS 
MEDICINE.  1801  N.  Lamar,  Austin,  TX  78701. 

East  Texas  IM  group  seeking  associate  BE  or  BC  located 

in  beautiful  East  Texas  city  of  85.000.  Group  of  seven  (7)  in- 
ternists offer  salary  guarantee  plus  health  benefits,  CME,  mal- 
practice. Practice  at  250  bed  community  hospital.  Call  or  send 
CV  to:  Leonard  Graivier,  MD.  or  Tony  Rasberry,  Physician 
Network  of  America,  Inc.,  8505  Freeport  Parkway  #130,  Irv- 
ing, TX  75063:  1-800-336-2575  or  214  929-4779. 

Suburban  Houston — Internal  Medicine  partnership:  growing 
practice:  3 physician  call  rotation:  hospital  built  in  1981  with 
7-bed  ICU,  active  ER:  excellent  compensation:  Phil  Kelbe 
1-800-338-7107 

General  Internists  wanted  for  Ambulatory  Care  positions  at 
Affiliated  Department  of  Veterans  Affairs  Medical  Center  in 
Dallas,  Texas.  Opportunities  will  exist  for  later  transfer  to  a 
new  outpatient  clinic  in  Fort  Worth.  Texas.  Both  locations  will 
be  in  an  academic  setting  and  offer  the  chance  for  faculty  ap- 
Vo/unw  H6  I'L'hriMiy  1990 


pointment  and  clinical  research  if  desired.  Interested  individu- 
als should  send  CV  to  Robert  Lynch,  M.D..  ACOS  Operations 
and  Education,  4500  South  Lancaster  Rd.,  Dallas,  Texas 
75216. 

Houston— BE.'BC  Internist  lor  15  physician  multi-specialty 
group  (5  general  internists),  SW  Houston,  Salary,  bonus,  w 
early  equal  partnership.  Send  CV  to  Pierre  Gendron,  Admin- 
istrator. Hillcroft  Medical  Clinic.  6630  DeMoss,  Houston, 
Texas  77074. 


Orthopedic  Surgery 

Orthopedists  Needed  in  several  communities  in  the  Hous 
ton,  Texas,  area:  central  Pennsylvania:  northwest  Ohio:  Iowa, 
Kentucky:  and  throughout  the  midwest  and  southeast.  Con- 
tact: Aaron  Risen  (1-800-626-1857)  2000  Warrington  Way. 
Suite  250,  Louisville,  Kentucky,  40222. 


Psychiatry 

Community  Mental  Health  Psychiatrist:  Opening  for  Com- 
munity Mental  Health  Psychiatrist  covering  Kerrville  State 
Hospital  16  county  catchment  area.  Some  travel  to  outlying 
clinics  involved.  Kerrville  is  located  in  the  Texas  Hill  Country, 
50  minutes  from  San  Antonio  by  IH-10.  We  offer  competitive 
pay  to  high  90's,  depending  on  qualifications  and  Board  Cer- 
tification. Good  State  Retirement  package  and  other  fringe 
benefits.  MUST  HAVE  CURRENT  TEXAS  LICENSE.  If  inter- 
ested call  or  write  Thomas  L.  Hardee,  M.D.,  Clinical  Director. 
Kerrville  State  Hospital,  721  Thompson  Drive,  Kerrville,  Texas 
78029-5199:  512  896-2211,  Ext.  108,  An  EEO/AAP  Em- 
ployer. 

Phoenix  Area: — Behavioral  Health  Program  seeking  addi- 
tional adult  psychiatrist.  Center  provides  child  through  adult 
inpatient,  outpatient  and  partial  hospitalization,  adult  and  ado- 
lescent CD.  Fee-for-service  with  shared  call,  or  association 
with  existing  staff  are  options.  Hospital  services  provide  com- 
petitive financial  support.  For  more  information,  call  Greg 
Peterson,  E.G.  Todd  Associates,  at  (800)-776-7330  or  collect 
913-341-7806. 


Radiology 

Diagnostic  Radiologist — Position  available  for  a board  cer- 
tified radiologist.  Imaging  fellowship  desired.  Join  a 7-person 
department  that  is  part  of  a growing  multi-specialty  clinic  in 
Austin.  Texas.  Practice  includes  CT,  MRI,  ultra-sound  and 
digital  angiography.  Contact  Ross  Hemphill,  M.D.,  Medical  Di- 
rector, 801  W.  34th  Street,  Austin,  Texas  78705. 

Chief  Radiologist— Olin  E.  Teague  Veterans'  Administration 
Hospital  IS  recruiting  for  board  certified  Chief  Radiology  for  six 
staff  department.  Affiliated  with  Texas  A & M University  Col- 
lege of  Medicine,  Administrative  and  teaching  experience  de- 
sirable. Salary  depending  on  qualifications.  The  hospital  is 
510  beds  med/surg/psych  plus  120-bed  nursing  home  and 
new  408-bed  domiciliary.  Temple  is  located  between  Waco 
and  Austin,  TX  and  is  a beautiful  recreational  area  with  nearby 
lakes  and  golf  courses.  Reply  with  CV  to  David  Waugh,  M.D., 
Chairman,  Search  Committee,  VA  Medical  Center,  1901  S. 
1st,,  Temple,  TX  76504  or  call  817  771-4539  Equal  Oppor- 
tunity Employer. 


Other  Opportunities 

Positions  Available-Seeking  BC/BE.  general  internisf, 
HEM  ON.  PS.  endocrinologist  to  |Oin  an  established  multi- 
specialty (non-prepaid)  clinic  in  South  Central  Texas.  Contact 
Leroy  W.  Kitch,  Administrator,  Skinner  Clinic,  124  Dallas 
Streel,  San  Antonio,  Texas  78205. 


We  have  full  and  part-time  locum  tenens  opportunities 
available  in  all  specialties  with  guaranteed  incomes  and  paid 
malpractice.  For  more  information,  contact  John  Smith. 
Locum  Tenens.  Inc.  (A  Division  of  Jackson  and  Coker).  400 
Perimeter  Center  Terrace.  Suite  760  TMLT9,  Atlanta,  GA 
30346,  telephone  1-800-544-1987. 


INTRACORP 


is  seeking  Physicians  to  act  as  Physician  Advisors 
for  our  Medical  Review  Services.  Physicians  will 
work  in  the  comfort  of  their  own  offices,  receiving 
excellent  compensation  for  cases  reviewed. 

ALL  SPECIALTIES  ARE  INVITED. 

For  further  information  contact: 

Dr.  B.V.  Carnovale,  Medical  Director 
or 

Phyllis  Staton,  R.N.,  Q.A.  Coordinator 

INTRACORP  Medical  Review  Services 

1620  Valwood  Parkway,  Carrollton,  Texas  75006 

(214)  406-8080  or  1-800-237-0377 

HOURS  SPENT  IN  SERVICE  TO  INTRACORP 
MAY  BE  DOCUMENTED  TO  QUALIFY 
PHYSICIANS  TO  TAKE  CERTIFICATION  EX- 
AMINATIONS BY  THE  AMERICAN  BOARD  OF 
QUALITY  ASSURANCE  AND  UTILIZATION 
REVIEW  PHYSICIANS. 


South  Texas  Multispecialty  Group — 10  physician  group  in 
San  Antonio.  Excellent  practice  opportunities  for  BC  BE  phy- 
sicians: OBG,  pediatrics,  FP.  Well-established  25  year  old 
practice  rapidly  expanding  into  multispecialty  group  due  to  in- 
creased patient  base.  Design  award-winning  new  facility 
offering  complete  lab,  x-ray.  family  practice,  general  surgery, 
cardiology,  PM  & R,  and  ophthalmology  services  already  es- 
tablished. Texas  licensed  and  Medicare  certified  out-patient 
surgery  center  on  site.  Enlarging  present  facility  and  will  open 
satellite  office  in  future.  Guaranteed  salary  and  competitive 
benefits  including  professional  liability,  administrative  and 
staff  support,  affiliation  with  large  community  hospitals,  and 
call  sharing  opportunities.  Requires  well-rounded  abilities  in 
both  out-patient  and  hospital  practice.  Dedication  to  high 
quality,  excellent  patient  empathy  and  communication  skills 
mandatory.  Leadership  skills  and  entrepreneurial  interest  in 
practice  desirable.  Tremendous  growth  potential.  Send  CV 


MEMORIAL  GENERAL  HOSPITAL 
LAS  CRUCES,  NEW  MEXICO 


MODEL  OB  PRACTICE 

Needs  OB/GYN  to  Join  2 obstetricians  and  3 certified  nurses  to 
provide  OB/GYN  services  to  the  underprivileged  women  of  the 
area. 

286  beds  • Acute  care  facility  with  level  II  nursery  • Excellent 
pediatric  support  • Nestled  between  the  beautiful  Rio  Grande 
Valley  and  the  majestic  Organ  Mountains  • World  class  skiing 
• Water  sports  • Beautiful  weather  • Located  In  a university 
town  • Named  one  of  the  top  ten  fastest  growing  cities 
in  the  country 

Prefer  BE/BC  practitioner  with  ultrasound,  colposcopy,  high  risk 
obstetrical  experience.  Salary,  malpractice,  benefits. 

Please  call:  (505)521-2258 


references  and  current  photo  to  Cyndi  Padilla,  Administrator. 
Gonzaba  Medical  Group,  720  Pleasanton  Road,  San  Antonio, 
Texas  78214. 

General  Surgeon — Board  Certified,  sought  to  establish  pri- 
vate practice  associated  with  99-bed  hospital  in  West  Texas 
town  of  12,000  plus.  Income  guarantee  and  other  financial  in- 
centives are  available.  Contact:  Thomas  R.  Hochwalt,  CEO. 
Cogdell  Memorial  Hospital,  Cogdell  Center.  Snyder,  TX 
79549:  915  573-6374. 


PRACTICE  OPPORTUNITIES 

At  CHARTER  SUBURBAN  HOSPITAL, 

we  provide  quality  state  of  the  art  medical 
care  with  new  and  exciting  programs  being 
introduced  continually.  For  the  quality 
physician  looking  for  the  "right"  environment 
we  provide  income  guarantees,  rent  assis- 
tance, marketing  support  and  relocation 
assistance. 

Family  Practice 
Pediatricians 
Occupational  Medicine 
Surgical  Specialties 
Gynecologists 
ENT 

For  further  consideration,  please  contact: 
Jerry  Weissman 

Director  of  Physician  Recruitment 
Charter  Suburban  Hospital 
1011  N.  Galloway 
Mesquite,  Texas  75149 
1-800-447-1425 


Charter 

suburban  hOSPiIAL 


Texas,  Expanding  Specialty-Oriented  Medical  Group  seek- 
ing B/C,  B/E  cardiologists,  diabetologist,  gerontologist, 
gastroenterologist,  pulmonologist,  oncologist,  rheumatologist 
and  a physical  medicine  and  rehabilitation  specialist.  Univer- 
sity community.  Eirst  year  salary  guaranteed  plus  incentive 
arrangement  and  fringe  benefits.  Contact  Ad  Box  #733, 
TEXAS  MEDICINE,  1801  N.  Lamar,  Austin,  TX  78701. 

Psychiatrists,  Internists,  Family  Practice:  Kerrville  Slate 
Hospital  is  a 480  bed,  short  and  long  term  Psychiatric  facility, 
located  in  the  Texas  Hill  Country,  50  minutes  from  San  An- 
tonio by  IH-10.  We  offer  competitive  pay,  from  mid  70's  to  mid 
90’s,  depending  on  specialty  and  credentials.  Federal  and 
State  Holidays,  minimum  call  with  generous  compensatory 
time.  Good  State  Retirement  package.  MUST  HAVE  CUR- 
RENT TEXAS  LICENSE.  If  interested,  please  contact; 
Thomas  L.  Hardee.  M.D..  Clinical  Director.  Kerrville  State 
Hospital,  721  Thompson  Drive,  Kerrville,  Texas  78028-5199 
or  call  512  896-2211,  Ext,  108.  EEO-AAP  Employer. 

Southeastern  Oklahoma,  Multispecialty  group  of  22  physi- 
cians seeking  BC/BE  Internist,  Cardiologist,  Hematologist/ 
Oncologist,  Urologist,  Pulmonologist,  Neurologist,  Radi- 
ologist, Otolaryngologist,  Orthopedist  and  Dermatologist.  Ex- 
cellent opportunity.  Please  send  CV  or  contact:  Deborah 
Dale,  Recruiting  Coordinator,  The  McAlester  Clinic,  Inc.,  P.  O. 
Box  908.  McAlester,  OK  74502.  918  426-0240. 

Anesthesiologist — to  join  group  of  fwo  M.D.'s  and  two 
CRNA’s.  No  O H.  . Some  neuro  and  active  epidural  service. 
Interest  in  pain  management  desirable.  Attractive  salary  and 
benefits  leading  to  full  partnership.  Replies  to:  O.  Calvillo, 
M.D.,  P.  O.  Box  149,  Baytown,  TX  77522. 


PHYSICIANS-NORTH  CENTRAL  TEXAS 

Newly  expanded  multispecialty  medical  center 
in  Cleburne,  near  D/FW  metroplex,  composed 
of  25  physicians  serving  region  with  population 
of  100,000.  Top  salary,  benefits,  partnership 
opportunities. 

Openings  in;  ♦ Internal  Medicine 
♦Dermatology  ♦Otorhinolaryngology 

Board  Certified/eligible  physicians  send 
CV:Sandra  Arnold,  Kimbro  Medical  Center, 

P.  0.  Box  157,  Cleburne,  Texas  76033 


Neurosurgeon-Corpus  Christ! — There  is  now  an  excellent 
opportunity  for  a Neurosurgeon  in  Corpus  Christi.  Competitive 
financial  assistance  is  available.  Send  CV  to:  Gordon 
Crawford,  Manager,  Professional  Relations,  Humana  Inc., 
Dept.  II-2C,  500  West  Mam  Street,  Louisville,  KY  40201-1438. 
Or  call  TOLL-FREE  1-800-626-1590. 


PRIVATE  PRAaiCE  OPPORTUNITIES 

(in  all  specialfies) 

Texas  & Sunbelt  States 


Call  1-800-284-4560 


Houston  785-3722 
or  serxj  CV:  11140  Westheimer 
Suite  144 

Houston,  TX  77042 


Reuben 

Bronstein 

& Associates 


We  have  Texas  opportunities  in  all  primary  care  specialties, 
excellent  quality  of  life  and  compensation.  Reply  with  CA/  to: 
Medical  Support  Services,  8806  Balcones  Club  Dr.,  Austin, 
TX  78750:  Office  512-331-4164,  24  Hr.  Fax  512-331-6741. 


Dallas  Lake  Highlands  Area,  beautiful  medical  complex,  pos- 
sible associateship/buy-in.  Contact  Gary  Clinton,  Practice 
Sales/ Appraisals  214  327-7765. 

Very  active  family  practice  for  sale — Retiring  after  30 
years,  same  location.  Located  in  town  of  25,000-75  miles 
north  of  Dallas.  200  bed  hospital  with  excellent  consultants  in 
all  fields.  Terms  flexible.  Will  introduce  to  patients.  Contact  Ad 
Box  #741,  TEXAS  MEDICINE,  1801  N.  Lamar,  Austin.  TX 
78701 . 

Established  Pediatric  Practice  for  sale — Solo  Pediatric 
practice  in  East  Texas  town  of  Piney  Woods  grossing  over 
$200,000  annually.  Excellent  educational  and  recreational  fa- 
cilities. Easy  terms.  Call  sharing  available.  Interested  parties 
please  contact  Ad  #747,  TEXAS  MEDICINE,  1801  N.  Lamar, 
Austin,  TX  78701. 

Family  Practice,  San  Antonio,  Texas:  Seeking  physician  to 
assume  established  and  successful  practice  in  northside  lo- 
cation. Easy  access  to  all  general  hospitals  and  expressway 
systems.  Attractive  fully  equipped  office.  Planning  retirement. 
18  years  in  present  location.  No  investment  required.  Will  as- 
sist and  introduce.  C.V.  requested.  Contact  Ad  Box  #748, 
TEXAS  MEDICINE,  1801  N.  Lamar,  Austin,  TX  78701. 


Gastroenterology  Partnership — Suburban  Houston;  grow- 
ing practice,  minimal  IM;  2 offices,  affiliation  with  3 hospitals; 
competitive  income;  Phil  Kelbe,  250  Regency,  Waukesha,  Wl 
53186. 


Department  of 
Veterans  Affairs 

MEDICAL  DIRECTOR 
OUTPATIENT  CLINIC,  AUSTIN,  TEXAS 

The  Department  of  Veterans  Affairs  is  opening  a 
Satellite  Outpatient  Clinic  in  Austin  in  October 
1990.  The  48,0(X)  sq  ft  clinic  will  be  located  in 
SE  Austin  near  Bergstrom  AFB.  We  are  seeking 
a Board  Certified  physician  to  serve  as  Chief 
Medical  Officer.  The  CMO  will  be  responsible 
for  the  management  of  the  clinical  program  with 
duties  split  between  administrative  functioas  and 
patient  care.  This  clinic  will  offer  Medical, 
Surgical,  Psychiatric  and  Dental  services.  It  will 
also  provide  in-house  X-Ray,  Pharmacy  and 
Laboratory  support  Through  several  educational 
affiliations, some  8- lOprofessional  allied  health 
students  are  anticipated  to  be  in-house  at  all 
times.  Further  opportunities  for  teaching,  and 
faculty  appointment,  may  exist  at  the  parent  VA 
medical  center  in  Temple  in  conjunction  with 
Texas  A&M  College  of  Medicine.  Military 
retirees  are  welcome  to  inquire.  Position  is 
available  immediately.  For  information  contact: 
Dr.  Paul  W.  Sundin,  Chairman,  Search 
Committee,  Olin  E.  Teague  Veterans’  Center, 
1901  S.  1st  SL,  Temple,  Texas  76504;  phone 
(817)  778-481 1,  extension  4303/4304. 

The  VA  Is  an  Equal  Oppoitunttj  Emplf^cr. 


Sound  30  year  practice  for  sale.  Building  for  sale  or  lease. 
Parkinson's  caused  early  retirement.  Contact:  Carolyn  M. 
Adlof,  MD,  Box  340,  Three  Rivers,  TX  78071 . 

Move  to  Colorado — Pleasant  university  town  near  moun- 
tains. Active  Internal  Medicine/Geriatric  practice  and  building 
for  sale.  Solo  corporation,  1000  ft.  building,  large  lot,  near 
hospital.  Call  1-303-482-4510  evenings. 


BUSINESS  AND  FINANCIAL 
SERVICES 

Signature  Loans  $S,000-$60,000  for  Physicians.  Use  for 

any  need.  No  points  or  fees.  Competitive  rates.  Level  pay- 
ments up  to  six  years.  Call  1 -800-331  -4952.  MediVersal  Dept. 
114. 

Physician’s  signature  loans  to  $50,000.  Up  to  seven  years 
to  repay.  No  prepayment  penalties.  Prompt,  courteous  ser- 
vice. Competitive  fixed  rate.  Physicians  Service  Association, 
Atlanta,  Georgia.  Toll  free  1-800-241-6905.  Serving  MDs  for 
over  1 0 years. 

Signature  Loans:  No  Collateral  * No  Prepayment  Penalty  ' 
Complete  Confidentiality  ' Competitive  Rates  * $5,000  to 
$60,000  * Up  to  Six  Years  to  Repay  ’ SEIGLE  & ASSOCI- 
ATES, INC.,  9894  Bissonnet,  Suite  100,  Houston,  TX  77036, 
713  777-6080. 

Transition  Consulting  Services — Specializing  in:  practice 
appraisal,  contract  structuring,  opportunity  assessment  and 
practice  sales  assistance.  20  years  experience  with  health 
professionals.  Lewis  Health  Profession  Services,  1221 
Abrams  Rd.,  Suite  318,  Richardson,  TX  75081.  214 
437-1180. 


CONTINUING  EDUCATION 

FLEX-SPEX  Exam  PREPARATION — May  1990  one  week 
course,  Norfolk,  Virginia.  Emphasis  cluster  cases  new  format, 
testing  sessions.  Review  Center,  P.  O.  Box  767,  Friendswood, 
TX  77546,  713  482-8597. 


FOR  SALE  OR  LEASE 


Mecjical  Equipment 

Ultrasounds— Linear,  Sector  and  Dual.  X-ray.  cell-counters 
(QBC),  chemistry  aniyz,  fiber-optic  scopes  and  much,  much 
more.  MedExchange  214  824-5040  FAX  214  823-9428. 
Buy'Sell'Service. 


Practices 

Thriving,  mature  ophthalmology  practice  in  northern 
suburb  of  Dallas-Fort  Worth  metroplex.  Fastest  growing 
county  in  area.  Well-trained  staff.  All  cultural  amenities.  Im- 
portant aspects  negotiable.  Seller  will  work  part-time  1-2 
years  for  smooth  transition.  If  interested,  please  send  CV  and 
any  other  pertinent  information  or  questions  in  cover  letter  to 
George  E.  Holladay,  MD,  525  Bryan  Street.  Denton,  Texas 
76201;  817  383-2607. 

Selling  Your  Practice?  We  offer  on-site  appraisals,  practice 
brokerage,  physician  recruiting,  and  partnership  buy-in  ser- 
vices. We  can  help  you  make  the  right  decisions.  For  a free 
brochure,  call  or  write:  Practice  Dynamics,  P.  O.  Box  821398, 
Houston,  Texas  77282:  713  531-0911  or  1-800-933-0911. 

Family  Practice:  Suburban  Houston.  Population  44,000, 
draw  area  over  130,000.  Growing  10  year  old  practice  with 
fully  equipped  office.  Net  income  in  excess  of  $150,000.  Flex- 
ible price  and  terms.  Contact  Ad  #750,  TEXAS  MEDICINE, 
1801  North  Lamar,  Austin,  TX  78701. 

Family  Medical  Practices  For  Sale:  WesI  Central  Texas 
near  Abilene  area,  small  community,  excellent  practice; 


Advertising  Rates  & Data:  Regular  classified  advertising 
sells  for  $2.00  per  word,  minimum  25  words  or  $50.,  per  issue. 
We  do  not  count  articles  (a,  an,  the).  Display  classified  adver- 
tising sells  for  $95.  per  column  inch,  per  month.  A variety  of 
typefaces,  logos  and  borders  may  be  used  in  display  classi- 
fied ads.  Ad  box  numbers  can  be  substituted  for  formal  ad- 
dresses upon  request  at  no  extra  cost.  Name  and  address  of 
ad  box  number  listings  cannot  be  given  out  unless  specific 
permission  to  do  so  has  been  given.  The  advertising  office  will 
not  contact  ad  box  number  holders  except  by  mail.  Federal 
laws  prohibit  references  to  race,  color,  religion,  sex,  natural 
origin,  or  age  unless  bona  fide  occupational  qualifications. 
Copy  deadline  is  the  1st  of  the  month  preceding  publication. 
Send  copy  to  Diane  L.  Bolling.  Classified  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin.  Texas  78701. 

Texas  Medicine 


At  Medical  Protective,  fighting  for  our 
doctors  is  our  nuniber  one  prioritv.  We  know 
we're  not  just  insuring  vour  finances.  We're 
protecting  your  professional  rejiutation.  an 
asset  no  amount  of  insurance  can  replace. 

And  when  we  go  to  battle,  our  winning 
record  is  unsuipassed.  The  reasons  are 
simple. 

First,  no  one  knows  more  about  defending 
doctors  than  we  do.  W'e  invented  professional 
liabilitv’  insurance  90  years  ago  and  have 
been  defending  doctors  ever  since. 

Second,  since  our  incejition  we  have 
employed  only  the  most  experienced  and 
skilled  malpractice  lawwers  in  vour  area.  We 
will  never  waver  from  tliis  commitment. 

Third,  commitment  of  this  kind  requires 
financial  strength  and  stahilitv'.  With  nearly 
a billion  dollars  in  assets  and  a continuous 
A.M.  Best  A+  (Superior)  rating,  we  don't 
have  to  make  individual  case  decisions 
based  on  the  bottom  line.  We  have  the 
financial  clout  to  do  whatever  it  takes  to 
serve  our  doctors. 

If  you  would  like  this  kind  of  aggressive 
defense  in  your  corner,  don't  wait.  Call  The 
Medical  Protective  Company  General  Agent 
in  your  area  todav. 


73 


Americas  premier  professional  liabilitY  insurer. 


Offices  in  Dallas,  Bruce  Grim,  Keith  H.  Prince,  Charles  F.  Curtice,  Daniel  S.  Marley,  (214)  821-4640  • Houston,  L.  Wayne  Kirk, 
Rick  D.  Bolin,  John  Bedinsfield,  (713)  465-4445  • San  Antonio,  Michael  Rollans,  Thomas  A.  Weisman,  (512)  490-1081 
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YOCON‘ 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon  & is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug,’  ^ Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.T3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. ' ^ i tablet  (5,4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 
How  Applied:  Oral  tablets  of  Yocon^  1/12  gr.  5,4  mg  in 
bottles  of  100’s  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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AVAILABLE  EXCLUSIVELY  FROM 

PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201)  569-8502 
1-800-237-9083 


. . dedicated  to  the  physical,  mental 
and  spiritual  treatment  of  men  and 
women  suffering 
from  substance  abuse  . . . 


Located  in  the 
Texas  Hill  Country 
Near  Kerrville 


SUBSTANCE  ABUSE/PSYCHIATRIC 
GENERAL  MEDICAL 

Detoxification  • Rehabilitation  • Family  Program 
Aftercare  • Psychological  Testing 
AA  Oriented  Program 

Admissions  24  Hours  a Day 

JCAH  Accredited 

Approved  by  Medicare,  Champus,  Blue  Cross 
F.  E.  SEALE,  M.D.,  MEDICAL  DIRECTOR 

STARLITE  VILLAGE  HOSPITAL 

Elm  Pass  Road  — Center  Point,  Texas  78010  — (512)  634-2212 
1-800-292-0148  - Texas 


ANNUAL  SESSION 
May  10-13, 1990 


Sea,  Sand,  Sun,  and  Science! 

If  that  doesn't  get  you  hooked  to  attend  Texas  Medical  Associa- 
tion's 1990  Annual  Session  in  Corpus  Christi,  get  a taste  of  the 
catch: 

♦ More  than  400  scientific  and  socioeconomic  programs; 

♦ More  than  300  credit  hours  of  CME  presentations; 

♦ Nationally  recognized  medical  researchers  and  speakers; 

♦ Up  to  275  scientific  and  technical  exhibits;  and 

♦ An  opportunity  to  speak  out  at  the  House  of  Delegates 
reference  committee  meetings. 

That's  nol  all  the  bail!  TMA's  123rd  Annual  Session  offers  a 
flagship  cruise,  a Texas  Riviera  dinner  dance,  a beach  party,  the 
annual  membership  luncheon,  fishing,  sailing,  and  all  the  cultural 
and  seaside  attractions  of  the  Sparkling  City  by  the  Sea. 

This  is  one  catch  you  won't  want  to  get  away! 

Read  Texas  Medicine  and  Action  for  more  details.  Or  call  TMA's  Annual 
Session  and  Scientific  Programming  Department,  512/477-6704. 


^Tex 


TexasMedical 

Association 


PHYSICIANS  CASING  FOR  TEXANS 


Texas  Medicine 


MICHAEL  R.  SHARP 
ATTORNEY 

REPRESENTATION  OF  PHYSICIANS 
IN  PROFESSIONAL  MATTERS 


• TEXAS  STATE  BOARD  OF  MEDICAL  EXAMINERS 
—FORMAL  DISCIPLINARY  HEARINGS 
—SETTLEMENT  CONFERENCES 

—RECIPROCITY  & LICENSURE 

• TEXAS  MEDICAL  FOUNDATION 


• MEDICAL  STAFF 
PEER  REVIEW 

• ANTI-TRUST 
ACTIONS 


1820  One  American  Center*  Austin,  Texas  78701  • (512)  473-2265 
Certified  in  Administrative  Law  by  the  Texas  Board  of  Legal  Specialization. 
Certification  is  not  currently  available  to  anyone  in  health  law. 


TSICIANS 


(■ 


V - 


(f 


We  are  announcing  opportunities  for  you  to  serve  your  country 
as  an  Air  Force  Reserve  physician /officer.  You  can  make  new 
professional  associations,  obtain  CME  credit  and  help  support 
the  Air  Force  mission.  For  those  who  qualify,  retirement  credit 
can  be  obtained  as  well  as  low  cost  life  insurance.  One  weekend 
a month  plus  two  weeks  a year  or  less  can  bring  you  pride  and 
satisfaction  in  serving  your  country. 

Call:(51 2)369-1 007.  Or  Fill  Out  Coupon  and  Mail  Today! 
To:USAF  Reserve  Recruiting  Office 
K 2610RRG/RSH  Bergstrom  AFB,  TX  78743-6002 


Name 


State 


Zip 


Phone 


Medical  Specialty, 


Prior  Service?  Yes 


Date  of  Birth 


No 


AIR  FORCE  RESERVE 


10-915-0017  A GREAT  WAY  TO  SERVE 


75 


Volume  86  Febriuuy  1990 


Continuing  Education  directory 


COURSES 


MARCH 

Critical  Care  Medicine 

Mar  4-9,  1990 

17TH  ANNUAL  CRITICAL  CARE  MEDICINE  COURSE.  Holiday  Inn  Air 
port  West,  Oklahoma  City.  Eee  S600.  Contact  Dora  Lee  Smith,  Univer- 
sity of  Oklahoma  Health  Sciences  Center,  Rm  3 SP  -tOO,  PO  Box  2690 1 , 
Oklahoma  City,  OK  73190  (-tOS ) 271  5904 

Family  Medicine 

Mar  30-31,  1990 

SPORTS  MEDICINE.  Loews  Anatole  Hotel,  Dallas.  Eee  S250  practi 
tioners,  SI 75  residents.  Categoiy  1,  AMA  Physician’s  Recognition 
Award;  Contact  The  University’  of  Texas  Southwestern  Medical  Center, 
Department  of  Continuing  Education,  5323  Harry’  Hines  Blvd,  Dallas, 
TX  75235  (214)688-2166 

Mar  27-30,  1990 

15TH  ANNUAL  PRIMARY  CARE  UPDATE.  University  of  Arizona  Health 
Sciences  Center,  Tucson.  Category’  1,  AMA  Physician’s  Recognition 
Award.  Contact  Lynne  Mascarella,  Continuing  Medical  Education, 
UAHSC,  Tucson,  AZ  (602 ) 626-7832 

General  Medicine 

Mar  15-16,  1990 

HEALTH  CARE  ETHICS.  Lubbock  General  Hospital,  Lubbock,  Tex.  Con- 
tact Vickie  Hollander,  Office  of  Continuing  Medical  Education,  Texas 
Tech  University’  Health  Sciences  Center,  Lubbock,  TX  79430  (806) 
743-2929 

Neurology 

Mar  19-21,  1990 

SURGERY  FOR  EPILEPSY.  National  Institute  of  Health,  Bethesda,  Md. 
Contact  Conference  Registrar,  Prospect  Associates,  Ste  500,  1 80 1 
Rockville  Pike,  Rockville,  MD  20852  ( 301  ) 468-6338 

Obstetrics  and  Gynecology 

Mar  15-16,  1990 

2ND  ANNUAL  CONFERENCE:  ADVANCES  IN  OB,STETRICS  AND 
G’YNECOLOGY.  Marriott  Astrodome,  Houston.  Fee  *230.  Category’  1, 
AMA  Physician’s  Recognition  Award;  14  hours.  Contact  Lila  l.erner, 
Baylor  College  of  Medicine,  Office  of  Continuing  Education,  One  Bay- 
lor Plaza,  Houston,  TX  77030  (713)  798-6020 

Mar  30-31,  1990 

ANNUAL  CONFERENCE  ON  PERINATAL  MEDICINE.  Marriott  Man 
dalay  at  las  Colinas,  Irving,  Tex.  Fee  S225.  Category  1,  AMA  Physician’s 
Recognition  Award;  8 hours.  Contact  Barbara  True,  RN,  Women  and 
C;hildren’s  Services,  Methodist  Medical  Center,  301  W Colorado  St, 
Dallas,  TX  75208  (214)  944-8008 

Oncology 

Mar  7-11,  1990 

INTERNATIONAL  LEUKEMIA  WORKSHOP,  LEUKEMIA:  PRESENT 


STATUS  AND  NEW  INITIATIVES.  Four  Seasons  Hotel,  Houston.  Contact 
Imedex  USA,  Inc,  5815  Wills  Orchard  Rd,  Cumming,  GA  30130 

Mar  10.  1990 

CONTROVERSIES  IN  BREAST  CANCER  TREATMENT.  River  Center 
Marriott  Hotel.  San  Antonio,  Tex.  Fee  8100.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  7 hours.  Contact  Bonnie  Munroe,  St  Luke’s 
Lutheran  Hosp,  7950  Floyd  Curl  Dr,  San  Antonio,  TX  78229  (512) 
690-8600 

Mar  14-16,  1990 

TREATMENT  PIANNING  IN  3D;  PROCESS,  EVALUATION,  AND  IMPLE- 
MENTATION, A REVIEW  OF  REf;ENT  NCI  TREATMENT  PLANNING 
CONTRACTS.  Westin  Galleria  Hotel,  Houston.  Contact  Jeff  Rasco,  Con- 
ference Serv’ices,  Box  131,  MD  Anderson  Cancer  Center,  1515  Hol- 
combe Blvd,  Houston,  TX  77030  (713)  792-2222 

Ophthalmology 

Mar  2-4,  1990 

CLINICAL  ADVANCES  IN  OPHTHALMOLOGY  FOR  THE  PRACTICING 
OPHTHALMOLOGIST.  Houstonian  Hotel  and  Conference  Center, 
Houston.  Fee  8275.  Category’  1,  AMA  Physician’s  Recognition  Award; 

1 1 hours.  Cktntact  Carol  Soroka,  Office  of  Continuing  Education,  Baylor 
College  of  Medicine,  Office  of  Continuing  Education,  One  Baylor  Plaza, 
Houston,  TX  77030  (713)  798-6020 

Mar  30-31,  1990 

12TH  ANNUAL  SPRING  OPHTHALMOLOGY  SYMPOSIUM.  Westin  Gal 
leria  Hotel,  Dallas.  Fee  8250  before  Mar  1,  8275  after  Mar  1.  Category 
1,  AMA  Physician’s  Recognition  Award;  10  hours.  Contact  Sindi  Son- 
nier, Presbyterian  Healthcare  System,  8200  Walnut  Hill  Ln,  Dallas,  TX 
75231  (214)696-8458 

Orthopedic  Surgery 

Mar  1-4,  1990 

TEXAS  ORTHOPEDIC  PATHOLOGY  WORKSHOP.  The  University  of 
Texas  Southwestern  Medical  Center,  Dallas.  Fee  TBA.  Category'  1 , AMA 
Physician’s  Recognition  Award;  25  hours.  Contact  June  Bovill,  Continu- 
ing Education,  UTSMC,  5323  Harry’  Hines  Blvd,  Dallas,  TX  75235 
(214)  688-2166 

Otolaryngology 

Mar  24,  1990 

CONTEMPORARY  OTOIARWCOLOGY.  Grand  Kempinski  Hotel, 
Dallas.  895  physicians,  850  residents  with  letter  of  verification.  Cate- 
gory 1,  AMA  Physician’s  Recognition  Award;  7 hours.  Contact  Diane 
Pitkin,  Continuing  Physician  Education,  St  Paul  Medical  Center,  5909 
Harry’  Hines  Blvd,  Dallas,  TX  75235  (214)  879-3789 

Pediatrics 

Mar  2-4,  1990 

PEDIATRICS  1990.  Fee  8300  American  Academy  of  Pediatrics  Fellows, 
8220  AAP  Candidate  Fellows,  8200  AAP  Resident  Fellows,  8365  non- 
member physicians.  Category  1,  AMA  Physician’s  Recognition  Award; 

16  hours.  Contact  Dept  of  Education,  AAP,  Box  927,  Elk  Grove  Village, 
IL  60009-0927  ( 1-800)  433-9016 

Mar  4,  1990 

19TH  ANNUAL  PEDIATRIC  POSTGRADUATE  COURSE:  PEDIATRIC 
UPDATE  1990.  Hotel  Ritz,  Lisbon,  Portugal.  Category  1,  AMA  Physi- 
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cian's  Recognition  Award;  20  hours,  (a)ntact  Ann  Boclimc,  (^MP, 
Schneider  Children's  Hospital  of  Long  Island  Jewish  Medical  (k-nter, 
New  Hyde  Park,  NY  1 10  1 1 ( "'IH ) 4"'0  86S0 

Mar  16-17,  1990 

SPECIAL n’  PEOIA ERICS  IN  C.ENERAl.  PEDIA  I RIC  PRAC  EKdL  Westin 
Hotel  (ialleria,  Dallas.  Fee  SI 25  practitioners,  S50  residents  with  letter 
from  department  chief.  Credit  TBA.  Caintact  Deb  Flanders,  Baylor  Dni- 
versity  Medical  Center,  .5500  (laston  Ave,  Dallas,  TX  "’5246  (214) 
820-231' 

Mar  30-31,  1990 

CONTEMPORARY  PEDIATRICS  FOR  THE  PRACTlClNfi  PHYSICIAN. 
Hyatt  Regency  Hotel,  Lexington,  Ky.  Contact  Susan  (iilson,  LIniversity 
of  Kentucky-  College  of  Medicine,  Dept  of  (xintinuing  Education,  Col- 
lege of  Medicine  Office  Building,  Lexington,  KY’  40536-0086  (606) 
233-5161 

Physical  Medicine  and  Rehabilitation 

Mar  22,  1990 

24TH  COMPREHENSIYT^  REY'lEW  COURSE  IN  PHYSICAL  MEDICINE 
AND  REHABILITATION.  Fee  $450  physicians,  $420,  non-Baylor  resi- 
dents and  fellows.  Contact  Holly  Ford,  Baylor  College  of  Medicine, 
Office  of  Continuing  Education,  One  Baylor  Plaza,  Houston,  TX  77030 
(713)798-6020 

Plastic  Surgery 

Mar  9- 11,  1990 

7TH  ANNUAL  RHINOPIASTY'  SYMPOSIUM:  A TWO-PART  EDUCA 
TION  PROGRAM.  The  University  of  Texas  Southwestern  Medical  Cen- 
ter, Dallas.  Fee  $200  Part  1,  $350  Part  11.  Category  1,  AMA  Physician’s 
Recognition  Award;  23  hours.  Contact  Rose  Bayles,  Division  of  Con- 
tinuing Education,  UTSMC,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)688-2166 

Psychiatry 

Mar  30-31,  1990 

GERIATRIC  PSYCHIATRY:  A CLINICAL  UPDATE.  Marriott  Medical  Cen- 
ter Hotel,  Houston.  Fee  $150.  Category-  1,  AMA  Physician’s  Recogni- 
tion Award;  9 hours.  Contact  Lila  Lerner,  Baylor  College  of  Medicine, 
One  Baylor  Plaza,  Houston,  TX  77030  (713)  798-6020 

Rheumatology 

Mar  1-3,  1990 

RHEUMATOLOGY  FOR  THE  90’S.  Westin  l,a  Paloma  Resort,  Tucson 
Category  1.  AMA  Physician’s  Recognition  Award;  16  hours.  Contact 
Lynne  Mascarella,  University  of  Arizona  Health  Science  Center,  Con- 
tinuing Medical  Education,  Tucson,  AZ  86724  (602  ) 626-7832 

Mar  10,  1990 

ST  PAUL  TEACHING  DAY  IN  RHEUMATIC  DISEASES.  Doubletree  Park 
West  Hotel,  Dallas.  Fee  $95  physicians,  $50  residents  with  letter  of 
verification.  Category  1 , AMA  Physician’s  Recognition  Award;  7 hours. 
Contact  Diane  Pitkin,  Continuing  Physician  Education,  St  Paul  Medical 
Center,  5909  Harry-  Hines  Blvd,  Dallas,  TX  75235  ( 214 ) 879-3789 

Risk  Management 

Mar  6,  1990 

TMA  PRACTICE  MANAGEMENT  DEPARTMENT’S  RISK  PREVENTION 
SKILLS.  Holiday  Inn  Country  Villa  Convention  Center,  Midland,  Tex. 

Fee  $195.  Category-  1,  AMA  Physician’s  Recognition  Award;  15  hours. 
Contact  Kim  Koschemann.  Office  of  Practice  Management,  Texas  Medi- 
cal Association,  1801  N Lamar  Blvd,  Austin,  TX  78701  (512)  477-6704 

Mar  8,  1990 

TECHNIQUES  OF  REDUCING  THE  FREQUENCY  OF  MEDICO  LEGAL 
LAWSUITS  USING  PARACOMMUNICATIONS  AND  NEUROLINGUISTS, 
INNOVA,  Houston.  Fee  $75.  Category  1,  AMA  Physician’s  Recognition 
Award;  2 hours.  Contact  Rosemary  Gafner,  EdD,  Para(;ommunications, 
Inc,  2500  City  West  Blvd,  Ste  300,  Houston,  TX  77042  (713)  789-3.375 

Mar  10,  1990 

MEDICO-LEGAL  ISSUES  IN  MEDICAL  RISK  MANAGEMENT.  INNOVA, 
Houston.  Fee  $175.  Category  1,  AMA  Physician’s  Recognition  Award;  2 


hours.  Contact  Rosemary-  (iafner,  EdD,  Paraflommunications,  Inc,  2500 
City  West  Blvd,  Ste  300,  Houston,  I X 770.i2  ('13)  789  3375 

Mar  1 4,  1990 

FORENSIC  OB,srETRIC,S.  INNOVA,  Houston  Fee  $100.  Category  I, 
AMA  Physician’s  Recognition  Award;  3 hours,  (a)ntact  Rosemary 
Gafner,  EdD,  Parafatmnumications,  Inc,  2500  City  West  Blvd,  Ste  .300, 
Houston,  LX  "042  ('13)  ^89-33'5 

Mar  27,  1990 

I MA  PRACTICE  MANAGEMENT  DEPARTMENT’S  RISK  PREVENTION 
SKILI3i.  Marriott  Medical  C.enter  Hotel,  Houston,  Fee  $195.  Category  1. 
AMA  Physician’s  Recognition  Award;  1 5 hours.  (Contact  Kim  Ko.schc- 
mann.  Office  of  Practice  Management,  Texas  Medical  Association,  1801 
N Lamar  Blvd,  Austin,  TX  7870 1 (512)  477-6704 

Mar  .30,  1990 

PRINCIPLES  OF  MEDK:AL  RISK  MANAGEMENT  FOR  PHYSICIANS  IN 
NOVA,  Houston.  Fee  $125.  Category-  1,  AMA  Physician’s  Recognition 
Award;  4 hours.  Contact  Rosemary  Gafner,  EdD,  ParaCommunications, 
Inc,  2500  City-  West  Blvd,  Ste  360.  Houston,  TX  77042  (713)  789-3375 

Mar  30,  1990 

FORENSIC  OBSTETRICS.  INNOVA,  Houston.  Fee  $100.  Category-  1, 
AMA  Physician’s  Recognition  Award;  3 hours,  ('ontact  Rosemary- 
Gafner,  EdD,  ParaCommunications.  Inc,  2500  City-  West  Blvd,  Ste  300, 
Houston,  TX  77042  (713)  789-3375 

Urology 

Mar  8-9,  1990 

FEMALE  IIROLOGY’,  Adam’s  Mark  Hotel,  St  Louis.  Fee  $275  American 
Urological  Association  members,  $375  AUA  nonmembers.  Category  1, 
AMA  Physician’s  Recognition  Award;  16  hours.  Contact  Alice  Hender- 
,son,  AUA  Office  of  Education,  6750  W Loop  South,  Ste  900,  Bellaire, 

IX  77401  (713)665-7500 

Mar  16,  1990 

TRANSRECTAL  ULTRASONOGRAPHY'  OF  THE  PROSTATE  Marriott 
Medical  Center  Hotel,  Houston.  Contact  Tamara  Greiner,  Baylor  Col- 
lege of  Medicine.  Office  of  Continuing  Education,  One  Baylor  Plaza, 
Houston,  IX  77030  (713)  798-6020 

Mar  23-25,  1990 

URETEROSCOPY7ENDOUROLOGY  UPDATE.  Hyatt  Regency  Down 
town,  Houston.  Fee  $275,  American  Urological  Association  members, 
$375,  AUA  nonmembers.  Category  1,  AMA  Physician’s  Recognition 
Award;  16  hours.  Contact  Kim  Ishee,  ALIA,  6750  W'  Loop  South,  Ste 
900,  Bellaire,  TX  77401  ( 71 3 ) 665-7500 


APRIL 

Family  Medicine 

Apr  9-13.  1990 

24TH  ANNUAL  FAMILY  PRACTICE  REVIEW.  San  Luis  Hotel,  Galveston, 
Tex.  Fee  $450.  Category-  1,  AMA  Physician’s  Recognition  Award;  50 
hours.  Contact  Gayle  Norris,  Office  of  Continuing  Education,  J-34,  The 
University-  of  Texas  Medical  Branch,  '101  Moody-  Plaza,  fialveston,  TX 
77550-2782  ( 409 ) 761 -2934 

Apr  18-23,  1990 

6TH  ANNUAL  FAMILY  MEDICINE  REVIEW  Stouffer  Hotel,  Austin,  Tex 
Fee  $375.  Category-  1,  AMA  Physician’s  Recognition  Award;  35  hours. 
Contact  Office  of  Continuing  Education,  Scott  & White  Hospital,  2401 
S 31st  St,  Temple,  TX  76508  (817)  774-4083 

Apr  30— May  4,  1990 

14TH  ANNUAL  REVIEW  COURSE  IN  FAMILY  MEDICINE.  Contact 
Tamara  Greiner,  Baylor  College  of  Medicine,  Office  of  Continuing  Edu- 
cation, One  Baylor  Plaza,  Houston,  TX  77030  (713)  798-6020 

General  Medicine 

Apr  5-8,  1990 

INTERNATIONAL  SYMPOSIUM  ON  VIRAL  HEPATITIS  AND  LIVER  DIS- 
EASE. Westin  Galleria  Hotel,  Dallas,  Tex.  Fee  $345.  Category-  1,  AMA 
Physician’s  Recognition  Award;  30  hours.  Contact  Carol  Soroka,  Baylor 
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College  of  Medicine,  Office  of  Continuing  Education,  One  Baylor  Plaza, 
Houston,  rx  77030  (713)  798-6020 

Apr  6-7,  1990 

AGGRESSIVE  MANAGEMENT  OE  DIABETES  AND  OBESm'.  Hyatt  Re- 
gency Hotel,  Lexington,  Ky.  Contact  Susan  Gilson,  University  of  Ken- 
tucky College  of  Medicine,  Dept  of  Continuing  Education,  College  of 
Medicine  Office  Building,  Lexington,  KY  40536-0086  (606)  233-5 16 1 

Apr  7,  1990 

DIABETES  1990:  NEWEST  DEVELOPMENTS  IN  PATIENT  CARE 
Westin  Galleria  Hotel,  Dallas.  Fee  S95  physicians,  S50  residents  with 
letter  of  verification.  Category'  1,  AMA  Physician’s  Recognition  Award; 

7 hours.  Contact  Diane  Pitkin,  Continuing  Physician  Education,  St  Paul 
Medical  Center,  5909  Harry  Hines  Blvd,  Dallas,  TX  75235  (214) 
879-3789 

Infectious  Diseases 
Apr  21,  1990 

CURRENT  CONCEPTS  IN  INEECTIOUS  DISEASES  IN  OBSTETRICS. 
Stouffer  Presidente  Hotel,  Houston.  Fee  TBA.  Credit  TBA.  Contact  Lila 
Lerner,  Baylor  College  of  Medicine,  Office  of  Continuing  Education, 
One  Baylor  Plaza,  Houston,  TX  77030  (713)  798-6020 

Internal  Medicine 

Apr  6-8,  1990 

NEPHROLOGY  EOR  THE  NON-NEPHROLOGIST.  Providence  Memorial 
Hospital,  El  Paso,  Tex.  Fee  S75  practitioners,  S20  residents.  Credit 
TBA.  Contact  Judi  Chamberlain,  Providence  Memorial  Hosp,  2001  N 
Oregon,  El  Pa.so,  TX  79902  (915  ) 542-6282 

Obstetrics  and  Gynecology 

Apr  5-6,  1990 

17TH  ANNUAL  SYMPOSIUM  ON  OBSTETRICS  AND  CATNECOLOCA'. 
Washington  University  Medical  Center,  St  Louis.  Contact  Cathy  Caruso, 
Office  of  Continuing  Medical  Education,  Washington  University  School 
of  Medicine,  660  South  Euclid,  Box  8063,  St  Louis,  MO  631 10  ( 1-800) 
325-9862 

Apr  28,  1990 

CURRENT  CLINICAL  PRACTICE  IN  OBSTETRICS  AND  CANECOLOGY 
Grand  Kempinski  Hotel,  Dallas.  Fee  S95  physicians,  S50  residents  with 
letter  of  verification.  Category  1,  AMA  Physician's  Recognition  Award; 

7 hours.  Contact  Diane  Pitkin,  Continuing  Physician  Education,  St  Paul 
Medical  Center,  5909  Harry'  Hines  Blvd,  Dallas,  TX  75235  ( 214  ) 
879-3789 

Oncology 

Apr  28,  1990 

CURRENT  ISSUES  IN  BREAST  PATHOLOCA'.  Houstonian  Hotel,  Hous 
ton.  Contact  Jeff  Rasco,  Conference  Services,  Box  131,  MD  Anderson 
Cancer  Center,  1515  Holcombe  Blvd,  Houston,  IN  77030  (713) 

792-2222 

Ophthalmology 

Apr  19-21,  1990 

5TH  ANNUAL  NATIONAL  E\T  TRAUMA  SYMPOSILIM.  Westin  Galleria 
Hotel,  Dallas.  Fee  S350.  Credit  TBA.  Contact  Eleanor  Goldsmith,  EdD, 
The  University  of  Texas  Southwestern  Medical  Center,  Department  of 
Ophthalmology',  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214) 
688-3848 

Apr  27-28,  1990 

THE  CHILD’S  EYE,  EACE  AND  BRAIN:  NORMAL  AND  ABNORMAL  DE 
VELOPMENT.  Doubletree  Hotel  at  Post  Oak,  Houston.  Fee  »350. 

Credit  TBA.  Contact  Lila  Lerner,  Baylor  College  of  Medicine,  Office  of 
Continuing  Education,  One  Baylor  Plaza,  Houston,  TX  77030  (713) 
798-6020 

Orthopedics 

Apr  26-29,  1990 

INAUGRAL  CHALLENGE  OF  THE  CERVICAL  SPINE.  Hyatt  Regency 
Hotel,  San  Antonio,  Tex.  Contact  Challenge  of  the  Cervical  Spine  Cor- 


porate Office,  4319  Medical  Dr  #20 IB,  San  Antonio,  TX  78229  (512) 
696-9971 

Otolaryngology 

Apr  6-8,  1990 

ANATOM4'  OF  THE  NOSE.  Old  Red  Bldg,  The  University  of  Texas 
Medical  Branch,  Galveston,  Tex.  Category'  1 , AMA  Physician’s  Recogni- 
tion Award;  16  hours.  Contact  Martha  Berlin,  L'TMB,  Office  of  Continu- 
ing Education  J-34,  7101  Shearn  Moody  Plaza,  Galveston,  TX  77550 
(409)  761-2934 

Otorhinolaryngology 

Apr  7-8,  1990 

ENDOSCOPIC  SINUS  SURGERY— SEVENTH  COURSE.  The  University 
of  Texas  Southwestern  Medical  Center,  Dallas.  Fee  8765  with  lab,  *365 
without  lab.  Category'  1,  AMA  Physician’s  Recognition  Award;  13  hours. 
Contact  Rose  Bayles,  UTSMC,  5323  Harry'  Hines  Blvd,  Dallas,  TX  75235 
(214)688-2166 

Pediatrics 

Apr  18-22,  1990 

THERAPEUTIC  OPTIONS  FOR  PEDIATRIC  INFECTION.  Hyatt  Regency 
Hotel,  New  Orleans.  Fee  8350  practitioners,  8250  residents.  Category 
1,  AMA  Physician’s  Recognition  Award;  24  hours.  Contact  Marian 
Troup,  The  University  of  Texas  Southwestern  Medical  Center,  Depart- 
ment of  Pediatrics,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214) 
688-2166 

Apr  19-21,  1990 

NATIONAL  PEDIATRIC  INEECTIOUS  DISEASE  SEMINAR.  Hyatt  Re- 
gency Hotel,  New  Orleans.  Eee  8350  practitioners,  8250  residents. 
Contact  Marian  Troup,  UTSMC,  Department  of  (Continuing  Education, 
5323  Harry'  Hines  Blvd,  Dallas,  TX  75235  (214)  688-2166 

Apr  21,  1990 

PREVENTFV^E  APPROACHES  TO  MEDICAL  MALPRACTICE  SYM- 
POSIUM. Hyatt  Regency  Hotel,  New  Orleans.  Fee  8350  practitioners, 
8250  residents.  Contact  Marian  Troup,  UTSMC,  Department  of  Con- 
tinuing Education,  5323  Harry'  Hines  Blvd,  Dallas,  TX  75235  (214) 
688-2166 

Apr  20-21,  1990 

PEDIATRIC  POSTGRADUATE  SYMPOSIUM.  Jesse  Jones  Library'  Bldg, 
Houston.  Pee  82 1 0.  Contact  Carol  Soroka,  Baylor  College  of  Medicine, 
Office  of  Continuing  Education,  One  Baylor  Plaza,  Houston,  TX  77030 
(713)  798-6020 

Risk  Management 

Apr  3,  1990 

TMA  PRACTICE  MANAGEMENT  DEPARTMENT’S  RISK  PRE’VENTION 
SKILUS.  Predonia  Hotel,  Nacogdoches,  Tex.  Pee  8195.  Category  1,  AMA 
Physician’s  Recognition  Award;  15  hours.  Contact  Kim  Koschemann, 
Office  of  Practice  Management,  Texas  Medical  Association,  1801  N 
Lamar  Blvd,  Austin.  TX  78701  (512)  477-6704 

Apr  4,  1990 

TMA  PRACTICE  MANAGEMENT  DEPARTMENT’S  RISK  PREVENTION 
SKILIX.  Sheraton  Mockingbird  Hotel,  Dallas.  Pee  8195.  Category  1, 

AMA  Physician’s  Recognition  Award;  15  hours.  Contact  Kim  Kosche- 
mann, Office  of  Practice  Management,  Texas  Medical  Association,  1801 
N Lamar  Blvd,  Austin,  TX  78"'01  (512)  477-6704 

Apr  5,  1990 

TMA  PRACTICE  MANAGEMENT  DEPARTMENT’S  RISK  PREVENTION 
SKILIX.  Embassy  Suites  Granada  Royale  Hotel,  Abilene,  Tex.  Fee  8195. 
Category'  1,  AMA  Physician’s  Recognition  Award;  15  hours.  Contact 
Kim  Koschemann,  Office  of  Practice  Management,  Texas  Medical  Asso- 
ciation, 1801  N Lamar  Blvd,  Austin,  TX  78701  (512)  477-6704 

Apr  10,  1990 

TECHNIQUES  OF  REDUCING  THE  FREQUENCY  OF  MEDICO  LEGAL 
lAWSlUTS  USING  PARACOMMUNICATIONS  AND  NEUROLINGUISTS. 
INNOVA,  Houston.  Fee  875.  Category  1,  AMA  Physician’s  Recognition 
Award;  2 hours.  Contact  Rosemary'  Gafner,  EdD,  ParaCommunications, 
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Inc,  2S()()  City  W'c.st  hivd,  Stc  .-^OO,  Hou.ston,  TX  ■’■’042  (715) 

Apr  19,  1990 

FORFNSIC:  C)1)STF.TRK:S.  innova,  Hou.ston.  Fee  SIOO.  Category  I, 
AMA  Pliysieian's  Recognition  .Award;  3 hours.  Contact  Rosemary 
Ciiifner,  Kdl),  ParaCommunieations,  Ine,  2S()()  City  West  Blvd,  Ste  300, 
Htmston,  TX  ■’"’042  (''13)  ■’89-33^3 

Apr  28,  1990 

TFx;MNigiiF:s  of  rfducinc;  the  frfqiif:nc:v  of  medico  i.fcai. 
Ia\\x  SUFI'S  USING  FARACOMMUNICATIONS  AND  NEUROl.INGULSTS 
INNOVA,  Houston.  Fee  S^S.  (^ategor)  1,  AMA  Physician's  Recognition 
Award;  2 hours.  Contact  Rosemary  G;il'ner,  EdD,  ParaCommunieations, 
Ine,  2300  City  'VX’est  Blvd,  Ste  300,  Houston,  I'X  ^'’042  ('’13)  ^89-3373 

Apr  28,  1990 

EORENSIC  0BSTETRK;S.  innova,  Houston  Fee  SIOO.  C;ategor>-  1, 
AMA  Physician's  Recognition  Award;  3 hours.  Cxrntaet  Rosemary- 
Gafner,  EdD,  ParaCommunieations,  Ine,  2300  City  West  Blvd,  Ste  300. 
Houston,  TX  ^'042  ( '1 3 ) '89-33‘^3 

Apr  28,  1990 

PRINCIPLES  OF  MEDICAL  RISK  XLVNAGEMENT  EOR  Pm  SICdANS  IN 
NOVA,  Houston.  Eee  SI 23.  Category  1,  AMA  Physician’s  Recognition 
Award;  4 hours.  Contact  Rosemary  Gafner,  EdD,  ParaCommunieations, 
Inc,  2300  City  W'est  Blvd,  Ste  300,  Houston,  I'X  77042  (^13)  ■:789-3373 

Apr  29,  1990 

MEDICO-LEGAL  ISSUES  IN  MEDICAL  RISK  MANAGEMENT.  INNOVA, 
Houston.  Eee  SI "'3.  Categorj’  1,  AMA  Physician’s  Recognition  Award;  2 
hours.  Contact  Rosemary’  Gafner,  EdD,  ParaCommunieations,  Inc,  2300 
City  W'est  Blvd,  Ste  300,  Houston,  I’X  77042  (''13)  789-3373 

Sports  Medicine 

Apr  27-28,  1990 

SPORTS  MEDICINE  EOR  PPTVSICIANS.  Hyatt  Regency  Hotel,  Lex 
ington,  Ky.  Contact  Susan  Gilson,  University  of  Kentucky  College  of 
Medicine.  Dept  of  Continuing  Education,  College  of  Medicine  Office 
Building,  Lexington,  KA'  40336-0086  (606)  233-3161 

Urology 

Apr  6-8,  1990 

NORTHEASTERN  SECTION  POSTGRADUATE  SEMINAR,  Chateau 
Champlain,  Montreal.  Fee  S300  American  Urological  Association  mem- 
bers, S330  AUA  nonmembers.  Category  1,  AMA  Physician’s  Recog- 
nition Award;  23  hours.  Contact  Alice  Henderson,  ALIA  Office  of 
Education,  6750  W Loop  South,  Ste  900,  Bellaire,  TX  77401  (713) 
663-7300 

MAY 

Emergency  Medicine 
May  7-11,  1990 

EMERGENO'  MEDICINE  SYMPOSIUM  I.  Hilton  Beach  and  Tennis  Re- 
sort, San  Diego.  Fee  S430,  3-day  symposium,  S300  3-day  symposium, 
S223  2-day  symposium.  Category  1,  AMA  Physician’s  Recognition 
Award,  Category’  1 . American  College  of  Emergency  Physicians,  Pre- 
scribed Hours,  American  Academy  of  Family  Physicians,  Category  2-D, 
American  Osteopathic  A.s.sociation.  Contact  Office  of  Continuing  Medi- 
cal Education,  University’  of  California,  San  Diego,  School  of  Medicine, 
M-017,  La  Jolla.  CA  92093-061 T ( 619 ) 334-3940 

Family  Medicine 

May  20-26,  1990 

2 1ST  EAMILY  MEDICINE  REVIEW  — SESSION  11.  Hyatt  Regency  Hotel, 
Lexington,  Ky.  Contact  Susan  Gilson,  L'niversity  of  Kentucky  College  of 
Medicine.  Dept  of  Continuing  Education,  College  of  Medicine  Office 
Building,  Lexington,  KA’  40336-0086  (606)  233-3161 

General  Medicine 

May  19.  1990 

CHOLESTEROL  AND  LIPID  DISORDERS.  Westin  Galleria  Hotel,  Dallas. 
Eee  S93  physicians,  S50  residents  with  letter  of  verification.  Category’ 


I,  A.MA  Physician's  Recognition  Award;  ^ hours.  Contact  Diane  Pitkin, 
Continuing  Physician  Education,  St  Paul  Medical  Center,  3909  Harry 
Hines  Blvd,  Dallas,  I'X  ‘’3233  (21*)  8''9-3"’89 

Neurology 

May  19,  1990 

HOUS’l’ON  EPILEPSX'  S'X'MPOSIUM  Baylor  College  of  Medicine,  Hous- 
ton. Contact  Carol  Soroka,  Baylor  College  of  Medicine,  One  Baylor 
Pla/.a,  Houston,  I’X  ■’■'0,30  ('’13)  798-6020 

Ophthalmology 

May  18,  1990 

3 A(;/AR(.()N  OPH  1 HAL.MOLOCA  WORKSHOP  Dallas  Pee  TBA  Cate- 
gory 1,  AMA  Physician’s  Recognition  Award;  6.3  hours.  Contact  Sindi 
Sonnier,  Continuing  Medical  Education,  Presbyterian  Hospital  of  Dallas, 
8200  Walnut  Hill  Ln,  Dallas,  TX  73231  ( 2 1 4 ) 696-8438 

Orthopedic  Surgery 

May  18-20,  1990 

SoilTHW'ESTERN  OR  FHOPEDIC  SURGERY  REVIEW.  Loews  Anatole 
Hotel,  Dallas.  Fee  $430.  Category’  1,  AMA  Physician’s  Recognition 
Award;  23  hours.  Contact  June  Bovill,  Continuing  Education,  The  Llni- 
versity  of  Texas  Southwestern  Medical  Center,  3323  Harry  Hines  Blvd, 
Dallas,  TX  73233  (214)  688-2166 

Pathology 

May  I"'- 19,  1990 

CURREN'I’  ISSUES  IN  SURGICAL  PATHOLOGY,  IX.  The  University  of 
Texas  Southwestern  Medical  Center,  Dallas.  Fee  $600  full  course,  $430 
without  glass  slides,  $330  basic  course,  $123  partial  course.  Category 
1,  AMA  Physician’s  Recognition  Award;  19  hours.  Contact  Rose  Bayles, 
Continuing  Education,  LITSMC,  3,323  Harry’  Hines  Blvd,  Dallas,  TX 
^3233  (214)  688-2166 

Pediatrics 

May  23-27,  1990 

ADVANCES  IN  PEDIATRICS.  Marriott  Hilton  Head  Resort,  Hilton  Head 
Island,  SC.  Fee  5,300  American  Academy  of  Pediatrics  Fellows,  $220 
AAP  Candidate  Fellows,  $200  AAP  Resident  Fellows,  $363  nonmember 
physicians.  Category’  1,  AMA  Physician’s  Recognition  Award;  16  hours. 
Contact  Dept  of  Education,  AAP,  Box  927,  Elk  Grove  Village,  IL  60009- 
0927  ( 1-800)  433-9016 

Risk  Management 

May  10,  1990 

TMA  PRACTICE  MANAGEMENT  DEPAR’I’MENT’S  RISK  PREVENTION 
SKILUS.  Wyndham  Hotel,  Corpus  Christi,  Tex.  Fee  $193.  Category'  1, 
AMA  Physician’s  Recognition  Award;  1 3 hours.  Contact  Kim  Kosche- 
mann.  Office  of  Practice  Management,  Texas  Medical  Association,  1 80 1 
N Lamar  Blvd,  Austin,  TX  7870 1 (312)  477-6‘'04 

May  22,  1990 

TMA  PRACTICE  MANAGEMENT  DEPARTMENT  S RISK  PREVENTION 
SKILLS.  Westin  Paso  Del  Norte  Hotel,  El  Paso,  Tex.  Fee  $193.  Category 
1,  AMA  Physician's  Recognition  Award;  13  hours.  Contact  Kim  Koschc- 
mann.  Office  of  Practice  Management,  Texas  Medical  Association,  1801 
N Umar  Blvd,  Austin,  TX  ■'8701  ( 3 1 2 ) 477-6704 

Surgery 

May  3-3,  1990 

CURRENT  TOPICS  IN  GENERAL  SURGERY.  The  University  of  Texas 
Southwestern  Medical  Center,  Dallas.  Fee  $400  practitioners,  $200  sur- 
gical residents.  Category  1 , AMA  Physician’s  Recognition  Award;  1 8 
hours.  Ck)ntact  June  Bovill,  Continuing  Education,  UTSMC,  3323  Harry’ 
Hines  Blvd,  Dallas,  I’X  73233  (214)  688-21 66 

Trauma 

May  19,  1990 

TRAIIMA  SYMPOSIUM.  Hyatt  Regency  Hotel,  Lexington,  Ky.  Contact 
Susan  Gilson,  University  of  Kentucky  College  of  Medicine,  Dept  of 
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Continuing  Education,  College  of  Medicine  Office  Building,  Lexington, 
KY  -K)536-0086  (606)  233-5161 

JUNE 

Emergency  Medicine 
June  25-29,  1990 

EMERGENCY  MEDICINE  SYMPOSIUM  111.  San  Diego.  Contact  Office  of 
Continuing  Medical  Education,  University  of  California,  San  Diego, 
School  of  Medicine,  M-017,  La  Jolla,  CA  92093-061':’,  (619  ) 534-39-fO 

Family  Practice 

June  2,  1990 

FAMILY  PRACTICE:  CLINICAL  ENCOUNTERS  1990.  Dallas.  Contact 
Freddie  Heitman,  Continuing  Education,  Ehe  University  of  Texas 
Southwestern  Medical  Center,  5323  Hariy  Hines  Blvd,  Dallas,  TX 
75235  (214)  688-2166 

Obstetrics  and  Gynecology 

June  10-13,  1990 

FIFEH  ANNLtAI.  SOUTH  PADRE  ISIAND  OB/fiYN  SEMINAR  South 
Padre  Island,  Tex.  Contact  Vicki  Hollander,  Office  of  Continuing  Medi- 
cal Education,  Texas  Tech  University  Health  Sciences  Center,  Lubbock, 
TX  79430  ( 806 ) 743-2929 

Oncology 

June  7-8,  1990 

SEVEN  TH  SYMPOSIUM  ON  NU  TRITION  AND  CANCER  Houston  Con- 
tact Jeff  Rasco,  Conference  Services,  Box  131,  MD  Anderson  Cancer 
Center,  1515  Holcombe  Blvd,  Houston,  TX  77030  (713)  792-2222 

Ophthalmology 

June  1 — 2,  1990 

3RD  ANNUAL  CONTACT  LENS  COURSE.  St  Louis.  Contact  Cathy 
Caruso.  Office  of  Continuing  Medical  Education,  Washington  Univer- 
sity School  of  Medicine,  660  South  Euclid,  Box  8063,  St  Louis,  MO 
63110  ( 1-800)  325-9862 

Otolaryngology 

June  14-16,  1990 

UPDATES  IN  OTOIAR\'NGOLOGY.  Galveston,  Tex.  Contact  Martha 
Berlin,  The  University  of  Texas  Medical  Branch,  Office  of  Continuing 
Education  J-34,  7101  Shcarn  Moody  Plaza,  Galveston,  TX  77550  (409) 
761-2934 

Pediatrics 

June  11-15,  1990 

ACUTE  CARE  PEDIATRICS.  Hilton  Head  Island,  SC.  Contact  Tamara 
Greiner,  Baylor  College  of  Medicine,  Office  of  Continuing  Education, 
One  Baylor  Plaza,  Houston,  TX  77030  (713)  798-6020 

June  21-23,  1990 

39TH  ANNUAL  PEDIATRIC  REVIEW.  Galveston,  Tex.  Contact  Gayle 
Norris,  The  University  of  Texas  Medical  Branch,  Office  of  Continuing 
Education  J-3‘1,  7101  Shearn  Moody  Plaza,  Galveston,  TX  77550  (409) 
761-2934 

Urology 

June  2-7,  1990 

BASIC  SCIENCES  FOR  UROLOGY  RESIDENTS,  Charlottesville,  Va.  Con 
tact  Kim  Ishee,  American  Urological  Association,  Office  of  Education, 
6750  W Loop  South,  Ste  900,  Bellaire,  TX  77401  (713)  665-7500 

June  7-9,  1990 

FRONTIERS  IN  ENDOSURGERY:  FLEXIBLE  ENDOSCOPY,  LASER  SUR- 
GERY, AND  END0UR0L0GK:AL  techniques  St  Louis.  Contact 
Cathy  Caruso,  Office  of  Continuing  Medical  Education,  Wa.shington 
University  School  of  Medicine,  660  South  Euclid.  Box  8063,  St  Louis, 
MO  631 10  ( 1-800)  325-9862 


JULY 

Oncology 

July  16-18,  1990 

MEDICAL  APPLICATIONS  OF  lASER  IRRADIATION:  DOSIMETRY 
PROBLEMS.  Houston.  Contact  Jeff  Rasco,  Conference  Services,  Box 
131,  MD  Andenson  Cancer  Center,  1515  Holcombe  Blvd,  Houston,  TX 
77030  (713)  792-2222 

Sports  Medicine 

July  5-7,  1990 

8TH  ANNUAL  INNOVATIONS  IN  SPORTS  MEDICINE.  Galveston,  Tex, 
Contact  Gayle  Norris,  The  University  of  Texas  Medical  Branch,  Office 
of  Continuing  Education  J-34,  7101  Shearn  Moody  Plaza,  Galveston,  TX 
77550  (409)  761-2934 

AUGUST 

Emergency  Medicine 
Aug  20-24,  1990 

EMERGENCY  MEDICINE  SYMPOSIUM  11.  La  Jolla,  Calif.  Contact  Office 
of  Continuing  Medical  Education,  University  of  California,  San  Diego, 
School  of  Medicine,  M-017,  La  Jolla,  CA  92093-0617,  (619)  534-3940 

General  Medicine 

Aug  4,  1990 

CANCER:  PREVENTION  AND  EARLY  DETECTION.  Dallas.  Contact 
Diane  Pitkin,  Continuing  Medical  Education,  St  Paul  Medical  Center, 
5909  Harry  Hines  Blvd,  Dallas  75235  (214)  879-3789 


VIDEO  PROGRAMS  FOR  CME  CREDIT 


TELECONFERENCE  NETWORK  OF  TEXAS 
February 

Feb  1,  1990 

CURRENT  ISSUES  IN  WOMEN’S  HEALTH:  APPROACH  TO  THE  AB- 
NORMAL PAP  SMEAR.  Fee  S75  for  1-5  people,  SIO  per  each  addi- 
tional person.  Category  1 , AMA  Physician’s  Recognition  Award;  1 hour. 
Contact  Kathy  Dick,  The  University  of  Texas  Health  Sciences  Center, 
7703  Floyd  Curl  Drive,  San  Antonio,  TX  78284-7978  (512)  567-2700 

Feb  15,  1990 

CURRENT  ISSUES  IN  WOMEN’S  HEALTH:  MEDICAL  AND  SURGICAL 
MANAGEMENT  OF  ENDOMETRIOSIS.  Fee  $75  for  1-5  people,  $10 
per  each  additional  person.  Category  1 , AMA  Physician’s  Recognition 
Award;  1 hour.  Contact  Kathy  Dick,  The  University  of  Texas  Health  Sci- 
ences Center,  7703  Floyd  Curl  Drive,  San  Antonio,  TX  78284-7978 
(512)  567-2700 

March 

Mar  1,  1990 

current  issues  in  WOMEN’S  HEALTH:  CONTRACEPTION  IN  THE 
’90’S.  Fee  $75  for  1 — 5 people,  $10  per  each  additional  person.  Cate- 
gory' 1 , AMA  Physician’s  Recognition  Award;  1 hour.  Contact  Kathy 
Dick,  The  University  of  Texas  Health  Sciences  Center,  7703  Floyd  Curl 
Drive,  San  Antonio,  TX  78284-7978  (512)  567-2700 

Mar  15.  1990 

CURRENl’  ISSUES  IN  WOMEN’S  HEALTH:  PREVENTION  OF  OS- 
TEOPOROSIS IN  THE  POST  MENOPAUSAL  PATIENT.  Fee  $75  for  1-5 
people,  $10  per  each  additional  person.  Category  1,  AMA  Physician’s 
Recognition  Award;  1 hour.  Contact  Kathy  Dick,  The  University  of 
Texas  Health  Sciences  Center,  7703  Floyd  Curl  Drive,  San  Antonio,  TX 
78284-7978  (512)  567-2700 

Mar  29,  1990 

ACNE.  Fee  $75  for  1-5  people,  $10  per  each  additional  person.  Cate- 
gory I , AMA  Physician’s  Recognition  Award;  1 hour.  Contact  Kathy 


Texas  Medicine 


Dick,  riic  University  i)f  Texas  Heallli  Sciences  Center,  Tloycl  (airl 
Drive.  San  Anti)ni(),  I'X  7H28-4-"'9"’S  (S12)  S67-2^()() 

\ HS  V IDEOTAPE  PROCiR/VMS  FROM  THE  TMA  LIBRARY 

Followinj’  are  recently  added  titles  to  the  Texas  .Medical  Association  l.i 
brar)-  videotape  collection.  Contact  (Carolyn  Thompson,  T.MA  Library, 
1801  N Dimar  Blvd,  Austin,  TX  ■’8~0I  {S12)  4"’^-b''04,  ext  lOS 

ALl.HRC.lC:  REACTIONS  Dl'RlNG  ANESTHESIA  NC;ME  Tape  #SS9.  48 
min.  Network  for  Camtinuing  Medical  Education,  1989. 

Reviews  mechanism  of  anaphylaxis  and  incidence  of  allergic  reaction 
during  anesthesia.  Stresses  preoperative  screening,  describes  methods 
of  prophylaxis,  and  advocates  aggressive  and  prompt  treatment  at  the 
first  sign  of  an  adverse  reactitm. 

COMPI-ICATIONS  OF  PHARMACOEOfilC  THERAP'i  FOR  GERIATRIC 
PATIENTS.  NC:ME  Tape  #SS8.  16  min.  Network  for  Continuing  Medi- 
cal Education,  1989. 

R.ADIOI.OGIC  EVALUATION  OE  PELVIC  MASSES:  W HAT  YOU  CAN 
AND  C;ANN0T  see.  NC:ME  Tape  #SS8.  30  min.  Network  for  Continu- 
ing Medical  Education,  1989. 


PRACTICE  MANAGEMENT  WORKSHOPS 


The  following  are  practice  management  workshops  and  seminars  spon- 
sored by  the  Texas  Medical  Association.  For  further  information,  con- 
tact the  Dept  of  Practice  Management,  Texas  Medical  Association, 

1801  N Lamar  Blvd,  Austin,  TX  ^8^01  ( 512)  477-6'’04. 

FEBRUARY 

HOW  TO  GET  STAR  TED  IN  MEDIt;AL  PRACTICE 
Feb  ^-8.  1990,  Dallas 
Feb  9-  10,  1990,  Galve.ston 

RISK  PREV'ENTION  SKILIS.  f Category  I,  AMA  Physician’s  Recognition 

Award;  1 5 hours 

Feb  6,  1 990,  San  Antonio 

Feb  17,  1990,  Austin 

Feb  1".  1990,  Lubbock 

GEARING  UP  FOR  RETIREMENT 
Feb  25,  1990,  Houston 

MARCH 

RISK  PREVENTION  SKILLS.  Categorv'  1,  AMA  Physician’s  Recognition 
Award;  15  hours 
Mar  6.  1990,  .Midland 
Mar  2"'.  1990,  Houston 

APRIL 

RISK  PREVENTION  SKILLS.  Category  1,  AMA  Physician’s  Recognition 

Award;  15  hours 

Apr  3,  1990,  Midland 

Apr  4,  1990,  Dallas 

•Apr  5.  1990.  Abilene 

UNDERSTANDING  AND  IMPROVING  3RD  PARTV’  REIMBURSEMENT 

Apr  10,  1990,  Austin 

Apr  1 1.  1990,  San  Antonio 

Apr  1"^,  1990,  Houston 

Apr  18,  1990.  Fort  Worth 

Apr  20.  1990,  Tyler 

Apr  24,  1990.  Dallas 

Apr  25,  1990,  Amarillo 

Apr  2"',  1990,  Corpus  Christ! 

MAY 

RISK  PREV'EN'TION  SKILLS,  f Category  1 , AMA  Physician’s  Recognition 

Award;  1 5 htturs 

May  10,  1990,  Corpus  t;hristi 

May  22,  1990,  El  Paso 


(LYLENDAR  OF  MEETING.S  ■ Denotes  Texas  Meetings 


FEBRUARY 

■AMERICAN  CXILI.EGE  OE  SI  Rt.EONS,  NOR  TH  TEXAS  CHAPTER  AN 
NUAL  MEE  TlNfi,  Dallas,  Feb  16-  1^,  1990.  (Contact  John  Winter,  .MD. 
777^  Forest  I n,  Ste  A204,  Dallas.  TX  "’52(214)  66 1 ~860 

■AMERK;aN  college  of  obs  te  tricians  and  GYNECOLOt.lS  TS, 
TEXAS  SEtn  iON,  San  Antonio,  Tex,  Eeb  28— .Mar  2,  1990.  (;ontact 
Dudley  Baker,  MD,  2401  S 31st  St,  Scott  & White  (dinic.  Temple,  T.X 
^6508  (81'^)  774-25'’6 

■TEXAS  MEDICAL  ASSOCIATION  WINTER  LEADERSHIP  CONFER- 
ENCE, Austin,  Tex,  Eeb  1^,  1990.  Contact  Jon  Hornaday,  Texas  Medical 
Association,  1801  N lamar  Blvd,  Austin,  TX  78-'01  (512)477-6704 

■TEXAS  ALLERGY  SOClE'n'  ANNUAL  MEE  TING,  Galveston,  Tex,  Eeb 
2 — 4,  1990.  f^ontact  TS.  Painter,  Jr,  MD,  1510  W 34th  St,  Austin,  TX 
78"’03  (512)  454-5821 

■TEXAS  ASSOCIATION  OE  OBSTETRICIANS  AND  GYNECOLOGISTS 
ANNUAL  MEETING,  San  Antonio,  Tex,  Feb  28-. Mar  4,  1990.  C^ontact 
Harold  S.  Miller,  .MD,  7777  SW  Fwt,  Ste  304,  Houston,  IN  7'^0‘"4  (^13) 
7‘^"^-274‘^ 

MARCH 

AMERICAN  ACADEMY  OE  ALLERGY  AND  LMMUNOLOGY  ANNUAL 
MEETING,  Baltimore,  ,Md.  Mar  23—28,  1990.  Contact  AAAI,  61 1 E 
Wells  St,  Milwaukee.  WI  53202  ( 4l4 ) 2‘^2-60"’l 

AMERICAN  COLLEGE  OE  CARDIOLOGY  ANNUAL  MEE  TING,  New  t)r 
leans.  Mar  18-22,  1990.  Contact  ACC,  9111  Old  Georgetown  Rd, 
Bethesda,  .MD  20814  ( 301  ) 897-5400 

AMERICAN  COLLEGE  OF  EMERGENCY  PFD'SICIANS  ANNUAL  MEET- 
ING, Tucson,  .Mar  12-15,  1990.  Contact  ACER  PC)  Box  61991 1, 

Dallas,  I'X  7526 1 -99 1 1 ( 2 1 4 ) 550-09 1 1 

AMERICAN  SOCIETY  EOR  CLINICAL  PHARMACXTLOGY  AND  THERA 
PEUTIC:S  ANNUAL  MEETING,  San  Francisco,  Mar  21-23,  1990.  Con- 
tact ASCPT,  I'^IB  C,allagher  Rd.  Norristown,  PA  19401-2800  (215) 
825-3838 

FEDERACION  DE  ASOCIACIONES  MEXICANAS  DE  DIABETES  AN- 
NUAL MEETING,  Guadalajara,  Jalisco,  Mexico,  Mar  22—24,  1990.  (atn- 
tact  Jaime  A.  Davidson,  MD,  7777  Forest  Ln,  Ste  B-445,  Dallas,  TX 
■^5230  (214)  661-7020 

■NEUROFIBROMATOSIS  FOUNDATION  SYMPOSIUM,  Austin,  Tex,  Mar 
22,  1990.  C;ontact  Kay  Mayo,  3109  Sasparilla  Cove,  Austin,  TX  78748 
(512)  280-1622 

■1 EXAS  ACADEMY  OF  FAMILY  PHYSICIANS,  C FRANK  WEBBER  IN 
TERIM  SESSION,  Austin,  Tex,  Mar  2,  1990.  Contact  Carlisle  Pearson, 
8733  Shoal  Creek  Blvd,  Austin,  TX  78766  (512)  451-8237 

APRIL 

AMERICAN  ACADEMY  OF  NEUROLOGY  ANNUAL  MEETING,  Miami 
Beach.  Fla,  Apr  30— May  6,  1990.  Contact  AAN,  2221  University  Ave 
SE,  Ste  335,  Minneapolis,  MN  55414  (612)  623-81 15 

AMERICAN  ASSOCIATION  OF  NEUROLOGICAL  SURGEONS  ANNUAL 
MEETING,  Nashville,  Term,  Apr  29-May  3,  1990.  f:ontact  AANS,  22  S 
Washington  St,  Park  Ridge,  11.  60068  ( 31 2 ) 692-9500 

■AMERICAN  COLLEGE  OF  OCCUPATIONAL  MEDICINE  ANNUAL 
MEETING,  Houston,  Apr  27-May  4,  1990.  Contact  ACOM.  55  W 
Seegers  Rd,  Arlington  Heights,  IL  60005  ( 312  ) 228-6850 

■TEXAS  CHAPTER,  AMERICAN  COLLEGE  OF  EMERGENtA’  PHYSI 
CLANS.  South  Padre  Island,  Tex,  Apr  26—29,  1990.  Contact  Kathrv  n 
Dykgraaf,  1231  Greenway.  Ste  320,  Irving,  'IX  73038  (214)  580-036"’ 
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AMERICAN  COLLEGE  OE  PHYSICIANS  SCIENTIFIC  MEETING,  Chi- 
cago, Apr  26—29,  1990.  Contact  ACP,  4200  Pine  St,  Philadelphia,  PA 
19104  ( 1-800)  5231S46 

AMERICAN  SOCIETY  OF  COLON  AND  RECTAL  SURGEONS  SCIEN 
TIFIC  MEETING,  St  Louis,  Apr  29- May  -t,  1990,  Cxtntact  ASCRS,  800  E 
Northwest  Hwy,  Ste  1080,  Palatine,  IL  6006"'  ( 312  ) 339-9184 

■TEXAS  RADIOLOC.ICAL  SOCIEIT  ANNUAL  MEETING,  San  Antonio, 
Tex,  Apr  20—22,  1990.  Contact  Iris  Vt’enzel,  1801  N I,amar  Blvd,  Aus- 
tin, TX  -"8701  (512)  477-6704 

■TEXAS  SURGICAL  SOCIET3'  SEMI-ANNUAL  MEETING,  Galveston, 
Tex,  Apr  1-3,  1990.  Cxtntact  John  W.  Roberts,  MD,  2401  S 31st  St, 
Temple,  TX  76508  (817)  774-2^60 

■TEXAS  UROLOGICAL  SOCIE'IT  ANNUAL  MEETING,  Lake  Texoma, 
Tex,  Apr  28—30,  1990.  Contact  Nancy  Swinney,  1801  N Lamar  Blvd, 
Austin,  TX  78701  (512)  477-6704 


THE  PERSONAL 
TOUCH 

In  a Managed  Health 
Care  Environment! 


Internal  Medicine 
Pediatrics 


• OB/GYN 

• Family  Practice 


At  CIGNA  Healthplan  of  Texas,  Inc,,  we  encourage  the 
development  of  personal  physician-patient  relationships  and 
provide  a fulfilling,  ready-made  practice  with  predictable 
hours.  Quality  health  care  in  a managed  environment 
without  the  burdens  of  private  practice  is  what  CIGNA 
Healthplan  has  to  offer  the  exceptionally  qualified  physi- 
cian, as  well  as  the  following: 

• A stimulating  clinical  environment  with  superb  col- 
leagues committed  to  quality  managed  health  care 

• Predictable  working  schedule  with  excellent  call  ar- 
rangement 

• Superior  benefits  including  401 K,  Bonus  Incentive  Pro- 
gram, Paid  Malpractice,  Health,  Life  and  Pension 

• Generous  paid  vacation  and  CME  leave 

• Competitive  salary  structure 

For  confidential  consideration,  send  your  C.V.  to:  Physi- 
cian Recruitment,  CIGNA  Healthplan  of  Texas, 
Inc.,  P.O.  Box  542588,  Dallas,  Texas  75354-2588,  or 
call  (214)  401-5308. 

CIGNA  Healthplan  of  Texas,  Inc. 


Equal 

Opportunity 

Employer 

M/F/H/V 


CIGNA 


TRENDS  AND  TRANSFORMATIONS  IN  CME: 


Tex 

1^. 


PHYSICIANS  CARING  FOR  TEXANS 


TexasMedical 

Association 


ARE 

YOU 

READY 

FOR 

THE  90s 

9 


Texas  Medical  Association 
1990  REGIONAL  CME 
CONEERENCE 

■ 

March  29-30,  1990 

■ 

Radisson  Plaza  Hotel 
Austin,  Texas 


Texas  Medicine 


Sue  Rudd  Wyiin,  M.D. 

Allergist 

Ft.  Worth 


“We  Feel  Bettei;  ” 

There’s  never  been  a better  time  to  join  the  29,000  + member 
Texas  Medical  Association.  But  there’s  so  much  more  than 
strength  in  numbers.  Their  public  health,  legislative,  legal  and 
medical  economics  programs  alone  keep  us  on  the  cutting 
edge  of  our  practices.  Just  call  the  Association  and  ask  them 
what  they  are  doing  to  enhance  the  image  of  physicians,  to 
give  us  immediate  answers  to  questions  raised  by  government 
intervention,  and  to  take  a proactive  role  in  the  business  of 
healthcare  delivery.  Then  join  or  re-join  TMA.  It  will  make  you 
feel  better,  too. 


^Tes 


TexasMedical 

Association 


PHYSICIANS  CARING  FOR  TEXANS 


Paulette  S.  Bunton,  M.D, 
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“We  Feel  Better” 
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Texas  Medical  Association.  But  there’s  so  much  more  than 
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give  us  immediate  answers  to  questions  raised  by  government 
intervention,  and  to  take  a proactive  role  in  the  business  of 
healthcare  delivery.  Then  join  or  re-join  TMA.  It  will  make  you 
feel  better,  too. 
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Editorials 


Steroid  use  by  athletes  shows 
poor  judgment,  lost  integrity 

ITie  great  sportsman  Bob  Jones,  at  the  1925  golf  open  cham- 
pionship at  Worcester,  Mass,  insisted  on  penalizing  himself  a 
stroke  when  his  ball  accidentally  moved  as  the  blade  of  his 
iron  touched  the  grass.  No  one  else  could  possibly  have  seen 
the  ball  and  officials  dismissed  the  incident,  but  Jones  insisted 
that  he  penalize  himself  a stroke.  The  stroke  cost  him  a title, 
which  he  lost  in  a playoff  with  Willie  MacFarland.  When  Jones 
was  praised  for  calling  the  stroke  and  penalizing  himself,  he  be- 
came quite  indignant.  “There  is  only  one  way  to  play  the 
game,”  he  said.  “You  might  as  well  praise  a man  for  not  rob- 
bing a bank.”  Over  the  past  few  decades,  we  have  lost  some  of 
our  innocence  in  sports  and  in  competition.  Competitors  at 
times  now  will  use  anything  in  their  grasp  to  gain  an  edge  on 
their  competitors  and  to  ensure  themselves  of  victory  . 

For  generations  athletes  have  used  all  sorts  of  food  additives, 
vitamins,  or  substitutes  to  gain  weight,  to  add  strength,  or  to 
enhance  their  performance  on  the  field.  These  products  cer- 
tainly were  not  substitutes  for  hard  work,  intensive  training,  or 
natural  ability,  and  they  were  available  to  anyone  with  no  tinge 
of  unfairness  or  illegality  associated  with  their  use. 

Anabolic  steroids  today  are  widely  available  to  high  school, 
college,  and  professional  athletes  and  are  used  by  a number  of 
these  athletes,  particularly  those  in  sports  where  strength  and 
size  contribute  a great  deal  toward  the  events.  Dozens  of  ar- 
ticles present  conflicting  studies,  conclusions,  and  analyses  on 
what  exactly  are  the  benefits  and  disadvantages  of  taking  these 
medications.  There  have  been  few  studies  that  cannot  be  re- 
pudiated by  other  data  on  the  question  of  the  benefits  of  ana- 
bolic steroids.  Most  individuals  on  currently  existing  regimens 
gain  weight  and  strength  over  a period  of  months  when  they 
use  steroids  with  a vigorous  training  program.  But,  whether 
the  steroids  are  the  cause  of  their  weight  gain  and  inereased 
strength  still  is  in  doubt.  There  are  some  benefits  from  steroid 
use  in  some  individuals.  Probably  these  benefits  arise  from  the 
following  three  effeets  of  the  drugs: 

1 . Anabolic  steroids  increase  protein  synthesis. 

2.  Anabolic  steroids  block  the  catabolic  effect  of  glucocor- 
/j.  ticoids  after  exercise  by  increasing  the  amount  of  anabolic  an- 
drogenic  hormone  available. 

3.  Steroid-induced  enhancement  of  aggressive  behavior  may 
promote  a greater  quantity  and  quality  of  training. 

The  side  effects  of  the  use  of  anabolic  steroids  have  been 
widely  studied  and  discussed  both  in  the  scientific  literature  as 
well  as  in  the  lay  press.  They  certainly  can  cause  adverse 
effects  on  the  liver  with  impaired  excretory  function  resulting 
in  jaundice  and  structural  damage  within  the  liver.  The  drugs 
also  adversely  affect  the  cardiovascular  system  and  reproduc- 
tive system  and  have  been  reputed  to  adversely  affect  a num- 
ber of  other  body  functions  and  structures.  It  should  be 
realized  that  these  drugs  are  not  being  used  in  the  therapeutic 
doses  given  for  those  with  illnesses,  but  they  are  being  used  to 


enhance  performance  in  healthy  young  athletes  and  can  poten- 
tially cause  them  great  harm. 

Anabolic  steroids  are  available,  they  are  plentiful,  and  they 
are  potentially  harmful,  but  is  it  wrong  to  take  them?  It  is  diffi- 
cult to  define  right  from  wrong  on  an  issue  such  as  this.  We 
have  legislated  that  it  is  unfair  to  use  them  in  athletic  competi- 
tion. If  the  governing  athletic  bodies  have  decreed  it  to  be  un- 
fair, then  adequate  random  testing  should  be  done  and 
punishment  given  to  those  found  using  these  substances. 

As  physicians  we  can  only  give  evidence  that  they  can  cause 
harm.  We  cannot  legislate  rules  or  make  the  laws. 

As  Heywood  Hale-Broun  said,  “Sports  do  not  build  character, 
they  reveal  it.”  Those  who  are  going  to  cheat  will  do  so,  but  if 
they  persist,  they  should  pay  a significant  price  for  their 
actions. 

FRED  G.  CORLEY,  MD 

Department  of  t)rthopacdics.  The  University  of  Texas  Health  Science  Center  at 
San  Antonio,  770,^  Floyd  Curl  Drive,  San  Antonio,  TX  78284—7774. 


‘Idiopathic’  nephrotic  syndrome 
is  not  always  idiopathic 

Since  their  introduction  to  the  United  States  from  South  Amer- 
ica earlier  this  century,  the  two  aggressive  species  of  fire  ant  in 
this  country,  Solenopsis  richteri  and  5 invicta,  have  been  a tre- 
mendous source  of  morbidity.  Having  slowly  migrated 
throughout  the  southeastern  United  States,  they  currently  in- 
habit most  of  East  Texas.  The  fire  ant  attaches  to  its  victim  with 
its  powerful  mandible,  then  stings  repeatedly  with  a stinger  lo- 
cated on  its  abdomen.  The  human  victim  feels  burning,  itching, 
and  pain  at  the  site  of  the  sting.  Within  several  hours,  the  clas- 
sic “sterile  pustule”  appears.  In  most  cases,  treatment  of  large, 
local  reactions  consists  of  analgesics,  antihistamines,  and  a 
brief  burst  of  systemic  steroids.  A secondarily  infected  lesion 
may  require  antibiotics  ( 1 ). 

The  patient  allergic  to  fire  ant  stings,  on  the  other  hand,  may 
experience  more  severe  reactions,  including  anaphylaxis.  Im- 
mediate attention  to  airway  management,  followed  by  epi- 
nephrine, parenteral  antihistamines,  corticosteroids,  and 
volume  expansion,  may  be  life-saving  ( 2 ).  Hyposensitization 
therapy  with  fire  ant  whole-body  extract  is  recommended  for 
individuals  with  a history  of  anaphylaxis  to  fire  ant  bites  (3). 
However,  because  of  the  lack  of  a commercially  available  fire 
ant  venom  extract,  fire  ant  immunotherapy  may  not  be  as 
effective  as  venom  immunotherapy  is  for  patients  with  a his- 
tory of  anaphylaxis  to  honeybee,  wasp,  hornet,  or  yellow 
jacket  stings  (4). 

The  nephrotic  syndrome  is  often  called  “idiopathic,”  but 
dozens  of  known  causes  exist,  including  medications  (eg,  cap- 
topril,  nonsteroidal  anti-inflammatory  drugs  [NSAIDs]),  sys- 
temic diseases,  infections,  and  neoplasms.  ( 5 ).  Many  published 
reports  have  linked  bee  stings,  as  well  as  other  allergic  stimuli. 
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to  the  development  of  the  nephrotic  syndrome  ( 6 ). 

In  this  issue  of  Texczs  Medicine  ( p 39 ),  Drs  Swanson  and 
Leveque  contribute  the  first  reported  case  of  a fire  ant  bite 
temporally  related  to  development  of  the  nephrotic  syndrome. 
The  patient  recovered  completely  with  a rapidly  tapered 
course  of  prednisone.  With  no  relapses  for  3 years,  an  extrinsic 
etiology  seems  possible.  Considering  the  2.5  million  individu- 
als stung  by  fire  ants  each  month  ( 1 ),  it  is  surprising  that  this 
relationship  has  not  been  noted  previously. 

A large  number  of  papers  suggest  a role  of  allergens  in  the 
pathogenesis  of  nephrotic  syndrome  (7-9).  These  authors 
propose  several  mechanisms.  One  involves  an  IgE-mediated 
basophil  release  of  vasoactive  mediators  that  increase  vascular 
permeability  (7).  One  postulates  combination  of  the  allergen 
with  IgG  to  form  circulating  immune  complexes.  These  com- 
plexes activate  complement,  thus  imparting  vascular  injury 
(8).  Another  theory  correlates  high  IgE  levels  with  develop- 
ment of  the  nephrotic  syndrome  (9).  Unfortunately,  the  major- 
ity of  these  are  based  on  anecdotal  evidence  or  inadequately 
controlled  diagnostic  and/or  therapeutic  modalities. 

A similar  situation  has  existed  for  atopic  dermatitis,  which 
has  often  been  linked  to  allergic  sensitivity.  This  illness  has 
been  extensively  explored  by  selecting  children  with  unequivo- 
cal symptoms  linked  to  specific  foods,  and  alleviation  corre- 
lated with  avoidance.  Recently,  a well-designed  scientific  study 
has  suggested  a mechanism  involving  the  synthesis  of  a specific 
lymphokine,  histamine  releasing  factor,  that  stimulates  the  re- 
lease of  histamine  from  the  basophils  of  food-sensitive  patients, 
but  not  from  those  of  normal  controls  ( 10,1 1 ).  Well-designed, 
controlled  scientific  data  will  be  necessary  to  further  implicate 
the  role  of  allergens  in  the  nephrotic  .syndrome. 

Physicians  should  be  aware  of  the  many  known  causes  of 
nephrotic  syndrome.  If  present,  the  treatment  of  choice  is  re- 
moval of  the  offending  agent.  An  exhaustive  history  may  prove 
fruitful.  We  are  fortunate  that  Drs  Swanson  and  Leveque  have 
described  another  reversible  cause. 

DAVID  B.  ENGLER,  MD 

Fellow.  Division  of  Adult  Allergy.  The  University  of  Texas  Medical  Branch  at  Gal- 
veston, Galveston,  TX  77SS0. 

J.  ANDREW  GRANT,  MD 

Professor  of  Medicine  and  Microbiology,  The  University  of  Texas  Medical  Branch 
at  Galveston,  Galveston,  TX  77SS0 
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Is  Your  CPA 
Doing  His  Job? 


A certified  public  accountant  probably  makes  a 
bigger  difference  in  the  success  of  a business  than 
any  other  professional. 

If  you  want  to  maximize  your  cash  flow  you 
should  expect  and  be  getting  the  following: 

Timely  and  continuous  attention.  It  starts  with 
being  available.  Regular  advisory  meetings 
should  be  scheduled  throughout  the  year,  not  just 
for  periodic  financial  statements  or  year-end 
closings. 

An  intimate  understanding  of  your  business. 

An  astute  CPA  studies  your  business  and  keeps 
abreast  of  current  trends. 

Superior  advice.  Your  CPA  should  not  only 
provide  meaningful  financial  information— he 
should  also  tell  you  what  to  do  about  it. 

I would  appreciate  discussing  your  practice  and 
specific  needs  with  you.  Client  references  upon 
request. 


Nick  Debes,  CPA 
713-462-7198 
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According  to  the  US.  Deportment  of  Health  and  Human  Services,  animal  research  has  helped 
extend  our  life  expectancy  by  20.8  years.  Of  course,  how  you  choose  to  spend  those  extra  years  is  up  to  you. 
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At  the  end  of  his  career,  doctor 
recalls  the  decision  to  practice 

My  doctoring  days  are  numbered.  No,  I’m  not  running  a race 
with  the  Grim  Reaper — just  finishing  out  my  medical  career. 
When  a person  reaches  such  a point  in  his  life,  he  usually  be- 
gins to  reflect  on  his  past  and  particularly  upon  the  influences 
that  drew  him  into  his  profession. 

No  one  in  my  family  was  a doctor.  I had  an  uncle  who  was  a 
country'  doctor,  but  he  doesn’t  count.  I'ncle  Doc  was  an  in-law. 
I do  recall  my  older  brother’s  boyhood  tuberculosis;  he  still 
speaks  reverently  of  Dr  Porter  . . . almost  as  a father.  1 had  in- 
tended to  be  an  engineer. 

Then  there  was  the  war.  But  first,  let  me  jump  ahead  for  a 
moment.  After  the  war  I was  injured  and  in  an  army  hospital, 
where  I received  the  Last  Rites.  I am  not  certain  even  today 
how  much  this  experience  and  the  exposure  to  the  army  hos- 
pital influenced  me.  Also,  I was  already  married  and  my  wife 
no  doubt  encouraged  my  interest  in  becoming  a doctor,  for 
medicine  then  was  more  easily  a life  of  service  without  the 
stigmas  of  litigation,  regulation,  and  ethical  dilemmas  that  now 
assail  it. 

Then  there  was  the  local  doctor  who  wasn’t  ver^"  good,  al- 
though I did  not  know  it  at  the  time.  He  did,  however,  impress 
me  with  the  usefulness  that  a doctor  could  offer  in  almost  any 
situation. 

But  none  of  these  events  provided  the  blinding  flash,  the 
“born  again”  experience,  as  it  were.  No  Arrowsmith  or  youthful 
compulsion.  Rather,  my  decision  was  more  of  an  imperceptible 
turning. 

But  there  was  the  war.  I was  sure  I would  be  shot  down,  but 
never  fantasized  exactly  how  it  would  happen.  The  medical 
corps  never  entered  my  consciousness  since  few  of  my  fellows 
who  were  hit  made  it  back  to  take  advantage  of  the  services 
army  medicine  provided. 

In  1945  I was  a 155-pound  second  lieutenant  in  Weimar, 
Germany,  and  someone  said,  “There  is  a concentration  camp  a 
couple  of  miles  down  the  road;  want  to  go  ,see  it?  We  can  get 
a ride.” 

The  guide  was  a few  years  older  than  I.  He  looked  American 
and  spoke  regular  English,  but  didn’t  everyone  speak  English  . . . 
except  perhaps  the  Germans?  I asked  him  why  he  was  there. 

“I’m  a Jew,”  he  said. 

“Yes,  but  why  are  you  in  this  place?” 

“Because  I’m  a Jew.” 

I,  the  provincial  American,  couldn’t  imagine  this  sort  of  thing, 
in  spite  of  my  heritage  in  an  asphalt  jungle  surrounded  by  the 
frictions  of  numerous  ethnic  groups.  But  here  at  the  camp,  sur- 
rounded now  by  innumerable  sets  of  gaunt  and  staring  eyes  held 


*I  had  a comrade 
I could  not  find  a better  one 
The  drum  called  to  battle. 
He  was  at  my  side 
Marching  the  same  step. 


in  careful  silence  at  a distance,  no  doubt  by  my  uniform,  I hardly 
noticed  the  emaciated  little  fellow  in  a baggy,  striped  prison  suit 
who  barely  came  up  to  my  shoulder.  That  is,  not  until  he  fell 
into  step  beside  me  and  sang  in  perfect  cadence; 

Ich  hatte  einen  Kamercuien 
Einen  bess’ren  finci'st  du  nicbt. 

Die  Trommel  scblaegt  zum  Streite 
Erging  an  meiner  Seite 
In  gleicben  Scbritt  and  Tritt* 

We  had  sung  that  song  in  sophomore  German  as  a require- 
ment, but  under  these  circumstances.  . . . Looking  around  that 
unbelievable  place  in  the  midst  of  the  enlightened  20th  cen- 
tury I suppose  it  was  my  subconscious  murmuring  that  the 
world  terribly  needed  humanitarians  or  champions  or  soldiers 
or  statesmen  or  theologians  or  doctors  or  something! 

I cho.se  doctors. 

CHARLE.S  R.  QUEEN,  MD 
100  Ebony  Lane.  Edinburg.  TX  ^8S39. 


ARE  BILLING 
AND  COLLECTION 
PROBLEMS  GIVING 
YOU  A HEADACHE? 

CALL:  Central  Texas  Professional 
Billing  Service 

Experienced,  Courteous  Insurance  Personnel 
Electronic  Transmissions  to  Medicare, 

Blue  Shield,  Medicaid 
Complete  Follow-up  on  Collections 
Your  Account  Tailored  to  Your  Needs 
Full  Range  of  Reports 
All  Medical  Specialties 


FOR  A FREE  CONSULTATION 
AND  MORE  INFORMATION 
REGARDING  OUR  SERVICES, 

CALL:  754-4700 
OR  WRITE: 

CENTRAL  TEXAS 

PROFESSIONAL  BILLING  SERVICE 
3417  Hillcrest  Drive 
Waco,  Texas  76708-3119 


7 


Volume  86  Marcfj  1990 
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TMA  leadership  to  set  plans 
for  1991  at  Austin  conference 

The  chairmen  of  Texas  Medical  Associa- 
tion’s boards,  councils,  committees,  and 
sections,  the  board  of  trustees,  and  staff 
representatives  will  gather  for  the  1991 
Leadership  Planning  Conference,  Sunday, 
March  25,  at  the  Hyatt  Regency  Austin. 

An  “early  bird”  reception  and  orientation 
Saturday  evening  precedes  tbe  meeting. 

Conferees  will  review  the  status  of  cur- 
rent programs  and  consider  information 
on  the  future  medical  environment. 
Armed  with  this  information,  they  will 
begin  tbe  process  of  developing  program 
objectives  and  action  plans  for  1991. 

lliis  is  the  association’s  fourth  planning 
conference,  designed  to  give  physician 
leaders  the  opportunity  to  exchange 
ideas  and  information  and  determine  fu- 
ture activities  for  the  association  in  ac- 
cordance with  TMA’s  strategic  plan. 

Annual  session  offers  300  hours 
of  Category  1 CME  credit 

Texas  Medical  Association’s  Annual  Ses- 
sion, May  10—  13  in  Corpus  Christi,  offers 
physicians  an  unmatched  opportunity  for 
top-notch  continuing  medical  education 
and  Category  1 credit  toward  the  Ameri- 
can Medical  Association’s  Physicians 
Recognition  Award.  Approximately  400 
medical  researchers  and  teachers  will 
present  timely,  practical  topics  ranging 
from  allergy  to  urology.  In  addition, 
medical  economics  questions,  socioeco- 
nomic issues,  and  legislative  and  medical- 
legal  concerns  will  be  addressed.  More 
than  300  hours  of  AMA  PRA  Category  1 
education  will  be  offered. 

Many  of  the  23  scientific  sections  have 
firmed  up  plans  for  the  session.  The  Sec- 
tion on  Otolaryngology  will  review  sev- 
eral areas  of  controversy  in  the  field, 
including  the  place  of  Mohs’  chemosurg- 
ery  in  the  treatment  of  cutaneous  malig- 
nancy, new  strategies  in  managing  voice 
disorders,  and  problems  arising  in  per- 
forming secondary  rhinoplasty.  The  Sec- 
tion on  Pathology'  will  focus  on  issues 
in  pediatric  pathology  of  interest  to 


the  general  pathologist.  The  Section  on 
Surgery  will  address  alimentary  and  met- 
abolic aspects  of  surgery.  Michael  J. 
Campion,  MD,  a noted  authority  on  hu- 
man papillomavirus,  will  speak  on  “Hu- 
man Papillomavirus  and  Genital  Neo- 
plasia: Facts,  Paradox  and  Mistake”  and 
will  speak  on  the  Pap  smear.  Dr  Campion 
is  a guest  of  the  Section  on  Obstetrics 
and  Gynecology  and  the  Committee  on 
Maternal  and  C^hild  Health.  Other  section 
program  topics  include  current  contro- 
versies in  allergy,  common  anorectal 
problems,  type  II  diabetes  mellitus,  and 
obesity. 


ITie  Symposium  on  Geriatrics  will  up- 
date physicians  on  a variety  of  geriatric 
topics,  while  the  Symposium  on  Cardio- 
vascular Diseases  will  provide  an  update 
on  invasive  and  interventional  cardiology 
and  antiarrhythmic  therapy.  The  Sym- 
posium on  Medical  Aspects  of  Nuclear 
Weapons  will  address  long-term  effects  of 
radiology  in  oncology  and  genetics  and 
the  hidden  damage  to  health  caused  by 
living  near  nuclear  weapons  production 
plants.  A Symposium  on  Practice  of  Medi- 
cine and  Health  of  Marriage  will  explore 
the  impact  of  a medical  career  on  family 
life  and  discuss  strategies  for  reaching  a 
balance  between  professional  and  family 
demands.  Texas  Dermatological  Society 
will  focus  on  Medicare  coding  problems 
and  such  dermatological  topics  as  con- 
genital nevi. 

More  details  on  annual  session  topics 
and  activities  are  in  the  Advance  Pro- 
gram, which  was  to  be  mailed  to  TMA 
members  in  mid-February.  Registration 


information  is  in  the  four-page  advertise- 
ment in  this  issue  of  Texas  Medicine.  A 
feature  beginning  on  page  2 1 highlights 
the  attractions  in  and  around  the  host 
city  Corpus  Christi. 

BPA  completes  audit 
of  Texas  Medicine 

Texas  Medicine  has  completed  its  first 
circulation  audit  by  Business  Publication 
Audit  of  Circulation  Inc  (BPA). 

This  is  the  first  time  in  its  85-year  his- 
tory that  Texas  Medicine  circulation  fig- 
ures have  been  audited  by  a publication 
auditing  firm.  The  audit  showed  Texas 
Medicine  had  a “qualified”  circulation  of 
28,037  as  of  November  1989.  Qualified 
circulation  includes  only  those  readers 
who  conform  to  criteria  for  the  publica- 
tion’s primary  audience — in  this  case, 
physicians. 

Joseph  B.  Foley,  BPA  president,  praised 
Texas  Medicine  for  voluntarily  opening 
its  records  to  independent  verification 
and  documentation  of  its  circulation 
data. 

Foley  pointed  out  that  independent  au- 
diting of  circulation  data  benefits  both 
advertisers  and  publications.  A BPA  au- 
dited statement  provides  advertisers 
with  assurance  that  the  publications  in 
which  they  choose  to  advertise  do,  in 
fact,  reach  targeted  audiences.  Also,  BPA 
auditing  helps  editors  of  publications  tai- 
lor their  articles  to  the  interest  of  read- 
ers by  providing  a clear  picture  of  them: 
their  occupations,  job  titles,  and  geo- 
graphic locations. 

Copies  of  the  initial  BPA  audit  report 
for  Texas  Medicine  are  available  from 
BPA  or  TMA.  Texas  Medicine  will  be  issu- 
ing semi-annual  publisher’s  statements  in 
the  standard  BPA  format. 

BPA  conducts  its  circulation  audits  on 
an  annual  basis  following  accepted  audit- 
ing procedures.  In  addition  to  verifying 
exact  counts  of  recipients,  BPA  also 
documents  that  they  are  qualified  in 
regard  to  the  markets  served  by  the 
publications. 

BPA,  an  independent,  not-for-profit  or- 
ganization, audits  all-paid,  all-controlled, 
or  any  combination  of  paid  and  controlled 
circulation  for  more  than  1,300  business, 
industrial,  professional,  association,  tech- 
nical, and  special  market  publications. 
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The  key  to  a lasting,  successful  partnership  is  trust. 


Entrusting  the  protection  of  your  medical  practice  to  an  insurer  is  one  of 
the  most  important  business  decisions  you  will  make.  Your  future  may  be 
affected  by  Ae  choice  you  make  today.  Sobering  statistics  indicate  that  you 
could  be  involved  in  a liability  claim  or  lawsuit  during  the  course  of  yoiu- 
medical  career.  You  need  a strong  partner  like  TMLT. 


It  makes  good  sense  to  team  up  with 
TMLT.  Your  concerns  are  our  concerns.  We 
take  very  seriously  the  protection  of  your 
medical  practice,  providing  assurance  and 
strong  claims  defense  with  individual 
attention. 


Remember  that  a liability  coverage  con- 
tract is  only  as  good  as  the  intent  and  integ- 
rity of  the  organization  who  offers  that  cov- 
erage. Pick  TMLT,  a strong  partner  you  can 
trust. 


Contact  us  to  learn  more  about  health 
care  liability  protection  plans  for  individu- 
als and  groups,  prior  acts  coverage,  pre- 
mium payment  options  including  mon^ly, 
quarterly  and  annual,  and  risk  management 
programs.  Let  us  tell  you  more  ^)Out 
TMLT’s  “Partners  in  Trust”  philosophy 
and  proven  track  record  of  stability  and 


In  today’s  complex  legal  environment, 
^ the  entity  that  insures  your  health  care  lia- 
; claims  should  not  watch  from  the 

* ij^ftShoies,  but  be  in  the  game  with  you.  You 
much  at  stake.  The  criteria  for  se- 
Ikhdity  protection  should  not  be 
cost  a]one~>many  ^es 


TEXAS  MEDICAL  L I A B 1 L I T Y T R U S T 
P.O.Box  14746  Austin,  Texas  78761 

“A  health  care  liability  claim  trust  created  by  the  Texas  Medical  Association. 

Statewide  Services  Center;  1-800-580-TMLT 
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AMA  delegates  approve 
patient’s  ‘bill  of  rights’ 

The  American  Medical  Association  House 
of  Delegates  has  approved  a Council  on 
Ethical  and  Judicial  Affairs  report,  which 
includes  a patient’s  “bill  of  rights.”  Titled 
“Fundamental  Elements  of  the  Patient- 
Physician  Relationship,”  the  report  is  a 
first  for  the  national  association.  It  states: 

“From  ancient  times,  physicians  have 
recognized  that  effective  treatment  of  a 
patient  depends  upon  the  patient’s  partic- 
ipation and  active  involvement  in  the 
treatment  program;  medical  care  is  a col- 
laborative effort  between  physician  and 
patient.  Patients,  however,  cannot  be  ex- 
pected to  assume  their  share  of  responsi- 
bility in  the  patient-physician  relationship 
unless  they  are  assured  that  their  funda- 
mental needs  will  be  met.  That  assurance 
is  accorded  by  recognizing  that  the  pa- 
tient not  only  has  responsibilities  to  the 
physician  and  to  the  patient’s  own  well- 
being but  that  the  patient  has  these 
rights: 

“1.  The  patient  has  the  right  to  receive 
information.  Patients  are  entitled  to  know 
the  benefits,  risks  and  financial  costs  to  the 
treatment  alternatives  that  are  appropri- 
ate for  their  condition.  Patients  should  re- 
ceive guidance  from  their  physicians  as 
to  the  optimal  course  of  action.  Patients 
are  also  entitled  to  obtain  copies  of  their 
medical  records,  to  have  their  questions 
answered,  to  receive  second,  independent 
opinions  and  to  be  advised  of  potential 
conflicts  of  interest  that  their  physicians 
might  have. 

“COMMENTARY:  Patients  have  a right 
to  consult  a second  physician  on  their 
own  without  disclosure  to  the  primary' 
physician  that  a consultation  was  ob- 
tained. The  patient  may  also  require  that 
the  results  of  the  consultation  not  be  dis- 
closed to  the  primary  physician.  If  the 
patient  wishes  to  have  the  consulting 
physician  provide  the  appropriate  care, 
the  consultant  may  not  refuse  to  accept 
the  patient  on  the  ground  that  it  would 
be  taking  business  away  from  a colleague. 

“The  right  to  see  medical  records  may 
be  limited  to  certain  circumstances 
by  law. 


“2.  The  patient  has  the  right  to  make 
decisions  regarding  his  or  her  medical 
treatment.  Accordingly,  patients  are  free 
to  accept  or  refuse  health  care  that  is 
recommended  by  their  physicians. 

“COMMENTARY:  The  freedom  to  re- 
fuse health  care  includes  the  freedom  to 
decline  all  life-prolonging  medical  treat- 
ments. Life-prolonging  medical  treatment 
includes  medication  and  artificially  or 
technologically  supplied  respiration,  nu- 
trition or  hydration. 

“When  the  patient  is  unable  to  make 
medical  decisions,  the  patient’s  right  to 
decide  is  exercisable  by  an  appropriate 
surrogate. 

“3.  The  patient  has  the  right  to  cour- 
tesy, respect,  dignity,  responsiveness  and 
timely  attention  to  his  or  her  needs. 

“COMMENTARY:  Physicians  have  an 
obligation  to  schedule  their  appoint- 
ments and  procedures  in  a way  that  re- 
spects the  value  of  the  patient’s  time. 

“4.  The  patient  has  the  right  to  confi- 
dentiality. The  physician  should  not 
reveal  confidential  communications  or 
information  without  the  express  consent 
of  the  patient,  unless  required  to  do  so 
by  law. 

“COMMENTARY:  The  obligation  to 
safeguard  patient  confidences  is  subject 
to  certain  exceptions,  which  are  justified 
ethically  and  legally  because  of  over- 
riding public  health  consideration. 

“5.  The  patient  has  the  right  to  essen- 
tial health  care.  Society  has  an  obligation 
to  ensure  that  no  patient  is  deprived  of 
care  that  is  necessary  to  preserve  the  pa- 
tient’s health  because  of  an  inability  to 
pay  for  the  care.  Physicians  must  con- 
tinue to  assume  a part  of  that  obligation. 

“COMMENTARY:  Physicians  have  a re- 
sponsibility to  provide  some  uncompen- 
sated care  to  the  indigent  and  to  render 
emergency  treatment  not  otherwise 
available  if  present  at  the  scene  of  an 
accident  or  sudden  illness. 

“Physicians  have  a responsibility  to 
serve  as  the  advocate  of  their  patients’ 
needs  and  of  patient  needs  generally. 

“6.  The  patient  has  the  right  to  conti- 
nuity of  health  care. 

“COMMENTARY:  The  physician  has 
an  obligation  to  coordinate  care  among 
health  care  providers  concurrently  or 
successively  treating  the  patient.  The 
physician  may  not  discontinue  treatment 
of  a patient  as  long  as  further  treatment  is 


medically  indicated,  unless  alternative  ar- 
rangements for  care  are  available.  The 
physician  must  give  the  patient  a reason- 
able amount  of  time  to  secure  alternative 
care.” 

The  delegates  approved  the  document 
during  their  interim  meeting,  Dec  3—6, 
1989,  in  Honolulu. 

AMA  airlifts  supplies 
to  rural  Romania 

The  American  Medical  Association  and 
AmeriCares  recently  organized  the  first 
nongovernment  funded  airlift  of  medical 
supplies,  worth  more  than  $ 1 million,  to 
Romania. 

A cargo  jet,  chartered  by  AmeriCares,  a 
Connecticut-based  international  relief  or- 
ganization, carried  84,000  pounds  of  pe- 
diatric medicines,  infant  formula,  and 
other  medical  supplies  for  distribution 
in  rural  Romania.  The  plane  arrived  in 
Budapest,  Hungary,  Saturday,  January  6, 
and  the  supplies  were  transported  by 
truck  into  Romania.  Dr  Burton  J.  Lee  III, 
personal  physician  to  President  Bush,  ac- 
companied the  medical  shipment. 

An  additional  6,000  pounds  of  medical 
supplies  were  being  shipped  by  sea. 

Valentin  Popa,  MD,  associate  clinical 
professor  of  medicine  at  the  University  of 
California,  Davis,  recruited  the  AMA  into 
the  relief  elfort,  and  AMA  Executive  Vice 
President  James  H.  Sammons,  MD,  sent 
telegrams  to  major  pharmaceutical  com- 
panies enlisting  their  support. 

“Romania  is  a wounded  nation,  and 
these  efforts  are  badly  needed  to  begin 
the  healing  process,”  Dr  Sammons  said.  “I 
know  Dr  Lee  will  be  making  a thorough 
report  to  the  President  on  what  is  des- 
perately needed  to  help  the  Romanian 
people  restore  their  nation.  In  the  mean- 
time, the  generosity  of  these  American 
pharmaceutical  companies  has  been 
outstanding.” 

Companies  providing  assistance  in- 
clude Abbott  Laboratories;  American 
White  Cross  Laboratories;  Arrow  Inter- 
national, Inc;  Astra  Pharmaceutical;  C.R. 
Bard;  Barr  Laboratories;  Baxter  Healthcare 
Corporation;  Beiersdorf,  Inc;  Bolden  Sur- 
gical Products;  Burlington  Air  Express; 
Bristol-Myers  Squibb  Co;  and  CIBA-GEIGY 
Corporation. 

Also  participating  were  Clinipad  Cor- 
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poration;  Eli  Lilly  & Company;  Johnson  & 
Johnson  Medical,  Inc;  Loma  Linda  Foods, 
Inc;  Marion/Merrell  Dow  Pharmaceuti- 
cals; Merck  & Company,  Inc;  Miltex  In- 
struments Co;  and  Pal  Pac,  Inc. 

The  other  participants  were  Parke- 
Davis;  Pfizer  Laboratories;  Purdue  Fred- 
erick, Inc;  Sterling  Drug,  Inc;  Stuart 
Pharmaceutical;  The  Upjohn  Company; 
Woolrich  Woolen  Mills;  Zimmer,  Inc;  and 
Catholic  Medical  Missions. 


AMA  invites  health  reporters 
to  Denver  conference  April  5 

The  American  Medical  Association  in- 
vites medical  reporters,  physician  broad- 
casters, and  medical  spokespeople  to 
attend  the  Tenth  Annual  Health  Reporting 
Conference,  Thursday,  April  5,  through 
Sunday,  April  8,  in  Denver. 

The  conference  features  a combination 
of  skills  development  courses  in  broad- 
cast writing,  interviewing,  editing  and 
production,  plus  opportunities  to  have 
tapes  critiqued  by  experts.  The  faculty 
includes  experienced  physician  broad- 
casters, network  producers,  broadcast 
consultants,  writers,  editors,  producers, 
and  professional  speakers  trainers. 

Further  information  is  available  from 
the  AMA  at  535  N Dearborn  St,  Chicago, 
IL  60610-9986,  phone  (312)  645-5102. 
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AIDS  data  bases  available 
through  TMA  Library 

As  the  number  of  AIDS  cases  reported  in 
Texas  climbs  past  8,000,  and  the  number 
of  AIDS-related  deaths  tops  5,000,  de- 
mand for  information  on  the  care  of  AIDS 
patients  has  soared.  Several  data  bases, 
available  through  the  TMA  Library,  help 
meet  that  demand. 

AIDSLINE,  a bibliographic  data  base, 
was  established  in  response  to  legislative 
mandate  by  the  National  Library  of  Medi- 
cine. It  is  updated  three  times  a month. 
The  current  monthly  addition  of  700 
new  citations  soon  will  expand  to  in- 
clude access  to  symposia,  reports,  news- 
paper articles,  and  audiovisuals.  Plans  are 
also  under  way  to  include  abstracts  from 
the  annual  international  conferences  on 
AIDS  and  other  major  meetings. 

AIDSTRIALS  and  AIDSDRUGS  are  two 
new  data  bases  that  provide  details  about 
ongoing  trials  of  AIDS  drugs  and  vac- 
cines. ITie  information,  contributed  by 
the  National  Institute  of  Allergy  and  In- 
fectious Diseases  and  the  US  Food  and 
Drug  Administration,  includes  both  gov- 
ernment sponsored  and  private  trials. 
Pharmaceutical  companies  submit  infor- 
mation about  investigational  products 


within  2 1 days  after  efficiency  trials 
begin. 

The  TMA  Library  offers  immediate 
access  to  these  and  other  information 
sources  to  help  you  improve  AIDS  pa- 
tient care.  For  more  information  on  these 
or  any  other  library  services,  call  the 
TMA  Library  at  (512)  477-6704. 

US  failing  to  provide  care 
for  children,  report  says 

America  is  not  competitive  with  other  in- 
dustrialized nations  in  caring  for  its  chil- 
dren and  preparing  for  its  future,  accord- 
ing to  a recent  report  by  the  Children’s 
Defense  Fund. 

“Children  1990:  A Report  Card,  Brief- 
ing Book,  and  Action  Primer”  concludes 
that  the  US  does  a poorer  job  of  caring 
for  its  children  in  certain  crucial  respects 
than  Poland,  East  Germany,  Sri  Lanka,  and 
other  less-developed  nations. 

Fhe  report  says  the  US  ranks: 

— 1 9th  in  the  world  in  infant  mortality 
rates,  behind  Hong  Kong  and  Spain. 

— 30th  in  the  world  in  infant  mortality 
rates  for  black  infants  when  compared 
with  the  overall  rates  of  other  nations.  A 
black  child  born  in  Boston  in  1988  had 
less  chance  of  surviving  its  first  year  than 
a child  born  in  Panama,  North  or  South 
Korea,  or  Uruguay. 

— 22nd  in  childhood  mortality  (un- 
der age  5 ),  behind  East  Germany  and 
Singapore. 

— 1 5th  in  childhood  immunization 
against  polio,  behind  Hungary  and  Poland. 

— 49th  in  childhood  immunization 
against  polio  for  black  babies,  behind 
overall  rates  for  Botswana,  Sri  Lanka,  Al- 
bania, and  Colombia. 

The  report  also  found  that: 

— In  a study  of  eight  industrialized  na- 
tions, America  had  the  highest  child  pov- 
erty rate. 

— America  and  South  Africa  are  the 
only  industrialized  nations  that  do  not 
provide  universal  health  coverage  and 
parental  leave  for  their  children  and 
parents. 

— America  has  the  highest  teen  preg- 
nancy rates  among  six  industrialized  na- 
tions studied. 

— America  invests  a smaller  portion  of 
its  gross  national  product  in  child  health 
than  1 8 other  industrialized  countries. 
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Budget  reconciliation  provisions 
take  effect  April  1 

Beginning  April  1,  Congress  begins  cut- 
ting the  fat  out  of  what  it  calls  “over- 
valued” procedures.  Under  the  knife 
for  reductions  of  at  least  1 0%  are  36 
groups  of  procedures  (245  individual 
procedures ). 

The  program  is  one  of  four,  authorized 
by  the  Budget  Reconciliation  Act,  that 
take  effect  April  1 and  apply  to  Medicare 
Part  B payments.  The  other  programs  re- 
duce payments  for  radiology'  services,  re- 
style the  method  of  payment  for  nuclear 
physicians,  and  directly  reimburse  nurses 
under  Medicare  Part  B in  certain  condi- 
tions. April  1 also  marks  the  deadline  for 
physicians  to  become  participating  pro- 
viders for  1990. 

Reimbursement  reductions  for  the  fol- 
lowing procedure  groups  will  be  in  effect 
for  9 months:  extensive  breast  surgery; 
hip  joint  replacement;  bunion  correction; 
knee  arthroscopy/surgery;  sinus  irrigation 
or  exploration;  larynx  removal;  lung  re- 
moval; pacemaker  insertion;  aortic  valve 
replacement;  coronary  arteries  bypass; 
defective  artery  repair;  artery  rechannel- 
ing; visualization  of  mediastinum;  colon 
removal;  appendectomy;  colonoscopy 
and  lesion  removal;  gallbladder  removal; 
and  inguinal,  femoral,  epigastric,  um- 
bilical hernia  repair. 

Also  included  are:  kidney  stone  frag- 
mentation; prostatectomy;  D&C;  hys- 
terectomy; hysterectomy  and  vagina 
repair;  spinal  lamina  removal;  low-back 
disk  surgery;  revision  of  cranial  nerve; 
eye  laser  surgery  and  incision  of  the  eye; 
cataract  removal/lens  insertion;  repair  of 
detached  retina;  treatment  of  retinal  le- 
sion; eardrum  repair;  echo  exam  of  ab- 
domen; ophthalmoscopy/angioscopy;  eye 
photography;  electrocardiogram  and 
cardiovascular  stress  test;  and  right  heart 
catheterization. 

Budget  Reconciliation  calls  for  the 
Medicare  Economic  Index  adjustment  to 
the  radiology  fee  schedule  to  be  elimi- 
nated during  January,  February,  and 
March.  For  the  remainder  of  the  year, 
conversion  factors  used  to  determine  fee 
schedule  payments  will  equal  96%  of  the 


conversion  factors  that  applied  as  of 
Dec  31,  1989. 

nie  change  in  payment  method  for  nu 
clear  medicine  .services  applies  to  physi- 
cians for  whom  those  services  account 
for  at  least  80%  of  their  Medicare  bill- 
ings. ITie  new'  payment  method  is  based 
on  one  third  of  the  fee  schedule  applied 
to  radiology  services  and  two  thirds  of 
101%  of  the  1988  prevailing  charge  for 
such  services. 

Beginning  April  1,  reimbursement  for 
surgery,  radiology,  and  diagnostic  physi- 
cian services  furnished  by  more  than  one 
specialty  will  be  limited  to  the  prevailing 
charge  (or  fee  schedule  amount)  appli- 
cable to  the  specialty  that  performs  the 
service  most  frequently  nationwide. 

Finally,  beginning  April  1,  Part  B will 
reimburse  nurse  practitioners  and  clinical 
nurse  specialists  for  services  performed  in 
collaboration  with  a physician  in  a “nurs- 
ing facility.” 


Hospital  mortality  stats — 
reams  of  useless  data? 

Super-atomic  computers  hav'e  given  the 
federal  government  access  to  reams  of 
data  they  don’t  know  how  to  use. 

That’s  how  Texas  Medical  Association 
President-elect  William  Gordon  McGee, 
MD,  sees  the  hospital  mortality  study  re- 
cently released  by  the  Health  Care  Financ- 
ing Administration. 

The  data  compare  hospitals’  expected 
mortality  rates,  adjusted  for  each  hospi- 
tal’s case  mix  and  other  characteristics  of 
its  patients,  with  actual  mortality  rates. 
The  administration  describes  the  study, 
which  is  released  to  the  public,  as  “a  key 
element  in  the  efforts  of  HCFA  to  im- 
prove the  effectiveness  of  medical  prac- 
tice and  the  quality  of  care  provided  to 
Medicare  beneficiaries.”  The  introduction 
to  the  report  adds,  “ . . . we  believe  that 
consumers  can  use  this  information  to 
ask  questions  of  their  physicians,  rather 
than  reach  judgments  about  the  quality 
of  care  in  a particular  hospital.” 

Dr  McGee  emphatically  denies  that  the 
data  help  patients.  “This  is  not  a service.  It 
is  a disservice,”  he  contends. 

Studies  recently  published  in  the  Jour- 
nal of  the  American  Medical  Associa- 
tion (JAMA ) akso  criticize  the  hospital 
mortality  program.  One  author  con- 
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eludes,  “ . . . HCFA’s  annual  hospital  mor- 
tality’ study  currently  relies  on  a method 
that  is  not  sensitive  enough  to  wide  vari- 
ations in  the  condition  of  patients  to  be 
considered  a good  reflection  of  quality  of 
care  among  US  hospitals.”  Another  report 
in  the  journal  describes  the  results  of  a 
survey  of  hospital  leaders  to  determine 
their  reactions  to  the  data.  “All  hospitals, 
regardless  of  mortality'  rate,  shared  an  ex- 
tremely negative  view  of  the  accuracy, 
usefulness,  and  interpretability'  of  the 
Health  Care  Financing  Administration’s 
mortality  data,”  the  authors  write.  “The 
lowest  possible  rating  ( poor ) was  given 
by  70%  of  the  respondents  on  the  ques- 
tion of  usefulness  of  the  data  to  the  hos- 
pital, by  54%  on  accuracy  of  the  data, 
and  by  95%  on  usefulness  of  the  data  to 
consumers.” 

Louis  J.  Goodman,  PhD,  director  of 
Texas  Medical  Association’s  Division  of 
Medical  Economics,  observes,  “ ITiis  in- 
formation is  useful  as  a gross  indicator  of 
mortality'  rates;  however,  without  consid- 
ering the  precise  circumstances  of  each 
individual  hospital,  the  case  mix  severity, 
and  other  factors,  the  public  may  misin 
terpret  the  numbers.  Mortality'  rates  are 


just  that.  Hiey  re  death  rates.  They’re 
not  a measure  of  quality'  or  health 
status,  which  has  been  a long-standing 
problem  with  using  mortality'  to  measure 
health  care.” 

Less  than  1 % of  the  hospitals  in  Fexas 
exceeded  expected  mortality'  rates  in  the 
Health  Care  Financing  Administration’s 
1988  study  of  the  hospitals  that  provide 
care  for  Medicare  beneficiaries.  Nation- 
wide, 3%  of  hospitals  reported  more 
deaths  than  would  have  been  expected, 
given  the  characteristics  of  the  patients 
admitted. 

HCFA  data  shows  that  mortality'  rates 
in  18  Texas  hospitals  were  higher  than 
they  should  have  been.  All  but  two  of 
these  hospitals  were  small  hospitals  in 
rural  areas,  where  the  small  numbers  of 
patients  could  have  skewed  the  data,  ac- 
cording to  an  analysis  from  Texas  Medi- 
cal Association’s  Department  of  Medical 
Economics. 

The  hospitals  that  exceeded  the  pre- 
dicted rate  were:  Brewster  Memorial 
Hospital,  Alpine;  Campbell  Memorial 
Hospital,  Weatherford;  D M.  Cogdell  Me- 
morial Hospital,  Snyder;  Cozby-Germany 
Hospital,  Grand  Saline;  Eastland  Memorial 


"I  worn'  that  1 might  have  a disease  that  displays  no  symptoms  " 


Hospital,  Eastland;  Fisher  County  Hospi- 
tal District,  Rotan;  Golden  Plains  Com- 
munity' Hospital,  Borger;  Harris  County' 
Hospital  District,  Houston;  Heart  of 
Texas  Memorial  Hospital,  Brady;  Mitchell 
County'  Hospital,  Colorado  City;  Panola 
General  Hospital,  Carthage;  Robertson 
Regional  Medical  Center,  Hearne;  South- 
eastern Methodist  Hospital,  Dallas;  St 
Jude  Hospital,  Brenham;  Torbett  Hutch- 
ings Smith  Memorial  Hospital,  Marlin;  Val 
Verde  Memorial  Hospital,  Del  Rio;  Wylie 
Community'  Hospital,  Wylie;  and  Yettie 
Kersting  Memorial  Hospital,  Liberty. 


CAIUTAL  COsMMENTS 


Organ  donation  is  easier 
with  drivers  license  statement 

The  Texas  Legislature  has  facilitated  or- 
gan donation  by  restoring  the  anatomi- 
cal gift  statement  on  the  Texas  driver’s  li- 
cense. Drivers  can  indicate  their  wishes 
by  signing  the  appropriate  line  on  the 
back  of  the  license. 

Fhe  law  reinstates  a procedure  that 
was  in  effect  during  1975—1985.  In 
the  interim,  ITie  Department  of  Public 
Safety  ( DPS ) was  required  to  enter  into 
an  agreement  with  one  or  more  registries 
to  provide  information  on  organ  dona- 
tion to  applicants  for  driver’s  licenses. 
Applicants  obtained  a form  for  register- 
ing with  the  Living  Bank  at  local  DPS 
offices.  Two  witnesses  were  required  to 
sign  the  form,  which  was  mailed  to  the 
Living  Bank,  and  the  Living  Bank  issued  a 
donor  emblem  that  was  attached  to  the 
reverse  side  of  the  license. 

Since  drivers  have  been  allowed  to  re- 
new their  licenses  by  mail,  the  number  of 
people  who  obtained  the  organ  donation 
form  from  the  department  was  reduced 
substantially. 

Mike  Rosson,  RN,  manager  of  the  South- 
west Organ  Bank  in  Galveston,  calls  the 
value  of  the  anatomical  gift  statement  “im- 
measurable.” “It  makes  a person  stop  and 
think  about  organ  donation  and  discuss  it 
with  the  rest  of  their  family,”  he  said. 

The  bank  still  obtains  permission  from 
the  potential  donor’s  next  of  kin  before 
harvesting  organs,  Rosson  added.  How- 
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ever,  the  signed  driver’s  license  can  give 
family  members  valuable  information  as 
they  consider  the  decision  regarding  do- 
nation. “It's  a tool.  Usually  the  family  is 
in  a terrible  state,  and  they  want  some 
help.” 

AMA  identifies  priorities 
for  101st  Congress 

The  American  Medical  Association  has 
identified  the  areas  of  professional  con- 
cern that  it  believes  will  require  maxi- 
mum or  major  involvement  by  the 
association  and  the  federation  of  orga- 
nized medicine  during  the  second  ses- 
sion of  the  101st  Congress.  Primary 
among  these  are  legislative  and  regula- 
tory' activities  centered  upon  physician 
reimbursement  reform  and  implementa- 
tion of  the  resource-based  relative  value 
scale  (RBRVS). 

Other  legislative  and  regulatory  issues 
that  are  expected  to  command  the  pro- 
fession’s greatest  attention  in  1990  are; 
quality  of  care,  including  practice  pa- 
rameters, volume/utilization,  and  peer 
review  organization/utilization  review; 
strengthening  the  health  care  system, 
including  covering  the  uninsured  and 
underinsured,  mandated  health  insurance 
coverage,  expansion  of  Medicaid,  and 
long  term  care  coverage;  and  alcohol,  to- 
bacco, and  drug  abuse. 

Other  important  issues  on  the  horizon 
are:  professional  liability,  unrelated  busi- 
ness income  tax,  AIDS,  and  regulations 
on  physician  referral  and  clinical  labora- 
tory requirements/procedures  for  physi- 
cian offices. 

The  AMA  believes  that  six  other  areas 
of  professional  interest  will  require 
lesser,  but  nevertheless  major  attention 
in  the  federation’s  1 990  legislative  activi- 
ties. These  are:  Medicare  reform;  the 
budget  deficit  and  reconciliation,  includ- 
ing stimulating  ample  federation  financial 
support  for  biomedical  research,  the  Na- 
tional Institutes  of  Health,  and  graduate 
medical  education;  animal  welfare;  cam- 
paign financing;  anti  trust;  and  adolescent 
health. 


State  program  offers  vets 
low  interest  loans 

In  addition  to  federal  benefits,  Texas  vet- 
erans are  eligible  for  low  interest  loans 
for  housing,  land,  and  home  improve- 
ment through  a state  program. 

While  more  than  1.8  million  veterans 
are  eligible  for  these  benefits,  fewer  than 
40%  are  aware  they  exist,  according  to 
Garry  Mauro,  Texas  Land  Commissioner. 

To  qualify'  for  the  program,  adminis- 
tered through  the  Texas  Veterans  Land 
Board,  a veteran: 

1 . Must  have  served  at  least  90  con- 
secutive days  of  active  duty  with  either 
the  Army,  Navy,  Air  Force,  Marines  or 
Coast  Guard,  unless  discharged  sooner 
due  to  a service-connected  di,sability.  Ser- 
vice must  have  been  after  Sept  16,  1940. 

2.  Must  have  been  a bona  fide  resident 
of  Texas  ( that  is,  living  in  Texas  with  the 
intent  to  remain  in  Texas ) at  the  time  of 
entry  into  military'  service  or  have  been  a 
bona  fide  resident  of  Texas  for  at  least  5 
consecutive  years  immediately  prior  to 
filing  an  application  with  the  board.  Such 
5-ycar  consecutive  residency  is  to  be 
verified  by  documentary  evidence  and 
by  a sworn  statement  submitted  by  the 
veteran. 

3.  Must  be  a bona  fide  resident  of  Texas 
at  the  time  of  filing  the  application. 

4.  Must  not  have  been  dishonorably 
discharged. 

Further  information  is  available  from 
the  Texas  Veterans  Land  Board  by  calling 
toll-free  1-800-2  5 2-VETS. 


NEWSAIAKIiRS 


W.  ROBERT  BEAVERS,  MD,  Dallas,  has 
been  awarded  the  Distinguished  Leader- 
ship Award  by  the  American  Associa- 
tion for  Marriage  and  Family  Therapy 
(AAMFT)  in  recognition  of  his  “outstand- 
ing leadership  and  service  to  the  practice 
and  professionalism  of  marital  and  family 
therapy  and  the  AAMFT.” 

WILLIAM  T.  BLJTLER,  MD,  has  been  elec- 
ted chairman-elect  of  the  Association  of 
American  Medical  Colleges.  Dr  Butler, 
president  of  Baylor  College  of  Medicine, 


is  also  professor  of  microbiology  and 
immunok)gy'  and  internal  medicine  at 
Baylor. 

WILLIAM  R.  GOLD,  JR,  MD,  Temple,  asso- 
ciate professor  at  Texas  A&M  University 
College  of  Medicine,  has  been  appointed 
director  of  the  college’s  newly  estab- 
lished Institute  for  Health  Care  Evalua- 
tion. I’he  institute  will  bring  together 
resources  from  the  College  Station  cam- 
pus as  well  as  the  clinical  campus  in 
Temple  to  develop  a research  program  in 
health  services. 

ROBERT  KJfAMER,  MD,  Dallas,  recently 
received  the  first  humanitarian  award 
presented  by  the  Cystic  Fibrosis  Foun- 
dation. The  award  is  called  the  “65  Roses” 
award — a name  drawn  from  one  child’s 
mispronunciation  of  cystic  fibrosis.  Dr 


VACATION  SEMINARS 
— Fully  Accredited  — 
Medical  Malpractice 
“Damage  Control”  and 
AIDS:  An  Overview 

(Satisfies  Relicensure  Requirements) 

2-5  Day  Programs 
Offered  WEEKLY  At: 

4 CLUB  MED  VILLAGES 
(Dom  Rep..  FL  Mex..  Nassau) 
DISNEY  WORLD*.  CRESTED  BUTTE  (CO) 
LAKE  PUCID.  LAKE  TAHOE 
MIAMI  BEACH.  N.  CONWAY  (NH) 
PHOENIX.  POCONO  MTS.  (PA) 

SAN  DIEGO.  STEAMBOAT  SPRINGS  (CO), 
a a DUDE  RANCH  (AR) 

*3  & 4 day  Bahamas  Cruises 
offered  (special  rate) 

Registration  fee:  $125  -225 

(8-20  hours  CME) 

Spouse  Free 

Presented  by: 

CURRENT  CONCEPT  SEMINARS 

America  s Largest  Independent 
Prcxlucer  of  CME  Programs 
5700  Stirling  Road.  Hollywood.  FL  33021 
(305)966-1009  • (800)969-1009 
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Kramer  is  the  founder  and  medical  direc- 
tor of  the  foundation’s  care  and  teaching 
center  at  Children’s  Medical  Center  in 
Dallas. 

L.  RUSSELL  MALINAK,  MD,  was  recently 
installed  as  the  6()th  president  of  the 
CAmtral  Association  of  Obstetricians  and 
Gynecologists.  Dr  Malinak  is  professor  of 
obstetrics  and  g\'necolog>’  at  Baylor  Col- 
lege of  Medicine,  and  medical  director  of 
the  Center  for  Reproductive  Medicine 
and  Surgery. 

Ki^NNETH  B.  McCREDlE,  MD,  Houston, 
has  received  the  1989  national  Leader- 
ship Award  from  the  Leukemia  Society'  of 
America.  Dr  McCredie  is  professor  of 
medicine  at  Ehc  University  of  Texas  M.D. 
Anderson  Cancer  Center. 

RAJAM  RAMAMUR'LHY,  MD,  San  Antonio, 
has  recently  received  a Presidential 
Award  for  Excellence  in  Teaching  from 
I'he  University  of  Texas  Health  Science 
Cienter  at  San  Antonio.  Dr  Ramamurthy  is 
an  associate  professor  of  pediatrics. 

STEPHEN  SLOGOFF,  MD,  Houston,  was 
recently  elected  president  of  the  Ameri- 
can Board  of  Anesthesiology’.  Dr  Slogoff 
is  an  anesthesiologist  in  the  Division  of 
Cardiovascular  Anesthesiology  at  the 
Texas  Heart  Institute. 

GEORGE  THURMAN,  MD,  Abilene,  was 
honored  recently  with  the  Taylor-Jones- 
Haskell  County  Medical  Society’s  highest 
honor — the  Gold-Headed  C^ane- Award. 
I'he  award  is  given  every  2 years  in  trib- 
ute to  a doctor  who  has  contributed  sig- 
nificantly to  the  medical  profession  and 
to  the  community.  Dr  Thurman  has  been 
2(j  a physician  for  more  than  50  years. 

RENE  VEIA,  a second-year  medical  stu- 
dent at  The  University'  of  Texas  Health 
Science  Center  is  one  of  10  medical  stu- 
dents nationwide  to  be  awarded  the 
1989-90  Metropolitan  Life  Foundation 
Award  for  Academic  Excellence  in  Medi- 
cine. Mr  Vela,  the  only  medical  student 
from  Texas  honored,  was  selected  because 
of  his  outstanding  academic  achievement, 
leadership,  and  potential  for  distinguished 
contributions  to  medicine. 


DFATllS 


OSAMA  AI.Y  ABDOL’.  MD.  Midland  car- 
diologist. Reported  deceased.  Dr  Abdou 
was  a 1967  graduate  of  the  Faculty'  of 
Medicine  in  Cairo,  Egypt.  Prior  to  his 
move  to  Midland  in  1984,  he  had  prac- 
ticed in  New  York. 

JOHN  T.  ARMSTRONG.  MD,  retired  Hous- 
ton gy  necologist.  Died  December  18, 
1989;  age  1~'.  Dr  Armstrong  was  a 1937 
graduate  of  The  Llniversity  of  Texas  Medi- 
cal Branch  at  Galveston.  He  completed  his 
internship  at  John  Sealy  Hospital  in  Gal- 
veston. He  received  his  residency  train- 
ing at  Memorial  Hospital  in  Houston, 
Presbyterian  Hospital  in  Chicago,  and  at 
Doctors  Hospital  and  Women’s  Hospital 
in  New  York.  During  World  War  11,  Dr 
Armstrong  served  as  an  officer  in  the  US 
Navy'  Medical  Corps.  In  1985,  he  was 
honored  by  the  establishment  of  the  John 
T.  Armstrong  Professorship  in  Obstet- 
rics, Gynecology,  and  Reproductive  Medi- 
cine at  The  University  of  Texas  Medical 
School  in  Houston.  Dr  Armstrong  was 
an  honorary  member  of  Texas  Medical 
Association. 

VIRGIL  C.  BAXTER,  MD,  retired  Gal- 
veston obstetrician  and  gynecologist. 
Died  November  29,  1989;  age  80.  In 
1939  Dr  Baxter  received  his  medical  de- 
gree from  the  University'  of  Oklahoma 
School  of  Medicine.  He  served  an  intern- 
ship at  Columbia  Hospital  in  Milwaukee, 
and  a residency  at  Mercy'  Hospital  in  Can- 
ton, Ohio. 

LEROY  E.  BATES,  JR,  MD,  San  Antonio 
general  surgeon.  Died  December  1 7, 
1989;  age  58.  Dr  Bates  was  a 1955  gradu- 
ate of  Baylor  University'  College  of  Medi- 
cine. He  served  his  internship  and  resi- 
dency at  Robert  B.  Green  Hospital  in  San 
Antonio. 

WILLIAM  MASSEY  CRAWFORD,  MD, 
retired  Fort  Worth  general  practi- 
tioner. Died  December  8,  1989;  age  83 
Dr  Crawford  graduated  in  1931  from 
Washington  University  Medical  School  in 
St  Louis.  His  internship  and  residency 
were  served  at  City-County'  Hospital  in 
Fort  Worth.  During  World  War  11,  he 


served  with  the  US  Coast  Guard,  Dr 
Crawford  was  a former  president  of  the 
Tarrant  Cx)unty’  Medical  Society  and  an 
honorary  member  of  Texas  Medical 
Association. 

F.  SCOTT  GLOVER  III,  MD,  retired  Hous- 
ton physician  who  specialized  in  hypno- 
sis. Died  December  15,  1989;  age  75.  In 
1938  Dr  Glover  received  his  medical  de- 
gree from  Tulane  University  in  New  Or- 
leans. He  served  an  internship  at  Char- 
ity' Hospital  in  New  Orleans  and  a resi- 
dency at  Memorial  Llospital  in  Houston. 
During  World  War  11,  Dr  Glover  was  an 
officer  with  the  US  Air  Force  in  the  South 
Pacific. 

HOWARD  R.  HANCOCK,  MD,  Lubbock 
radiologist.  Died  December  2,  1989;  age 
74.  Dr  Hancock  graduated  from  the  Uni- 
versity of  Kan.sas  Medical  School  in  1947. 
He  served  an  internship  at  the  University 
of  Oregon  Hospital  and  a residency  at 
the  Veterans  Administration  Hospital  in 
Wadsworth,  Kan. 

HOWARD  W,  JUNGMAN,  DO,  Colley ville 
general  practitioner.  Died  November  19, 
1989;  age  50.  Dr  Jungman  was  a 1966 
graduate  of  Kansas  City  College  of  Os- 
teopathic Medicine.  He  completed  an 
internship  at  Fort  Worth  Osteopathic 
Hospital. 

CHARLES  S.  LUETH,  MD,  retired  Austin 
internist.  Reported  deceased.  Dr  Lueth 
received  his  medical  degree  in  1944 
from  George  Washington  University  in 
Washington,  DC.  He  served  an  internship 
and  a residency  at  Detroit  (Mich)  Memo- 
rial Hospital.  Dr  Lueth  was  in  active  mili- 
tary' service  with  the  US  Air  Force  for 
more  than  20  years. 

PEARL  V.  MATTHAEI,  MD,  retired  San  An- 
tonio psychiatrist.  Died  December  18, 
1989;  age  93.  Dr  Matthaei  graduated  in 
1926  from  Kansas  University  School  of 
Medicine.  She  served  an  internship  at 
Children’s  Hospital  in  San  Francisco, 

Calif. 

MARY  ANN  McKINNEY,  MD,  retired 
Houston  gynecologist.  Died  November 
28,  1989;  age  85.  Dr  McKinney  grad- 
uated in  1933  from  Tulane  University 
School  of  Medicine  in  New  Orleans.  She 
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SEVEN  WAYS  TO  SHARPEN 
YOUR  MEDICAL  SKILLS. 


The  Army  Reserve  offers  a number  c(f  / 
highly  specialized  medical  courses  you'  can'£ 
always  get  in  civUian  hospitals — with  thet.kihd  ' 
of  flexibility  your  busy  schedule  demands.  H^e 
is  just  a sampling  of  the  unique  training'^'  . ^ 
programs  available  to  you  in  the  Army  Rei»rve: 


COMBAT  CASUALTY  CARE  Prepares  von 
for  treating  trauma  patients  in  your  civilian 
career.  Learn  how  to  live,  survive,  arid  function ' 
in  challenging  environments, 


ADVANCED  TRAUMA/LIFE  SUPPORT 


Teaches  you  how  to  treat  trauma  patients  dni:irig 
the  critical  first  hour  of  injifry.  Sponsored  by  the 
American  College  of  Surgeon's. 


ADVANCED  BURN  LIFE  SUPPORT  Teaches 


you  how  to  treat  and  n^page  the  unique 
characteristics  of  the  bum  patiept.  Sponsored  by 
the  American  Bum  Association. 


ADVANCED  CARDIAC  LIFE  SUPPORT 


Centers  upon  the  treatment  arid  life-saying 
intervention  associated  with  tHte  acute  cardiac 
patient.  Sponsored  by  theA.m^r^an  Heart 
Association.  ‘ ^ " 

TROPICAL  MEDlCINlE.Prbvides  you  with  . 

advanced  in-depth  training^h parasitology; 
infectious  diseases  occuiying  in  tropical  and 
other  areas  of  the  world,  and  bther  related 
topics.  ‘ ' 


FLIGHT  SURGEON  Gives  you  a working 
knowledge  of  aviation  medicine  in  a ^course  that 
offers  opportunities  for  frequent  operational 
flights. 


AVIATION  MEDICINE  Offers  you  a>follow-up 
to  the  Flight  Surgeon  course  and  includes  air 
ambulance  operations,  airfield  operations,  and 
aeromedical  research. 

Join  a local  medical  unit  and  serve  as  few 
as  16  hours  a month  and  14.  days  of  active  duty 
during  the  year.  The  time  you  serve  can  be 
scheduled  around  your  busy  private  practice. 

You  might  also  have  the  opportunity  to 
participate  in  our  Individual  Mobilization 
Augmentee  Program  and  serve  just  two  weeks 
each  year 

If  you  would  like  more  information  about 
these  or  other  medical  opportunities,  or  would 
like  to  be  contacted  by  an  Army  Reserve 
physician,  call  1-800-USA-ARMY. 


A: 


Mt  ■■ ' 


ARMY  RESERVE  MEDICINE. 

beallyoucanbe: 


For  treatment  of  diabetes; 


REPLACE 

Human  Insulin 


With  Human  Insulin 


Any  change  of  insulin  should 
be  made  cautiously  and  only 
under  medical  supervision. 


Humulin’® 

human  insulin 
[recombinant  DNA  origin] 


I o?..  Leadership 
I In  Diabetes  Care 
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served  an  internship  at  Women's  Medieal 
(College  in  Punjab,  India,  and  a residency 
at  (Chicago  Maternity  (Center. 

RALPH  B.  MILLKR,  MI),  retired  San  An 
tonio  radiologist,  recently  of  Cdearwater, 
Fla.  Reported  deceased.  In  1926  Dr  Mil 
ler  graduated  from  Ohio  State  University’ 
College  of  Medicine.  He  served  an  intern- 
ship at  Franklin  Hospital  in  San  Francisco, 
and  a residency  at  Massachusetts  General 
Hospital  in  Boston. 

JOHN  H.  OYER,  MD,  retired  Little  family 
physician.  Died  September  29,  1989;  age 
83.  Dr  Oyer  was  a 1933  graduate  of  In- 
diana University  School  of  Medicine.  He 
served  an  internship  at  Lutheran  Hospital 
in  Fort  Wayne,  Ind.  During  World  War  II, 
Dr  Oyer  served  with  the  US  Army.  He 
was  an  honorary  member  of  Texas  Medi- 
cal Association. 

EARL  H.  PARSONS,  MD,  Dallas  anesthe- 
siologist. Died  December  20,  1989;  age 
47.  In  1967,  Dr  Parsons  graduated  from 
University  of  Oklahoma  School  of  Medi- 
cine. He  served  an  internship  at  Method- 
ist Hospital  in  Dallas  and  a residency  at 
Parkland  Memorial  Hospital  in  Dallas. 

Dr  Parsons  served  with  the  US  Marines 
from  1960  to  1966. 

NANCY  GALIARDO  PEZZIA,  MD,  Hous- 
ton general  practitioner.  Died  December 
10,  1989;  age  47.  Dr  Pezzia  received  her 
medical  degree  in  1968  from  Universi- 
dad  Nacional  Mayor  San  Marcos  in  Lima, 
Peru.  She  completed  her  internship  and 
residency  in  conjunction  with  Baylor 
University  College  of  Medicine. 

ALEX  M.  ROSENBLUM,  MD,  retired  Kerr- 
ville  internist.  Died  July  8,  1989;  age  69. 
In  1944  Dr  Rosenblum  graduated  from 
the  University  of  Pennsylvania  School  of 
Medicine.  He  served  an  intern.ship  at  St 
Elizabeth  Hospital  in  Youngstown,  Ohio, 
and  a residency  at  Cook  County  Hospital 
in  Chicago. 

CLARENCE  1.  SHULT,  MD,  retired  Colum 
bus  family  physician.  Died  December  20, 
1989;  age  76.  Dr  Shult  was  a 1938  gradu 
ate  of  Tulane  University  School  of  Medi- 
cine. He  served  his  internship  and  resi- 
dency at  Southern  Pacific  Hospital  in 
Houston. 


WALTER  SOLIS,  MD,  Dallas  radiolo 
gist.  Died  November  19,  1989;  age  62. 

Dr  Solis  received  his  medical  degree  in 
1954  from  the  University  of  Litoral  in  Ar- 
gentina. He  served  an  internship  at  St 
Luke’s  and  Children’s  Medical  Center  in 
Philadelphia,  and  a residency  at  Wayne 
State  University  in  Detroit. 

JAMES  K.  I’lLLOTSON,  MD,  retired  mili- 
tary orthopedic  surgeon  recently  of  San 
Antonio.  Died  December  1989.  In  1945, 
Dr  Tillotson  graduated  from  the  Univer- 
sity of  Iowa  Cx)llege  of  Medicine.  I le 
served  an  internship  at  City  Hospital 
in  Louisville,  Ky,  and  a residency  at 
Brooke  General  Hospital  at  Ft  Sam  Hous- 
ton. Dr  Tillotson  began  his  militaix'  ser- 
vice with  the  LIS  Army  Air  Force  in  1946. 

ELMO  M.  VINAS,  MD,  retired  anesthe- 
siologist recently  of  Kerrville.  Died  July 
18,  1989;  age  77.  Dr  Vinas  received  his 
medical  degree  in  1959  from  I'he  Univer- 
sity of  Texas  Medical  Branch  at  Galveston. 
He  served  an  internship  at  Robert  B. 

Green  Memorial  Hospital  in  San  Antonio 
and  a residency  John  Scaly  Hospital  in  Gal 
veston.  During  World  War  II,  Dr  Vinas 
served  with  the  US  Army. 

VICTOR  JOHANNES  WEISS,  MD,  San  An- 
tonio family  physician.  Died  November 
24,  1989;  age  88.  Dr  Weiss  was  a 1926 
graduate  of  the  University  of  Nebraska 
College  of  Medicine.  He  served  an  intern 
ship  at  General  Hospital  in  Kansas  City, 
Mo.  During  World  War  II,  Dr  Weiss  .served 
with  the  US  Navy.  He  was  an  honorary’ 
member  of  Texas  Medical  A.ssociation. 

FRANK  WILLIFORD  III,  MD,  Port  Arthur 
general  surgeon.  Died  November  25, 
1989;  age  56.  In  1959  Dr  Williford  grad- 
uated from  I’he  University  of  Texas  Medi- 
cal Branch  at  Galveston.  He  served  an 
internship  at  Cincinnati  (Ohio)  General 
Hospital  and  a residency  at  John  Scaly 
Hospital  in  Galveston. 


iheres  a simple  thing  that 
each  one  of  us  can  do  to  help 
the  environment.  Plant  a tree. 

Trees  clean  the  air  'we 
breathe,  and  help  keep  the 
atmosphere  in  balance,  which 
makes  life  possible. 

You  can  make  life  better 
for  your  children  and  for  the 
future.  Join  me  and  plant  a 
tree.  Trees  lor  America... and 
for  the  earth. 

For  your  free  brochure, 
write:  Trees  for  America, 

The  National  Arbor  Day 
Foundation,  Nebraska  City, 

NE  68410. 


“Plant  a tree... 
Trees  for 
America” 


John  Denver  for 

©The  National 

Art)or  E)av  Foundation 
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Power  Lunch.  The  Texas  Riviera 


TMA  is  coming  to  a place  on  the  Gulf  of 
Mexico  that  has  become  known  as  “The 
Texas  Riviera”.  Come  to  Corpus  Christi  May 
9-13  for  a great  convention  on  the  edge  of  our 
beautiful  bay.  Fish  the  blue  waters  of  the  Gulf 
of  Mexico.  Stroll  the  pristine  beaches  of  Padre 
Island,  Enjoy  our  fresh  from  the  Gulf  seafood. 
20  Relax,  revitalize  yourself  and  put  some  wind 

in  your  sail.  Call  or  write  the  Corpus  Christi 

Area  Convention  & Visitors  Bureau,  RO. 
Box  2664,  Corpus  Christi,  Tx  78403  1-800- 
678-OCEAN  for  information. 


@ VVYNDHAM  corpus  christi 

A TRAMMELL  CROW  HOTEL 


IP  eat  I ire 


Corpus  Christi:  idyllic  scene 
for  treasured  family  memories 


Corpus  Christi  is  made  for  memories. 
Children  shriek  with  glee  as  ripples  of 
saltwater  lap  their  ankles.  The  young 
crabber  may  insist  on  carrying  his  first 
crab  home  in  a bucket  for  show  and 
tell — if  only  the  ice  lasts!  Windsurfing, 
exploring  barrier  islands,  the  romance 
of  moonlight  on  the  bay  and  walks 
along  the  beach  tantalize  young  and 
old  alike.  Castles  in  the  sand,  pictur- 
esque boat  basins,  and  the  sudden  sight 
ofjavelinas  in  a wildlife  refuge  will 
turn  up  in  family  banter  for  years. 

Come  along  to  Corpus  Christi,  to  the 
Texas  Medical  Association  's  123rd  An- 
nual Session  May  ID— 13!  Bring  the 
family,  and  take  time  out  to  huild 
memories  you  'll  share  forever! 


Physicians  and  their  families  will 
have  a full  tide  of  recreational 
choices  to  augment  4 potential 
days  of  CME  by  the  sea  when  the  Texas 
Medical  Association’s  123rd  Annual  Ses- 
sion comes  to  Corpus  Christi,  May  10- 
1 3-  The  association  met  in  that  city  once 
before,  in  1908. 

If  you  haven’t  visited  Corpus  Christi  in 
awhile,  you’ll  find  the  friendly  commu- 
nity has  conjured  some  pleasant  surprises 
for  visitors,  especially  during  annual 
session. 

“We  want  Corpus  Christi  permanently 
put  on  the  annual  session  circuit,  and  we 
realize  this  convention  is  crucial.  So 
we’re  trying  extra  hard  to  make  sure 
every  one  has  a good  time  and  every  thing 
flows  smoothly,”  said  Fred  Brackett,  MD, 
who  heads  the  Host  City  Information 
team  working  the  meeting. 

Even  without  annual  session  in  town, 
Corpus  Christi  just  loves  to  have  com- 
pany. More  than  2.5  million  visitors  an- 
nually assure  the  city  has  plenty  of  op- 
portunity. Though  it  is  possible  to  buy  a 
touristy  T-shirt,  the  town  works  hard  to 
emphasize  classier,  family  fun  activities 
covering  everything  from  deep  sea  fish 
ing  to  dabbling  your  toes  in  the  tide. 
More  than  a mere  cluster  of  huts  next 
to  the  bay.  Corpus  Christi  holds  a wide 
range  of  attractions. 


•Editor’s  Note:  Througliout  this  article,  an 
denotes  something  mentioned  favorably  more 
than  once  by  Corpus  Chri.sti  experts,  usually 
local  physicians,  their  spouses,  or  experienced 
visitors. 


Tossing  tidbits  to  one  lonely  seagt4ll  is  guaranteed 
to  draw  a raucous  flying  party  in  a hurry!  ( Photo 
courtesy  of  Texas  Parks  and  Wildlife  Department  ) 
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But  since  the  salt  water  and  its  en- 
virons are  the  truly  big  attractors,  let's 
talk  about  them  first.  Even  for  those  who 
think  of  themselves  as  confirmed  landlub- 
bers, the  region  can  be  alluring  because 
Corpus  Christi  makes  it  ea.sy  to  enjoy  the 
ocean  at  any  level,  from  gazing  to  total 
immersion. 

I'he  weather  usualh  helps  out,  too.  For 
the  April— June  quarter,  the  temperature 
averages  76°.  A consistent  breeze  cools 
the  area  even  more.  With  le,ss  than  1 inch 
of  rainfall  monthly  during  that  time,  the 
area  gives  itself  over  to  sunshine,  and 
even  urban  curmudgeons  succumb  to 
the  sensate  pleasures  surrounding  them. 

Surf  and  sand 

t)n  land,  you  can  enjoy  the  sun  and  sea 
by  renting  a bicycle  or  pedal-powered 
surrey*  for  a tour  along  the  2-mile-long 
seaw'all.  From  downtown  hotels,  walking 
will  take  you  to  the  seawall  almost  in- 
stantly and  to  other  interesting  spots 
such  as  the  T-heads  and  F-heads  ( con- 
crete structures  protecting  boat  slips, 
where  you  may  see  shrimpers  unloading 
their  catch.  Although  not  the  only  spot  to 
buy  fresh  shrimp,  this  is  one  option. ) 

Protecting  Corpus  Christi  Bay  are  the 
barrier  islands  consisting  of  the  closely 
connected  Mustang  Island*  and  Padre  Is- 
land.* A 2‘s-minute  drive  from  downtown 


Remember  the  clay  we  built  castles  by  tbe  seal'  And 
danced  in  the  surf  > And  H atched  the  sunlight  Jlash 


puts  you  at  the  islands’  “intersection.” 
From  there  you  can  drive  the  family  car 
on  the  beach  several  miles  from  the  visi- 
tors headquarters  at  Padre  Island  Na- 
tional Seashore,  but  for  more  extensive 
exploring,  a four-wheel-drive  vehicle  is 
necessarv'.  However,  even  the  islands' 
more  accessible  areas,  including  the  state 
and  county  parks,  receive  high  marks  for 
strolling,  swimming,  seashell  collecting, 
and  generally  goofing  around.  You  can 
drive  ( or,  coming  from  the  north,  take  a 
ferrv' ) to  Port  Aransas,  discussed  later, 
which  sits  at  the  north  tip  of  Mustang 
Island. 

Surfers  particularly  show'  up  at  the  J.B. 
Fuby  Youth  Park  on  Mustang  Island  be- 
cause there  Texas’  tame  surf  gets  a boost 
from  60()-foot  pilings  planted  to  create 
waves. 

North  of  Mustang  Island,  St  Jo  (for- 
mally, San  Jose ) Island  has  a good  repu- 
tation for  shell  collecting  and  solitude 
because  only  the  Jetty  Boat  ferr\’  ( no 
motor  vehicles,  just  passengers)  con- 
nects the  barrier  island  with  civilization. 
Before  catching  the  boat  at  Woody’s 
Sports  Cxmter  ( 512-749-S271  ) in  Port 
Aransas,  be  forewarned;  the  island  is 
strictly  BYOE  (bring  your  own  every- 
thing) becau.se  it  has  no  facilities  of 
any  kind. 

All  Texas  (iulf  Coast  beaches  get  some 

across  the  waves?  " ( Photo  courtesy-  of  Texas  Parks 
anti  \X  ildlife  Uepartmciit  ) 


trash  from  oceanic  dumpster  currents 
so  don’t  expect  pristine  strands  of  sand 
from  a Polynesian  travelogue.  However, 
officials  work  steadily  to  control  the  lit- 
ter. ITie  currents  also  may  bring  an  influx 
of  seaweed,  jellyfi.sh,  or  other  “bounty” 
from  the  sea,  but  the  currents  can  carry 
them  away  from  shore,  too.  For  informa- 
tion on  Padre  Island  beach  conditions, 
call  (512)  949-8175. 

Three  convention  hotels  have  beaches 
at  their  doorsteps;  the  Holiday  Inn  Emer- 
ald Beach  has  a small,  man-made  beach, 
and  both  the  Best  Western  Sandy  Shores 
Resort  and  the  Villa  Del  Sol  Condomin- 
iums are  located  on  the  2-mile  Corpus 
fffiristi  beach  ( called  North  Beach  by 
old-timers ).  Both  beaches  are  open  to 
the  public. 

The  small  McGee  Beach  is  conveniently 
located  downtown.  “Those  with  a taste 
for  boom  boxes,  crowds,  and  winos  will 
love  it,”  one  physician  said. 

Surround  yourself  with  water 

For  an  on-the-water  experience,  options 
include  the  Bubble  Drifter,  a bay  cruise 
boat  that  takes  assorted  trips  including 
tw’ice-daily  excursions  allowing  people 
to  pet  and  feed  dolphins.  (Reservations 
are  essential,  at  least  for  people.  The 
dolphins  just  show  up.  512-882-4126) 
Other  excursions  include  Captain  Clark’s 
Flagship,  a -tOO-passenger  paddle 
wheeler,  and  his  Gulf  Clipper.  Both  make 
day  and  evening  bay  tours. 

Can  you  come  to  Corpus  on  Wednes- 
day? Every'  Wednesday  afternoon  about 
6 pm,  yachts  race  in  the  bay,  and  they 
welcome  passengers,  even  the  inex- 
perienced. To  get  on  board  (be  ready 
about  5 pm ),  fill  out  and  mail  the  regis- 
tration form  in  the  Advance  Program, 
which  was  sent  to  members  in  mid- 
February.  For  more  information,  con- 
tact the  TMA  sports  activity  chairman. 

Dr  James  Tyree  (512)  884-638 1 . 

Check  Corpus  Cdtristi’s  marina  for 
water-going  rentals*  including  jet  skis, 
sailboats,  aqua  cycles,  paddle  boats,  and 
power  boats. 

Windsurfing*  gets  its  own  paragraph 
because  Corpus  (ffiristi  gave  the  sport  its 
own  park.  Oleander,  the  world’s  only 
city -sanctioned  sailboard  park.  If  you 
don’t  .spot  the  colorful  sails  near  down- 
town at  Oleander  Park,  somewhere 
nearby  probably  will  have  good  wind- 
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surting,  thanks  to  dependable  winds 
(average  speed  1 2 niph  ) and  the  bay's 
“C"  shape. 

Good  fishing*  also  hooks  outdoor  en 
thusiasts.  Nine  piers  (as  long  as  1,240  ft), 
jetties  at  Mustang  Island  State  Park  or 
Port  Aransas,  parU'  boats  and  deep-sea 
charters  (boat  fishing  costs  from  $12  to 
a few  hundred  dollars ),  plus  endless 
shoreline,  channels,  inlets,  lagoons,  and 
even  freshwater  lake  fishing  are  readily 
available  in  Corpus  C.hristi  and  nearby 
towns  such  as  Aransas  Pass  and  Rockport. 
Fishing  tackle  rentals  and  guides  are 
available. 

Rounding  out  the  water  experience 
in  Corpus  Christi  is  the  appropriately 
named  Watergarden*  downtown  in  the 
Bayfront  Arts  and  Sciences  Park  ( which 
also  contains  the  convention  center,  two 
museums,  and  civic  buildings ).  At  the 
Watergarden,  an  array  of  1 50  four-foot- 
tall  fountains  cascade  down  steps  into  a 
circular  pool. 

Museums 

Nearby  is  Heritage  Park,  a collection  of 
several  historic  homes  showing  assorted 
ethnic  influences  (512-883-0639  for 
open  hours  of  various  homes ).  The  ciu  's 
oldest  dw  elling,  on  exhibition  at  -i  1 1 N 
Broadway,  is  the  Civil-War-era  Centennial 
House.  If  you  like  to  look  at  more  con- 
temporan-  homes,  tiy-  cruising  Ocean 
Drive. 

The  two  museums  in  the  Bayfront  Arts 
and  Sciences  Park  are  the  Art  Museum  of 
South  Texas*  with  its  changing  array  of 
exhibitions  (512-884-3844)  and  the  Cor- 
pus Christi  Museum,*  which  has  exhibits 
including  artifacts  from  a 4()0-ycar-old 
sunken  Spanish  galleon,  as  well  as  plenty 
of  “touch  tables  ' for  children. 

Other  museums  include  the  Inter 
national  Kite  Museum  ( in  the  Best  West- 
ern Sandy  Shores  Resort ).  Beachcomber's 
Museum  ( in  Nueces  County  Park  on 
Padre  Island ) and  Museum  of  Oriental 
Cultures  (world's  largest  collection  of 
Hakata  dolls ),  and  the  Texas  Maritime 
Museum  in  Rockport. 

The  sporting  life 

Enough  culture.  Let's  talk  .sports: 

Golfers,  in  addition  to  the  TMA's  tour- 
nament, may  enjoy  three  public  and 
eight  private  courses  in  the  area. 

I'he  tennis  players  who  want  more 


In  Rockport.  tour  the  nuijestic  I'lilton  .Meinsion. 
which  has  been  restored  to  its  early  jtlor^-  Hiiilt  in 
it  has  29  rooms,  and  its  proands  corer  2 
acres.  ( Photo  coiirlcsy  of  Tcxa.s  Parks  and  \X  ildltfc 
Department  ) 


Volume  86  Marc/}  1990 


ball-whamming  than  TMA’s  tournament 
may  find  satisfaction  at  courts  including 
two  municipal  tennis  centers,  six  private 
clubs,  and  the  Sheraton  Marina  Inn  (hotel 
guests  only). 

For  discounted  admission  to  the  Cor- 
pus Christi  Athletic  Club  with  its  full 
range  of  health-club  facilities,  contact  the 
Host  City  Information  booth  in  the  regis- 
tration area  at  the  Convention  Center. 

Shopping  is  another  serious  sport 
where  Corpus  Christi  provides  good  fa- 
cilities. Several  strip  shopping  centers  on 
the  south  side  of  town  orbit  the  two  big- 
gest malls,  which  are  virtually  adjacent: 
Sunrise  Mall  and  Padre  Staples  Mall. 
Downtown,  the  Water  Street  Market  has 
an  interesting  cluster  of  shops  and  din- 
ing. A string  of  antique  stores  sits  near  Al- 
ameda and  Robert  ( 10-minute  drive  from 
downtown ). 

Navigating  Corpus  Christi  is  easiest  by 
car,  but  other  possibilities  include  the 
trolley,  which  runs  two  routes  covering 
bayfront  hotels,  many  tourist  attractions, 
and  the  Southside  mall  area.  In  addition 
to  Corpus  Christi’s  regular  bus  service, 
the  “B  to  the  Beach”  bus  can  take  you 
and  all  necessary  paraphernalia  to  Padre 
Island  on  weekends  and  holidays.  Call 
(512)  882-1722  to  make  sure  it’s  run- 


ning. The  Gray  Line  bus  takes  tours 
throughout  the  area.  The  TMA  will  run  a 
shuttle  every  15-20  minutes  from  the 
hotels  ( except  Embassy  Suites ) to  the 
Convention  Center  on  Thursday,  Friday, 
and  Saturday,  from  7 am  to  6 pm. 

Dining 

But  if  you’re  hungry,  who  cares  about 
pleasant  pastimes?  On  Maslow’s  hierarchy 
of  needs,  food  outranks  tourism.  So  here 
are  some  dining  options  (All  driving-time 
estimates  are  from  downtown  hotels). 

NORTH  AMERICAN/ECLECTIC  EOOD 
Elmo’s  City  Diner  and  Oyster  Bar,'  622 
N Water  St  ( a block  from  the  Marriott 
downtown ).  Diner-style  cooking  with 
seafood,  too.  Good  lunch  specials.  Mod- 
erate. 883-1643. 

Reflections,  900  N Shoreline  ( 20th 
floor  of  the  Wyndham  hotel  downtown). 
Elegant  dining,  including  seafood;  piano 
music,  great  view,  especially  nice  during 
the  Wednesday  yacht  races.  Expensive. 
886-3515. 

Rusty’s,  1645  Airline  Rd  (25-minute 
drive).  Customized,  big,  all-beefburgers. 
Inexpensive  to  moderate.  993-5000. 

Whataburger,  various  locations.  If 
you’re  ever  going  to  have  the  ultimate 


burger  thrill.  Corpus  Christi  may  be  the 
place  because  Whataburger  has  its  na- 
tional headquarters  here. 

BARBECUE 

County  Line,*  6102  Ocean  Dr  ( 10-minute 
drive ).  The  Corpus  Christi  version  of  the 
“don’t  you  wish  we  were  up  to  our  necks, 
instead  of  just  our  elbows,  in  this  food” 
feeding  frenzy  replicates  the  restaurant’s 
success  in  other  cities — although  here 
you  sometimes  see  seafood  variations. 
Moderate  to  expensive.  991-7427. 

ITALIAN 

Frank’s  Spaghetti  House,  2724  Leopard 
( 10-minute  drive).  The  oldest  Italian  res- 
taurant in  town.  Good  range  of  selec- 
tions. Moderate  to  expensive.  882-0075. 

The  Olive  Garden,  5258  S Padre  Island 
Dr  (15-minute  drive).  Lives  up  to  the 
solid  reputation  aehieved  in  other  cities. 
Moderate.  992-4742. 

Paesano’s,'  38 1 2 S Alameda  ( 1 0-minute 
drive).  Shrimp  Paesano  and  other  cred- 
ible reproductions  like  the  Paesano’s  in 
other  Texas  eities.  Moderate  to  expensive. 
852-7971. 

MEXICAN 

Baca’s,  1301  15th  St  ( 15-minute  drive). 


Captain  Clark's  Gulf  Clipper  makes  day  and  evening  lours  of  the  bay  ( Photo  courtesy  of  Corpus  Christi  Area  Convention  & Visitors  Bureau  ) 
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Looks  like  a hole  in  the  wall  but  has  good 
food.  Inexpensive.  883-1202. 

Kiko’s,*  several  locations;  closest  to 
downtown  is  5520  Everhart.  ( 15-minute 
drive).  Known  for  fajitas.  Inexpensive  to 
moderate.  991-1211. 

Old  Mexico,*  3329  Leopard  ( 10- 
minute  drive).  Got  a yearning  for  Tex- 
Mex?  This  place  gets  the  job  done  with- 
out a major  grease  attack.  Ver)-  popular; 
always  a line  at  normal  eating  hours.  In- 
expensive to  moderate.  883-6461. 

Ray’s  Cafes,  several  locations,  closest  to 
downtown  is  920  Louisiana  at  Staples 
( 10-minute  drive).  Good  food,  excellent 
margaritas.  Inexpensive  to  moderate. 
883-1413. 

Rosita’s,  2319  Morgan  ( 15-minute 
drive,  a few  blocks  from  Baca’s ).  Good 
lunch  specials  and  enchiladas.  Inexpen- 
sive to  moderate.  883-8363. 

ORIENTAL 

Mao  Tai,  4601  S Padre  Island  Dr  ( 15- 
minute  drive ).  Excellent  moo  shu  pork 
and  mai  tais.  Moderate.  852-8877  or 
852-7624. 

Saigon  Vietnam  Restaurant,  5830 
McArdle  Rd  ( 1 5-minute  drive ).  Wide 
range  of  selections,  including  vegetarian; 
sweet-and-sour  soup;  lunch  specials.  In- 
expensive to  moderate.  991-9425. 

SEAFOOD 

Baja  Coast,*  5253  S Staples  ( 15-minutc 
drive).  Upscale,  chic  diners  and  families 
both  enjoy  the  range  of  selections  includ- 
ing mesquite-grilling,  stir-fried  vege- 
tables, even  fajitas  and  poultry'  dishes. 
Moderate.  992-3474. 

C.C.  Dockside,  downtown  at  the 
Peoples  St  T-head.  Floating  restaurant 


(ioosf  /sitinil  State  Park  has  cani/tftroaiids  and  lots 
of  trees  to  elimb.  Its  centerpiece  is  the  oldest  and 
larftest  oak  tree  in  J'e.vas  (definitely  not  for  climb 
ing).  Vi  hen  Colnmbus  discot  ered  America,  the  liig 
Tree  had  already  seen  fire  centuries  fiass:  now  at  age 
l.OtX)  pltis.  its  girth  is  fS  feet  and  its  crown  spreads 
H')  feet  ( I’lioto  courtesy  of  Texas  Parks  .uni  V(  iltilifc 
Dcpartimnl  ) 


awash  with  atmosphere.  Moderate. 
882-6666. 

Charlotte  Plummer’s,  202  Fulton  Beach 
Rd  in  Rockport  ( 45-minute  drive ).  A Gulf 
Coast  tradition;  excels  in  fried  seafood. 
Moderate.  729-1185. 

Elmo’s  (see  North  American/Eclectic). 

Lighthouse,*  444  N Shoreline  at  Law- 
rence St  T-head  downtown.  Tasty  selec- 
tions; good  bay  view;  you  may  even  get 
to  watch  the  shrimp  boats  unload  your 
lunch’s  cousins.  Moderate  to  expensive. 
883-3982. 

Snoopy’s  Pier,*  13313  S Padre  Island 
Dr  ( 20  — 30-minute  drive,  under  the  JFK 
Causeway ).  Seafood  and  burgers.  Very  in- 
formal, “essence  of  the  Corpus  Christi 
lifesty  le,”  said  one  phy  sician,  who  likes 
to  eat  there  after  going  to  the  beach 
with  his  children.  A great  place  to  make 
sure  the  sunset  performs  properly'.  No 
credit  cards.  Inexpensive  to  moderate. 
949-8815. 

Water  St  Oyster  Bar*  and  ( next  door ) 
Water  St  Seafood  Co,*  309  N Water  in 
the  Water  Street  Market  ( behind  the 
Sheraton  hotel  downtow  n ).  The  oyster 
bar,  really  a full-scale  restaurant,  is 
more  boisterous  than  its  sibling  next 
door.  Both  offer  a good  variety  of  fresh 
seafood;  good  soups.  Moderate.  88 1 9448 
(oyster  bar);  882-8683  (seafood 
company ). 

Yardarm,*  4310  Ocean  Dr  ( 15-minute 
drive ).  Excellent;  the  most  Continen- 
tal preparation  in  tow'n.  Expensive. 
855-8157. 

SOLI'TflWESTERN 

Milann’s,  5817  Weber  ( 10-minute  drive). 
Captures  the  Southwestern  mystique 
sweeping  restaurants  statewide.  Lunches 
especially  prai.sed.  Moderate.  85"’-5635. 

And  down  the  road  a piece  . . . 

Don’t  dawdle  over  your  food  too  long. 
ITiere’s  a lot  to  see  outside  of  Corpus 
Christi: 

Beach  access  and  fishing  boost  the  ap- 
peal of  Port  Aran.sas*  on  Mustang  Island, 
but  the  town’s  allure  also  includes  the 
24-hour  ferry',  numerous  shopping  op- 
tions and  several  seafood  restaurants. 

Port  Aransas  is  just  one  of  several  at- 
tractions a short  drive  ( at  least  by  Texas 
standards ) away  from  Corpus  Christi. 

Approximately  40  miles  (45  minutes) 
west  of  Corpus  Christi,  the  King  Ranch* 


self-guided  audio  tape  tour  and  museum 
offer  an  insiglitful,  capsulized  look  at  the 
approximately  825,000-acre  ranching 
empire.  The  entire  trip  takes  at  least  2.5 
hours,  counting  a 90  minutes  in  round- 
trip  transit  by  car. 

Ihe  Rockport-Fulton*  area  offers  en- 
ticements approximately  50  miles  (45- 
minute  drive ) northeast  of  Corpus  Christi. 
With  the  nation’s  largest  per  capita  con- 
centration of  artists  for  a community  its 
size,  art  abounds,  but  for  starters,  check 
out  Austin  Street  in  Rockport  and  the 
Rockport  Art  Center  with  its  galleries 
and  displays. 

ITie  Fulton  mansion  w as  a singular 
masterpiece  when  a cattle  baron  built  it 
in  1876.  These  days  the  mansion  is  open 
for  public  tours.  Not  so  for  the  new'  man- 
sions and  associated  yacht  club  on  Key 
Allegro,  but  the  big,  beautiful  homes  are 
worth  sightseeing  from  the  outside. 

Nearby  Goose  Island  State  Park  has  an- 
other big  sight;  the  national  champion 
oak  tree  * The  1 ,()00-year-old,  aptly 
named  Big  Tree  has  a 35-foot  circum- 
ference and  89-foot  crown. 

Beaches,  boating,  fishing,  and  dining 
help  round  out  the  Rockport-Fulton 
picture. 

Heading  a little  further  northeast,  the 
Aransas  National  Wildlife  Refuge*  gives 
an  even  more  untamed  view'  of  Texas. 
May  isn't  the  season  for  whooping  cranes, 
but  the  refuge’s  hiking  trails,  as  well  as  its 
paved  roads  and  observation  tow'er,  offer 
good  opportunities  to  see  wild  turkeys, 
alligators,  javelinas,  deer,  and  other  ani- 
mals. Rangers  discourage  feeding  the  ani- 
mals so  bring  insect  repellent  to  avoid 
becoming  a mo.squito  buffet. 

What  more  can  we  say?  After  more 
than  2,000  words,  this  article  still  has  not 
covered  every'  reason  to  visit,  and  linger, 
in  this  special  part  of  Texas.  You  and 
your  family  w'ill  find  your  ow’n  special 
places  and  experiences  here.  And  that, 
perhaps,  is  the  Corpus  Christi  region’s 
greatest  come-hither,  come-back  allure. 

For  more  information  on  Coq>us 
(Christi,  surrounding  communities  and 
area  attractions,  contact  the  Cktrpus 
Christi  Convention  and  Visitors  Bureau, 
1201  N Shoreline,  Corpus  Christi,  TX 
78403-2664.  Phone  1-800-678-62.32,  or 
locally,  882-5603. 

STEVE  CARRELL  Austin  freelance  writer 
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Cancer  Is  Complex 


For  the  latest  cancer  information 
from  the  National  Cancer 
Institute’s  Cancer  Information 
Service,  write: 

The  National  Cancer  Institute 
Building  31,  Room  10A24 
Bethesda,  Maryland  20892-3100 
U.S.A. 

Or  Call: 

1-800-4-CANCER* 

(1-800-422-6237) 

*In  Hawaii,  on  Oahu  call 
524-1234. 

Neighbor  islands  call  collect.  Texas , Medicine 


Getting  the 

■^6  Information 

Is  Simple 


Sun,  Sand,  Sea  and  Science! 


^^^Outstanding  Medical  Speakers  ^iifi^Exhibits 
>^®^House  of  Delegates  Meeting  Sports  and  Alumni  Events 
Flagship  Cruise/Beach  Party/Dinner  Dance 


The  following  pages  contain  a complete  set  of  registration  forms 

for  the  1990  Annual  Session. 

Make  your  commitment  today 
to  four  days  of  excellent  scientific  programs 
and  exciting  social  events. 


Texas  Medical  Association 
123  rd  Annual  Session 
May  10-13,  1990 


1990  Annual  Session  Advance  Registration  Form 


name  (please  print) 

specialty 

address 

city 

State 

zip 

MEMBER 

No  Fee 

NONMEMBER 

Fee 

please  check  all  applicable  spaces  below: 

□ Speaker 

waived 

□ Physician 

□ Spealter 

□ TMA  and  County  Medical  Society 

□ Intsm/Resident/Fellow 

□ Scientific  Exhibitor 

Staff  and  Family 

waived 

□ Medical  Student 

n 50  Year  Qub 

□ Physician 

$100 

□ TMA  Officer 

□ HMSS  Representative 

□ Intern,  Resident,  Fellow 

$10 

□ TMA  DelegatB 

□ TEXPAC 

□ Medical  Student 

$10 

□ TMA  Alternate  Delegate 

n TiXPAC  300  aub 

□ Allied  Health  Personnel 

$10 

□ TMA  Councilor 

□ MSS  Executive  Council 

□ Prospective  Exhibitor/Approved  Visitor 

$50 

□ TMA  Vice  Councilor 

□ MSS  Chapter  Officer 

□ Nonmember's  Family  (over  age  21) 

$10 

□ TMA  Board  Member  □ Chainnan 

n MSS  Chairman 

□ TMA  Council  Member  □ Chairman 

□ RPS  Executive  Council 

Mode  of  transportation 

□ TMA  Committee  Member  □ Chairman 

□ RPS  Chairman 

□ car  □ plane 

□ TMA  Trustee 

□ RPS  Councilor 

□ AMA  Member 

□ YPS  Chairman 

□ AMA  Delegate 

□ YPS  Governing  Board 

□ AMA  Alternate  Delegate 

□ CMS  Officer 

mease  completa,  Include  registration  tee  H appropriate  and  return  to  Texas  Medical  Association,  Department  of  Annual  Session  and  Scientific 

Programming,  1801  N.  Lamar  BM.,  /kjstin,  Texas  78701. 

3/90 

j Register  by  April  18  and  havt 
I your  name  entered  in  the 
I following  drawings: 

I Wyndham  Corpus  Christi — 

I Weekend  for  Two 

I Corpus  Christi  Sheraton 

j Marina  Inn — ^Weekend  for  Two 

I Corpus  Christi  Marriott — 

j Weelcend  for  Two 

j Water  Street  Seafood  Co., 

I Corpus  Christi — Dinner  for  Two( 

j Lighthouse  Restaurant,  Corpus 
I Christi — Lunch  or  Dinner 

[ Fisherman’s  Wharf,  Corpus 

j Christi — Five-Hour  Fishing  Trip 

j for  Two  on  the  Wharf  Cat 

I Flagship  or  Gulf  Clipper,  Corptt 
I Christi — Sightseeing  Cruise 

I for  Two 


Advance  Ticket  Reservation  Form 


Return  completed  form  with  check  or  credit  card  information.  Pick  up  tickets  at  the  registration  area  by  2 p.m.  of  previous  day  of  event. 


Number  of  Amount 

Tickets  Enclosed 

Annual  Membership  Luncheon 

Speaker  Steve  Allen,  Jr,  MD 

Installation  of  TMA  President 

Friday,  May  11, 12:30-2  pm 

Bayfront  Plaza  Convention  Center 

$25  per  person  


Beach  Party/Luau 

Fbod/Sundae  Bar/Entertainment/Cash  Bar 

Friday,  May  11,  5:30-9  pm 

Holiday  Inn-Emerald  Beach 

$15  per  adult/$6  per  child  

Texas  Riviera  Dinner/Dance 

Dinner/Dancing/Entertainment/Cash  Bar 
Friday,  May  11,  7-midnight 
Wyndham  Corpus  Christi 
$2fe  per  person  (full  evening) 

$750  per  person  (dancing  only— after  9 pm) 

no  ticket  Flagship  Cruise 

necessary  Light  Hors  d’oeuvres/Cash  Bar 

Thursday,  May  10,  5:30-7  pm 
Peoples  St.  T-Head  no  charge 


name 

phone  # 

address 

city  state  zip 


Charge  to  my Visa MasterCard  Amount  $ 

Acct.  No Exp.  Date 

Name  on  Card 

Signature 

Ticket  reservation  form  and  payment  must  be  received  by 
Aprii  18.  No  refunds  after  Aprii  25. 

Return  to:  Texas  Medical  Association,  Department  of  Annual 
Session  and  Scientific  Programming,  1801  N.  Lamar  Blvd., 
Austin,  Texas  78701. 


TOTAL  $ 


m 


Final  Program  Order  Form 


The  Program  and  Abstracts  of  the  123rd  Texas  Medical  Association 
Annual  Session  will  be  available  in  mid-April.  To  order  your  copy  in 
advance,  return  form  with  payment  of  $5.00  to  Texas  Medical 
Association,  Department  of  Annual  Session  and  Scientific 
Programming,  1801  N.  Lamar  Blvd.,  Austin,  Texas  ^01. 


name 


address 


city 


state 


zip 
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Headquarters  Hotels  and  Other  Facilities 


jiake  your  Reservations  Now! 

quests  will  be  processed  first-come,  first- 
rved  by  the  Housing  Bureau,  Corpus  Christi 
rea  Convention  and  Tourist  Bureau  through 
computerized  system. 

omplete  in  full  the  Official  Housing  Bequest 
)rm  and  return  it  immediately  to: 

VIA  Housing 

orpus  Christi  Area  Convention  and 
[)urist  Bureau 
,0  Box  2664 

forpus  Christi,  TX  78403-2664 

0 not  send  housing  form  to  Texas  Medical 

isociation.  This  will  onl\'  delay  your  request. 

nly  reserv'ations  received  on  the  Official 
ousing  Request  Form  will  be  accepted.  Hotels 
ill  not  accept  reservations  directly,  and  tele- 
lone  requests  cannot  be  accepted. 

st  six  hotels  in  order  of  preference. 

eadline  for  reservations  is  April  18. 

onfirmations 

x)m  confirmations  will  be  sent  to  you  directly 
)m  the  hotel  within  three  weeks  of  receipt  of 
■ur  request  by  the  Housing  Bureau.  Please  check 
refully  to  be  sure  all  information  is  correct. 

oom  Deposits 

3 not  send  room  deposit  with  the  Housing 
irm.  Should  a deposit  be  required,  the  hotel 
ill  request  it. 

. nervations  will  be  held  until  6 pm  of  the 
rival  date  unless  a later  arrival  time  is  indi- 
ted. If  a deposit  is  required  to  hold  your 
om  past  6 pm,  you  will  be  notified  at  the 
ne  of  confirmation  by  the  hotel.  The  deposit 
ould  be  mailed  directly  to  the  hotel.  Please 
larantee  with  hotel. 

hanges  and  Cancellations 

ly  changes  in  room  reservations,  arrival  or 
parture  dates  should  be  sent  in  writing 
liwtly  to  the  hotel. 

1 cancellations  should  be  sent  to  the  Housing 
ireau  immediately  so  that  others  can  be 
commodated.  Your  notice  of  cancellation 
ust  be  received  within  48  hours  of  your 
aeduled  arrival  or  your  deposit  cannot  be 
Funded.  Don’t  be  a no  show! 


Participating  Hotels  and  Codes  Deadline  for 
Reservations — April  18 

1.  Best  Western  Sandy  Shores  Resort  (007) 
3200  Surfside 

Beachfront  hotel  with  four  restaurants 
and  unique  Int’l  Kite  Museum.  Relaxed, 
tropical  setting  four  minutes  from 
Convention  Center. 

$55  Single/Double 

* 2.  Corpus  Christi  Marriott  (002) 

707  North  Shoreline  Blvd. 

Auxiliarx'  Headquarters.  Casual  elegance 
and  European  chef.  On  bayfront. 
Indoor/outdoor  pool. 

$70  Single/Double 

3.  Embassy  Suites  Hotel  (009) 

4337  South  Padre  Island  Drive 
Family  accommodations,  suite  style, 
located  en  route  to  Padre  Island  beaches. 
Pool,  sauna,  whirlpool,  game  room.  No 
shuttle  service. 

$64  Single/Double 
Children  13  & under  free. 

* 4.  Holiday  Inn — Emerald  Beach  (006) 

1102  South  Shoreline  Blvd. 

Sports  its  own  beach,  indoor  pool, 
children’s  pool,  play  area  and  exercise 
room. 

$58  Single/Double 

5.  La  Quinta  Royale  (004) 

601  North  Water  Street 
One  block  from  bayfront.  Booms  with 
private  balconies  overlook  10-stor\'  atrium. 
$53  Single/Double 


6.  Quality  Inn  Bayfront  (010) 

411  North  Shoreline  Blvd. 

Overlooks  the  marina  in  the  heart  of  the 
downtown  shopping  and  business  district. 
Pool.  Pets  allowed. 

$46  Single/Double 

7.  Ramada  Inn  Bayfront  (003) 

601  North  Shoreline  Blvd. 

Relaxed  atmosphere  and  central  location 
overlooking  bayfront. 

$46  Single/Double 

8.  Sheraton  Marina  (005) 

300  North  Shoreline  Blvd. 

View  of  bay  from  every  room.  Shuttle  to 
and  from  beach.  Tennis  courts,  pool. 

$65  Single/Double 

9.  Villa  Del  Sol  Condominiums  ((X)8) 

3938  Surfside  Blvd. 

Beachside  family  condos.  Pools,  hot  tubs, 
barbecue/park  areas.  Kitchen  equipment 
and  maid  service  furnished. 

$55  Bayview/$65  Bayfront 

* 10.  Wyndham  Corpus  Christi  (001) 

900  North  Shoreline  Blvd. 

Every  room  has  a balcony  overlooking  the 
bay.  Near  the  convention  center.  Racquet- 
ball  court,  health  club,  indoor/outdoor 
pool,  children’s  pool. 

$76  Single/Double 

* Bayfront  Plaza  Convention  Center 
1901  North  Shoreline  Boulevard 

The  above  room  rates  do  not  include  13  % 
occupancy  tax. 

* Headquarters  Hotels 
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FOR  HOUSING  BUREAU  USE  ONLY 


Texas  Medical  Association 
123rd  Annual  Session 
May  10-13,  1990 
Corpus  Christi,  Texas 

OFFICIAL  HOUSING  REQUEST  FORM 


MAIL  TO: 


TMA  HOUSING 

PO  Box  2664 

CkDnvention  and  Tourist  Bureau 
Corpus  Christi,  Texas  78403-2664 


• TELEPHONE  REQUESTS  NOT  ACCEPTED. 

• PLEASE  PRINT  OR  TYPE  ALL  ITEMS  TO  ASSURE  ACCURACY. 

• COMPLETE  EACH  PART  BELOW  IN  DETAIL  FOR  CORRECT  AND  RAPID  COMPUTER  PROCESSING. 

• ACKNOWLEDGEMENT  WILL  BE  SENT  TO  INDIVIDUAL  INDICATED  BELOW.  CONFIRMATION  WILL  FOLLOW  FROM  HOTEL. 

• PHOTOCOPY  THIS  FORM  IF  MORE  THAN  THREE  ROOMS  ARE  REQUIRED. 


INSTRUCTIONS:  Complete  requested  data  using  abbreviations  as  necessary. 
(NAME  OF  PERSON  REOUESTING  ROOMS) 


RESERVATION  CUTOFF  DATE 


April  18, 1990 


(LAST  NAME) 

(NAME  OF  COMPANY  OR  FIRM) 

(STREET  ADDRESS  OR  PO  BOX  NUMBER) 

(CITY) 

(STATE) 

(ZIP-USA) 

(COUNTRY) 


(AREA  CODE) 


(PHONE  NUMBER) 


INSTRUCTIONS:  Select  six  Hotels/Motels  of  your  choice.  Request  wiii  not  be 


FIRST  CHOICE  EH  EH  EH 

SECOND  CHOICE 

(HOTEL  CODE  #) 

FOURTH  CHOICE  EH  EH  EH 

FIFTH  CHOICE 

(HOTEL  CODE  #) 

processed  without  six  choices. 


□ □ □ 
(HOTEL  CODE  #) 


□ □ □ 
(HOTEL  CODE  #) 


INSTRUCTiONS: 


1.  PRINT  OR  TYPE  NAMES  OF  ALL  PERSONS  OCCUPYING  EACH  ROOM. 

2.  SELECT  TYPE  ROOM  DESIRED  WITH  ARRIVAL  AND  DEPARTURE  DATES. 

3.  USE  SAME  FORMAT  FOR  ADDITIONAL  ROOM  REOUESTS. 

4.  PRINT  OR  TYPE  LAST  NAME  FIRST. 


THIRD  CHOICE 

(HOTEL  CODE  # 

SIXTH  CHOICE 

(HOTEL  CODE  # 


NOTE:  Rooms  are  assigned  on  “First  Come/First  Serve”  basis.  If  none  of  the  choices  listed  are  available,  another  facility  will  be  assigned  based  on  a referral  system  determined 
by  your  association. 

GUARANTEE  LATE  ARRIVAL  BY  CREDIT  CARD 


(Type  of  Card  AE,  MC,  VISA) 


(Credit  card  number) 


(Expiration  date) 


GUEST  NAME/S  (PRINT  LAST  NAME  FIRST)  p + 1 _ Parlor  & one  bedroom  P + 2 - Parlor  & two  bedrooms 

ROOM 

NO.  1 

1 

CHECK  ONE 

Single  Triple 

Double  Ouad 

Twin  P + 1 

_ Dbl/Dbl  _ P + 2 

ARR.  DATE  DEP.  DATE 

2 

ARR.  TIME  □ AM  □ PM  (Check  one) 

3 

NOTE:  Reservation  will  be  held  until  6 p.m.  unless  special 
arrangements  are  made  directly  with  hotel.  The  hotel  may 
request  a deposit. 

4 

1 

CHECK  ONE 

ROOM 

2 

Single  Triple 

Double  Quad 

Twin  P + 1 

NO.  2 

3 

4 

_ Dbl/Dbl  _ P + 2 

ARR.  DATE  . 
ARR.  TIME. 


DEP.  DATE  . 


. □ AM  □ PM  (Check  one) 


NOTE:  Reservation  will  be  held  until  6 p.m.  unless  special 
arrangements  are  made  directly  with  hotel.  The  hotel  may 
request  a deposit. 


1 

CHECK  ONE 

ARR.  DATE  DEP.  DATE 

ROOM 

2 

Single  Triple 

Double  Quad 

ARR.  TIME  n AM  n PM  /Check  onet 

NOTE:  Reservation  will  be  held  until  6 p.m.  unless  special 

NO.  3 

3 

Twin  P + 1 

arrangements  are  made  directly  with  hotel.  The  hotel  may 

4 

_ Dbl/Dbl  _ P + 2 

request  a deposit.  , 

NOTE:  PLEASE  CHECK  ALL  ITEMS  FOR  ACCURACY 
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A Few  Doctors  Still  Think 
It’s  Smart  To  Own  A Car! 


PRICE: 

PURCHASE 

OPTION: 


MONTHLY 

PAYMENT: 

(approximate) 


BUY: 
’25,000 
NA 

’822 


PRICE: 

PURCHASE 

OPTION: 

(at  36  mos.  lease) 


MONTHLY 
PAYMENT: 

(approximate) 

YOU  SAVE  $342  PER  MO.  X 36  MOS.  = $12,312 


LEASE: 
’25,000 
11,900 

’480 


•14,074 

Savings  To  Lease 

FUTURE  VALUE  OF  LEASE  PA YMET^  SAVINGS  ASSUMING  9%  RETURN: 

Some  Of  Autoflex’s  Exclusive  Features 


★ Delivered  to  your  home  or 
office 

* No  down  payment 

♦ No  security  deposit 

♦ Closed  end  lease 

* Trade  Ins/We  will  purchase 
your  present  vehicle. 


CONTACT 

LOUIS  MURAD  OR  GREG  GRAZIOLI 

1-800-634-0304 


* I.xas  lo,g«f 

^tof/ex 
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SCO  TT  C.  HOLDEN,  MS,  MSI 
R.  DAVID  CALVO,  MS,  MD 
JAMES  C.  STERI.ING,  MD,  MS 


Anabolic  steroids  in 
athletics 


Scott  C.  Holden,  MS, 
MSI,  Southwestern 
Medical  School.  Dallas; 
R David  Calvo,  MS, 

MD,  and  James  Sterling, 
MD,  MS.  Ft  Bend 
Orthopaedic  and  Sports 
Medicine  Associates, 
1111  Highway  6,  Suite 
18,  .Sugar  Land,  TX 
■'7a'^8  Send  reprint  re- 
quests to  Mr  Holden, 
3440  North  Beltline 
#2066,  Irving.  TX 
■’5062 


Steroid  abuse  in  athletics  is  one  of  the  most  press- 
ing health  problems  in  sports  today.  Many  athletes 
believe  that  they  must  take  steroids  in  order  to 
compete,  eivn  though  scientists  are  divided  on  the 
question  of  whether  steroids  increase  strength.  This 
paper  revietvs  the  history  of  anabolic  drug  use  in 
sports,  the  types  of  steroids  and  amounts  used, 
their  intended  effects,  and  the  possible  side  effects. 


The  use  of  various  muscle  strength-  and 

growth-enhancing  agents  has  been  prevalent 
and  increasing  in  sports  since  the  early 
1950s  ( 1 ).  These  drugs  are  used  by  athletes  in  an  at- 
tempt to  gain  an  advantage  over  their  competition. 
Testosterone  was  the  first  agent  found  to  produce 
these  effects,  so  it  was  the  first  to  be  used.  Synthetic 
derivatives  of  testosterone  were  developed  in  at- 
tempts to  produce  a drug  with  less  androgenic 
properties  while  retaining  or  increasing  the  ana- 
bolic effects.  Anabolic  steroid  derivatives  have  been 
developed  in  both  oral  and  injectable  forms.  Some 
athletes  use  these  derivatives  in  large  doses,  often 
using  two  or  more  different  anabolic  steroids  in 
conjunction  with  their  training  programs. 

These  drugs  are  not  without  side  effects — some 
reversible,  some  permanent,  and  some  that  can  be 
lethal.  Anabolic  steroids  may  have  effects  on  the 
organs  and  structures  responsible  for  the  tran.sport, 
metabolism,  and  excretion  of  the  drug.  Cihanges  in 
the  user’s  reproductive  system  and  psychological 
state  of  a user  may  occur.  Additional  adverse  effects 
may  occur  in  females,  adolescents,  and  children. 

The  purpose  of  this  review  is  to  present  the  his- 
tory of  anabolic  drug  use  and  development,  exam- 
ine the  derivatives  and  dosages  used  and  the 
reasons  for  use,  discuss  the  desired  effects,  and  dis- 
cuss the  adverse  side  effects  of  these  agents. 


Background 

ITie  idea  that  male  sex  hormones  have  an  anabolic 
effect  was  realized  in  1935  by  Kochakian  and 
Murlin  ( 2 ).  Testosterone  was  synthesized  shortly 
after  this.  At  first,  testosterone  was  used  to  treat  lib- 
erated concentration  camp  prisoners  and  people 
who  were  severely  malnourished  due  to  systemic 
illne.ss.  The  drug  was  used  by  the  German  army  dur 
ing  World  War  II  to  increase  the  aggressivene.ss  of 
the  troops  ( 3 )■  Other  individuals  treated  with  tes- 
tosterone included  burn  victims,  recovering  sur- 
gical patients,  hypogonadal  males,  and  anemic 
individuals.  However,  the  androgenic  properties  of 
the  drug  presented  complications  with  long-term 
use.  ITiis  led  to  the  .search  for  testosterone  deriva- 
tives with  fewer  side  effects  and  longer  lasting  ac- 
tion. In  1954,  methandrostenolone,  the  first  of  the 
synthetic  derivatives  of  testosterone,  was  intro- 


duced under  the  trade  name  Dianabol  ( 1 ). 

Anabolic  steroid  use  in  sports  began  in  the  early 
1950s  (4).  Steroid  use  in  international  competition 
was  first  reported  in  Russian  male  and  female  ath- 
letes in  1954  (3).  By  the  1956  Olympics  at 
Melbourne,  many  of  the  athletes  were  either  using 
Dianabol  or  were  aware  of  the  claims  made  of  the 
drug’s  anabolic  capabilities  ( 1 ).  It  was  not  until 
1976  that  anabolic  steroids  were  banned  by  the 
International  Olympic  Committee  ( 1 ).  The  reason 
for  the  delay  in  banning  the  drugs  was  the  lack  of 
reliable  tests  for  the  detection  of  the  drugs  or  their 
metabolites  in  urine. 

Use  of  steroids  in  sports 

ITie  ban  on  steroids  has  not  decreased  their  use. 

This  is  evidenced  by  the  number  of  positive  tests 
for  steroid  use  in  collegiate  athletics,  professional 
sports,  and  the  Olympic  games.  There  are  several 
rea,sons  athletes  continue  to  use  steroids  despite  the 
possibility  of  testing  positive.  First,  some  athletes 
doubt  that  they  will  be  “caught  ” by  the  test.  Second, 
there  may  be  pharmacological  attempts  at  masking 
the  presence  of  the  drugs  by  diluting  the  urine 
using  diuretics  such  as  furosemide  (Lasix)  or  by 
blocking  the  removal  of  the  metabolites  by  the  kid- 
neys with  probenecid  ( Benemid ).  Third,  they  may 
use  dosage  programs  designed  to  allow  the  athlete 
to  stop  using  the  drugs  prior  to  competition  in 
order  to  avoid  detection  without  losing  the  .sup- 
posed benefits  of  the  drugs. 

Figs  1 and  2 are  listings  of  the  generic  and  prod- 
uct names  of  some  prescription  steroids  and  their 
usual  medical  doses,  classified  by  route  of  admin- 
istration. The  figures  show  those  drugs  that  have 
been  found  to  be  used  by  athletes  (5-8).  Anabolic 
steroids  are  classified  in  two  general  categories,  oral 
and  injectable.  Oral  steroids  come  in  tablet  form 
while  injectable  steroids  are  oil  based.  Most  athletes 
tiA’  to  avoid  needle  marks  on  exposed  skin,  so  they 
inject  into  areas  such  as  the  gluteal  region.  Oral 
steroids  are  metabolized  and  removed  from  the 
body  faster  than  injectable  ones.  The  metabolites  of 
oral  steroids  can  be  detected  in  the  urine  for  about 
2 to  1 4 days  following  cessation  of  the  drug.  Traces 
of  injectable  steroids  and  their  metabolites  can  be 
detected  for  up  to  1 month  after  use  (9). 

The  doses  listed  in  Figs  1 and  2 are  the  standard 
recommended  medical  dosage  for  each  agent 
( 10,1 1 ).  Many  of  the  athletes  taking  steroids  use 
amounts  much  higher  than  the  recommended  dose 
( 5,8 ).  Burkett  and  Faltudo,  in  their  survey  of  24 
weight  lifters,  found  the  lowest  total  dose  per  week 
for  any  athlete  was  350%  of  the  highest  individual 
recommended  medical  dose,  and  most  athletes 
were  using  amounts  four  to  eight  times  greater  than 
the  recommended  medical  dose  (8). 

ITie  manner  in  which  athletes  use  steroids  is 
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quite  different  from  what  would  be  medically  pre- 
scribed. Many  athletes  either  “stack,”  “pyramid,”  or 
“stagger”  the  drugs,  hoping  to  gain  a greater  effect. 
Stacking  involves  using  multiple  drugs  at  the  same 
time.  The  stack  is  commonly  composed  of  an  injec- 
table steroid  and  one  or  more  oral  preparations. 
“Pyramiding”  steroid  use  is  employed  by  some  com- 
petitive athletes  who  are  subject  to  drug  testing. 

The  pyramid  is  designed  to  allow  the  athlete  to 
come  off  of  steroids  prior  to  competition  so  he  or 
she  will  not  have  positive  urine  test  results.  The  ath- 
lete begins  the  pyramid  with  small  doses  of  one  or 
more  drugs  then  increases  the  dosages  in  the  fol- 
lowing weeks  until  the  individual  peak  is  reached. 

At  that  time,  he  or  she  will  then  begin  decreasing 
the  dosages  in  order  to  be  able  to  pass  urinalysis  for 
drugs  approximately  1 week  before  the  competi- 
tion. During  the  period  of  declining  dosages,  the 
athlete  may  switch  to  testosterone  which,  with  the 
use  of  epitestosterone,  can  be  masked  in  the  urine. 
The  epitestosterone  is  used  because  the  analysis  for 
exogenous  testosterone  is  dependent  upon  the  tes- 
tosterone/epitestosterone  ratio  ( 7 ).  “Stacking  the 
pyramid”  may  also  be  practiced  by  the  steroid-using 
athlete.  To  “stack  the  pyramid”  the  athlete  simply 
combines  the  “stack”  with  a “pyramid”  program. 
Another  schedule  is  a “staggered”  program.  This 
schedule  is  based  on  the  plateaus  which  may  be  ex- 
perienced by  some  individuals  using  steroids.  “Stag- 
gering” involves  using  one  drug  until  no  further 
gains  are  seen  and  then  switching  to  a steroid  that  is 
more  potent  for  that  individual  while  tapering  off  of 
the  previous  drug  in  an  attempt  to  get  greater  re- 
sults (12).  This  program  may  also  be  used  with  the 
“pyramid”  or  “stacking”  schedule. 

According  to  press  reports,  the  incidence  of  ana- 
bolic drug  use  is  on  the  rise  in  all  classes  of  athletes. 
While  this  may  be  true  for  the  lower  classes  of  ath- 
letes, especially  high  school  athletes  and  amateur 
body  builders,  the  question  to  be  answered  is:  Has 
the  use  of  steroids  by  elite  athletes  increased,  or 
have  a greater  amount  of  publicity  given  steroid  use 
and  greater  detection  through  more  frequent  and 
effective  testing  caused  a falsely  perceived  increase? 
Lamb  suggests,  based  on  other  reports,  that  the  use 
of  steroids  may  involve  80%  to  100%  of  elite  male 
body  builders,  weight  lifters,  and  throwers  in  the 
field  events  and  smaller  numbers  of  athletes  in  other 
sports  where  strength  and  power  are  important  ( 5 ). 
The  use  of  steroids  in  college  varsity  athletes  has 
been  reported  to  be  around  1 7%  - 20%  when  all 
sports  are  considered  (13,14).  This  number  may 
seem  low  when  compared  to  the  values  for  elite 
athletes,  but  it  must  be  noted  that  these  values  in- 
clude athletes,  such  as  distance  runners,  who  would 
not  normally  be  expected  to  use  steroids. 

Although  many  reasons  are  cited  for  steroid  use, 
the  primary  objective  for  their  use  is  to  maintain  or 


gain  a strength  and/or  size  advantage  in  competi- 
tion. Despite  claims  in  the  research  that  steroids  do 
not  have  any  effect  on  strength,  athletes  are  con- 
vinced that  they  work.  They  also  believe  that  the 
steroids  make  them  more  aggressive,  which  allows 
them  to  train  longer  and  harder  (15).  The  athletes 
may  also  fear  that  if  they  do  not  take  steroids 
they  will  be  surpassed  by  the  athletes  who  are 
using  them. 

Effects  of  steroids 

The  intent  of  an  athlete  using  anabolic  steroids  is  to 
increase  muscle  mass  and  strength.  The  majority  of 
the  studies  reviewed  by  other  authors  do  indicate 
significant  gains  in  lean  body  mass  (5,6,16). 

Whether  anabolic  steroid  use  enhances  strength 
gains  above  what  would  result  from  weight  training 
alone  is  debatable.  The  American  College  of  Sports 
Medicine  Position  Stand  on  the  Use  of  Anabolic- 
Androgenic  Steroids  in  Sports  ( 1984)  stated  that 
steroid  use  can  result  in  small  but  statistically  sig- 
nificant increases  in  strength  in  some  but  not  all  in- 
dividuals. Many  athletes  who  use  anabolic  steroids 
claim  that  they  have  reached  strength  levels  that 
they  had  not  been  able  to  attain  during  their  train- 
ing before  anabolic  steroid  use.  Reviews  of  scientific 
studies  on  the  effects  of  anabolic  steroids  note  that 
there  is  disagreement  in  the  literature  concerning 
the  strength-enhancing  capabilities  of  steroids 
(5,6,16). 

Lamb  points  out  that  in  about  half  of  the  con- 
trolled studies  reviewed,  there  were  reported 
strength  gains  above  those  resulting  from  training 
alone  (5).  He  suggests  a number  of  possible  reasons 
for  the  effectiveness  of  steroids  in  one  group  but 


I.  Commonly  used  oral  steroids,  product  names,  and  recommended  medical  dosages 


Steroid 

Product  Name 

Recommended  Dose 

Ethylestrenol 

Maxibolin 

4 mg/day 

Fiuoxymesterone 

Halotestin,  Ora-Testryl 

5-20  mg/day 

Methandrostenolone 

generic 

5 mg/day 

Methyltestosterone 

Android-5,  Android-lO,  Android-25, 
Estratest,  Metandren,  Oreton, 
Testred,  Virilon 

10-50  mg/day 

Oxandrolone 

Anavar 

2 5 mg  twice  to  four  times  daily 

Oxymetholone 

Anadrol-50 

1.5  mg/kg/day 

Stanzolol 

Winstrol 

2 mg  three  times  daily 

Testolactone 

Testae 

250  mg  four  times  daily 

2.  Commonly  used  injectable  steroids,  product  names,  and  recommended  medical  dosages 


Steroid 

Selected  Product  Names 

Recommended  Dose 

Nandrolone  deconoate 

Deca-Durabolin 

100-200  mg/week  (for  males); 
50-100  mg/week  (for  females) 

Testosterone  cypionate 

Depo-Testosterone, 
T-Cypionate,  Virilon  IM 

50-400  mg  every  2-4  weeks 

Testosterone  enanthate 

Testaval  90/4 

50-400  mg  every  2-4  weeks 

Testosterone  propionate 

generic 

25-50  mg  two  or  three  times/week 
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not  in  the  other.  One  hypothesis  proposed  by  I^mb, 
noting  that  there  are  individual  differences  in  re- 
sponses to  anabolic  steroid  therapy,  is  that  some  in- 
dividuals may  have  a greater  sensitivity  to  anabolic 
steroids.  This  would  explain  the  seemingly  random 
nature  of  the  results  of  the  studies. 

He  also  proposes  that,  since  it  has  been  suggested 
that  weight-trained  individuals  have  a larger  number 
of  muscle  fibers  when  compared  to  average  values, 
steroids  have  a small  effect  that  can  only  be  ob- 
served in  individuals  with  more  muscle  fibers. 

Haupt  and  Rovere  reviewed  25  controlled  studies 
of  the  effects  of  steroids  on  aerobic  capacity  and 
strength  (6).  Twenty-four  of  these  studies  investi- 
gated the  effects  on  strength  in  man.  Discrepancies 
in  the  literature  were  found,  as  in  Lamb’s  review, 
with  14  of  the  24  studies  reporting  significant  gains 
in  strength.  The  authors  attempted  to  explain  the 
results  of  the  studies  based  on  a single  factor  or  a 
combination  of  factors  common  to  the  studies  with 
significant  results.  Three  factors  were  found  to  be 
significantly  associated  with  statistically  significant 
increases  in  strength:  a combination  of  previously 
weight-trained  individuals  who  continued  weight 
training  during  anabolic  steroid  use,  use  of  one- 
repetition  maximums  to  measure  strength,  and  the 
use  of  the  steroid  methandrostenolone  ( Dianabol ). 
The  studies  that  showed  no  significant  increases  in 
strength  were  significantly  associated  with  individu- 
als who  were  not  previously  weight  trained,  used 
strength  measurements  other  than  one  repetition 
maximums,  and  used  steroids  other  than  meth- 
androstenolone. Interestingly,  increasing  the  dosage 
was  not  found  to  be  associated  with  further  strength 
gains.  ITiat  is,  there  was  no  significant  relation- 
ship between  the  presence  or  lack  of  a strength- 
enhancing effect  and  less-than-thcrapeutic,  thera- 
peutic, or  greater-than-therapeutic  dosages. 

In  his  comprehensive  review  of  anabolic  steroids 
in  sports,  Wright  classified  the  studies  reviewed  ac- 
cording to  the  weight  training  experience  of  the 
subjects  (16).  He  found  that  inexperienced  subjects 
who  took  therapeutic  dosages  of  anabolic  steroids 
in  conjunction  with  a weight  training  program 
could  expect  significant  increases  in  total  body 
weight  but  not  in  strength,  when  compared  to  a 
control  group.  He  believes  that  the  data  reported 
for  experienced  weight-trained  subjects  who  use 
steroids  indicate  that  anabolic  steroids  may  cause  an 
ergogenic  effect  in  these  individuals.  In  summary, 
Wright  concludes  that  the  data  suggest  a positive 
ergogenic  effect  of  anabolic  steroids  in  trained  sub- 
jects, but  this  conclusion  must  be  tempered  with 
caution  due  to  the  nature  of  the  studies  reviewed. 

Based  on  the  reviews  studied,  it  would  seem  that 
steroids  may  be  selective  in  their  effects.  Strength- 
trained  individuals  generally  seem  to  report  more 
significant  strength  gains  following  steroid  use  than 


do  people  who  are  not  weight-trained.  The  type  of 
steroid  may  also  influence  these  gains.  It  must  be 
noted  that  in  a vast  majority  of  the  studies  re- 
viewed, the  training  protocols  for  the  experimental 
and  control  groups  were  restricted  to  the  same 
amount  for  each  group.  Finally,  it  should  be  noted 
that  the  doses  used  in  the  studies  covered  by  the  re- 
viewers are  much  lower  than  those  reported  by  ath- 
letes currently  using  steroids  in  their  training 
programs. 

Side  effects 

A number  of  side  effects  have  been  associated  with 
anabolic  steroid  use.  The  effects  are  seen  in  the 
structures  associated  with  the  distribution,  metabo- 
lism, and  excretion  of  the  drugs  and  endocrine 
structures  which  produce  hormones  similar  to  ana- 
bolic steroids.  The  male  and  female  reproductive 
systems  may  be  compromised  due  to  anabolic 
steroid  usage.  Females  may  experience  some  mas- 
culinization  due  to  the  androgenic  nature  of  the 
compounds.  Anabolic  steroid  use  in  children  may 
result  in  growth  complications.  Psychological  and 
other  subjective  changes  have  been  observed  in 
some  steroid  users. 

The  liver  is  responsible  for  metabolizing  steroids 
that  are  introduced  into  the  body.  Several  re- 
searchers have  noted  abnormal  liver  functions  such 
as  elevated  serum  or  urinary  bilirubin  and  increased 
transaminase  levels  following  the  use  of  oral 
steroids  (16-19).  This  effect  is  much  less  prevalent 
with  injectable  steroids  (18,19).  The  reason  for  the 
difference  in  response  by  the  liver  to  the  two 
classes  is  the  presence  of  an  alkyl  group  in  the  C- 1 7 
alpha  position  in  oral  steroids,  which  allows  them  to 
remain  in  the  circulation  longer. 

Hepatic  cholestasis  has  occurred  in  some  indi- 
viduals who  use  anabolic  steroids  either  as  part  of  a 
medical  treatment  program  or  as  a performance- 
enhancing drug  (16,19-22).  The  constriction  of 
the  bile  canaliculi  may  result  in  jaundice.  Abnormal 
liver  function,  hepatic  cholestasis,  and  jaundice  usu- 
ally disappear  following  the  discontinuation  of 
steroid  use. 

More  severe  liver  disorders  may  result  from  pro- 
longed use  of  anabolic  steroids.  Cases  of  peliosis 
hepatitis,  a rare  liver  disorder  in  which  blood-filled 
pustules  form  in  the  liver,  have  been  linked  to  the 
use  of  anabolic  steroids  in  both  healthy  athletes  and 
severely  ill  people  ( 16,19,20).  The  presence  of  peli- 
osis hepatitis  may  be  a precursor  of  hepatocellular 
carcinoma  or  adenoma.  TTie  danger  of  liver  hemor- 
rhage is  possible  with  peliosis  hepatitis  because  of 
the  chance  of  rupture  of  the  pustules. 

Hepatocellular  carcinoma  has  also  been  found  in 
individuals  who  have  been  taking  steroids  for  medi- 
cal or  nonmedical  reasons  (16,17).  Animal  studies 
on  the  carcinogenic  effects  of  anabolic  steroids  have 
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demonstrated  that  they  may  be  we;ik  carcinogens 
and  may  also  promote  the  growth  of  already  present 
tumors,  llie  more  severe  forms  of  liver  pathology 
may  not  recede  with  the  end  of  steroid  use. 

Research  in  the  past  few  years  has  indicated  that 
steroid  use  may  have  an  effect  on  the  level  of  high 
densin-  lipoproteins  in  the  circulation  (23-26).  In- 
dividuals using  steroids  were  found  to  have  signifi- 
cantly lower  HDL  concentrations  compared  to 
similar  populations  of  persons  not  using  steroids 
(23,24).  Decrea.sed  HDL  concentration  has  been  as- 
sociated with  an  increased  risk  of  coronar\’  arter\' 
disease  and  heart  attack.  Therefore,  athletes  who 
use  steroids  may  predispose  themselves  to  irrevers- 
ible cardiovascular  disease.  ITie  decrease  in  HDL  is 
transient  in  nature,  and  once  steroid  usage  is  dis- 
continued, the  HDL  level  begins  to  rise  (25).  An- 
other interesting  phenomenon  that  has  been 
observ  ed  is  that  oral  steroids  cause  a much  greater 
decrease  ( 33%  vs  9%  ) in  HDL  cholesterol  than  in- 
jectable steroids  because  of  the  alkvd-groups’  effects 
on  lipoprotein  ( 26 ). 

The  male  reproductive  system  is  adversely 
affected  by  anabolic  steroid  use.  Individuals  using 
these  steroids  may  have  lower  plasma  testosterone 
levels  than  normal.  Steroids  may  affect  the  feedback 
loop  responsible  for  endogenous  androgen  produc- 
tion. Higher  levels  of  exogenous  steroids  interfere 
with  the  loop  and  cause  the  testicles  to  cease  testos- 
terone production.  After  cessation  of  steroid  use, 
testosterone  levels  usually  return  to  normal.  De- 
creased sperm  counts  and  testicular  atrophy  have 
also  been  associated  with  steroid  usage  (4,27—29). 

Anabolic  steroids  have  virilizing  effects  in  fe- 
males. These  effects  may  be  manifested  as  a deepen- 
ing of  the  voice,  clitoral  enlargement,  male  pattern 
baldness,  and  excessive  growth  of  superficial  body 
hair  ( 4 ).  Many  of  the  effects  are  similar  to  those 
seen  in  pubescent  males.  The  deepening  of  the 
voice  is  due  to  the  thickening  of  the  vocal  cords, 
thereby  deepening  their  resonance.  The  changes  in 
voice,  body  hair,  baldness,  and  the  clitoris  usually 
are  not  reversible. 

It  is  quite  possible  that  some  overzealous  parent 
may  give  his  or  her  child  anabolic  steroids  in  hopes 
of  producing  a better  athlete.  Older  children  may 
take  steroids  in  order  to  gain  a size  and  strength  ad- 
vantage over  their  teammates  and  opponents.  Llnfor- 
tunately,  there  are  more  side  effects  resulting  from 
anabolic  steroid  use  in  children.  Premature  closure 
of  the  physeal  plates  is  probably  one  of  the  more  se- 
rious complications  of  steroid  use  by  children.  This 
early  closure  results  in  permanently  impaired 
growth.  ITie  other  changes  induced  are  very'  similar 
to  those  seen  in  adults.  However,  the  effects  may  be 
greater  in  children  if  some  type  of  dose-response 
curve  exists  or  if  the  changes  do  not  manifest  them- 
selves for  a number  of  years. 


Anabolic  steroids  may  exhibit  many  other  minor 
and/or  subjective  side  effects.  Gynecomastia,  an  en- 
largement of  the  breast  tissue,  may  occur  in  males. 
ITiis  side  effect  usually  resolves  when  steroid  use  is 
halted,  but  there  are  cases  in  the  literature  where 
permanent  changes  occurred.  There  is  even  a re- 
port in  the  literature  of  male  body  builders  under- 
going partial  mastectomies  to  remove  tissue 
resulting  from  steroid  usage  ( 30 ). 

Steroid-induced  mood  disturbances  have  also 
been  reported  (31).  ITiis  may  be  demonstrated  as 
an  unusually  short  temper,  irritability,  or  aggressive 
behavior.  There  are  also  reports  of  more  severe 
mood  disturbances,  including  one  male  who  drove 
his  car  into  a tree  at  40  miles  per  hour  while  a 
friend  videotaped  the  event,  and  another  who 
smashed  the  windshield  of  a driver  who  had  cut  in 
front  of  him  in  traffic  (31).  Pope  and  Katz  (31)  in- 
terviewed 4l  steroid-using  athletes;  22%  of  the  sub- 
jects displayed  a full  affective  syndrome  while  12% 
had  psychotic  symptoms  in  association  with  steroid 
use.  None  of  the  athletes  demonstrated  psychotic 
symptoms  while  not  using  steroids.  Based  on  this 
side  effect,  the  use  of  a plea  of  insanity  due  to 
steroid  use  is  now  being  employed  by  lawyers  in 
some  cases  involving  violent  crimes  (32). 

Athletes  report  that  the  use  of  steroids  makes 
them  feel  euphoric  and  less  fatigued  (4,7,33,34). 
They  claim  that  this  is  the  reason  for  the  successes 
seen  among  steroid  users.  The  decreased  fatigue, 
when  combined  with  the  increases  in  ag- 
gressiveness mentioned  earlier,  allows  them  to  train 
harder,  yielding  greater  results. 

Other,  less  common,  side  effects  include  head- 
aches, acne,  water  retention,  and  changes  in  libido. 
There  may  be  an  increase  in  the  sex  drive  while  the 
athlete  is  on  steroids,  which  then  decreases  below 
normal  following  cessation  of  the  drugs.  There  is  a 
report  in  the  literature  of  an  athlete  who  had  u.sed 
anabolic  steroids  cyclically  for  4 years  before  expe- 
riencing a stroke  (35 ).  ITiere  is  also  a report  of  a 
38-year-old  male  body  builder  with  Wilms’  tumor, 
common  in  children  but  rare  in  adults,  which  was 
thought  to  be  associated  with  long-term  steroid 
abuse  ( 36 ). 

The  side  effects  of  anabolic  steroids  are  pre.sent 
to  varying  degrees.  Some  of  these  effects  may  occur 
in  almost  everyone  taking  the  drugs,  while  other 
effects  are  much  less  prevalent. 

Summary 

The  use  of  steroids  in  athletics  is  a multifaceted  di- 
lemma. The  medical  community  supports  the  con- 
tention that  steroid  use  will  not  result  in  large 
strength  gains  for  trained  athletes.  Yet  many  athletes 
are  firmly  convinced  that  the  drugs  will  work  for 
them.  Many  athletes  are  willing  to  forego  their 
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health  later  for  the  rewards  and  honor  associated 
with  winning. 

The  question  of  whether  steroids  work  is  debat- 
able. ITie  scientific  literature  seems  to  indicate  that 
steroids  increase  muscular  strength  only  in  certain 
cases.  However,  the  controls  on  the  training  regi- 
mens introduced  by  the  studies  may  be  the  reason 
for  their  failure.  It  has  been  noted  that  steroids  may 
increase  aggression  and  make  the  athlete  feel  less  fa- 
tigued. If  this  does  occur,  it  may  allow  the  athlete  to 
become  stronger  because  of  training  at  a greater  in- 
tensity for  a longer  period  of  time. 

The  side  effects  associated  with  steroid  use  may 
seem  to  be  sufficient  to  curb  the  use  of  these  drugs. 
However,  when  one  considers  the  premium  placed 
on  winning  in  most  of  the  world  and  the  rewards  as- 
sociated with  winning,  it  is  not  surprising  that  ath- 
letes would  put  themselves  at  risk. 

In  order  at  least  to  slow  the  use  of  steroids  in  ath- 
letics, much  more  stringent  testing  procedures  must 
be  initiated  at  earlier  levels  of  competition.  With 
education  and  increased  policing  efforts,  the  public 
health  problem  of  anabolic  steroid  abuse  can  be 
eliminated. 
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Nephrotic  syndrome 
associated  with  ant  bite 


A 3 -year-old  child  experienced  edema  of  the  face 
and  extremities  approximately  2 weeks  after  being 
stung  on  the  legs,  scrotum,  and  penis  by  "fire  ants  " 
(Solenopsis  invicta).  After  diagnosis  of  idiopathic 
rninUyuil- change  nephrotic  syndrome  and  treat- 
ment with  steroids,  the  edema  rapidly  discippeared. 
Follow-up  y years  after  his  hospitalization  showed 
no  recurrence  of  nephrotic  syndrome.  We  hcwe  cor- 
related this  case  with  previously  published  reports 
of  the  causal  relationship  of  allergy  to  nephrotic 
symdrome,  but  we  are  unaware  of  any  previously 
published  correlation  between  ant  bite  and 
nephrotic  syndrome. 


The  exact  pathogenesis  of  idiopathic 

nephrotic  syndrome  ( lipoid  nephrosis,  mini- 
mal change  glomerulopathy,  membranous 
glomerulopathy,  focal  glomerulosclerosis,  or  mem- 
branoproliferative  glomerulonephritis)  remains  to 
be  determined  ( 1 ).  A correlation  with  allergy  and 
hypersensitivity  has  been  noted  (1—47),  including 
allergv'  to  bee  stings  (2-7).  We  are  not  aware,  how- 
ever, of  previously  reported  cases  of  nephrotic  syn- 
drome associated  with  ant  sting.  We  present  such 
a case. 

Case  report 

A 3-year-old  black  male  was  stung  by  fire  ants  {Sole- 
nopsis invicta)  on  the  legs,  scrotum,  and  penis  2 
weeks  before  experiencing  edema.  Soon  after  being 
stung,  he  had  the  typical  pustule  formation,  fol- 
lowed by  localized  swelling  of  the  penis.  He  was 
evaluated  by  his  family  physician  who  prescribed  an 
ointment  that  helped  alleviate  the  local  edema.  He 
did  well  until  approximately  5 days  before  admis- 
sion when  he  developed  generalized  facial  and 
marked  periorbital  edema.  The  following  day,  he  de- 
veloped edema  of  the  extremities,  and  his  clothes 
would  no  longer  fit.  He  returned  to  his  physician. 
Urinalysis  revealed  4 + proteinuria.  He  was  then  re- 
ferred for  evaluation. 

His  history’  included  mild  “asthma,”  of  which 
there  had  been  no  recent  exacerbations  and  which 
remained  untreated.  Physical  examination  was  sig- 
nificant for  generalized  edema  with  gross  facial 
puffiness,  protuberant  abdomen,  tense  extremity 
edema,  and  marked  scrotal  edema.  Cardiac  and  pul- 
monary’ examinations  were  unremarkable.  He  had 
numerous  bite  scars,  with  some  residual  dried  exu- 
date, on  his  legs  and  groin.  Fig  1 shows  laboratory’ 
findings  obtained  immediately  after  admission  to  the 
hospital. 

The  clinical  picture  suggested  minimal  change 
nephrotic  syndrome.  We  prescribed  prednisone  and 
planned  to  perform  a biopsy  if  there  was  no  re- 
sponse. Over  the  next  4 days  the  patient  had  a rapid 


resolution  of  his  edema.  ITie  amount  of  urine  pro- 
tein was  reduced  to  a trace.  He  was  discharged  in 
good  condition  on  a tapering  dose  of  steroids.  Fol- 
low-up in  the  nephrology’  clinic  revealed  a good  re- 
covery. Follow-up  3 years  after  admission  showed 
no  recurrence  of  the  nephrotic  syndrome  and  no 
known  fire  ant  encounters. 

Comment 

Fire  ant  bites  are  painful  and  usually  result  in  rapid 
vesicular  formation  with  local  ery  thema.  That  this 
patient  developed  nephrotic  syndrome  7—10  days 
later  suggests  that  systemic  hypersensitivity  might 
be  responsible.  The  relationship  between  allergy’ 
and  nephrotic  syndrome  has  been  investigated  for 
more  than  30  years.  Some  of  the  early  cases  in- 
volved bee  stings  ( 2 ) and  subsequent  nephrotic 
syndrome  development,  with  one  of  the  patients 
having  elevated  serum  IgE  findings.  Reports  of  “bee 


I Laboratory  findings  for  a f year-old  child  hospitalized  for 
minimal  change  nephrotic  sy  ndrome. 

Conventional 

Units 

SI  L'nits 

.Serum  albumin 

< 0.6  g/dL 

< 6 & L 

Sodium 

133  mEq  L 

133  mmol/L 

Blood  urea  nitrogen 

22  mg/dL 

“^.9  mmoM. 

Creatinine 

0.6  mg  dL 

53  micromol/L 

Alanine  aminotransferase 
(GPT) 

16  U/L 

Hematology: 

Hemoglobin 

117  g/dL 

Hematocrit 

,34% 

MCrV  (mean  corpuscular 
volume ) 

fL 

WBC 

7.~'00.  microL 

7.^)0  X lO'^ 

Differential. 

74%  polymorphonuclcocytes. 

1-1%  lymphocytes,  3%  monocytes. 

1%  metamyelocytes,  0 eosinophils,  6%  bands 

Sedimentation  rate 

54  mm'hr 

(corrected  39  mm  hr) 

Serology: 

AsSO  screen 

negative 

Antistreptococcal  DNase  B 

normal 

Ch  complement  (normal 
•’0-180) 

193  mg/dL 

193  g/l. 

IgG 

1 10  lU/mL 

IgA  ( normal  2i- 1 37 ) 

65  lU/mL 

IgM  (normal  43-191 ) 

1.30  lU/ml, 

IgE  ( reference  0-12) 

185  lU/ml, 

l^rinalysis: 

Specific  gravity 

1 033 

Protein 

4 + 

Ketones 

1-F 

Glucose 

0 

1-3  WBC  high-power  field 

0-2  RBC  high-power  field 

No  casts  or  crystals 

Throat,  stool,  and  blood  cultures  were  all  negative 
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Sting  nephrosis”  followed  (3-7).  In  one  instance, 
biopsy  results  were  normal,  and  no  immunoglobulins 
were  found  in  the  kidney  (IgE  not  tested)  ( 3 ),  while 
in  two  other  cases  mesangial  proliferative  glomeru- 
lonephritis was  documented.  One  of  those  patients 
had  an  elevated  IgE  level  ( 4 ).  Venters  et  al  ( 5 ) re- 
ported normal  biopsy  findings  in  two  patients,  but 
the  third  had  severe  glomerular  destruction  and 
hyalinization. 

The  role  of  allergy  in  nephrotic  syndrome  is  not 
limited  to  insect  stings  and  remains  uncertain  (8,9). 
Other  reported  etiologic  agents  include  poison  oak 
(10),  cow’s  milk  (11,12),  diphtheria  and  tetanus 
toxoids  ( 5 ),  poison  ivy  ( 5 ),  measles  vaccine  (13), 
pork  ingestion  (14),  drug  therapy  (1,15,16),  and 
snakebite  (17).  Removing  the  antigenic  stimulus  by 
avoiding  certain  foods  or  through  oligoantigenic  or 
exclusion  diets  decreased  the  amount  of  proteinuria 
in  certain  patients  (18,19).  Respiratory  (20-21 ) 
and  viral  infections  ( 5 ) often  precede  nephrosis, 
and  inhalation  allergy  has  been  the  factor  most  com- 
monly examined.  This  relationship  is  most  easily 
identified  in  patients  with  seasonal  exacerbation  of 
their  nephrotic  syndrome  (22,23),  and  case  reports 
cite  repeated  relapses  due  to  inhaled  allergens 
(8,  24-27).  In  some  instances,  desensitization  re- 
sulted in  decreased  frequency  of  relapse  (22,24,26) 
while  specific  antigen  stimulation  intranasally 
(28)  or  parenterally  (29)  caused  an  increase  in 
proteinuria. 

In  light  of  the  possible  relationship  between  al- 
lergy and  nephrotic  syndrome,  attention  has  been 
focused  on  the  degree  of  atopy  in  those  patients.  A 
greater  incidence  of  atopic  disorders  (asthma,  ec- 
zema, hay  fever,  and  recurrent  urticaria)  have  been 
found  in  children  with  minimal  change  nephrotic 
syndrome  ( 34%  vs  1 7%  for  controls ) ( 30  ).  Al- 
though no  specific  allergen  could  be  identified  and 
disodium  cromoglycate  did  not  prevent  relapse, 

40%  of  the  patients  had  positive  skin  testing  (com- 
pared to  20%  of  the  general  population  ).  Similar 
results  were  found  using  human  basophil  degranu- 
lation testing  (HBDT).  Eifty-three  percent  had  an  al- 
lergy history  with  5 1 % having  a positive  HBDT  to  at 
least  one  allergen  (compared  to  17%  for  glomerulo- 
nephritis patients  and  9%  for  healthy  controls) 

(31).  Among  another  34  cases  of  idiopathic  neph- 
rotic syndrome,  65%  were  found  to  have  food  al- 
lergy by  HBDT  (32). 

The  high  incidence  of  allergy  in  patients  with  idio- 
pathic nephrotic  syndrome  was  substantiated  by 
Fontana  et  al  ( 33  ) who  found  that  44%  of  nephrotic 
children  had  a history  of  allergy,  compared  to  just 
15%  of  the  controls.  In  13  of  the  children,  eight  re- 
acted to  skin  testing.  Other  investigators  (34)  have 
looked  at  the  incidence  of  allergy  and  the  occur- 
rence of  HLA-B 1 2 and  have  concluded  that  children 
with  both  this  marker  and  allergy  have  a 1 3-fold 


greater  chance  of  developing  nephrotic  syndrome. 

It  should  be  noted  that  the  HLA  typing  has  not  been 
consistent  and  others  have  implicated  different  HLA 
markers  (35-38). 

With  the  incidence  of  allergy-associated  nephrotic 
syndrome  has  come  an  interest  in  the  role  of  IgE. 
Serum  IgE  was  increased  in  children  with  nephrotic 
syndrome  associated  with  HLA-B  12  (34),  in  children 
with  minimal  change  nephrotic  syndrome  (8,39), 
and  in  some  of  nephrotic  syndrome  case  reports 
(2,4,23).  The  IgE  levels  were  found  to  be  signifi- 
cantly higher  than  in  other  renal  diseases  and  nor- 
mal individuals  ( 40,4 1 ).  More  interesting  is  that 
some  patients  with  nephrotic  syndrome  and  mem- 
branous nephropathy  were  found  to  have  IgE  in  the 
glomerular  capillary  walls  (42)  with  similar  findings 
in  seven  of  nine  patients  with  minimal  change  dis- 
ease (43).  These  findings  could  not  be  confirmed  by 
other  investigators  (22,39,43,44). 

Also  not  always  substantiated  is  the  association 
between  nephrotic  syndrome  and  allergy.  Compar- 
ing patients  with  nephrotic  syndrome  with  a con- 
trol group,  Scharer  et  al  (47)  found  no  significant 
difference  in  the  frequency  of  allergic  disorders, 
serum  IgE  levels,  and  allergen-specific  IgE  anti- 
bodies. They  concluded  that  there  is  no  support  for 
an  IgE  role  in  nephrotic  syndrome.  With  the  lack 
of  consistent  evidence  to  support  classical  immu- 
nological processes,  Grupe  suggests,  some  other  fac- 
tor(s)  could  be  directly  altering  capillary  permeabil- 
ity, and  this  would  help  explain  the  wide  variety  of 
precipitating  agents  (9).  While  not  clear,  it  is  pos- 
sible that  cell-mediated  immunity  might  play  a role 
(9,48,49). 

Conclusion 

Hypersensitivity  has  been  implicated  in  nephrotic 
syndrome,  although  its  exact  role  remains  unproven 
and  therefore  uncertain.  Perhaps  there  is  a sub- 
group of  patients  in  whom  atopy  does  play  a role. 

To  the  best  of  our  knowledge,  idiopathic  nephrotic 
syndrome  following  ant  bites  has  not  been  previ- 
ously reported  in  the  literature.  We  add  our  case  to 
those  that  may  be  associated  with  a hypersensitivity 
reaction. 
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Family  therapy 
for  col  ic. 

The  excessive  crying  of  colic  puts  a strain  on 
the  most  loving  family-and  often  on  their 
physician  as  well.  And  whatever  the  cause  of 
colic,  one  fact  is  clear: 

Gas  is  often  part  of  the  colic  problem. 

New  Phazyme  Drops  contains  simethicone, 
which  can  safely  break  up  gas  and  bring  baby 
relief.  That’s  why  it  can  help  whenever  colic 
is  a problem. 

Significantly  reduces  crying  of 
colicky  infants.’ 


Frequency  of  crying  attacks  Amplitude  of  crying  attacks 
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Period  of  therapy  (days)  Period  of  therapy  (days) 

Placebo  therapy  Active  therapy 

p values  (active  vs  placebo)  NS  ^ Not  signilicani  •p<  005  tp<  002  rp<001 

Double-blind,  randomized,  placebo-controlled  study 

Priced  25%  below  the  leading  brand. 

This  significant  price  advantage  will  be 
particularly  important  to  parents,  since  they 
may  be  relying  on  Phazyme  Drops  for  up  to 
three  months.  And  it’s  naturally  flavored- 
something  else  they’ll  appreciate. 


1-  Kanwaljit  SS,  Jasbir  KS.  Simethicone  in  the  management  of  infant  colic. 
Practitioner.  1988:232:508 
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Physicians’  attitudes 
toward  generic  drug 
substitution  by 
pharmacists 


Physicians  in  Southeast  Texas  were  surveyed  to  ob- 
tain information  on  attitudes  and  practices  con- 
cerning generic  drug  substitution.  Questionnaires 
were  sent  to  all  practicing  primary'  care  physicians 
in  the  area,  and  responses  were  received  from 
about  36%  of  them.  The  investigation  revealed 
that  a large  percentage  of  physicians  did  not  read- 
ily permit  substitution.  Two  major  reasons  given 
for  not  permitting  substitution  were  concerns 
about  therapeutic  ineqidvalency  and  doubts  about 
pharmacists’  ability  to  substitute  safely. 


For  many  years,  as  major  drug  patents  expired, 
competitors  of  “innovator  drug”  manufac- 
turers entered  the  market  with  lower-priced 
generic  versions  of  “off-patent”  drugs.  This  process 
was  greatly  facilitated  by  the  passage  of  the  Drug 
Price  Competition  and  Patent  Term  Restoration  Act 
of  1 984  ( 1 ),  which  provided  a quicker  and  more 
efficient  way  of  approving  generic  copies  of  inno- 
vator drug  products.  However,  the  mere  availability 
of  lower  priced  versions  could  not  assure  that  con- 
sumers would  benefit,  since  state  antisubstitution 
laws,  passed  in  earlier  years,  prohibited  pharmacists 
from  dispensing  a brand  other  than  the  one  speci- 
fied on  the  physician’s  prescription.  Beginning  in 
1975,  state  legislatures  started  replacing  the  anti- 
substitution laws  with  product  selection  laws  that 
enable  pharmacists  to  substitute  one  brand  for  an- 
other. Today,  all  50  states  have  some  form  of  prod- 
uct selection  law. 

The  increasing  availability  of  generic  drugs  and 
the  revision  of  state  statutes,  together  with  the 
growing  pressure  for  health-care  cost  containment, 
make  the  use  of  generic  drugs  an  important  issue 
( 2 ).  While  several  factors  influence  which  drug  is 
ultimately  consumed  by  the  patient,  the  physician 
plays  a key  role  in  this  selection  process.  How  do 
physicians  fill  this  role?  What  factors  influence  phy- 
sicians? What  are  physicians’  sources  of  information? 
What  are  physicians’  attitudes  toward  the  substitu- 
tion process  and  their  perceptions  of  its  effects?  In 
order  to  gain  insight  into  these  issues,  we  con- 
ducted a survey  of  physicians  in  a metropolitan  area 
of  Texas. 

Methods 

Data  for  this  study  were  collected  through  question- 
naires mailed  to  all  active  physicians  located  in  the 
Beaumont-Port  Arthur  Metropolitan  Statistical  Area, 
except  for  physicians  specializing  in  radiology,  pa- 
thology, and  anesthesiology.  The  latter  were  ex- 
cluded because  they  do  not  ordinarily  write 
prescriptions.  From  the  mailing  of  404  question- 
naires, 145  usable  responses  were  obtained  for  a re- 
sponse rate  of  about  36% . The  unusually  high 


response  rate  is  partly  attributable  to  endorsement 
of  the  questionnaire  by  the  Jefferson  County  Medi- 
cal Society. 

Results 

DEMOGRAPHIC  DATA 

Distribution  of  the  respondents  with  respect  to  spe- 
cialty, type  of  practice,  sex,  and  age  is  shown  in  Fig  1 . 

PRESCRIPTION  ACTIVITIES 
The  physicians  were  asked  to  estimate  the  fre- 
quency with  which  they  permit  substitution.  About 
44%  of  the  respondents  indicated  that  they  permit 
substitution  less  than  25%  of  the  time,  and  more 
than  61%  permit  substitution  less  than  half  the 
time.  Although  about  9%  of  the  physicians  always 
permit  substitution,  an  equal  number  never  permit 
substitution. 

The  physicians  were  also  asked  to  estimate  how 
often  they  identify'  drugs  by  trade  name  when  writ- 
ing prescriptions.  More  than  59%  of  the  physicians 
estimated  that  they  so  identify  drugs  more  than 
75%  of  the  time.  Furthermore,  more  than  80%  of 
the  physicians  do  so  more  than  half  the  time.  About 
1 3%  of  the  physicians  always  identify  drugs  by 
trade  names.  These  statistics  are  reasonably  consis- 
tent with  the  results  of  a survey  of  office-based  phy- 
sicians conducted  by  the  National  Center  for  Health 
Statistics.  Fhis  survey  determined  that  18.6%  of 
sample  prescriptions  identified  a drug  by  generic 
name  while  73.6%  of  the  prescriptions  identified  a 
drug  by  trade  name  ( 3 ). 

We  also  asked  physicians  to  estimate  how  often 
they  inform  their  patients  about  the  availability  of 


/.  Demographic  data  from  145  physicians  responding  to 
questionnaire  about  drug  substitution. 


Number  of 
Respondents 

Percent 

of  Total 

Specialty: 

Primary  care  physician 

8-1 

5-’.9 

Surgical  specialist 

19 

IS  1 

Other  specialist 

42 

290 

Type  of  practice: 

Solo 

98 

O-'O 

Group 

SS 

22  8 

Other 

l4 

9.6 

Sex: 

Male 

1.S4 

90  6 

Female 

1 1 

7.4 

Age. 

Less  than  .SO 

s 

2 1 

.SO- 39 

42 

29  0 

40-49 

SI 

214 

50-59 

25 

17.2 

60-69 

SS 

22.7 

70  or  over 

9 

6.2 

Did  not  respond 

5 

1.4 
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generic  substitutes.  About  52%  of  the  physicians  in- 
dicated that  they  inform  their  patients  about  ge- 
neric drugs  25%  of  the  time  or  less  and  only  27% 
inform  their  patients  more  than  half  of  the  time. 
While  about  3%  reported  that  they  always  inform 
their  patients,  about  1 5%  reported  that  they  never 
do. 

PHYSICIAN  INFORMATION 

Recipients  of  the  questionnaire  were  asked  to  indi- 
cate their  sources  of  information  about  drugs.  The 
most  commonly  checked  source  was  journals,  with 
drug  representatives  a close  second.  Fewer  physi- 
cians checked  colleagues  (61%  ),  advertisements 
( 58%  ),  pharmacists  (46%  ),  patients  ( 37%  ),  and 
other  (22%  ).  Under  the  “other”  category,  sources 
cited  included  Physicians’  Desk  Reference,  AMA 
Drug  Book,  AMA  evaluations.  Medical  Letter,  books, 
continuing  education,  seminars,  meetings,  and 
throw-away  magazines. 

In  another  question,  the  physicians  were  asked  to 
rate  their  knowledge  of  prescription  drug  prices  as 
good,  fair,  or  poor.  Only  about  20%  of  the  respon- 
dents rated  their  knowledge  as  good.  ITie  other  re- 
spondents rated  their  knowledge  as  fair  ( 59%  ) or 
poor  (21%). 

FACTORS  INFLUENCING  PHYSICIANS’  ACTIONS 
Each  physician  was  asked  to  rate  seven  factors  on 
the  basis  of  the  degree  to  which  the  factors  influ- 
ence the  physician’s  decision  to  insist  that  the  phar- 
macist dispense  a particular  trade-name  drug.  The 
rating  was  on  a scale  of  one  ( highly  influential ) to 
five  (not  influential).  The  frequency  distribution  of 
responses  is  shown  in  Fig  2. 

All  of  the  factors  listed  were  rated  as  highly  influ- 
ential by  a large  percentage  of  the  physicians.  Per- 
sonal experience  was  the  most  highly  rated  factor. 
Almost  57%  gave  this  factor  the  highest  rating  and 
almost  79%  gave  it  one  of  the  two  highest  ratings. 
Several  respondents  cited  factors  other  than  the 


2.  Factors  affecting  physicians’  decision  to  prescribe  trade-name  drugs.  Physicians  receiving 
a questionnaire  were  asked  to  respond  to  the  foltowing  statements:  A physician  may  insist 
that  a pharmacist  dispense  a particular  trade  name  drug.  Please  indicate  how  influential  the 
following  factors  are  in  your  decision  to  specify  a trade  name.  (I  = highly  influential, 

5 = not  influential). 


Factor 

Percent  of  All  Responses  ( N 

= 145) 

Highly 

Influential 

1 

2 

3 

4 

Not 

Influential 

5 

Did  Not 
Respond 

Cost  to  patient 

42,1 

26.2 

22.1 

3.4 

6.2 

0 

Manufacturer’s  reputation 

4.4.4 

24.8 

16.6 

7.6 

7.6 

0 

Generic  drug’s  reliability 

54.5 

18.6 

13  1 

4.8 

6.9 

2.1 

Patient  request 

38.6 

23.4 

22.1 

9.0 

4.1 

2.8 

Personal  experience 

566 

22  1 

1 1.7 

1.4 

4.8 

3.4 

Nature  of  patient’s  illness 

52.3 

22.1 

9.0 

4.1 

9.7 

2 8 

Drug  class 

40.6 

21.4 

15.2 

6.9 

13.1 

2,8 

Other  (please  specify) 

4.8 

0.7 

0.7 

0.7 

4.1 

91.0 

listed  factors.  These  other  factors  include  bio- 
availability,  reputation  of  pharmacist,  medication 
formulation,  and  excipients  contained. 

Bioavailability,  mentioned  by  some  physicians 
among  “other”  factors  influencing  their  decision, 
was  addressed  separately  in  the  questionnaire  in 
that  physicians  were  asked  to  indicate  whether  they 
believed  that  therapeutic  inequivalency  among  ge- 
neric drugs  was  a problem.  More  than  45%  an- 
swered with  a simple  “yes,”  indicating  that,  in  their 
opinion,  the  problem  was  pervasive.  More  than  90% 
indicated  that  it  was  at  least  sometimes  a problem. 

A question  was  included  in  the  questionnaire  to 
assess  the  physician’s  confidence  in  pharmacists 
( choices  offered  were  “always,”  “sometimes,”  or 
“never”).  More  than  93%  of  the  respondents  indi- 
cated that  they  were  at  least  sometimes  confident  of 
the  pharmacist’s  ability  to  substitute  safely  (about 
19%  indicated  that  they  are  always  confident). 
However,  about  7%  of  the  physicians  indicated  no 
confidence  in  the  pharmacist’s  ability  to  substitute 
satisfactorily. 

PHYSICIANS’  PERCEPTIONS 
Another  question  included  on  the  questionnaire 
probed  the  physician’s  perceptions  of  the  effect  on 
physician-patient  relations  of  prescribing  lower 
priced  generic  drugs.  More  than  65%  of  the  physi- 
cians felt  that  such  a prescription  would  have  no 
effect  or  were  unsure  of  the  effect  on  patients’  satis- 
faction with  their  treatment.  More  than  57%  of  the 
physicians  felt  that  such  a prescription  would  have 
no  effect  or  were  unsure  of  the  effect  on  the  physi- 
cian’s rapport  with  the  patient.  However,  a large 
proportion  of  the  physicians  (40%  ) felt  that  physi- 
cian-patient rapport  would  be  enhanced.  A smaller, 
though  still  significant,  proportion  (28%  ) of  the 
physicians  felt  that  patient  satisfaction  with  treat- 
ment would  be  enhanced.  Only  a small  proportion 
( less  than  7%  ) felt  that  the  effect  would  be 
negative. 

Physicians  were  also  asked  to  indicate  their  per- 
ception of  the  effect  on  their  liability  of  permitting 
the  pharmacist  to  substitute.  Over  half  the  physi- 
cians (51%)  believe  that  their  liability  is  increased 
when  they  permit  substitution.  Only  about  32% 
were  confident  that  they  incurred  no  additional  lia- 
bility as  the  result  of  such  action.  The  remainder 
were  unsure. 

CONTINGENCY  ANALYSIS 

The  data  were  further  studied  to  uncover  relation- 
ships among  the  data  by  means  of  contingency-table 
analysis.  Prescription  activities  of  physicians  were 
found  to  be  independent  of  the  physician’s  specialty, 
type  of  practice,  or  age.  Too  few  women  responded 
to  permit  any  conclusion  about  correlations  with 
gender. 
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Analysis  also  indicated  that  physicians'  beliefs 
about  therapeutic  inequivalency  were  related  to 
their  propensity  to  permit  generic  substitution,  to 
specify  prescription  drugs  by  trade  name,  and  to  in- 
form the  patient  about  the  availability  of  generic- 
drugs.  In  each  case,  a chi-square  test  of  indepen- 
dence revealed  that  the  chi-square  statistic  was  sig- 
nificant at  a level  of  0.0007  or  lower.  As  an 
indication  of  the  strength  of  the  relation,  it  may  be 
noted  that  of  those  physicians  who  believe  that 
therapeutic  inequivalency  is  a problem,  about  65% 
permitted  substitution  25%  of  the  time  or  less  and 
about  80%  permitted  substitution  50%  of  the  time 
or  less.  On  the  other  hand,  of  those  who  believed 
that  therapeutic  inequivalency  is  never  a problem, 
about  64%  permitted  substitution  more  than  75% 
of  the  time  and  about  69%  permitted  substitution 
more  than  50%  of  the  time.  Even  among  those  phy- 
sicians who  believe  that  therapeutic  inequivalency 
is  sometimes  a problem,  about  50%  permitted  sub- 
stitution more  than  50%  of  the  time.  These  data 
seem  to  indicate  that  concern  about  therapeutic  in- 
equivalency is  a major  factor  influencing  the  fre- 
quency with  which  physicians  permit  generic 
substitution. 

As  would  be  expected,  analysis  indicated  that  the 
frequency  with  which  physicians  permitted  sub- 
stitution was  correlated  with  their  confidence  in 
pharmacists’  ability  to  safely  substitute.  Of  physi- 
cians who  stated  that  they  had  no  confidence  in 
pharmacists’  abilities  to  safely  substitute,  about  82% 
permitted  substitution  less  than  25%  of  the  time 
(more  than  45%  never  permitted  substitution), 
while  only  about  9%  permitted  substitution  more 
than  75%  of  the  time  (none  permitted  substitution 
100%  of  the  time).  On  the  other  hand,  among  phy- 
sicians who  reported  always  having  confidence  in  a 
pharmacist’s  ability  to  substitute  safely,  about  35% 
permitted  substitution  less  than  25%  of  the  time 
(about  7%  never  permitted  substitution),  while 
about  55%  permitted  substitution  more  than  75% 
of  the  time  (about  28%  always  permitted  substitu- 
tion ).  It  can  be  seen,  therefore,  that  there  is  a high 
degree  of  correlation  between  these  two  factors. 
However,  the  lack  of  perfect  correlation  is  worthy 
of  note.  Even  with  complete  confidence  in  the  abil- 
ity of  pharmacists  to  safely  substitute,  a significant 
number  of  physicians  are  reluctant  to  permit 
substitution. 

Analysis  also  indicated  that  physicians’  levels  of 
confidence  in  pharmacists’  abilities  to  safely  sub- 
stitute were  correlated  with  physicians’  concerns 
about  therapeutic  inequivalency.  Among  physicians 
who  believed  that  therapeutic  inequivalency  was  a 
problem,  only  about  8%  stated  that  they  always  had 
confidence  in  the  ability  of  pharmacists  to  substitute 
safely  whereas  about  82%  stated  that  they  never 
had  such  confidence.  However,  among  physicians 


who  believed  that  therapeutic  inequivalency  was 
not  a problem,  about  64%  stated  that  they  always 
had  confidence  in  the  ability  of  pharmacists  to  sub- 
stitute safely  and  the  remainder  stated  that  they  at 
least  sometimes  had  such  confidence. 

Analysis  revealed  strong  correlation  between  phy- 
sicians’ beliefs  about  increased  liability  and  confi- 
dence in  pharmacists'  abilities  to  substitute  safely. 
Among  physicians  who  indicated  that  they  always 
had  confidence  in  pharmacists’  abilities  to  substitute 
safely,  about  24%  thought  that  liability  was  in- 
creased by  permitting  selection.  Among  physicians 
who  indicated  that  they  never  had  confidence  in 
pharmacists’  abilities  to  substitute  safely,  the  per- 
centage concerned  about  increased  liability  in- 
creased to  about  91%. 

Discussion 

NATIONAL  REGULATION 

The  Drug  Price  Competition  and  Patent  Term  Res- 
toration Act  provides  a simplified  method  of  obtain- 
ing Food  and  Drug  Administration  ( FDA ) approval 
of  generic  copies  of  previously  approved  innovator 
products.  To  be  approved  under  the  provisions  of 
this  act,  the  product  must  have  the  same  active  in- 
gredients, dosage  form,  strength,  and  route  of  ad- 
ministration as  the  innovator  product;  must  meet 
the  same  standards  of  manufacturing  quality;  and 
must  be  “bioequivalent  to  a degree,  calculated  sta- 
tistically, so  that  products  evaluated  as  therapeu- 
tically equivalent  can  be  expected  to  have 
equivalent  therapeutic  effects  and  no  greater  poten- 
tial for  adverse  effects”  (4). 

The  FDA  publishes  an  annual  listing,  informally 
referred  to  as  the  Orange  Book,  under  the  title  of 
Approved  Drug  Products  with  Therapeutic  Equiva- 
lence Evaluations  ( 5 ).  Interim  updates  are  pro- 
vided in  the  form  of  monthly  supplements.  The  list 
contains  over  9,500  products,  of  which  more  than 
7,500  are  listed  as  multisource  drugs.  Of  these  mul 
tisource  drugs,  more  than  88%  are  listed  as  thera- 
peutically equivalent  (6).  The  fact  that  a drug  is  not 
indicated  to  be  therapeutically  equivalent  “does  not 
necessarily  mean  that  the  agencty  knows  that  the 
products  are  inequivalent.  Rather,  in  most  cases  it 
means  that  the  agency  does  not  have  sufficient  evi- 
dence that  the  drugs  are  equivalent”  (4,  p 1203) 
The  small  percentage  of  drugs  not  stated  as  thera- 
peutically equivalent  is  shrinking  because,  since 
1984,  demonstration  of  bioequivalence  to  the  inno- 
vator product  is  a prerequisite  to  approval  of  a ge- 
neric copy. 

Questions  about  bioequivalence  between  prod- 
ucts containing  the  same  active  ingredients  first 
started  receiving  attention  during  the  late  1960s 
and  early  1 970s.  The  FDA  began  requiring  evidence 
of  bioequivalence  for  certain  drugs  as  a precondi- 
tion for  approval.  As  awareness  of  potential  prob- 
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lems  with  bioequivalence  grew,  innovator  drug 
firms  and  some  physicians  expressed  increasing 
concern  about  therapeutic  comparability  of  generic 
products.  Following  passage  of  the  Drug  Price  Com- 
petition and  Patent  Term  Restoration  Act,  the  con- 
troversy heightened.  As  a result,  the  FDA  held  a 
hearing  on  the  subject  of  bioequivalence  during  the 
period  September  29  to  October  1,  1986,  in  Wash- 
ington, DC.  The  hearing,  at  which  more  than  50  for- 
mal presentations  were  made,  drew  more  than  800 
attendees.  Following  the  hearing,  a task  force  was 
appointed  by  the  FDA  commissioner  to  analyze 
issues  raised  at  the  hearing  and  to  make  recommen- 
dations for  actions  that  the  agency  should  take  ( 7 ). 

In  the  3 days  of  hearings,  a total  of  1 4 drugs  were 
cited  as  examples  of  drugs  having  problems  with 
bioequivalence.  In  addition,  some  examples  of  prob- 
lems with  state  formularies  were  claimed  (7).  These 
facts  would  not  seem  to  be  indicative  of  widespread 
problems.  At  the  same  time,  it  is  clear  that  concerns 
about  bioequivalence  are  not  without  foundation. 
Regarding  this  subject,  Nightingale  and  Morrison 
stated  that  “ . . . despite  the  existence  of  several 
well-known,  documented  cases  of  bioinequivalence 
among  products  that  have  not  undergone  the  FDA’s 
approval  process,  there  is  as  yet  no  documented 
evidence  of  bioinequivalence  involving  a generic 
drug  product  approved  by  the  FDA  and  evaluated  as 
bioequivalent”  (4). 

STATE  REGULATION 

Provisions  of  product  selection  laws,  which  re- 
placed the  antisubstitution  laws  and  permit  phar- 
macists to  substitute,  vary  from  state  to  state.  Some 
states  have  mandatory  substitution  laws  that  require 
pharmacists  to  substitute  in  every  possible  case. 
Other  states  (among  them,  Texas)  have  permissive 
laws  which  allow,  but  do  not  require,  pharmacists 
to  substitute.  Although  all  state  laws  contain  a provi- 
sion that  allows  a physician  to  insist  that  a particular 
brand  be  dispensed,  they  differ  in  their  specification 
of  how  the  order  is  to  be  given.  Some  states  have  a 
“physician  veto”  provision,  requiring  the  physician 
to  actually  write  the  words  “medically  necessary” 
or  “dispense  as  written”  in  order  to  prevent  sub- 
stitution. Other  states  (among  them,  Texas)  use  pre- 
printed prescription  forms  that  have  two  signature 
lines.  Under  one  line  the  words  “product  selection 
permitted”  are  printed,  and  below  the  second  line 
the  words  “dispense  as  written”  appear.  The  line  on 
which  the  physician  signs  indicates  whether  sub- 
stitution is  permitted. 

States  also  differ  with  respect  to  their  use  of  a for- 
mulary. Some  states  maintain  a formulary  listing 
products  that  may  be  substituted.  In  some  of  these 
cases,  the  formulary  is  the  FDA  “List  of  Approved 
Products.”  Some  states  take  the  opposite  approach; 
substitution  is  permitted  unless  the  product  is  listed 


in  the  formulary.  Still  other  states  (among  them, 
Texas)  maintain  no  formulary,  leaving  the  decision 
as  to  the  appropriateness  of  substitution  in  any 
given  case  to  the  prescribing  physician  and  the  dis- 
pensing pharmacist  (4). 

PHYSICIAN’S  ROLE 

Since  consumers  do  not  have  the  technical  capabUi- 
ties  to  evaluate  the  tradeoff  between  a drug’s  price 
and  quality,  they  must  rely  on  the  physician  and/or 
pharmacist  to  select  the  brand.  Furthermore,  even 
when  the  physician  permits  substitution,  a lower 
priced  generic  may  not  be  dispensed  in  states  with- 
out a mandatory  substitution  law  because  the  phar- 
macist may  not  elect  to  substitute.  Despite  the  fact 
that  monetary  incentives  favor  substitution  by  the 
pharmacist,  studies  have  shown  that  the  pharmacist 
is  reluctant  to  substitute  when  the  physician  speci- 
fies a trade-name  drug  (8).  Thus,  the  physician  plays 
a key  role  in  the  substitution  process,  and  it  is  im- 
portant to  understand  not  only  how  the  physician 
fills  this  role,  but  also  the  attitudes  and  perceptions 
that  the  physician  brings  to  this  role. 

Conclusions 

We  found  that  a large  proportion  of  the  surveyed 
physicians  did  not  readily  permit  pharmacists  to 
substitute  brands.  Only  about  39%  indicated  that 
they  signed  on  the  line  permitting  substitution 
more  than  50%  of  the  time.  Furthermore,  it  was 
found  that  physicians  very  commonly  specify  drugs 
by  trade  name.  Almost  60%  of  the  physicians  indi- 
cated that  they  identified  drugs  by  trade  name  more 
than  75%  of  the  time,  and  more  than  80%  of  the 
physicians  did  so  more  than  half  of  the  time.  Since 
other  studies  have  shown  that  pharmacists  rather  in- 
frequently substitute  when  the  drug  is  identified  by 
trade  name  even  if  substitution  is  permitted,  these 
are  significant  statistics. 

One  major  barrier  to  generic  drug  substitution  is 
physician  concern  about  therapeutic  inequivalency 
among  brands.  More  than  45%  of  all  physicians 
stated  unequivocally  that  this  is  a problem  and  al- 
most 45%  reported  that  they  thought  it  may  be  a 
problem  sometimes.  Only  about  10%  were  not  con- 
cerned about  inequivalency.  It  is  apparent,  then, 
that  if  freer  substitution  is  to  occur  in  the  future,  it 
will  be  necessary  to  assuage  physician  anxiety  about 
therapeutic  inequivalency  from  the  standpoint  of 
patient  well-being  as  well  as  from  the  standpoint  of 
physician  liability. 

A second  major  barrier  to  generic  substitution 
was  concern  about  the  ability  of  pharmacists  to 
safely  substitute  one  brand  for  another.  Only  about 
20%  of  respondents  stated  that  they  were  always 
confident  of  the  ability  of  pharmacists  to  safely  sub- 
stitute. Since  physician  concern  about  therapeutic 
inequivalency  was  found  to  be  strongly  correlated 
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with  physician  confidence  in  pharmacists'  abilities 
to  substitute,  it  seems  likely  that  if  the  problem  of 
therapeutic  inequivalency  could  be  ,solved.  lack  of 
confidence  in  safe  substitution  by  pharmacists 
would  largely  disappear. 

As  health  care  professionals,  the  major  concern  of 
physicians  is  delivery  of  the  best  health  care  pos- 
sible to  their  patients.  When  a choice  has  to  be 
made  between  highest  quality  care  and  costs,  costs, 
rea,sonably,  are  assigned  a lower  priority.  Since  the 
survey  revealed  that  many  physicians  are  not  con- 
vinced that  generic  drug  substitution  will  lower 
prescription  costs,  there  is  little  incentive  to  permit 
substitution,  especially  with  the  concern  about 
therapeutic  inequivalency.  Additionally,  the  majority 
of  physicians  do  not  perceive  prescription  cost  as 
having  a positive  influence  on  patient  satisfaction 
with  treatment  or  physician  rapport  with  patients. 

In  looking  to  the  future,  it  is  likely  that  as  health 
care  costs  continue  to  increase,  there  will  be  in 
creasing  pressure  to  seek  relief  through  the  ap- 
proval of  generic  drug  substitution.  Industry  and 
government  representatives  wishing  to  stimulate 
the  movement  toward  greater  use  of  generic  sub- 
stitutes need  to  do  a better  job  of  ensuring  thera- 
peutic equivalence,  o.*'  convincing  physicians  of 
therapeutic  equivalence,  and  of  identifying  the 
benefit  to  physician/patient  relations  which  could 
result  from  generic  substitution. 
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to  stand  alone.  If  you’re  concerned  about  your 
insurance  company’s  commitment  to  you, 
give  us  a call  today. 


50 


1301  Capital  of  Texas  Highway,  Suite  #B-300 
Austin,  Texas  78746 
(512)  328-1520 


Nationwide  1-800-252-3628 

In  San  Antonio: 

Bill  Sweet 
(512)  S2S-01S2 


Texas  Medicine 


TMSYEAR 
MORE  DOCTORS 

TRAN  EVER  ARE 
GETTilGOIfT. 


They’re  going  across  the  Southwest  for  temporary 
assignments  through  the  Whitaker  Medical  Group. 

And  they’re  enjoying  an  outdoor  lifestyle  that  in- 
cludes some  of  the  region’s  best  fishing,  boating,  hiking 
and  hunting. 

But  it’s  more  than  recreation.  Whitaker  does  in-depth  research  to 
match  candidates  with  clients.  So  our  doctors  have  the  satisfaction  of 
practicing  with  a medical  group  or  facility  that  values  their  expertise. 
And  the  fees  they  earn  reflect  their  professionalism. 

We  also  keep  both  clients  and  candidates  fully  informed.  But  then  as  a division  of  the  per- 
manent medical  search  firm  of  Whitaker,  Fellows  & Associates,  we  have  both  high  standards 
and  extensive  resources. 

So  if  you’re  an  established  family  practitioner,  radiologist,  anesthesiologist  or  resident 

interested  in  locum  tenens,  contact  Whitaker  today.  We  currentlyjiave  oppor- 
tunities throughout  the  Southwest. 

We’re  also  interested  in  hearing  from 
medical  groups  or  facilities  in  need  of 
qualified  physicians  on  either  a locum 
tenens  or  permanent  basis. 

Just  for  calling,  we’ll  send  you  the 
travel  companion  -a  conven- 
pocket-size  atlas. 

That  way  when  you  do  get  out,  you’ll 
always  know  just  where  you’re  going. 

Medical  Group 

A Locum  Tenens  Company 
820  Gessner,  Suite  1500,  Houston,  Texas  77024 
(713)  461-7281;  Fax:  (713)  465-8675 


Volume  86  March  1 990 


E D.  RATHBUN,  MD 
I ..E  PEREZ,  DO 
R E.  BARRY,  MD 


Prenatal  laboratory 
screening 


E.D  Rathbun,  MD,  LE. 
Perez,  DO,  and  R E, 
Barr>’,  MD,  Regional 
Academic  Health  Cen- 
ter— Odessa,  Texas 
Tech  School  of  Medi- 
cine, Department  of 
Family  Medicine,  800 
West  -tth  Street, 
Odessa,  TX  79765. 
Send  reprint  requests 
to  Dr  Rathbun 


Expectations  of  the  clinician  are  evolving  in 
obstetric  practice  in  regard  to  standards  of  perfor- 
mance, cost  effectiveness,  and  outcomes  for  mother 
and  child.  Prenatal  laboratory  screening  is  shown 
to  be  an  area  where  new  developments  are  evident 
The  purpose  of  this  article  is  to  update  informa- 
tion found  in  standard  obstetrics  textbooks. 

The  use  of  prenatal  laboratoiY'  screening  in 
obstetrics  has  increased  dramatically  over 
the  past  2 years  ( Fig  1 ).  Decisions  on  pre- 
natal screening  are  often  based  on  studies  that  dem- 
onstrate cost  effectiveness  as  well  as  detection  of 
treatable  problems.  Besides  the  new  screening  pro- 
cedures, there  are  some  modernizations  of  long- 
used  tests  and  new  recommendations  for  popula- 
tions now  considered  to  be  “high  risk.” 

Traditional  testing 
SYPHILIS 

Testing  for  syphilis  with  the  rapid  plasma  reagin 
( RPR ) achieves  greater  sensitivity  than  the  older 
but  still  acceptable  tests  such  as  Venereal  Disease 
Research  Laboratory  (VDRL).  A microhemagglutina- 
tion test  for  Treponema  pallidum  (MHA-TP)  is  to- 


day’s standard  for  serologic  confirmation  ( 1 ),  along 
with  spinal  fluid  analysis  (2 ).  After  a peak  incidence 
of  new  primary  and  secondary  syphilis  occurred  in 
1965,  there  were  increasing  case  numbers  again 
after  a low  point  in  1970,  leading  to  another,  higher 
peak  in  1973-  Today  the  increasing  prevalence  of 
syphilis  among  all  socioeconomic  groups  raises 
questions  about  the  adequacy  of  current  preventive 
medicine  practices  in  maternal-infant  care  (3)-  The 
incidence  of  congenital  syphilis  nearly  tripled  dur- 
ing 1983—1985  across  the  country  (4).  Failure  to 
routinely  rescreen  patients  during  the  third  tri- 
mester leads  to  untreated  maternal  syphilis  and  con- 
tinuing unacceptable  levels  of  congenital  syphilis.  A 
1 988  series  shows  1 59  cases  of  syphilis  from  1 3,000 
patients  screened  ( 1 .4%  ) ( 1 ).  Whereas  most  states 
still  require  first  trimester  screening,  requirements 
have  been  relaxed  for  third  trimester  screening, 
even  at  delivery.  In  a high-risk  population,  repeat 
RPR  at  28-36  weeks  may  be  appropriate  in  lieu  of 
testing  at  delivery. 

ITJBERCULOSIS 

All  pregnant  patients  except  those  known  to  have  a 
positive  reaction  previously  should  have  tuberculin 
skin  testing  carried  out  at  the  first  prenatal  visit. 
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Routine  Screening  Procedures 

Third 

1986 

Approximate 

in  Authors'  Practice,  1 989 

Timing 

Trimester 

Recommendations  * 

Year  Utilized 

Rapid  plasma  reagin  ( RPR ) 

1st  visit 

Routinely  repeat 

X 

1906  (VDRL) 

CBC 

1st  visit 

Routinely  repeat 

X 

Before  1935 

ABO,  Rh  typing,  antibody  screening 

1st  visit 

X 

1937 

Pap  smear 

1st  visit  t 

X 

1959 

Neisseria  gonorrhea  culture 

1st  visit 

Repeat  if 
high  risk  group 

1976 

Rubella  titer 

1st  visit  t 

X 

1968 

Urinalysis  Phenistix 

1st  visit 

Before  1935 

( phenylketonuria ) 

TB  skin  test 

1st  visit 

Repeat  if 
high-risk  group 

X 

Sickle  cell  prep 

1st  visit  t 

X 

1963 

HIV  (AIDS) 

1st  visit 

Repeat  if 
high-risk  group 

Toxoplasmosis 

1st  visit  t 

Chlamydia 

1st  visit  t 

X 

1964 

Hexosaminidase  A ( Tay  Sachs  disease ) 

Prenatal  if 

serum  ( carrier ) 

Amniocenteses  for  heritable 

16  weeks 

X 

1974 

disorders 

MSAFP  ( neural  tube  defects ) 

16—18  weeks 

1986 

Level  1 sonography 

16—18  weeks 

1985 

Glucose  tolerance 

28  weeks 

Repeat  and/or 

1988 

HB,,Ag  ( hepatitis  B ) 

28  weeks-term 

initial 

Herpes  virus  vaginal  culture 

36  weeks 

1977 

Group  B streptococcus 

Premature  rupture 
of  the  membranes, 
or  premature  labor 

•Danforth  DN:  Obstetrics  and  Gynecology,  ed  5,  1986,  pp  364-369. 
tPcrformance  of  test  prior  to  pregnancy  is  recommended, 
performance  of  test  on  both  parents  is  recommended  where  applicable. 
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niose  tested  should  include  persons  who  have  been 
vaccinated  with  (ialmette’s  vaccine  (BCG).  A radi- 
ologic study  of  the  lungs  is  indicated  for  patients 
with  a positive  tuberculin  test  and  known  to  have 
negative  tuberculin  tests  in  the  past,  as  well  as  those 
with  positive  reactions  in  whom  the  time  of  “con- 
version” is  unknown.  If  a historA’  or  physical  exami- 
nation suggests  the  possibility  of  tuberculosis, 
despite  a negative  tuberculin  reaction,  a chest 
roentgenogram  is  also  indicated.  Individuals  with 
known  long-standing  tuberculin  reactivity'  should 
have  an  x-ray  examination  of  the  chest  deferred  un- 
til after  the  first  trimester  ( 5 ).  Although  transplacen- 
tal tuberculosis  infection  of  the  fetus  in  utero  is 
extremely  rare,  about  50%  of  babies  born  to  moth- 
ers with  “inactive”  tuberculosis  eventually  contract 
the  disease  (6).  Repeat  testing  of  high-risk  groups  in 
the  third  trimester  may  be  appropriate. 

Pregnancy  does  not  seem  to  adversely  affect  each 
gravida  with  tuberculosis.  Genital  infection  is  rare, 
so  infants  do  not  contract  tuberculosis  in  the  birth 
canal.  Complications  of  pregnancy  are  greater  in  the 
presence  of  tuberculosis.  Poor  results,  with  or  with- 
out therapy,  are  observed  in  patients  when  tuber- 
culosis is  first  diagnosed  in  the  puerperium  (7). 

DIABETES 

Treating  gestational  diabetes  for  the  duration  of 
pregnancy  minimizes  the  complications  of  preg- 
nancy. One  in  40  women  experience  diabetes  dur- 
ing pregnancy',  and  guidelines  from  the  Centers  for 
Disease  Control  should  be  followed  to  enhance  dia- 
betes control  in  pregnancy.  Recommended  screen- 
ing is  a 50-g  glucose  load  consumed  in  10  minutes 
followed  by  a 1-hour  blood  glucose  determination 
(8).  Additional  earlier  screening  is  recommended 
when  more  risk  factors  are  present.  A venous 
plasma  glucose  level  over  140  mg/dL  (7.8  mmol/L) 
at  1 hour  is  the  threshold  for  referral  to  a strictly 
defined  1 00-g  oral  glucose  tolerance  test  of  3 hours’ 
duration.  Diagnosis  of  gestational  diabetes  mellitus 
requires  that  two  or  more  of  the  venous  plasma- 
glucose  concentrations  listed  in  Fig  2 be  met  or 
exceeded. 

Newer  tests 
HEPATITIS-B 

In  1985,  the  Immunization  Practices  Advisory  Com- 
mittee recommended  hepatitis  B screening  for  preg- 
nant women  only  in  certain  high-risk  groups  (9). 
This  information  was  revised  in  June  of  1988  to  rec- 
ommend prenatal  screening  of  all  pregnant  women 
for  hepatitis  B surface  antigen  both  “early  in  preg- 
nancy” and  “when  other  routine  prenatal  testing  is 
done”  ( 10 ).  Hepatitis  B of  the  newborn  is  acquired 
at  the  time  of  delivery.  It  may  result  in  fatal  fulmi- 
nant, asymptomatic,  or  subclinical  disease.  Of  equal 
importance  is  the  growing  incidence  of  chronic  ac- 


tive hepatitis  with  or  without  cirrhosis,  chronic  per- 
sistent hepatitis,  chronic  asymptomatic  llB,Ag 
carrier  state  (11),  and  hepatocellular  carcinoma 
(12).  Althougli  Arevalo  et  al  have  demonstrated  the 
cost  effectiveness  of  testing  all  parturients  ( 13), 
some  studies  indicate  screening  high-risk  popula- 
tions may  be  sufficient  ( 14,15 ).  However,  other 
larger  scale  studies  indicate  47%  to  67%  of  preg- 
nant women  who  tested  positive  for  hepatitis  B re- 
ported no  risk  factors,  even  with  “ compulsive  ” 
selective  screening  ( 16-18  ).  HB,Ag-positive  mothers 
who  are  also  HB,Ag-positive  are  80%  to  90%  likely 
to  infect  their  infants  (19).  Infants  of  HB,Ag-positive 
mothers  are  50%  to  70%  infected.  A good  case  has 
been  made  for  collecting  a single  hepatitis  B surface 
antigen  in  the  third  trimester  ( 13,19).  ITiis  ap- 
proach is  consistent  with  the  recommendations  of 
the  Immunization  Practices  Advisory'  Committee, 
which  stresses  HB,Ag  testing  at  the  time  of  admis- 
sion for  delivery  or  as  soon  as  possible  thereafter 
when  prenatal  screening  has  not  been  done  ( 20 ). 

NEURAL  ITIBE  DEFECTS— MATERNAL  SERUM 
ALPHA-FETOPROTEIN 

Screening  for  a fetal  defect  by  examining  maternal 
serum  is  a unique  aspect  of  the  effort  to  detect  neu- 
ral tube  defects  such  as  meningomyelocele,  spina 
bifida,  and  encephaloccle.  Alpha-fetoprotein  (AFP) 
is  a substance,  produced  by  the  fetal  liver  and  by 
the  yolk  sac,  the  exact  function  of  which  is  un- 
known. Althougli  an  elevation  of  AFP  appears  to  re- 
sult from  communication  through  the  open  sac  by 
the  neural  tube  defect,  elevations  may  also  be  found 
in  fetal  demise,  other  congenital  malformations,  and 
multiparity.  Using  ultrasound  confirmation  and  am- 
niocentesis to  follow  up,  this  method  could  be  90% 
effective  in  detecting  all  neural  tube  defects  (21). 
Some  defects  may  not  be  serious.  Althougli  there  is 
high  recurrence  rate  with  positive  family'  history', 
previous  birth  of  affected  child,  or  a parent  having 
neural  tube  defect  (2%  —5%  ),  nine  out  of  ten  babies 
with  neural  tube  defects  are  born  to  women  with 
negative  history'  (21). 

Low  maternal  AFP  serum  levels  may  occur  with 
trisomy  2 1 and  other  chromosomal  abnormalities. 
Routine  office  ultrasound  screening  would  be  help- 
ful to  facilitate  a program  for  AFP  screening,  if  the 
blood  test  is  done  at  the  time  of  ultrasound  screen- 

2.  Two  or  more  of  the  following  venous  plasma  glucose 
concentrations  must  he  met  to  confirm  the  diagnosis  of 
gestational  diabetes  mellitus  (8). 

Time  to 
Specimen 

Collection  Conventional  Units  SI  Units 

Fasting  lOS  mg/dL  5 8 mmol/L 

1 hour  190  mg/dL  10  6 mmol/L 

2 hour  165  mg/dL  9.2  mmol/L 

,5  hour  145  mg/dL  8 1 mmol/L 
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ing  and  precise  dating  by  the  obstetrician.  Even 
when  advanced  ultrasonography  is  performed  in  re- 
sponse to  an  elevated  maternal  serum  specimen, 
positive  amniocentesis  is  most  highly  indicative  of  a 
neural  tube  defect  (22).  Even  if  the  concept  of 
abortion  of  affected  fetus  is  rejected  by  parents, 
proper  diagnosis  may  be  used  in  planning  delivery 
at  a center  where  appropriate  treatment  of  the  fetus 
can  be  carried  out.  If  nine  out  of  ten  affected  by 
neural  tube  defects  have  negative  family  history,  a 
case  for  universal  screening  seems  convincing.  At 
present  a national  policy  statement  suggests  that 
maternal  serum  AFP  be  offered  to  all  prenatal  pa- 
tients ( 23  )• 

Uncertain  status  of  testing 
AIDS 

Acquired  immunodeficiency  syndrome  is  caused  by 
an  RNA  retrovirus  (HfV-l ) and  is  readily  transmit- 
ted during  pregnancy  through  the  placenta  and  dur- 
ing the  neonatal  period  through  breast  feeding  (24). 
The  risk  of  transmitting  HIV  transplacentally  during 
pregnancy  is  stated  to  be  about  60%  —65%  (25 ). 
Some  babies  born  to  seropositive  mothers  may  be 
seropositive  at  birth  but  not  viremic  and  may  lose 
the  antibodies  in  the  first  year  of  life  ( 26,27 ).  Rou- 
tine screening  has  been  suggested  for  women  with 
risk  factors  for  HfV  infection: 

1 . Sexual  partners  of  persons  with  HfV  or  at  high 
risk  of  HIV  infection,  especially  bisexual  men. 

2.  Intravenous  drug  abusers  and  their  partners. 

3.  Prostitutes 

4.  Women  whose  partners  are  hemophiliacs  and 
who  have  received  blood  concentrates  prior  to  the 
last  5 years. 

5.  Patients  who  themselves  or  those  whose  part- 
ners have  recently  resided  in  or  originate  from  Cen- 
tral African  countries  where  the  disease  is  known  to 
be  endemic  ( ie,  Zaire,  Zambia,  Uganda,  Rwanda, 
Tanzania,  Kenya)  and  from  Haiti. 

Sachs  et  al  suggested  that  counseling  in  conjunc- 
tion with  screening  takes  at  least  1 hour  even  after 
self-selection  by  the  use  of  a patient  information 
pamphlet  ( 28 ).  While  seroprevalence  rates  in  the 
high-risk  pregnant  population  have  been  found  to 
be  high,  risk-factor  information  used  to  initiate  HIV 
antibody  counseling  and  testing  of  pregnant  women 
misses  about  50%  of  seropositive  parturients  (29). 
This  is  similar  to  the  problems  with  hepatitis 
screening  efforts,  which  resulted  in  a CDC  recom- 
mendation for  universal  prenatal  testing.  Although 
current  recommendations  are  to  screen  women  in 
high-risk  groups,  it  may  be  impossible  to  prospec- 
tively determine  whether  obstetrical  patients  are  in 
a high-risk  area  or  in  a high-risk  group  with  regard 
to  HfV.  Early  testing  to  permit  timely  consideration 
of  abortion,  with  repeat  testing  about  the  time  of 
delivery  may  be  important  because  the  virus  has 


been  demonstrated  in  breast  milk,  and  evidence 
for  transmission  through  breast  feeding  is  substan- 
tial (24). 

TOXOPLASMOSIS 

Of  every  200  adults  in  the  US,  one  shows  retinal 
scar  of  toxoplasmosis  which,  in  this  location,  almost 
exclusively  represents  congenital  toxoplasmosis 

(30) .  In  France,  where  congenital  infection  may  be 
six  times  as  common  as  in  the  US,  a nationwide  pre- 
natal screening  established  along  with  repeat 
monthly  titers  in  pregnancy  demonstrated  a 6.3% 
rate  of  acquisition  in  pregnancy.  Treatment  of  infec- 
tion during  pregnancy  decreases  the  rate  of  fetal  in- 
fection. Prevention  can  be  achieved  by  avoiding 
sources  of  the  organism  by  not  eating  raw  meat  or 
raw  eggs  and  by  avoiding  contact  with  the  feces  of 
infected  cats.  Toxoplasmosis  in  cats  can  be  con- 
trolled by  feeding  the  animals  cooked  meat  and  lim- 
iting their  activities  to  the  house,  thereby 
preventing  ingestion  of  infected  wild  rodents.  As- 
suming the  cat  may  have  enteric  colonization,  fre- 
quent disposal  of  the  cat  litter  by  another  member 
of  the  family  will  reduce  exposure  to  the  gravida 

(31) .  When  detected  in  early  pregnancy,  treatment 
with  pyrimethamine  plus  sulfadiazine  modifies  the 
frequency  and  severity  of  clinical  infection  (32). 

CYTOMEGALIC  INCLUSION  DISEASE 
In  an  ideal  situation,  premarital  screening  studies 
would  include  screening  not  only  for  toxo- 
plasmosis, but  also  for  cytomegalovirus  (CMV). 

CMV  infection  occurs  in  about  1 % of  births  each 
year  in  the  United  States.  Documented  maternal  in- 
fection in  the  first  trimester  exposes  the  fetus  to  the 
greatest  risk  of  congenital  malformation.  Evidence 
of  permanent  mental-motor  retardation  is  present  in 
about  5,000  births  per  year  representing  about  1 0% 
of  infected  infants.  After  conversion  of  titers  during 
the  first  trimester,  elective  termination  is  the  only 
method  known  presently  to  avoid  delivering 
affected  infants.  Indirect  hemagglutination  testing  is 
reliable;  a fluorescent  antibody  test  and  neutraliza- 
tion test  are  also  available  to  diagnose  primary  in- 
fection (31  )• 

CHLAMYDIA 

Chlamydia  trachomatis  infection  of  the  genital 
tract  has  been  identified  as  a significant  factor  in 
certain  high-risk  gravidas:  those  less  than  20  years  of 
age,  those  who  are  unmarried  or  have  had  multiple 
sexual  partners,  or  those  with  a history  of  sexually 
transmitted  disease  (33).  For  these  women,  testing 
should  be  performed  at  the  first  prenatal  visit  by 
culture  of  the  cervix  or  direct  examination  of  a 
smear  with  fluorescent  antibody  techniques  ( 34  ). 
Antibiotic  treatment  protects  newborn  infants  of  in- 
fected mothers  from  a 20%  incidence  of  pneumonia 
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and  conjunctivitis  and  negates  the  risk  of  intra- 
uterine fetal  death  and  low  birth  weight. 

HERPES  SIMPLEX 

The  risk  of  transmission  of  herpes  simplex  to  the 
fetus  during  vaginal  deliver^'  is  significant  when  an 
active  vaginal  lesion  is  present.  Cesarean  section  de- 
livery has  been  demonstrated  to  decrease  this  risk. 

In  most  of  these  pregnancies  cesarean  section  can 
be  avoided  by  using  the  results  from  repeated 
(negative)  HSV  cultures  in  the  third  trimester  (35). 
Because  transmission  of  the  infection  in  the  absence 
of  active  vaginal  lesion  is  unlikely  ( 36 ),  universal 
screening  cultures  done  in  the  absence  of  lesions 
are  not  indicated  (37).  The  majority’  of  infants  at 
risk  of  exposure  to  HSV  at  delivery'  will  not  be  iden- 
tified if  concern  about  asymptomatic  shedding  of 
virus  is  limited  to  women  with  a history  of  genital 
herpes  infection.  Most  neonatal  exposure  to 
asy  mptomatic  maternal  HSV  infection  at  delivery  is 
not  predictable  or  preventable.  Therefore,  physi- 
cians caring  for  newborns  need  to  consider  neo- 
natal herpes  in  a differential  diagnosis  when  infants 
become  ill  during  the  first  weeks  of  life,  regardless 
of  the  presence  of  identifiable  risk  factors  for  HSV 
infection  (38). 

STREPTOCOCCUS  B 

Screening  for  group-B  streptococcus  in  cervical  cul- 
ture has  not  resulted  in  prevention  of  group-B  strep- 
tococcal septicemia  in  the  newborn.  A color- 
development  latex  agglutination  test  for  rapid  de- 
tection of  streptococcus  B in  premature  labor  or 
with  premature  rupture  of  the  membranes  dis- 
played a low  sensitivity  (39  ).  In  these  clinical  set- 
tings, cervical  Gram’s  stain  and  culture  remains  the 
most  sensitive  method  for  identifying  newborns  at 
risk  for  septicemia. 

ULTRASOUND  SCREENING 

Universal  ultrasonic  screening  of  all  parturients  re- 
quires the  following  criteria  to  be  satisfied:  ( a ) more 
precise  and  useful  information  must  be  obtained 
than  is  otherwise  available  without  the  ultrasound 
examination,  and  (b)  routine  scanning  should  result 
in  a decrease  in  perinatal  mortality’  and  morbidity. 

There  are  studies  to  satisfy  the  first  requirement 
(40,41 );  the  second  criterion  has  not  been  estab- 
lished statistically.  As  a result  of  a 1984  National  In- 
stitutes of  Health  Consensus  Development 
Conference  on  diagnostic  ultrasound  ( 42 ),  28  in- 
dications were  recommended  for  ultrasound  exami- 
nation during  pregnancy.  Considering  the  same 
information,  the  Royal  College  of  Obstetrics  and 
Gynecology  (UK)  (43,44)  endorsed  routine  ultra- 
sound scanning  in  pregnancy,  and  in  West  Germany 
routine  scanning  in  pregnancy  is  now  required  by 
law  (45).  Endorsing  routine  ultrasound  screening  in 


pregnancy  increases  liability’  risks  for  practitioners 
who  have  not  adopted  ultrasound  in  their  office 
practice.  Advocates  of  routine  ultrasound  scanning 
have,  however,  pointed  to  the  reduction  of  risks 
through:  (a)  precise  dating,  (b)  more  precise  timing 
of  MSAFP  screening,  (c  ) diagnosis  of  multiple  gesta- 
tion, (d)  detection  of  placenta  previa,  (e)  assess- 
ment of  amniotic  fluid,  and  (f)  evaluation  of  fetal 
morphology.  Performing  screening  examinations  at 
18—20  weeks  enables  diagnosis  of  problems, 
whereas  waiting  for  indications  may  result  in  less 
precision  in  dating  and  less  timely  diagnostic  infor- 
mation. Furthermore,  one  of  the  28  indications  is 
certainly  present  in  most  pregnancies  (45). 

Comment 

Prenatal  laboratory’  testing  includes  diagnosis  of 
more  than  100  metabolic  diseases,  amniotic  villus 
sampling,  and  diagnosis  by’  amniocentesis,  but  re- 
view of  all  are  beyond  the  scope  of  this  article. 

The  incidence  of  the  conditions  potentially  de- 
tectable during  pregnancy  is  shown  in  Fig  3-  Wide 
geographical  variation  is  expected  and  reporting 
may  be  affected  by  geographical  patterns  of  preva- 
lence. There  may  be  great  disparity'  between  the  in- 
cidence of  clinical  infection  and  of  recognizable  or 
significant  disease  of  the  newborn,  as  evidenced  in 
toxoplasmosis  and  cytomegalic  inclusion  disease. 

A quandary’  of  prenatal  laboratory’  testing  exists. 
Testing  as  directed  by  history  will  miss  over  half  of 
cases  of  herpes  simplex  II,  neural  tube  defects,  flfV, 
and  hepatitis  B.  Screening  of  all  pregnant  women  for 
all  these  diseases  has  not  been  demonstrated  to  be 
cost  effective,  even  though  a tangible  benefit  is 
achievable.  There  seem  to  be  insufficient  data  to  jus- 
tify screening  of  all  gravidas  for  toxoplasmosis, 
chlamydia,  and  CMV,  although  there  are  sufficient 
numbers  of  cases  to  generate  concern.  This  area  has 
been  shown  to  be  in  a state  of  change,  and  it  is 
likely  that  evolution  of  knowledge,  refinements  of 
testing,  or  governmental  policy  will  require  the 
clinician  to  adapt  his  or  her  practice  to  this  change. 


3-  Incidence  of  conditions  screened  in  pregnancy 


Condition 

Incidence  % 

Location  of  Study — Comments 

References 

Syphilis 

Los  Angeles 

2 

Tuberculosis 

0 1 

Denver 

5 

Diabetes 

2,5 

8 

Hepatitis 

0.1-1 3 

Hawaii,  New  York 

47.  46 

Neural  tube  defects 

0.02 

US  population  (families  at  risk,  ) 

48,  49 

Toxoplasmosis 

0.2 

Retardation  (stigmata,  0.5%  ) 

31 

Cytomegalovirus 

0.1 

Retardation  (subclinical  infection,  1.5%  ) 

31 

Chlamydia 

8-27 

Tucson,  Baltimore 

50,  51 

Herpes  Simplex 

0,02 

LIS  population  ( high  risk  population,  0 1%) 

31 

Streptococcus  B 

4.4 

Rubella 

10 

At  risk  (no  immunity,  10%  ) 

31 

HI\' 

2 

New  York 

28 

Gonorrhea 

0-18 

Halifax,  Nova  Scotia,  Chicago,  New  5'ork 

52,  53,  54 
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For  9 years  we  have  recognized  HFV  inf ection! AIDS 
as  an  unstoppable  epidemic  affecting  infants,  chil- 
dren, and  adolescents  as  well  as  adults.  Now  we 
see  the  tremendous  itnpact  of  this  disease  on  the 
health  systems  of  this  country.  During  these  past  9 
years,  we  have  witnessed  the  transformation  of  the 
epidemic  from  one  primarily  affecting  male  ho- 
mosexuals to  one  invading  the  average  US  family 
through  heterosexual  and  vertical  transmissions 
and  through  needle-sharing  practices  of  intra- 
venous drug  abuse.  It  has  been  estimated  that  2% 
to  3 % of  the  HIV  infection/ AIDS  cases  involve  the 
pediatric  age  group.  If  1.5  million  Americans  have 
HFV  infection  by  1991,  as  predicted,  we  should  an- 
ticipate 30,000  to  45,000  infected  pediatric  pa- 
tients by  the  end  of  that  year.  What  has  been  the 
impact  of  this  epidemic  on  the  health  systems  in- 
volved in  care,  prevention,  and  research  of  pedi- 
atric HIV  infection! AIDS?  This  article  investigates 
that  question. 


In  this  article,  health  systems  are  defined  as  the 
organizational  structures  involving  manpower, 
facilities,  and  funding  to  care  for  pediatric  pa- 
tients affected  by  HIV  infection/AIDS,  to  prevent  in- 
fection. and  to  support  research  needed  for  control 
of  the  epidemic.  In  this  article  we  present  the  im- 
pact of  HfV  infection/AIDS  on  health  systems.  Fig  1 
outlines  our  approach  to  this  discussion  and  further 
details  affected  health  systems. 

Care  for  pediatric  patients  with  HIV  infection/ 
AIDS. 

The  health  care  delivery’  systems  in  the  US  have 
been  caught  unprepared  for  the  impact  HIV  infec- 
tion/AIDS has  had  on  the  ability  to  deliver  appropri- 
ate care  to  pediatric  patients.  In  the  early  1980s,  the 
predominant  feeling  was  that  AIDS  was  a disease  of 
male  homosexuals  that  did  not  involve  pediatric  pa- 
tients. In  the  next  5 years,  sporadic  cases  began  to 
appear  among  infants  and  children.  The  first  group 
of  pediatric  patients  known  to  be  infected  by  the 
HIV  were  the  patients  with  hemophilia  who  re- 
ceived HIV-contaminated  blood  products  prior  to 
1985  and  patients  who  had  received  contaminated 
blood  transfusions  before  the  availability  of  blood 

I Impact  of  pediatric  AIDS  on  health  systems. 

1 Care 

Manpower  ( physicians  and  other  health  professionals ) 

Facilities  (hospitals,  clinics,  alternative  sites  of  health  care 
delivery ) 

Funding  (federal,  state,  local) 

11  Prevention 
111  Research 


testing.  After  that,  a wave  of  new  pediatric  patients 
appeaxed  and  caught  the  health  care  delivery  sys- 
tems unprepared  for  its  impacts, 

EFFECTS  OF  THE  EPIDEMIC  ON  MANPOWER 
Initially,  pediatric  hematologists/oncologists  and 
clinical  immunologists  became  involved  in  the  care 
of  such  patients.  Subsequently,  subspecialists  in  the 
areas  of  pediatric  infectious  diseases,  pulmonary  dis- 
eases, and  allergic  diseases  entered  the  field  of  pedi- 
atric AIDS  care.  In  many  instances,  in  the  absence  of 
subspecialists,  general  pediatricians  entered  the 
ranks  of  those  caring  for  patients  with  pediatric  HIV 
infection/AIDS.  In  most  instances,  the  care  has  been 
delivered  in  academic  tertiary’  care  institutions. 
Why’?  Pediatric  AIDS  is  such  a complex  disease  re- 
quiring multidisciplinary'  approaches  by  a variety  of 
subspecialists  that  it  could  not  be  handled  in  the 
offices  of  general  pediatricians.  In  our  institution, 
care  of  HfV-infected  infants  and  children  was  ini- 
tially delivered  in  the  HIV  Surveillance  Clinic  of  our 
Hemophilia  Center  at  Santa  Rosa  Children’s  Hospital 
of  San  Antonio.  It  soon  became  clear  that  such  care 
was  depleting  the  preciously  few  manpower  re- 
sources of  the  Hemophilia  Center  and  threatening 
the  care  of  pediatric  patients  with  hemophilia. 
Therefore,  we  created  the  South  Texas  Children’s 
AIDS  Center  which  includes  the  HIV  Surveillance 
Clinic.  Neither  the  Department  of  Pediatrics  at  The 
University  of  Texas  Health  Science  Center  at  San  An- 
tonio nor  its  affiliated  institutions  had  the  man- 
power resources  required  for  the  care  of  the  HIV- 
infected  infants  and  children  in  our  area.  Such  an  ac- 
tivity would  have  been  impossible  without  funding 
from  the  Bureau  of  Maternal  and  Child  Health  of  the 
Department  of  Health  and  Human  Services  (DHHS), 
which  has  permitted  us  to  hire  the  faculty  and  staff 
that  constitute  the  South  Texas  Children’s  AIDS 
Center.  In  retrospect,  we  can  say  that  the  impact  of 
the  HfV  infection/AIDS  epidemic  would  have  been 
disastrous  in  our  area  had  it  not  been  for  the  federal 
funding.  The  challenge  we  face  is  to  secure  perma- 
nent funding  for  this  activity  in  order  to  face  the  in- 
creasing impact  of  this  epidemic  on  the  health-care 
manpower  needs  in  our  area.  The  current  federal 
funding  is  a grant  for  a “demonstration  project’’  of  3 
years’  duration.  If  DHHS  does  not  extend  the  fund- 
ing period,  state  and  local  funding  will  have  to  be 
secured  for  the  continuation  of  care  by  the  appro- 
priate health  care  professionals.  At  a recent  annual 
meeting  on  pediatric  AIDS  in  Los  Angeles,  the  same 
concerns  were  echoed  by  all  participants  from 
every  state  in  the  US! 

Regarding  physician  manpower,  the  epidemic  of 
HIV  infection/AIDS  has  already  had  an  impact  on  re- 
sidency training  in  internal  medicine  ( 1 ).  Whether 
such  an  impact  exists  in  pediatric  training  is  not 
clear.  It  may  be  that  the  magnitude  of  HIV  infection 
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in  pediatric  patients  has  not  reached  the  propor- 
tions of  that  in  adult  patients  and  therefore  the  im- 
pact on  professional  training  is  not  as  great. 
However,  with  the  increasing  case  load  predicted 
for  the  next  few  years,  we  need  to  look  at  the  prob- 
lems encountered  in  internal  medicine  and  the  solu- 
tions proposed,  and  use  them  before  the  pediatric 
problem  becomes  difficult  to  handle.  Some  of  the  at- 
titudinal  problems  presented  by  candidates  for 
training  in  internal  medicine  were  (a)  unwillingness 
to  take  risks,  (b)  fear  that  patients  with  AIDS  will  di- 
lute residents’  training,  (c)  concern  that  caring  for 
AIDS  patients  is  hopeless,  and  (d)  questions  about 
moral  obligation  ( 1 ). 

The  unwillingness  to  take  risks  stems  from  ap- 
prehension about  the  occupational  transmission  of 
AIDS  while  caring  for  HIV-infected  infants  and  chil- 
dren. This  issue  was  of  concern  to  48%  of  medical 
and  pediatric  house  officers  in  New  York  City  who 
expressed  moderate  to  major  anxiety  about  acquir- 
ing AIDS  from  their  patients  ( 2 ).  This  fear  about  the 
risk  of  occupational  transmission  of  the  HIV  is  most 
likely  due  to  the  fact  that  medical  school  curricula 
have  failed  to  prepare  students  appropriately  for  the 
AIDS  epidemic  and  that  “for  decades  personal  dan- 
ger has  not  been  an  aspect  of  medical  practice  and 
many  physicians  do  not  know  how  to  assimilate  an 
element  of  risk  in  their  practice”  ( 1 ). 

Some  of  the  residents  also  expressed  fear  that  pa- 
tients with  AIDS  would  dilute  their  training.  While 
this  is  clearly  the  case  in  some  of  the  medical  resi- 
dency training  programs  located  in  metropolitan 
areas  with  high  incidence  of  HIV  infection  ( 3 ),  it 
has  not  yet  significantly  affected  pediatrics,  where 
only  2%  to  3%  of  all  AIDS  patients  are  encountered. 

The  residents’  awareness  that  available  treatment 
methods  do  not  prevent  the  AIDS  patient’s  long  pe- 
riod of  suffering  ending  in  death  may  provoke  feel- 
ings of  frustration,  grief,  and  hopelessness  in 
providers  at  all  levels  of  training  (4,5).  This  in  turn 
may  create  future  shortages  in  the  ranks  of  health 
care  providers  for  such  patients. 

Issues  about  the  responsibilities  of  the  medical 
professionals  appear  to  be  another  problem  “imped- 
ing the  incorporation  of  experience  with  HIV  dis- 
ease into  medical  training”  (1,6).  Discussions  of 
these  issues  in  medical  schools  often  become  highly 
polarized.  On  one  side,  idealists  insist  that  physi- 
cians should  never  consider  risks  when  providing 
care.  On  the  other  side,  libertarians  proclaim  the 
right  of  everyone,  including  physicians,  to  protect 
themselves  from  harm.  In  settings  where  no  one  can 
articulate  this  complex  medical  ethic,  and  where 
prestigious  faculty  members  see  few  patients,  many 
trainees  are  deprived  of  the  example  of  practi- 
tioners resolving  the  tensions  between  perceived 
personal  risk  and  potential  benefit  to  the  patient  ( 1 ). 

What  has  been  said  about  physicians  is  applicable 


to  the  other  health  professionals  comprising  the 
“pediatric  AIDS  care  team  nurses,  social  workers, 
psychotherapists,  psychologists,  and  epidemiology/ 
public  health  professionals.  This  is  particularly  true 
in  the  nursing  professions  where  severe  shortages 
already  exist  and  further  deterrents  could  have  cata- 
strophic effects  in  the  provision  of  care  to  patients 
with  pediatric  AIDS. 

What  can  be  done  to  prevent  manpower  short- 
ages in  this  area  of  pediatric  care?  First,  educators 
can  develop  and  deliver  appropriate  education/ 
training  curricula.  These  curricula  on  pediatric  AIDS 
aimed  at  medical  students,  pediatric  residents,  and 
students/trainees  of  the  other  health  professionals’ 
training  programs  must  include  a blend  of  training 
in  the  following  areas:  appropriate  and  current  tech- 
nologic information,  experience  in  collaboration 
with  nonphysician  colleagues,  the  humanistic  na- 
ture of  the  doctor-patient  relationship,  and  prin- 
ciples of  case  management  of  pediatric  AIDS 
patients.  Every  effort  should  be  made  to  update 
these  curricula  so  that  the  unprecedented  and  ex- 
citing growth  of  scientific  knowledge  generated  by 
the  AIDS  epidemic  in  the  fields  of  basic  micro- 
biology, immunology,  infectious  diseases,  oncology, 
and  pulmonology  can  be  constantly  communicated 
to  the  trainees  without  underemphasizing  the  prin- 
ciples of  good  health  care  delivery  mentioned 
above.  The  Association  of  American  Medical  Col- 
leges has  supported  the  idea  that  HIV  infection  must 
be  incorporated  into  training  programs  for  physi- 
cians (7). 

Second,  the  impact  of  AIDS  on  medical  training 
must  be  discussed  openly  and  the  deliberations 
must  include  academic  teachers,  practitioners  of 
medicine,  residents,  and  students.  The  aim  of  these 
discussions  should  be  to  establish  and  maintain  an 
educational/training  balance  in  order  to  provide  the 
necessary  information  without  deterring  the  train- 
ees from  the  care  of  patients  with  AIDS  during  their 
years  of  medical  practice.  The  students  and  trainees 
should  have  clear  understanding  of  the  degree  of  in- 
corporation of  principles  of  information  transfer  and 
direct  care  of  patients  with  pediatric  AIDS  to  their 
training  programs. 

Third,  curricula  should  include  training  in  various 
“support”  areas  (eg,  effective  infection  control  prac- 
tices, information  about  insurance  and  worker’s 
compensation,  structuring  of  medical  ser\  ices 
[inpatient  and  outpatient],  integration  of  patients 
with  AIDS  with  other  patients,  development  of  ap- 
propriate ambulatory  services  substituting  for  the 
inpatient  care,  development  of  systems  of  emotional 
and  psychological  support  for  those  working  with 
HIV-infected  patients,  and  avoidance  of  pessimism 
and  professional  burnout). 

While  all  these  educational/training  directives  are 
important  in  the  delivery  of  effective  and  humane 
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care  to  patients  with  pediatric  AIDS,  they  are  valid 
independently  of  this  disease.  They  have  been 
known  to  be  important  in  the  overall  practice  of 
medicine  but  have  also  been  ignored  badly.  Perhaps 
the  HIV  epidemic  will  provide  the  impetus  for  their 
renewed  appreciation  and  implementation  in  our 
medical  practices. 

IMPACT  OF  THE  EPIDEMIC  ON  HEALTH  CARE 
FACILITIES 

Health  care  facilities  have  been  caught  unprepared 
for  the  handling  of  the  HfV  infection  epidemic.  This 
unpreparedness  has  been  more  evident  in  func- 
tional and  organizational  issues  than  in  materials 
and  structures.  Initial  fears  that  HfV  infection  could 
spread  from  patient  to  patient  through  casual  con- 
tact forced  hospitals  to  use  cumbersome,  expensive, 
and  inhumane  isolation  procedures  during  inpatient 
care  of  HfV-infected  infants  and  children.  The  reali- 
zation that  such  isolation  was  not  necessary  eased 
significantly  isolation  restrictions.  This  easing  of  re- 
strictions, however,  led  again  to  isolation  of  the 
HfV-infected  patient,  this  time  to  protect  him  or  her 
from  nosocomial  infections.  The  need  for  this  “re- 
verse” isolation,  which  is  equally  cumbersome,  ex- 
pensive, and  inhumane,  has  placed  significant 
emphasis  on  the  development  of  alternatives  to  in- 
patient care.  For  example,  pediatric  patients  with 
HIV  infection  at  stages  P-IB  and  P-2  (8),  who  re- 
quire monthly  intravenous  infusions  of  solutions  of 
gamma  globulin  ( fVIG ),  were  at  one  time  admitted 
to  the  hospital  for  this  procedure.  Because  of  the 
fear  of  nosocomial  infections,  we  have  developed  a 
program  of  fVIG  administration  in  the  clinic  where 
the  patient  receives  treatments  comfortably  in  the 
presence  of  his  or  her  parent(s ).  As  a further  refine- 
ment of  this  approach,  we  have  contracted  home 
care  delivery  agencies,  which  now  administer  FVIG 
to  young  infected  patients  in  their  homes.  Along 
with  allowing  treatment  in  familiar  and  comforting 
surroundings,  this  approach  is  less  costly  than  hos- 
pitalization. Again,  one  can  say  this  epidemic  of  HfV 
infection  has  forced  us  to  improvise  new  ap- 
proaches to  care  which  will  benefit  pediatric  pa- 
tients who  are  not  HIV-infected.  As  the  magnitude 
of  the  problem  among  pediatric  patients  increases, 
we  will  have  to  continue  to  improvise  new  methods 
of  treatment  that  are  less  cumbersome,  less  expen- 
sive, and  more  humane  than  the  traditional 
hospitalization. 

An  additional  feature  of  HIV  infection/AIDS  in  in- 
fants is  that  whenever  we  have  an  infected  baby, 
there  is  an  HIV-infected  mother  and,  more  often 
than  not,  an  infected  father.  Such  babies  become  or- 
phans or  sometimes  are  abandoned  by  their  parents 
who  are  either  too  sick  to  care  for  them  or,  because 
of  their  disease  and  its  fatal  outcome,  are  unwilling 
to  spend  the  time  and  effort  to  care  for  their  babies. 


The  result  is  that  hospitals,  in  the  absence  of  foster 
parents  ready  and  willing  to  accept  these  babies, 
board  them  for  indefinite  periods  of  time.  This  prac- 
tice has  caused  a terrible  burden  on  children’s  hos- 
pitals and  general  hospitals  with  children’s  wards  in 
urban  areas  of  high  incidence  of  HFV  infection  such 
as  New  York  City.  Needless  to  say,  no  matter  how 
good  this  hospital-based  care  might  be,  it  cannot  re- 
place the  nurturing  care  in  the  home.  This  has 
forced  groups  of  volunteers  to  create  residential  fos- 
ter homes  exclusively  dedicated  to  the  care  of  in- 
fants and  young  children  infected  by  the  HIV.  In 
Texas,  we  have  such  homes  in  Houston,  Dallas,  and 
San  Antonio.  Such  alternative  sites  of  care  will  play 
important  roles  in  the  future  not  only  because  of 
their  use  to  deliver  family-like  nurturing  care,  but 
also  because  of  their  possible  use  to  train  prospec- 
tive foster-parents  and  volunteers  with  “hands-on” 
experience  that  could  eliminate  fears  and  anxieties 
in  dealing  with  HIV-infected  patients.  The  Texas 
Department  of  Human  Services  has  a unique  oppor- 
tunity to  cooperate  with  such  sites  of  care  for  HIV- 
infected  babies  in  order  to  create  new  foster  par- 
ents willing  to  take  such  babies.  Presently  such 
foster  parents  are  virtually  nonexistent  in  Texas. 

EFFECTS  OF  THE  EPIDEMIC  ON  FUNDING 
Many  articles,  editorials,  and  commentaries  have 
been  written  about  the  costs  of  care  for  HIV- 
infected  patients,  their  geometric  increases  in  each 
of  the  past  few  years,  and  their  projected  increases 
as  new  forms  of  therapy  become  available.  It  is  be- 
yond the  scope  of  this  presentation  to  discuss  cur- 
rent costs  for  treatment,  basic  research,  and 
prevention  of  AIDS.  But  one  statement  can  be  made 
with  certainty:  the  cost  of  care  of  pediatric  patients 
with  such  a complex  disease  is  high  (9)  and  will  get 
higher  as  we  devise  new  forms  of  therapy  that  will 
increase  the  survival  of  these  patients.  It  will  re- 
quire funding  from  the  federal  government,  the 
state  of  Texas,  and  the  private  sector  (eg,  insurance 
companies,  volunteer,  and  charitable  agencies).  If 
we  are  a civilized  society,  as  we  claim  to  be,  we 
need  to  generate  the  resources  needed  for  the  pro- 
vision of  exemplary  care  for  the  members  of  our  so- 
ciety who  are  in  such  need. 

PREVENTING  SPREAD  OF  THE  HIV-INFECTION 
EPIDEMIC 

The  impact  of  this  epidemic  on  the  traditional 
methods  of  disease  prevention  and  the  special  cur- 
rent needs  were  described  in  the  fourth  paper  of 
this  series  (10).  In  the  absence  of  any  means  of  HIV- 
infection  prevention  by  vaccines,  we  have  been 
forced  to  rediscover  the  means  of  implementing 
prevention  by  using  educational,  behavioral,  and 
psychosocial  approaches.  If  nothing  else,  the  au- 
thors feel  that  this  epidemic  has  called  for  a re- 
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examination  and  renewed  viewing  of  our  social, 
moral,  and  ethical  values,  both  among  the  members 
of  the  medical/health  care  professions  and  the 
public. 

IMPACT  OF  THE  IHV  INFECTION  EPIDEMIC  ON 
RESEARCH 

Our  country'  can  be  proud  of  its  response  to  the 
HIV-infection  epidemic  by  relevant  research,  both 
in  the  clinical  and  basic  areas.  Histor}'  will  recog- 
nize someday  that  dedicated  scientists  have  re- 
sponded to  this  epidemic  in  the  most  responsible 
and  rapid  way  by  identifying  the  HfV,  developing 
screening  tests,  introducing  new  antiviral  agents,  ad- 
vancing the  applied  science  of  clinical  immunology 
to  new  heights,  and  giving  the  promise  of  better 
handling  of  this  and  other  viral  illnesses  in  the 
hiture. 


academic  medical  commimip':  a report  of  the  AAMC  Com- 
mittee on  AIDS  and  the  Academic  Medical  Center.  Wa.sh- 
ington,  DC,  Association  of  American  Medical  Colleges, 
October  1988. 

8.  Mangos  JA,  Doran  T,  Aranda-Naranjo  B,  et  al:  Pedi- 
atric AIDS;  clinical  presentation  and  diagnosis.  Tex  Med 
85(  12):.^2-34,  1989. 

9.  Mangos  JA,  Doran  T,  Aranda-Naranjo  B,  et  al;  Pedi- 
atric AIDS;  a new  health  problem  on  the  Texas  horizon. 
Tex  Med  85(  1 1 );34-36,  1989. 

10.  Mangos  JA,  Doran  T Aranda-Naranjo  B,  et  al;  Pedi- 
atric AIDS;  prevention  of  HIV  infection  in  infants  and  chil- 
dren. Tex  Med  86(2);-t6-49,  1990. 


Conclusion 

The  HfV  infection  of  the  1980s  has  had  a tremen- 
dous impact  on  the  practice  of  medicine,  the  sci- 
ence of  medicine,  the  basic  sciences,  the  medical 
and  health  care  delivery  professions,  and  the  society 
in  general.  As  painful,  perplexing,  and  frustrating  as 
this  impact  has  been  on  all  those  whose  lives  have 
been  affected  by  this  epidemic,  we  firmly  believe 
that  it  has  helped  reshape  our  approaches  to  care, 
our  sense  of  responsibility  as  a society,  and  our 
hopes  for  the  future.  Mankind  has  faced  major  epi- 
demics before  and  somehow  survived  and  pro- 
gressed. The  1 990s  will  demonstrate  that  the  HfV 
infection  epidemic  cannot  change  the  fate  and  prog- 
ress of  mankind  and  that  we  will,  most  likely,  enjoy 
the  benefits  of  our  efforts  to  conquer  this  epidemic 
for  many  generations  to  come. 
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Waivers  of  insurance 
deductibles — charity  or  crime? 

Many  physicians  occasionally  waive  insurance  deductibles 
and  copayments  for  their  pcdients.  Some  do  it  routinely  and 
advertise  the  fact  Aetna  Life  Insurance  Company  in  1988 
called  this  practice  fraud,  a position  The  Ncdional  Health 
Care  Anti -Fraud  Association  subsecpiently  took  ( I ).  However, 
it  is  all  too  easy  to  apply  that  label  without  analyzing  the 
facts.  This  article  examines  the  practice  of  waiving  copay- 
ments and  deductibles,  describes  recent  developments  in  the 
area,  and  offers  some  guidelines  for  physicians. 

The  traditional  view  of  fraud 

In  common  law,  the  term  “fraud  ” denotes  four  elements: 

( 1 ) misrepresentation  of  a material  fact  with  ( 2 ) intention  to 
induce  action  or  inaction,  and  ( 3 ) reliance  on  the  misrepresen- 
tation by  a person  who,  as  a result  of  such  reliance,  ( 4 ) suffers 
injur)'  ( 2 ).  All  four  elements  must  be  present  before  a case  of 
fraud  occurs.  For  the  purposes  of  this  discussion  misrepresen- 
tation and  injur)'  are  the  most  important  elements. 

In  order  for  a representation  to  be  actionable  as  fraud,  it 
must  be  false  and  must  relate  to  a material  matter  ( 3 ).  When  a 
physician  waives  a patient’s  deductible  or  copayment,  tbe  in- 
surance claim  form  must  be  scrutinized.  If  the  form,  as  filled 
out  by  the  physician  or  the  insured,  tells  the  insurance  com- 
pany that  the  insured  patient  has  paid  a portion  of  the  bill, 
when  in  fact  he  has  not,  then  that  is  a false  statement.  How- 
ever, this  false  statement  al.so  must  be  “material  ” in  order  to  be 
fraudulent  under  the  traditional  definition. 

A represented  fact  is  “material”  if  the  transaction  would  not 
have  been  entered  into  had  the  representation  not  been  made 
( 4 ).  In  other  words,  if  the  insurer  would  not  have  made  pay- 
ment unless  the  patient  had  paid  a portion  of  the  bill,  then  the 
fact  is  material.  On  the  other  hand,  if  the  insurer  would  have 
paid  the  claim  regardless  of  whether  the  claim  form  stated  the 
extent  of  copayment,  then  that  fact  may  not  be  material.  Fur- 
thermore, it  is  important  to  determine  what  duty  the  physician 
is  under  when  he  submits  the  claim  form  to  make  a statement 
about  the  extent  of  copayment.  Since  the  traditional  insurance 
(jzj.  policy  is  a contract  between  the  insurance  company  and  the 

insured  patient,  it  is  difficult  to  state  with  certainty  what  the 

extent  of  the  physician’s  duty  to  the  insurance  company  is  be- 
yond that  of  honesty'  and  fair  dealing.  Physicians  are  ethically 
required  to  deal  honestly  not  only  with  their  patients  and  col- 
leagues, but  with  the  public  as  well. 

Some  insurers  now  require  physicians  to  certify  that  the 
charges  shown  on  the  claims  are  the  actual  amounts,  and  fur- 
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ther  certity'  that  patients  are  required  to  make  copayment  and 
deductible  payments  ( 1 ). 

The  second  and  third  elements  of  fraud — intent  to  induce 
action  and  reliance  on  the  misrepresentation — also  would  be 
satisfied  in  this  example.  ITie  physician,  by  filing  an  insurance 
claim  form,  intends  to  induce  an  action  by  the  insurer — pay- 
ment to  the  insured  patient  or  to  himself  if  assignment  has 
been  accepted  as  payment  in  full.  The  insurer  relies  upon  the 
physician’s  repre.sentations  on  the  insurance  claim  form  with 
regard  to  dates  of  service,  procedure  codes,  and  amounts 
claimed  ( 5 ). 

The  only  remaining  question  is  whether  an  injury  has  been 
suffered.  If  the  physician  states  that  the  patient  has  made  a 
copayment  when  he  has  not,  then  there  may  be  an  injury  if 
that  misrepresentation  caused  the  insurer  to  pay  an  insurance 
claim  it  would  not  have  paid  or  to  pay  a greater  amount  than  it 
otherwise  would  have  paid.  Insurance  policies  usually  obligate 
carriers  to  pay  a set  percentage,  such  as  80%  of  the  physician’s 
fee,  and  no  more.  Insurance  carriers  take  the  position  that 
waivers  of  copayments  make  them  pay  100%,  a 20%  increase 
in  payment  ( 1 ).  ITiey  also  maintain  that  they  pay  more  claims 
because  waivers  encourage  patients  to  overutilize  physicians’ 
services  ( 1 ).  This  claim,  however,  is  speculative  and  would  be 
difficult  to  prove  as  an  item  of  damage  in  a lawsuit  over  a par- 
ticular claim. 

ITius,  the  common  practice  of  waiver  of  coinsurance  and  de- 
ductibles would  constitute  fraud  under  common  law  prin- 
ciples if  the  insurance  company  requires  that  the  insurance 
claim  form  state  the  extent  of  copayment  or  deductible  on  its 
face,  and  the  physician  fails  to  disclose  this  information  or 
makes  a false  statement. 

Waivers  under  Medicare 

The  original  Medicare  requirement  that  patients  pay  20%  of  a 
physician’s  bill  was  designed  to  discourage  patients  from  over- 
utilizing physicians’  services.  This  cost-sharing  strategy  was  de- 
vised when  Medicare  supplemental  insurance  policies  were 
rare,  but  may  have  no  effect  today  because  supplemental  poli- 
cies that  cover  Medicare  deductibles  and  copayments  are 
widely  available. 

The  Medicare  Carriers  Manual  has  addressed  the  routine  and 
consistent  waiver  of  coinsurance  or  deductible  amounts  on  be- 
half of  Medicare  beneficiaries.  WTien  a Medicare  carrier  be- 
comes aware  that  a physician  routinely  and  consistently  waives 
the  collection  of  coinsurance  or  deductible  amounts,  the  car- 
rier is  required  to  determine  if  the  physician  has  reduced  his 
actual  and  customary  charges.  Evidence  suggesting  that  the 
physician  has  reduced  his  actual  charges  includes  (a)  prior  ad- 
vertisement of  an  intention  to  waive  the  collection  of  Medi- 
care coinsurance  or  deductible  amounts,  and/or  ( b ) failure  to 
make  reasonable  collection  efforts  similar  to  those  made  to 
collect  comparable  amounts  from  non-Medicare  patients  (6). 

The  Medicare  Carriers  Manual  does  not  brand  this  practice 
as  fraudulent  on  its  face.  The  manual  states: 

Carriers  are  instructed  to  aggressively  seek  out  instances 

where  physicians  and  suppliers  are  routinely  waiving  de- 
ductible and  coinsurance  charges  and  making  them  up  by 
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overcharging  the  Medicare  program.  Such  practices  violate 
the  law  and  violators  should  be  so  informed  ( 6 ). 

The  instructions  issued  to  physicians  and  other  Part  B pro- 
viders bear  this  out.  ITiese  instructions,  issued  in  1985  and 
never  replaced,  warn  that  physicians  who  routinely  waive  co- 
insurance  and  deductible  amounts  risk  having  their  customary 
charges  reduced,  having  overpayments  assessed,  and  being 
subjected  to  criminal  prosecution: 

In  determining  the  reasonable  charge  for  a service  or  item, 
the  amount  a physician  or  supplier  actually  expects  to  col- 
lect from  the  patient  and/or  third  party'  payer,  etc,  must  be 
considered.  In  this  regard,  a billed  amount  that  is  not  reason- 
ably related  to  an  expectation  of  payment  should  not  be 
considered  as  the  actual  charge  for  processing  current  Medi- 
care claims  or  determining  future  Medicare  payments  (7). 

Thus,  in  the  Medicare  program,  fraud  is  indicated  where  the 
waiver  of  coinsurance  and  deductible  charges  is  routinely 
counterbalanced  by  overcharging.  Excess  monies  paid  out  as  a 
result  of  such  practice  could  be  recouped  administratively. 
Whether  overcharging  of  this  type  would  be  considered  a vio- 
lation of  the  Medicare  fraud  statute  is  unclear,  although  the  act 
arguably  is  broad  enough  to  encompass  such  acts.  Most  re- 
ported fraud  cases  concern  the  filing  of  claims  for  services  not 
rendered  or  for  services  that  are  more  difficult  and  complex 
than  those  actually  rendered,  otherwise  known  as  “up-coding,” 
The  anti-kickable  provisions  of  the  federal  Medicare  and 
Medicaid  fraud  statute  does  not  distinguish  between  classes  of 
providers  who  are  prohibited  from  receiving  something  of 
value  as  an  inducement  to  arrange  for  care  from  a particular 
provider  (8).  Hospital  waivers  of  Part  A copayments  and  de- 
ductibles are  therefore  prohibited  under  existing  law.  The 
Office  of  the  Inspector  General  has  solicited  proposals  for  a 
‘‘safe  harbor”  from  anti-kickback  laws  in  this  area.  The  proposal 
would  be  limited  to  inpatient  hospital  care  (Part  A),  be  avail- 
able to  all  Medicare  beneficiaries  regardless  of  length  of  stay, 
and  require  that  any  costs  of  waiver  not  be  passed  on  to  Medi- 
care as  a bad  debt  (9).  The  OIG  is  of  the  opinion  that  the  rou- 
tine waiving  of  Part  B coinsurance  and  deductibles  clearly 
violates  the  anti-kickback  provisions  ( 8 ).  Advance  copies  of 
the  final  safe-harbor  regulations  confirm  this  view.  The  routine 
waiver  of  hospital  inpatient  deductible  and  coinsurance 
charges  would  be  a safe  harbor  from  the  anti-kickback  prohibi- 
tions, so  long  as  they  are  not  represented  to  the  Medicare  car- 
rier to  be  ‘ bad  debts.”  No  safe  harbor  for  waiver  of  Part  B 
coinsurance  and  deductibles  was  mentioned  because  the  OIG 
believes  that  providers  who  are  reimbursed  on  the  basis  of  rea- 
sonable charges,  and  “cost-based”  providers,  could  offset  their 
losses  by  increasing  their  “allowable  costs”  to  Medicare.  Thus, 
under  Medicare,  the  distinguishing  features  of  this  issue  seem 
to  have  more  to  do  with  the  economic  basis  upon  which  reim- 
bursement is  made  than  upon  traditional  concepts  of  fraud. 

Ethical  implications 

There  is  no  requirement  in  Texas  law  similar  to  Medicare  that 
affects  the  medical  profession.  However,  the  TMA  Board  of 


Councilors  has  rendered  the  following  opinion  on  coinsurance 
and  deductibles,  which  speaks  to  the  ethical  propriety  of  this 
practice: 

The  Board  of  Councilors  believes  it  would  be  unethical  for  a 
physician  to  inflate  his  or  her  fee  to  enable  a patient  to  meet 
more  of  the  deductible.  Likewise,  physicians  should  not  in- 
crease their  usual  fees  simply  because  they  know  the  pa- 
tient’s insurance  will  pay  more.  However,  the  Board  does 
not  feel  that  forgiveness  of  deductibles  or  coinsurance  con- 
stitutes unethical  practice.  In  most  instances,  the  physician 
remains  free  to  determine  the  level  of  his  or  her  fees 
charged  for  patients  not  covered  by  government  health 
programs. 

Physicians  often  offer  fee  waivers  to  patients  with  financial 
hardships  and  to  other  physicians  and  their  families  as  a profes- 
sional courtesy.  Occasional  waivers  should  not  be  considered 
“routine  waivers.”  The  only  prohibition  on  waivers,  from  an 
ethical  standpoint,  is  that  they  not  be  coupled  with  an  inten- 
tional increase  in  the  remaining  charges  to  the  insurer. 

The  Texas  State  Board  of  Insurance 

The  question  of  whether  such  practice  constitutes  fraud  was 
posed  to  the  Texas  State  Board  of  Insurance.  Because  the  Texas 
Insurance  Code  governs  only  insurers  and  their  agents,  the 
board’s  staff  responded  that  it  had  no  jurisdiction  over  activi- 
ties of  this  nature.  However,  staff  did  opine  that  when  a doctor 
intentionally  over-bills  a patient  because  he  or  she  intends  to 
accept  the  insurance  payment  as  full  payment,  he  may  be  com- 
mitting a fraudulent  act. 

This  opinion  is  unclear  because  the  board’s  staff  did  not  de- 
fine the  term  “over-billing.” 

When  a consumer  seeks  a physician  who  will  accept  the  in- 
surance payment  as  full  payment  when  the  consumer’s  insur- 
ance contract  requires  him  to  pay  a percentage  of  the 
physician’s  bill,  the  consumer  may  be  committing  a fraudulent 
act.  However,  such  acts  are  not  so  defined  in  the  Insurance 
Code  (10). 

The  question  of  intent  is  paramount  in  deciding  whether 
fraud  occurred.  What  was  the  patient’s  motivation?  Was  it 
simply  to  find  a better  deal?  Or  was  it  to  avoid  his  or  her  re- 
sponsibilities under  the  insurance  policy  by  involving  the  phy- 
sician in  a scheme  of  misrepresenting  the  extent  of  the 
patient’s  obligation  for  the  payment  of  health  care  services? 

Such  a scheme  could  backfire  on  both  the  physician  and  the 
patient.  If  the  patient’s  insurance  policy'  specifies  that  the  in- 
surer will  pay  the  physician  80%  of  the  charge  incurred  by  the 
patient,  and  if  the  physician  relieves  the  patient  of  his  obliga- 
tion (by  waiving  the  copayment  and/or  deductible),  then  the 
insurer  could  take  the  position  that  it  owed  the  physician 
nothing.  If  the  physician  has  accepted  the  insurance  payment 
as  payment  in  flill,  the  insurer  also  could  argue  that  its  obliga- 
tion is  really  80%  of  80% , or  60%  of  the  billed  amount. 

The  Colorado  experience 

ITie  Colorado  General  Assembly  enacted  a statute  that  makes  it 
a misdemeanor  criminal  offense  to  knowingly  accept  insurance 
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payment  in  full,  or  to  knowingly  submit  to  an  insurer  a higher 
fee  than  the  fee  a provider  agreed  to  aecept  from  the  patient 
with  the  understanding  that  deductibles  or  copayments  would 
be  waived.  The  act  created  a presumption  that  anyone  who 
waives  deductibles  or  copayments  for  more  than  one  fourth  of 
their  patients  per  year,  and  advertises  waivers,  has  a regular 
business  practice  of  such  waivers.  An  exception  was  created 
for  financial  hardship  cases  (11). 

The  statute  was  challenged  by  two  chiropractors  who  adver- 
tised that  they  waived  insurance  deductibles  and  copayment 
fees  (12).  Against  their  argument  that  the  law  violated  their 
constitutional  rights  to  free  speech,  the  Colorado  Supreme 
Court  held  that  the  advertisements  were  a form  of  commercial 
speech  concerning  unlawful  activity,  and  thus  did  not  merit 
constitutional  protection. 

The  chiropractors  also  argued  that  a statutory’  exemption  for 
charitable  purposes  was  unconstitutionally  vague  and  thus  cre- 
ated a danger  of  arbitrary  enforcement.  The  court  held  that  the 
statute’s  use  of  phrases  such  as  “substantial  financial  hardship” 
can  be  understood  by  persons  of  “common  intelligence”  and 
does  not  thereby  violate  the  due  process  clause. 

Finally,  the  chiropractors  argued  that  a statutor>'  exemption 
for  reimbursement  under  a state  indigent  health  care  plan  vio- 
lated their  equal  protection  rights.  The  court  dismissed  this  ar- 
gument, stating  that  there  is  a rational  basis  for  giving  the 
exemption  to  indigent  patients,  whereas  “commercial  speech” 
pertaining  to  illegal  activity  has  not  been  accorded  the  same 
status  of  fundamental  “rights”  and  does  not  merit  the  same 
legal  protection. 

The  court  reasoned  that  because  health  care  providers  will 
not  be  increasing  their  billing  rates  to  compensate  for  the  dif- 
ferential between  the  deductible  and  the  actual  fee,  insurance 
carriers  will  be  able  to  calculate  their  rates  more  efficiently. 
Furthermore,  the  court  echoed  the  act’s  legislative  finding  that 
requiring  patients  to  pay  their  deductibles  may  discourage 
them  from  overutilizing  medical  services  ( 1 3 ),  a position  that 
relates  back  to  the  original  Medicare  law. 

Guidelines  for  physicians 

How  can  physicians  avoid  legal  difficulties  and  still  occasion- 
ally forgive  an  insurance  copayment?  First,  the  amount  billed 
to  the  insurance  company  must  never  be  increased  by  the 
amount  the  patient  would  hav'e  paid,  but  for  the  waiver.  Sec- 
(5(5^  ondly,  the  amounts  billed  should  be  for  the  exact  services 

rendered.  Bills  should  not  be  “up-coded,”  and  they  should  not 

include  services  not  rendered.  Thirdly,  physicians  should  not 
waive  the  collection  of  deductibles  and  copayments  on  a rou- 
tine basis  for  either  Medicare  or  private  insurance.  Not  only 
will  it  lower  a physician’s  Medicare  profile,  it  will  be  seen  as  a 
pattern  that  invites  an  investigation.  Fourth,  and  for  the  same 
reason,  they  should  never  advertise  a policy  of  forgiving  de- 
ductibles and  copayments.  Finally,  they  should  be  prepared  to 
defend  themselves.  Physicians  should  not  be  afraid  to  admit 
that  they  accept  insurance  payment  as  payment  in  full  in  cases 
of  financial  hardship,  and  they  should  not  subordinate  their 
ethical  duty  to  demands  that  they  promise  never  to  help  pa- 
tients in  financial  distress. 


Conclusion 

The  practice  of  waiving  coinsurance  and  deductible  amounts 
may  constitute  fraud  under  certain  circumstances.  If  a physi- 
cian represents  to  the  insurer  that  the  insured  patient  has 
made  such  a payment  w'hen  the  patient  has  not,  and  if  the  in- 
surer would  not  have  made  payment  but  for  that  representa- 
tion, then  fraud  is  present.  Fraud  also  occurs  if  the  physician 
either  inflates  the  bill  to  make  up  for  lost  patient  revenue  from 
waiving  the  coinsurance  or  deductible,  or  bills  for  services  not 
rendered.  Such  practices  also  would  be  unethical.  Physicians 
should  not  routinely  w'aive  deductibles  and  copayments  or  ad- 
vertise that  they  do.  To  do  so  may  be  an  open  invitation  to 
controversy. 

HUGH  M.  BARTON  III,  JD 

TMA  Assistant  General  Counsel 
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IRS  alters  approach  to  gift  tax 

Vety  often  the  IRS  asks  tcuxpayers  to  “prove"  certain  items  on 
their  tcux  retiinis.  A recent  court  case  clarifies  how  much  time 
the  IRS  has  to  rec/uest  this  proof  for  gift -tax  returns.  A discus 
sion  of  this  case,  and  a suggestion  on  how  to  better  prove 
payment  of  income  tcuxes,  are  contained  in  the  following 
vignette. 

News  on  gift  taxes 

The  name  of  the  tax  game  is  “Pay  as  little  as  possible,”  but  stay 
within  the  rules.  Of  course,  the  IRS  usually  reads  the  rules  so 
you  pay  more  tax.  Sometimes  we  have  to  go  to  court  to  teach 
the  IRS  how  to  read.  This  article  briefly  explains  how  a re- 
cent court  ruling  has  changed  the  IRS  approach  to  reviewing 
gift  taxes. 

Many  taxpayers  try  to  save  estate  taxes  hy  making  a gift  to 
their  loved  ones  during  their  lives.  For  gift  tax  purposes,  the 
gift  must  be  valued  at  its  fair  market  value  at  the  date  of  the 
gift.  ITiis  is  true  no  matter  what  type  of  property  is  given — a 
painting  or  stock  of  the  family  corporation.  The  gift  tax  and  the 
estate  tax  have  been  unified  into  a single  tax.  An  easy  way  to 
look  at  the  tax  consequences  is  that  the  first  S6()0,()()()  of  tax- 
able gifts  during  your  life  and/or  transferred  to  your  heirs  at 
death  escape  tax. 

As  a practical  matter,  the  IRS  does  not  see  the  first  penny  of 
tax  during  your  life  unless  your  taxable  gifts  exceed  $600,()()() 

( S1.2  million  if  you  are  married).  As  a result,  the  IRS  does  not 
have  any  great  incentive  to  audit  gift  tax  returns  where  the 
value  of  the  gifts  shown  is  substantially  less  than  the  $600,000/ 
$1.2  million  tax-starting  point.  As  a general  rule,  the  IRS  can- 
not assess  additional  taxes  after  3 years  because  the  statute  of 
limitations  has  run  out. 

For  many  years,  the  IRS  has  taken  this  position:  After  3 years, 
the  IRS  could  no  longer  attack  the  valuation  and  tax  you  for 
additional  taxable  gifts  during  your  life.  But  when  you  died, 
the  IRS  would  dust  off  all  of  those  old  gifts.  If  they  could  raise 
the  gift  tax  value  after  your  death,  the  effect  would  be  to  raise 
your  taxable  estate  and,  of  course,  your  estate  tax.  This  is  ex- 
actly the  issue  that  came  up  in  a recent  gift  tax  case  ( 1 ).  And 
guess  who  won?  Fhe  taxpayer.  The  court  ruled  that  the  IRS 
“.  . practice,  would  extend  the  statutory  limitations  period  on 

gift  valuation  indefinitely,  limited  only  by  how  long  the  donor 
survived  after  giving  a gift.  Congress  could  not  have  intended 
this  . . .” 

This  is  big  news  for  every  taxpayer  who  has  made  a gift  in 
the  past  or  who  will  make  a gift  in  the  future  and  might  have 
the  value  of  the  gift  challenged  hy  the  IRS.  After  3 years,  the 
door  is  now  slammed  shut  on  the  IRS. 

Most  owners  of  closely  held  businesses  center  a transfer-of- 
ownership  plan  to  their  children  around  a gift-of-stock  pro- 
gram. This  case  opens  the  door  for  family  held  businesses  to 
proceed  with  gift  transfer  plans  with  a greater  degree  of  cer- 


tainty’. Sec  your  tax  consultant  for  how  this  case  affects  your 
family  transfer  and  estate  plans. 

ITiose  wanting  to  learn  more  about  how  to  transfer  a busi- 
ness to  their  children  may  send  for  the  our  Special  Reports — 
Transfer  Your  Corporation  to  the  Next  Generation  . . . Tax 
Free,  and  Transferring  Your  Business  When  You  Have  Two  or 
More  Children. 

One  way  not  to  pay  the  IRS 

Over  the  past  10  years,  money  market  funds  have  exploded  in 
popularity'.  Almost  every  body  knows  that  the  dividends  they 
pay  are  taxable  as  interest  income. 

But  in  this  article  1 want  to  discuss  a feature  common  to 
money  market  funds:  you  can  write  a check  against  your  ac- 
count to  pay  bills  or  withdraw  funds.  Some  funds  return  the 
cancelled  checks  with  your  next  statement,  just  like  a hank. 
Some  funds  only  return  the  cancelled  checks  after  an  extended 
time  or  after  a specific  request  is  made. 

From  time  to  time  some  clients  have  paid  income  tax  obli- 
gations with  a cheek  to  the  IRS  from  one  of  those  funds  that 
don’t  return  cancelled  cheeks  each  month.  In  such  cases,  how- 
ever, the  IRS  may  want  proof  of  payment  more  quickly  than 
the  proof  can  he  obtained  by  the  taxpayer,  llie  time,  effort, 
and  mountains  of  paperwork  created  in  these  instances  create 
huge,  unnecessary  hassle. 

Obviously,  the  problem  is  easy  to  avoid.  Just  don’t  pay  the 
IRS  ( or  any  other  obligation  where  proof  of  payment  may  be 
needed  on  short  notice ) with  money  market  funds  that  pro- 
vide cancelled  cheeks  too  slowly. 

DAVID  ’W.  BERGERON,  JD,  CPA,  APES  (Aeeredited  Personal  Ei- 
nancial  Specialist) 

Managing  Partner,  Houston  office,  Blackman  Kallick  Bartelstein,  Certified  Public 
Accountants/Con,sultants  to  Busine.ss,  .Sl  .^l  Eastside,  Suite  42S,  Houston,  TX 
77098. 
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Texas  Medicine  has  two  purposes:  As  a continuing  education  vehicle 
for  physicians,  it  publishes  clinically  useful  scientific  articles  and  other 
technical  information.  As  the  official  publication  of  the  Texas  Medical 
Association,  it  informs  members — through  editorials,  news  pages,  and 
regular  departments — about  medical  events,  legislative  and  govern- 
mental news,  meetings,  continuing  education  courses,  and  programs 
and  policies  of  the  Association. 

Material  for  Texas  Medicine  may  be  sent  to  the  Managing  Editor, 
1801  North  Lamar  Blvd,  Austin.  TX  78701.  It  must  be  offered  solely  to 
this  journal.  Each  article  is  reviewed  by  a consultant  specialist  and  the 
Editorial  Committee,  and  is  accepted  or  rejected  on  the  basis  of  its  in- 
dividual merit,  appropriateness,  and  the  availability  of  other  material. 
Reviews  usually  take  six  to  eight  weeks.  Texas  Medicine  reserves  the 
right  to  reject  up  to  press  time  any  articles  that  may  have  been  ac- 
cepted for  publication. 

Copyright  assignment 

In  view  of  The  Copyright  Revision  Act  of  1976,  effective  Jan  1,  1978, 
all  transmittal  letters  to  the  editor  must  contain  the  following  lan- 
guage: “In  consideration  of  the  Texas  Medical  Association  taking  action 
in  reviewing  and  editing  my  submission,  the  authorf  s ) undersigned 
hereby  transfers,  assigns,  or  otherwise  conveys  all  copyright  ownership 
to  the  Texas  Medical  Association  in  the  event  that  such  work  is  pub- 
lished by  the  TMA.” 

We  regret  that  transmittal  letters  not  containing  the  foregoing  lan- 
guage signed  by  all  authors  of  the  manuscript  will  necessitate  return  of 
the  manuscript. 

Scientific  articles 

Manuscripts  should  be  typed  double-spaced  with  ample  margins. 

Three  copies,  including  illustrations,  should  be  submitted  and  the  au- 
thor should  keep  a copy. 

Titles  should  include  the  words  most  suitable  for  indexing  the  ar- 
ticle in  “Index  Medicus,”  should  stress  the  main  point,  and  should  be 
brief 

Include  a mailing  address  and  telephone  number  for  each  author. 

An  introductory  summary  of  100—150  words  is  required. 

Text  should  be  narrative  with  complete  sentences,  few  abbrevia- 
tions, and  logical  subheadings.  Eor  spelling  and  usage  the  editors  fol- 
low “Dorland’s  Illustrated  Medical  Dictionary,”  26th  edition,  and 
“Webster’s  Third  New  International  Dictionary,  LInabridged.” 

The  text  of  observational  and  experimental  articles  is  usually — but 
not  necessarily — divided  into  sections  with  the  headings:  Introduction, 
Methods,  Results,  and  Discussion.  Subheadings  may  be  needed  to  clar- 
ify content.  Other  types  of  articles  may  need  different  formats. 

When  citing  clinical  laboratory  data,  please  report  in  conventional 
units,  followed  in  parentheses  by  Systeme  International  (SI ) units. 

For  more  extensive  information  about  preparing  medical  articles  for 
publication,  the  editors  suggest  the  following  sources: 

International  Committee  of  Medical  Journal  Editors:  Uniform  re- 
quirements for  manuscripts  submitted  to  biomedical  journals.  The 
complete  document  is  available  in  the  June  1982  issue  of  the  Annals 
of  Internal  Medicine. 

Iverson  C,  Dan  BB,  Glitman  P,  et  al:  The  American  Medical  Associa- 
tion Manual  of  Style,  ed  8.  Baltimore,  Williams  & Wilkins,  1989. 

CBE  Style  Manual  Committee:  CBE  style  manual:  a guide  for  authors, 
editors,  and  publishers  in  the  biological  sciences,  ed  5,  rev  and  ex- 
panded. Bethesda,  Md,  Council  of  Biology  Editors,  Inc,  1983. 

In  addition,  many  excellent  books  and  manuals  are  devoted  to  prin- 
ciples and  techniques  of  clear,  concise  writing,  which  are  applicable  to 
scientific  as  well  as  general  topics. 

References 

References  to  scientific  publications  should  be  listed  in  numerical 
order  at  the  end  of  the  article,  with  reference  numbers  placed  in  pa- 
rentheses at  appropriate  points  in  text. 

Minimum  acceptable  data: 

Journals:  Authors,  article  title,  journal,  volume,  inclusive  pages, 
year. 

Books:  Author,  title,  place  of  publication,  publisher,  year. 

Other  sources:  Enough  information  must  be  included  so  that  the  in- 
formation can  be  identified  and  retrieved. 

Letters,  personal  communications,  and  sources  not  readily  available 
should  be  excluded  from  the  reference  list,  but  may  be  mentioned  pa- 
renthetically or  in  footnotes. 


lUustrations 

Illustrations  should  be  black  and  white  drawings  or  positive  photo- 
graphs, with  neat,  uniform,  fairly  large  lettering.  A label  pasted  to  the 
back  of  each  illustration  should  indicate  its  number,  topic,  author’s 
name,  and  title  of  article  in  brief. 

Legends  should  be  in  complete  sentences,  numbered,  and  typed  on 
a separate  sheet  of  paper. 

Tables  should  be  typed  on  separate  sheets.  Column  headings  should 
show  points  of  similarity;  side  headings,  points  of  difference. 

Previously  published  material 

Written  permission  should  be  obtained  from  the  publishers  and  the  au- 
thors for  use  of  any  previously  published  material  ( extensive  textual 
matter,  illustrations,  tables  ).  Short  verbatim  quotations  in  the  text  may 
be  used  without  permission,  but  should  be  quoted  exactly,  with  the 
source  credited.  Copies  of  permission  letters  should  be  submitted  with 
manuscript. 

Editorials 

Editorials  should  be  written  in  clear,  concise  language.  Length  should 
be  about  two  or  three  pages  t>ped  with  double  spacing. 

Letters 

Letters  will  be  published  at  the  discretion  of  the  managing  editor.  Edi- 
torial Committee,  and  Board  of  Publication. 

News 

News  items  should  be  sent  to  the  Editorial  Offices,  1801  North  Lamar 
Blvd,  Austin,  TX  78701. 

Obituaries 

Brief  obituaries  of  deceased  TMA  members  are  published  when  ade- 
quate information  is  received. 

Policy  on  columns 

Few  contributors  recognize  beforehand  the  demands  of  producing  a 
monthly  column  that  will  consistently  be  of  interest  and  value  to  the 
reader.  Although  a few  regular  columns  appear,  it  has  not  been  the  pol- 
icy to  grant  monthly  pages  to  specific  committees,  councils,  or  groups. 

The  Editorial  Committee  and  the  editors  do,  however,  encourage 
committees,  councils,  and  individuals  to  submit  original  material  that 
they  consider  valuable  to  readers.  Should  regular  publication  in  col- 
umn form  be  deemed  appropriate,  the  committee  and  the  editors  will 
consider  development  of  a column. 

Editing 

All  material  is  subject  to  editing,  but  authors  receive  typescripts  to 
check  before  publication.  After  the  article  is  sent  to  the  printer,  only 
minimal  revision  may  be  made. 

Reprints 

Reprints  are  available  directly  from  a reprint  printer  at  an  established 
schedule  of  costs.  Authors  automatically  receive  order  blanks  when 
their  articles  are  published. 

Copyright 

Texas  Medicine  is  copyrighted  by  the  Texas  Medical  Association.  Writ- 
ten permission  from  the  managing  editor  must  be  obtained  before  re- 
producing, in  part  or  in  whole,  any  material  published  in  Texas 
Medicine. 

Point  of  view 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an  endorse- 
ment of  the  views  expressed  therein,  nor  shall  publication  of  any  ad- 
vertisement be  considered  an  endorsement  of  or  approval  of  the 
product  or  service  involved. 
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The  American  Occupational  Health 

Conference 

April  28 -May  4,  1990 

George  R.  Brown  Convention  Center  • Houston,  TX 


Sponsored  by 

The  American  College  of  Occupational  Medicine 

and  the 

American  Association  of  Occupational  Health  Nurses 

This  year,  the  nation’s  largest  meeting  of  occu- 
' pational  health  professionals  is  being  held  in 
downtown  Houston  --  right  in  your  own  backyard! 


Qccupationai  Medicine  is  one  of  the  fastest 
^growing  speciaities.  Today  most  Americans 
are  part  of  the  workforce.  Whether  you  are  a 
general  practitioner,  dermatologist  or  emergency 
room  physician  --  you  probably  practice  OM. 


pirst  started  in  1 940  by  the  American  College  of 
Occupational  Medicine  (a  physician  society 
dedicated  to  worker  health),  the  Conference 
brings  together  over  5,000  physicians,  nurses 
and  allied  health  professionals.  It  Is  an  excellent 
opportunity  to  introduce  yourself  to  OM  or 
further  explore  this  exciting  field! 


Qver  300  scientific  and  technicai  exhibitors  will 
'^be  in  attendance  --  including  representatives 
from  the  pharmaceutical  industries  and  medical 
equipment  and  supply  vendors. 


'you  can  participate  in  comprehensive  seminars 
" and  sessions  on: 

* confidentiality  of  medical  records 

* biological  monitoring 

* worksite  drug  testing 

* medicine,  media  and  public  policy 

* occupational  ergonomics;  dermatitis;  stress 

* cardiovascular  disease 

peknowned  speakers,  including  faculty  from: 

* Baylor  College  of  Medicine 

* Johns  Hopkins  University 

* M.D.  Anderson  Cancer  Center 

* University  of  California 

* Texas  Heart  Institute 


QME  - Category  1 credit  will  be  awarded. 


Avail  yourself  of  this  "close-to-home"  medical 
^opportunity.  Write  or  call  today  for  a program! 


The  1990  American  Occupational  Health  Conference 

I am  interested  in  attending  the  1 990  AOHC  in  Houston.  Please  rush  me  a copy  of  the  Advance  Program 
for  Physicians. 

Name 

Title 

Company 

Address 

City State Zip 
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Mail  to:  The  Publications  Department,  American  College  of  Occupational  Medicine,  55  W.  Seegers, 
Arlington  Heights,  IL  60005.Telephone:  708/228-6850;  FAX:  708/228-1 856. 
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ALLERGY 


DERMATOLOGY 


CORPUS  CHRISTI  ALLERGY  & 
ASTHMA  CENTER 
JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 

2250  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  512  888-6782 


DAVID  R.  WEAKLEY,  MD,  FACP 
DENIS  L BEAUDOING,  MD 

Dermatology  and  related  allergy 
Dermatologic  Surgery  and  Cosmetic  and  Laser  Surgery 
Diseases  of  the  skin,  dermabrasion,  chemical  peeling,  collagen  and 
fibrel,  lipoinjection,  allergy  and  cosmetic  counseling 

Medical  City  Dallas,  Suite  21 4A,  7777  Forest  Lane 
Dallas,  Texas  75230:  Phone  214  661-7460 


ANESTHESIOLOGY 


EDWARD  A.  TALMAGE,MD,PA 

Diplomatic  American  Board  of  Anesthesiology 

PAIN  MANAGEMENT:  Diagnostic  & Therapeutic  Nerve  Blocks 

Neurolytic  Blocks 

Dorsal  Column  Stimulation 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston  77082; 
713  496-1006 


THE  CENTER  FOR  PAIN  MANAGEMENT 

A multidisciplinary  center  for  comprehensive  treatment  and  management  of  chronic  and 
recurrenf  acute  pain. 

OCTAVIO  J.  CALVILLO,  M.D.,  Ph.D, 

Anesthesiologist 

Diplomate  of  the  American  Board  of  Anesfhesiology 

SAN  JACINTO  METHODIST  HOSPITAL— BAYTOWN 

Independence  Plaza  II,  4301  Garih  Road 
Baytown,  Texas  77521 
(713)  420-8822 


THE  UNIVERSITY  CENTER  FOR  PAIN 
MEDICINE  AT  HERMANN 

Hermann  Hospital,  641 1 Fannin,  Houston,  Texas  77030 
713  797-2732 

A multidisciplinary  center  which  offers  comprehensive  treafment  options  for  acute,  subacute, 
and  chronic  pain  patients.  The  center's  total  management  of  each  patienf's  pain  recognizes 
bofh  the  cenfral  and  peripheral  components  of  the  syndrome. 

PRITHVI  RAJ,  MD,  FACA,  FFARCS 

Director 

ZACHARIAH  GERGER,  DO  AARON  CALODNEY,  MD 

Coordinator,  Outpatient  Services  Coordinator,  Inpatient  Services 

Diplomates  American  Board  of  Anesthesiology 


CLINICS 
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WILLIS  I.  COTTEL,  MD,  PA 

Mohs  Surgery 

Pulse  Dye  Laser  Surgery  for  Birthmarks  and  Other  Disorders 

Cutaneous  Oncology 

Dermatologic  Surgery 

Hemangioma  and  Port  Wine  Center 

Dermabrasion 

Dysplastic  Nevi  and  Malignant  Melanoma 

Baylor  Medical  Plaza,  3600  Gaston  Avenue,  Suite  1154,  Dallas.  Texas  75246; 
214  827-5960 

Presbylerian  III.  8230  Walnut  Hill  Lane.  Suite  808,  Dallas,  Texas  75231 ; 

214  827-5960 


DERMATOLOGY  ASSOCIATES  OF 
SAN  ANTONIO 

James  Lewis  Pipkin,  MD  Mary  Jo  Montgomery,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 
Mucocutaneous  Virology 

108  Tendick,  San  Antonio,  Texas  78209;  512  222-8651, 222-2001 
(East  at  2700  block  Broadway  on  Brackenndge  Ave;  up  hill  for  3 blocks  to 
Tendick  on  left.  Office  in  middle  of  block.  Note  signs  and  arrows.) 


MOHS  SURGERY 

For  Primary  and  Recurrent 
Cancer  of  the  Skin 

Forrest  C.  Brown,  MD 
Medical  City  Hospital 

7777  Forest  Lane,  Dallas,  Texas  75230;  214  661-4537 


ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 

2201  Oxford  Avenue,  Suife  104 
Lubbock,  Texas  79410:  806  797-6631 


Two  complefe  neurological  and  behavioral  medicine  facilities  dedicated  to  DIAGNOSIS  AND 
COMPREHENSIVE  CARE  OF  PATIENTS  WITH  CHRONIC  RECURRENT  HEADACHES 
with  emphasis  Oh  prophylactic  treatment. 


HOUSTON 
HEADACHE  CLINIC 

Park  Plaza  Prof.  Blvd 
1213  Hermann  Dr.  #855 
Houston,  Texas  77004 
713  528-1916 


DALLAS  HEADACHE 
CLINIC 

Douglas  Plaza 
8226  Douglas  Ave.  #325 
Dallas,  Texas  75225 
214  692-7011 


CAT  scan;  EEG;  EMG;  Evoked  Potentials;  Thermography;  Personality,  Behavioral  and 
Psychological  Evaluations.  Multimodality  approach  to  management  of  headache  includihg 
prophylacfic  medications,  biofeedback  and  behavioral  fherapy. 

NINAN  T.  MATHEW,  MD,  FRCP  (C) 

Neurologist-Director 


TexasMcdical 
^ Association 

Helping  to  solve  critical 
public  health  concerns 

PHYSICIANS  CARING  FOR  TEXANS 

...a  valuable  public  service 
of  your  association 

Texas  Medicine 


ENDOCRINOLOGY 


NEUROLOGICAL  SURGERY 


ERIC  A.  ORZECK,  MD.FACP 

Endocrinology  & Diabetes 

8181  North  Stadium  Drive.  Houston,  Texas  77054;  713  797-9922 


FAMILY  PRACTICE 


DALLAS  HEADACHE  ASSOCIATES 

The  Princeton  at  14651  Dallas  Parkway,  Suite  306,  Dallas,  Texas  75240, 
214  661-9902 


Director:  James  H.  Francis,  MD,  PA,  FAAFP 

The  Dallas  Headache  Clinic  is  dedicated  to  the  diagnosis  of  headaches  of  all  types  whether 
organic,  physiological  or  psychological.  Patients  are  evaluated  lor  headache  types  that  may 
occur  in  all  specialty  fields  of  medicine  and  dentistry. 

The  Clinic  treats  headache  types  that  usually  respond  to  abortive  and  preventive  drug 
treatment,  biofeedback,  stress  management,  transcutaneous  neurostimulation,  physical 
therapy,  or  anesthetic  blockade  and  refers  the  other  headache  diagnoses  to  the  appropriate 
specialist. 

Diplomate  American  Academy  of  Pam  Management 
Member  American  Association  for  Study  of  Headache 


HAND  SURGERY 


L.  LEE  LANKFORD,  MD 

DAVID  J.  ZEHR,  MD — Microsurgery 

ARNOLD  V.  DIBELLA,  MD — Wrist  Derangements 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  214  823-5351 
LANKFORD  ZEHR  DIBELLA  HAND  SURGERY  ASSN. 


KENNETH  D.  GLASS,  MD,  FACS 

Hand  Surgery  and  Reconstructive  Surgery  of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 

Dallas,  Texas  75235;  214  631-7488 

Medical  City  Dallas.  Suite  C-200,  7777  Forest  Lane.  Dallas,  Texas 
75230;  214  661-4797 


WILLIAM  J.  VAN  WYK,  MD,  PA 

Surgery  of  the  Hand 

803  West  Terrell,  Fort  Worth,  Texas  76104 
Telephone  817  877-3113 


DRS.  LONG,  SCOTT,  & COON 
NEUROSURGERY  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 

R.  Gordon  Long.  MD,  FACS 
Bennie  B.  Scott,  MD.  FACS 
John  V.  Coon.  MD,  FACS 

Diplomates  American  Board  of  Neurological  Surgery 

Baylor  Medical  Plaza,  605  Barnett  Tower.  3600  Gaston  Avenue, 

Dallas.  Texas  75246;  Telephone  214  826-7060 


DOCTORS  SMITH,  WHEELER,  PARKER, 
AND  CRAVENS,  PA 

Ronald  Smith,  MD,  Retired 
Joe  Ellis  Wheeler.  MD 
Leighton  B.  Parker,  MD 
George  F,  Cravens,  MD 

920  South  Lake,  Fort  Worth.  Texas  76104 
Telephone  817  336-0551 


DALLAS  NEUROSURGICAL  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 
Gamma  Knife  Radiosurgery 

Charles  W.  Simpson.  MD  Richard  H.  Jackson,  MD 

Morris  Sanders.  MD  Terry  Hodd,  MD 

W.  Robert  Hudgins,  MD 

St.  Paul  Professional  Blvd.,  5959  Harry  Hines  Blvd  .Suite  620 
Dallas,  Texas  76235;  214  637-0420 

Presbyterian  Professional  Bldg  , 8230  Walnut  Hill  Lane.  Suite  610; 

Dallas.  Texas  75231 ; 214  369-7596 


NUCLEAR  MEDICINE 


HERBERT  C.  ALLEN,  MD,  FACNM 

Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston.  Texas  77030;  713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


NUCLEAR  MEDICINE  LABORATORIES  OF 
TEXAS 

Texas  Medical  Center.  641 1 South  Mam  Street.  Houston.  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic  Radioactive 
Tests  In:  Hematology.  Thyroidoiogy,  Endocrinology.  Gastroenterology. 

Cardiology.  Neurology.  Neurosurgery,  Urology.  Ophthalmology.  Obstetrics- 
Gynecology  and  Non-Invasive  Nuclear  Cardiology 

Herbert  C.  Allen.  Jr..  MD.  FACNM.  Director— 713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 
Microsurgery  & Reimplantation 


OPHTHALMOLOGY 


TEXAS  RETINA  ASSOCIATES 


Baylor  Medical  Plaza.  3600  Gaston  Ave..  Suite  303,  Dallas.  Texas  75246; 
214  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane.  Suite  8116,  Dallas.  Texas 
75230;  214  661-7010 


m 

Offering  24-hour  turnaround 

lexasMedical 
^ Association 

on  medical  library  reserach 

...an  invaluable  library  service 

PHYSICIANS  CARING  FOR  T£XANS 

of  your  association 

Albert  Vaiser.  MD  Gary  Edd  Fish.  MD 

William  B.  Snyder.  MD  Rand  Spencer,  MD 

William  L.  Hutton,  MD  Bradley  F.  Jost  MD 

Dwain  G.  Fuller.  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

7150  Greenville  Ave.,  Dallas.  Texas  75231 ; 214  692-6941  or  800  872-2020 
3600  Gaston  Avenue.  Dallas,  Texas  75246:  214  821-4540 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

281 1 Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 


Volume  86  March  1990 


TEXAS  EYE  INSTITUTE 

Disease  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  MD 
Alan  C.  Baum.  MD 
R.  Edwin  Pitts,  MD 
William  L.  Decker.  MD 
Gynette  C.  Master,  MD 

7777  Southwest  Freeway,  Suite  916,  Houston.  Texas  77074 
713  777-7145 

7647  Bellfort,  Suite  One.  Houston.  Texas  77061 
713  644-2747 

1111  Hwy  6,  Suite  26,  Sugar  Land,  Texas  77478 
713  242-8841 

12121  Richmond  Ave.,  Suite  317,  Houston,  Texas  77082 
713  556-5757 


LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W,  Bendel,  Jr.  MD 

E.  E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.R.  Vavrin,  MD  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012:  817  261-8284 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Huntly  G.  Chapman,  MD  James  W.  Brodsky,  MD 

Phillip  E.  Hansen.  MD  Kurt  W.  Rathjen,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303,  Dallas.  Texas  75246;  214  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2116 
Dallas.  Texas  75230;  214  661-7010 


ORTHOPAEDIC  FOOT  SURGERY  AT  DALLAS 

Surgery  & Diseases  of  the  Foot  and  Ankle 

Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane,  Suite  105,  Dallas  75231;  214  369-4361 


RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 

Limited  to  Retina  and  Vitreous 

1200  Binz,  Suite  400,  Houston.  Texas  77004 
713  528-1122 


VITREO-RETINAL  CONSULTANTS  OF  TEXAS 

Harold  Granek,  MD 
Gary  M.  Cowan,  MD 

Diplomates,  American  Board  of  Ophthalmology 


Diseases  and  Surgery  of  the  Retina  and  Vitreous 

1021  Washington  Avenue,  Fort  Worth,  Texas  76104;  817  332-6200 


SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road  Dallas,  Texas  75235;  214  350-7500 


Richard  E.  Jones,  MD 
Donald  M.  Mauldin,  MD 
James  B.  Montgomery,  MD 
Kevin  Gill,  MD 
James  L.  Ough,  MD 


Scott  L.  Blumenthal,  MD 
Scott  O.  Paschal,  MD 
L.  T.  Johnson,  MD 
Kenneth  Driggs,  MD 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr.,  MD 
Kenneth  C.  Scholz,  DDS,  MD 
Robert  A.  Peinert,  Jr.  MD 

3702  21st  St..  Suite  9,  Lubbock,  Texas  79410:  806  795-8261 


ARTHUR  M.  CLEMENTS,  MD 

Surgery  & Diseases  of  the  Eye 
Diplomate  American  Board  of  Ophthalmology 

21 1 Medical  Drive,  Suite.  Fredericksburg,  Texas  78624 
512  997-6535 


RICHARD  G.  BUCH,  MD 

Fellowship  Trained  Orthopedic  Oncology 

Infections  and  Major  Joint  Reconstruction-Custom  Implants 

Southwest  Professional  Building,  5920  Forest  Park,  Suite  525,  Dallas,  Texas  75235 
(214)  351-9831 

Professional  Plaza  III,  10  Medical  Parkway,  Suite  301,  Dallas,  Texas  75234  (214)  247-0655 


ORTHOPEDIC  SURGERY 


L Ray.  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
Wynne  M Snoots,  MD 
R.  Stephen  Curtis,  MD 
James  R.  Sackett,  M.D. 


William  A.  Bruck,  MD 
W.Z.  Burkhead,  Jr.,  MD 
Richard  D.  Schubert.  MD 
John  A Baker,  MD 


W.B.  CARRELL  MEMORIAL 
CLINIC  ASSOCIATED 

Orthopedic  Surgery 

A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204;  214  220-2468 


FORT  WORTH  BONE  & JOINT  CLINIC 

91 8 8th  Avenue.  Fort  Worth,  Texas;  81 7 335-431 6 

Louis  J.  Levy,  MD,  PA 
Henry  C.  McDonald,  Jr.  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 


OTOLARYNGOLOGY 


Drs.  Morton,  Blumenfeld,  & Charbonneau,  PA 
ENT,  ENT-Allergy,  Cosmetic  Facial  Surgery 

R.A.D.  Morton,  Jr,  MD,  FACS 
Ronald  J.  Blumenfeld,  MD,  FACS 
Paul  A.  Charbonneau,  MD.  FACS 

Diplomates,  American  Board  of  Otolaryngology 

1733  Curie,  Suite  100,  El  Paso,  Texas  79902;  915  533-5461 

10470  Vista  del  sol.  Suite  110,  El  Paso,  Texas  79925;  915  592-8666 


PHYSICAL  MEDICINE  & REHABILITATION 


J.  Price  Brock,  Jr.  MD 
Robert  L.  Dickey,  MD 

ORTHOPEDIC  ASSOCIATES  OF  ABILENE 

1701  Pine  Street,  Abilene,  Texas  79601 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

1 02  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  512  226-2424 


Texas  Medicine 


THE  INSTITUTE  FOR  REHABILITATION 
AND  RESEARCH  (TIRR) 

In  the  Texas  Medical  Center.  Houston,  Texas 

Comprehensive  care  hospital  specializing  in  rehabilitation  care  for 
persons  disabled  by  injury  or  disease.  Inpatient  and  outpatient 
services. 


Spinal  Cord  Injury 
Head  Injury 
Amputee 
Stroke 
Pediatric 
Cerebral  Palsy 


Sports  Arts  Center 

Restorative  Surgery 

Scoliosis 

Spina  Bifida 

Neurophysiology 

Neuromuscular 


Accredited  by  : Joint  Commission  on  Accreditation  of  Hospital  Organizations 
Commission  on  Accreditation  of  Rehabilitation  Facilities 


Patient  Services  Coordinator:  713  797-5922  or  in  Texas  1-800-44REHAB 


SAN  ANTONIO  WARM  SPRINGS 
REHABILITATION  HOSPITAL 

5105  Medical  Drive,  San  Antonio,  Texas  78229 
(512)691-0100  1-800-451-1350 

Comprehensive  Inpatient  and  Outpatient  Physical  Rehabilitation  for 
Adults  and  Children  and  Electrodiagnostic  Evaluation 

Alex  C.  Willingham.  MD,  Medical  Director 

Brian  C.  Buck,  MD.  Pediatric  Rehabilitation  Director 

Rick  Marek,  Administrator 


PLASTIC  SURGERY 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS  James  B.  Stafford,  IV,  MD,  FACS 

Jonathan  J.  Dora,  MD.  FACS  David  A.  Lee,  MD 

David  J.  Katrana,  DDS,  MD,  FACS  Steven  M.  Hamilton,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin,  Suite  750,  Houston,  Texas  77030;  713  795-5575 


TIMBERLAWN  PSYCHIATRIC  HOSPITAL 

Inpatient  and  Outpatient  Services  for  Adult,  Child  and  Adolescent, 
Substance  Abuse,  Short-Term,  ACCEL,  and  Alternative  Care. 


Doyle  I,  Carson.  MD 
Byron  L,  Howard.  MD 
Mark  J Blotcky.  MD 
Keith  H.  Johansen.  MD 
Jerry  M,  Lewis,  MD 
Robert  D.  Bennett,  MD 
Ernest  N,  Brownlee.  MD 
Cherye  C,  Callegan,  MD 
Tom  G.  Campbell,  MD 
Harold  A,  Cronson.  MD 
Kathleen  B,  Erdman,  MD 
Roy  H.  Fanoni,  MD 
Babette  F.  Farkas.  MD 
Joseph  P,  Gaspari,  MD 
Patricia  G.  Isbell,  MD 
Dons  E.  Jensen,  MD 


John  N,  Kamphaus,  MD 
David  J.  Korman,  MD 
Debra  H Korman.  MD 
Jerry  M.  Lewis,  111,  MD 
W Miller  Logan,  MD 
Ruth  A MarDock.  MD 
Charles  G.  Markward.  MD 
Conway  L.  McDanald,  MD 
Edgar  P Nace.  MD 
Don  C-  Payne,  MD 
Glen  T Pearson,  MD 
Larry  G.  Shadid,  MD 
Kathleen  S.  Sheehan,  MD 
Kathryn  A.  Sommerfelt,  MD 
Mark  P.  Unterberg.  MD 
Mary  Watts,  MD 


P.  0.  Box  1 1288 

4600  Samuell  Boulevard  214  381-7181 

Dallas.  Texas  75228  1-800-426-4944 


DALLAS  PSYCHIATRIC  ASSOCIATES 

Inpatient  & Outpatient  Services 

• Adult,  Adolescent  and  Child  Psychiatry 

• Alcohol  and  Chemical  Dependency 

• Medical  Stress  & Chronic  Pain 

• Intensive  Outpatient  Programs  for  Alcohol  & Chemical 

• Dependency,  Aftercare  & Relapse  Management 

• Day  Treatment  Program  & Therapeutic  School  for  Adolescents 

• Emergency  Evaluation  Services 


Larne  Arnold,  MD 
Howard  Cohen.  MD 
Gary  Etter,  MD 
Ronald  Flesichmann.  MD 
Bradford  M.  Goff,  MD 
Fred  L.  Griffin,  MD 
Joan  R.  Hebeler,  MD 
Lynne  Inman,  MD 
R,  Sanford  Kiser.  MD 


Prema  Manjunath,  MD 
Gretchen  Megowen,  MD 
Gary  Morton.  MD 
William  M Pederson.  MD 
Jaime  Quintanilla,  MD 
Leslie  H.  Secrest,  MD 
Dawn  Shogren,  MD 
Angela  M.  Wood,  MD 
John  M.  Zimburean,  MD 


Offices  ; Brookhaven  Psychiatric  Pavilion  of  RHD  Memorial  Medical  Center,  Medical  City. 
Irving  Health  Care  System  Phone  214  247-1150 


ROGER  D.  HARMAN,  MD,  FACS 

Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic,  Plastic  and  Reconstructive  Surgery 
Hand  and  Microsurgery 

7100  Oakmont  Blvd.,  Suite  208,  Fort  Worth.  Texas  76132;  817  292-8801 


PSYCHIATRY 


GONZALO  A.  AILLON,  MD 

Psychiatry-Bilingual 

3450  Wheatland  Road,  Suite  120 
Dallas,  Texas  75237;  214  296-6241 


RADIATION  ONCOLOGY 


RADIATION  ONCOLOGY  OF  THE  SOUTHWEST 

• Complete  Radiotherapy  Services;  Inpatient-Outpatient  Care 

• External  or  Internal  Irradiation  (implants) 

• Specialized  in  combination  therapy  surgery-irradiation 
chemotherapy-irradiation 

• Bilingual  personnel 

Carlos  H.  Fernandez,  MD 

Diplomate  American  Board  of  Therapeutic  Radiology 

Practice  Limited  to  Radiation  Oncology 

Telephone  (day  or  night)  713  988-2194 

7777  Southwest  Freeway.  Suite  636,  Houston.  Texas  77074 


RICHARD  G.  JAECKLE,  MD 

Psychiatry 

Diplomate,  ABPN;  Psychiatry 
Diplomate,  ABPN;  Child-Adolescent 

Presbyterian  Professional  Building  II.  Suite  404 

8220  Walnut  Hill  Lane.  Dallas.  Texas  75231;  214  696-0964 


RHEUMATOLOGY 


DON  E.  CHEATUM,  MD,  FACP,  FACR 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 


Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  SI. 

Dallas.  Texas  75204;  214  823-4151 


V Helping  members  get  started 

k medical  practice 

V Offering  you  annually  more 

^ Tcxa,sMcdicai  than  1,200  hours  of  accredited 

m ^ CME  courses 

...a  TMA  practice 
management  workshop 

PHYSICIANS  CARING  FOR  TEXANS 

...another  service 

PHYSICIANS  CARING  FOR  TEXANS  of  your  associatioo 
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THORACIC  SURGERY 


ALLAN  L.  GRAHAM,  MD,  FACS* 
ROBERT  W.  MILEY,  MD,  FACS 
RICHARD  L.  SHEPHERD,  MD,  FACS 

DIplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 

’Also  certificate  of  special  qualification  in  general  vascular  surgery, 
American  Board  of  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

515  South  Adams.  Fort  Worth,  Texas  76104;  817  332-7878 


RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS,  MD 

Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza.  Barnett  Tower,  3600  Gaston  Avenue, 
Suite  404,  Dallas,  Texas  75246:  214  827-3890 
Hours  by  Appointment 


UROLOGY 


FORT  WORTH  UROLOGY  CLINIC 

Hugh  Lamensdon,  MD  J.  Daniel  Johnson,  MD 

Ira  N.  Hollander,  MD  A.E.  Thurman,  MD 

DIplomates  of  American  Board  of  Urology 
Fellows  American  College  of  Surgery 

Box  11340,  1415  Pennsylvania  Ave.,  Fori  Worth,  Texas  76109 
817  336-5711 


DALLAS  UROLOGY  ASSOCIATES 

David  D Reisman,  MD,  PA 
Donald  J.  Logan,  MD,  PA 
Donald  L.  McKay.  MD,  PA 
Christopher  D.  Fetner,  MD.  PA 

Diplomates  of  American  Board  of  Urology 

Medical  City  Dallas,  7777  Forest  Lane,  Suite  230,  Dallas,  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours 
St.  Paul  Professional  Building,  5959  Harry  Hines  Blvd.,  Suite  700 
Dallas,  Texas  75235  Telephone:  214-634-8541 


SOUTHWEST  UROLOGY  ASSOCIATES 

Adult  and  Pediatric  Urology 

Ted  Boone,  MD  James  T.  Coggins,  MD 

Warren  M.  Greene,  MD  Wm.  A.  Freeborn,  MD 

Diplomates  of  American  Board  of  Urology 

221  W.  Colorado,  #440,  Dallas,  Texas  75208:  214  948-3101 
3450  W.  Wheatland  Road,  #60,  Dallas,  Texas  7521 1 


C.F.  SKRIPKA,  JR,  MD,  FACS 

Urology,  Neurourology,  Endourology,  Male  Sexual  Dysfunction,  Laser 
Surgery,  & ESWL. 

1101  North  19th,  Suite  114,  Abilene,  Texas  79601 
915  673-5726 


DIRECTORY  RATES  & DATA:  Space  is  available 
to  TMA  members  at  $80.00  per  column  inch  per 
month  and  listings  must  run  for  a minimum  of  six 
months.  A discount  of  5%  is  allowed  for  six 
months’  advance  payment.  New  listings,  changes, 
or  cancellations  should  be  sent  to  Diane  L. 

Bolling,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701.  Deadline  is  the  1st  of 
the  month  preceding  publication  month. 
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ALLERGY 


NORTH  CENTRAL  TEXAS 

Allergist  needed  to  assume  established  prac- 
tice in  attractive  North  Central  Texas  metro- 
politan area.  Enioy  excellent  life  style  with 
many  social,  cultural  and  recreational  oppor- 
tunities; good  schools:  international  airport 


EMERGENCY  MEDICINE 


NORTHEAST  TEXAS 

Busy  regional  medical  center  in  attractive, 
progressive  NE  Texas  community  of  27,000 
(referral  area  150,000)  seeks  BE/BC  direc- 
tor of  emergency  services  Modern  200-bed 
hospital  with  latest  technology.  Competitive 
income  and  benefits.  Strong  economy, 
excellent  schools:  many  recreational  and 
social  opportunities. 


FAMILY  PRACTICE 


NEAR  FORT  WORTH 

Recently  trained,  board  certified  family 
physician  needed  for  associate  practice  Op- 
tion of  group  environment  or  overhead  and 
call  sharing  arrangement  with  young,  board 
certified  FPs.  Obstetrics  needed  Modern, 
JCAHO  accredited  50-bed  hospital  Great  op- 
portunity in  nice  community  with  easy 
access  to  amenities  of  Dallas/Fort  Worth  In- 
centive package 

NORTHEAST  TEXAS 

Regional  medical  center  seeks  BC  family 
physicians  to  establish  FP  group  in  pro- 
gressive community  of  27,000  (referral  area 
150,000)  Strong  diversified  economy,  ex- 
cellent schools:  many  recreational  and  social 
opportunties  Modern  hospitals.  Incentive 
package,  including  assistance  with  office 
building. 

WITHIN  ONE  HOUR  OF  DALLAS 

Two  family  physicians  seek  third  associate 
for  group  practice  near  lake  area.  Attractive, 
fully  equipped  office  Ultra-modern  hospital 
Shared  call,  competitive  incentive  package 
to  qualified  physician. 

NEAR  AUSTIN  AND  SAN  ANTONIO 

Community  of  5,000  (referral  area  24,000) 
seeks  board  certified  family  physician. 
Shared  call  with  two  other  family  physicians: 
OB  needed  Financially  sound,  30-bed 
hospital  offering  competitive  incentive 
package  to  qualified  physician 

EAST  TEXAS 

Community  of  approximately  3,500  (refer- 
ral area  14,000)  seeks  board  certified  fami- 
ly physician.  Shared  call  with  two  board 
certified  physicians.  No  OB  Financially 
sound,  48-bed  hospifal  in  community 
Recreational  mecca:  hunting,  fishing,  wafer 
sports.  Competitive  incentive  package  to 
qualified  physician. 


DALLAS 

Established  fee-tor-service  practice 
available  for  assumption  Full  scope  of 
family  medicine,  except  OB,  Average  gross 
$320K-i-  annually.  Bilingual  (Spanish) 
skills  helpful-  Retiring  physician  will  in- 
troduce. Financing  available  to  qualified 
candidate 

WEST  TEXAS 

Two  board  certified  family  physicians  seek 
third  associate  for  busy  practice  OB 
preferred.  Friendly  town,  good  schools. 
Within  35  minutes  of  larger  city  Very 
lucrative  financial  situation.  Excellent  for 
pilot  physician. 

PANHANDLE 

Texas  community  of  8,000  (referral  area 
16,000)  seeks  BC  FPs  for  group.  One 
young  BC  physician  recently  recruited, 
available  for  call  sharing.  New  hospital 
under  construction,  Sound  economy,  good 
schools;  airport.  Generous  incentive 
package  including  income  guarantee, 
relocation,  office  space,  more, 

PANHANDLE 

Board  certified  family  physician  needed  in 
Texas  community  of  150,000  Call  shar- 
ing arrangement  available  with  two  board 
certified  FPs.  No  OB  Modern,  356-bed 
hospital  offering  generous  incentive 
package  to  qualified  physician. 


GENERAL  SURGERY 


PANHANDLE 

Community  of  8,000  (referral  area  16,000) 
seeks  board  certified  general  surgeon 
Nearby  surgeon  available  for  call  sharing 
New  hospital  under  construction.  Sound 
economy;  good  schools:  airport.  Generous 
incentive  package  including  income 
guarantee,  relocation  allowance,  office, 
more. 


SW  LOUISIANA 

Community  of  approximately  3,000  (refer- 
ral area  6,000)  seeks  BE  / BC  general 
surgeon.  This  friendly  community  is  lo- 
cated within  20  minutes  of  a large  met- 
ropolitan area  and  is  ideally  suited  for  a 
hunfer  and/or  fisherman.  Generous  incen- 
tive package  to  qualified  candidate,  includ- 
ing income  guarantee,  relocation 
allowance,  office  and  more 


INTERNAL  MEDICINE 


EAST  TEXAS 

Two  BC  internists  seek  compatible  assoc- 
iate for  group  practice  in  community  of 
approximately  12,000  (referral  area 
50,000)  Shared  call  and  overhead  Ultra- 
modern, 100-bed  hospital.  Attractive  com- 
munity: many  social  and  recreational  op- 
portunties. One  hour  from  Dallas. 
Competitive  incentive  package 


Physician  Resource  Network  has  heiped  us 
successfully  recruit  seven  physicians  for  Paris. 
We  have  been  and  continue  to  be  extremely 
pleased  with  their  work  and  the  quality  of  the  can- 
didate they  present,  as  well  as  the  doctors  who 
have  committed  to  our  opportunities.^* 

Steve  Rowlan,  M.D.  (Orthopaedic  Surgeon) 
Chairman,  Procurement  Committee 
McCuistion  Regional  Medical  Center 
Paris,  Texas 


DALLAS 

Established  practice  in  affluent  neighbor- 
hood, Retiring  physician  needs  caring  and 
competent  physician  to  assume  care  of  loyal 
patient  base.  Good  age  mix  of  adulf 
medicine  (only  20%  Medicare),  Annual  net 
collections  average  $335K  + , Reasonably 
priced  assets.  Financing  available.  Will  in- 
troduce. 

WEST  TEXAS 

Five  American  trained,  board  certified  inter- 
nists seek  compatible  associate  for  busy 
group  pracfice  in  Texas  community  of 
100,000-1-.  Office  adiacent  to  modern 
250-bed  hospital.  Excellent  call  arrange- 
ment, salary  and  benefits.  Full  associate 
status  in  second  year 

NORTHEAST  TEXAS 

Medical  staff  of  regional  medical  center 
seeks  board  certified  internist.  Shared  call 
with  other  internists.  Office  adjacent  to 
modern  200-bed  hospital.  Progressive, 
family-oriented  community  w/strong,  diver- 
sified economy:  excellent  schools.  Many 
social  and  recreational  opportunities. 
Generous  incentive  package. 


NEUROLOGY 


NORTHEAST  TEXAS 

Regional  medical  center  serving  150,000 
seeks  BE/BC  neurologist  for  associate  prac- 
tice (or  solo  sharing  call)  with  BC 
neurologist  Progressive,  family-oriented 
community  with  strong,  diversified 
economy,  excellent  schools.  Many  social 
and  recreational  opportunities.  Generous  in- 
centive package  to  qualified  physician 


OBSTETRICS  / GYNECOLOGY 


EAST  TEXAS 

Recently  trained,  board  certified  OB/GYN 
seeks  compatible  associate  for  practice  in 
community  of  approximately  12,000  (refer- 
ral area  50,000),  Shared  call  and  overhead. 
Ultra-modern,  100-bed  hospital.  Attractive 
community:  many  social  and  recreational 
opportunities.  One  hour  from  Dallas.  Com- 
petitive incentive  package. 


ORTHOPEDIC  SURGERY 


EAST  TEXAS 

Board  certified  orthopedic  surgeon  seeks 
compatible  associate  for  pracfice  in  com- 
munity of  approximately  12,000  (referral 
area  50,000).  Shared  call  and  overhead 
Well-equipped,  ultra-modern,  100-bed 
hospital.  Attractive  community:  many  social 
and  recreational  opportunities.  One  hour 
from  Dallas.  Competitive  incentive  package 
to  qualified  physician. 

EAST  TEXAS 

Medical  staff  of  100-bed  hospital  seeks 
orthopedic  surgeon  for  referral  area  of 
approximately  50,000,  Attractive  communi- 
ty of  14,000  with  strong,  diversified 
economy  Excellent  fishing  and  hunting. 
One  hour  from  Dallas.  Competitive  incen- 
tive package  to  qualified  physician. 


OTOLARYNGOLOGY 


EAST  TEXAS 

Community  of  approximately  12,000 
(referral  area  50,000)  seeks  board  certified 
ENT  to  establish  service.  Ultra-modern, 
100-bed  hospital.  Young,  well-trained 
medical  staff  supportive  of  new  physician. 
Attractive  community,  many  social  and 
recreational  opportunities.  One  hour  from 
Dallas.  Hospital  offering  competitive  incen- 
tive package  to  qualified  physician. 

NORTH  DALLAS 

Medical  staff  of  modern  hospifal  in  Dallas 
suburb  seeks  board  certified  ENT  Good 
demographics  for  sound  patient  base 
Excellent  opportunity  Hospital  will  spon- 
sor competitive  incentive  package  to 
qualified  candidate 


PEDIATRICS 


NORTHEAST  TEXAS 

Dynamic  group  of  American  trained,  BC 
pediatricians  seek  fourth  associate  for 
group  practice  in  attractive  community  of 
27,000  (referral  area  150,000)  Pro- 
gressive, family-oriented  community  with 
strong,  diversified  economy;  excellent 
schools.  Social  and  recreational  oppor- 
tunities abound.  Modern  hospitals.  Shared 
call:  excellent  income  and  benefits;  early 
partnership 


PULMONARY  MEDICINE 


WEST  TEXAS 

Five  man  group  of  American  trained,  board 
certified  internists  seeks  compatible 
pulmonary  medicine  associate  Communi- 
ty of  100,000  -t-  Office  adiacent  to  modern 
250-bed  hospital.  Shared  call,  excellent 
income  and  benefits  Full  associate  status 
in  second  year. 


DIAGNOSTIC  RADIOLOGY 


NORTHEAST  TEXAS 

Busy  radiology  group  seeks  fourth 
associate.  All  modalities,  including  MRI 
and  interventional.  Comprehensive  benefits 
package  and  early  partnership.  Attractive, 
progressive  community  of  27,000  with 
strong,  diversified  economy:  excellent 
schools.  Many  social  and  recreational  op- 
portunities. 


RHEUMATOLOGY 


NORTHEAST  TEXAS 

Medical  staff  of  regional  medical  center 
seeks  board  certified  rheumatologist  to 
establish  service  in  referral  area  of  at  least 
t50,000  Referrals  from  six  orthopedic 
surgeons  and  approximately  90  other 
physicians  in  the  community.  Strong 
economy,  excellent  schools,  many  recrea- 
tional and  social  opportunties.  Modern 
hospitals.  Generous  incentive  package,  to 
qualified  physician 
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OPPORTUNITIES  AVAILABLE 


Academic/Government 

Associate  Director — Family  Practice  Residency  Program 

new  university  and  community  based  family  practice  program 
IS  seeking  a residency  trained,  board  certified  family  physician 
to  join  our  spirited  and  dedicated  faculty  as  a full-time  mem- 
ber. Responsibilities  include  in-patient  and  out-patient  teach- 
ing. educational  program  development  and  administrative  du- 
ties. Attractive  salary  and  benefit  package.  Please  send  CV  to 
Harold  T.  Pruessner,  M.D.,  Chairman,  Department  of  Family 
Practice  and  Community  Medicine,  University  of  Texas  Medi- 
cal School  at  Houston,  6431  Fannin,  Room  6.100,  P.  O.  Box 
20708,  Houston,  Texas  77225.  The  University  of  Texas  Health 
Science  Center  at  Houston  is  an  Equal  Opportunity  Employer. 
Women  and  minorities  are  encouraged  to  apply. 

Medical  Director  of  Family  Practice/Occupational  Health 
Faculty  Office— Medical  Director  is  needed  for  an  expanded 
office  for  the  comprehensive  care  of  private  patients  which 
also  includes  employee  and  student  health  of  the  University  of 
Texas  Health  Science  Center  at  Houston.  The  office  will  be 
the  model  office  for  training  of  family  physicians  in  a newly  ini- 
tiated family  practice  residency  program  and  clinical  research 
by  the  department.  Attractive  salary  and  benefit  package 
Please  send  CV  to  Harold  T.  Pruessner,  M.D.,  Chairman,  De- 
partment of  Family  Practice  and  Community  Medicine  Uni- 
versity of  Texas  Medical  School,  6431  Fannin,  Room  6 100 
PO.  Box  20708,  Houston,  Texas  77225  The  University  of 
Texas  Health  Science  Center  at  Houston  is  an  Equal  Oppor- 
tunity Employer.  Women  and  minorities  are  encouraqed  to 
apply. 

Predoctoral  Director— The  Department  of  Family  Practice 
and  Community  Medicine,  University  of  Texas  Medical  School 
at  Houston,  has  immediate  opening  for  a residency  trained, 
board  certified  family  physician  for  the  position  of  Predoctorai 
Director.  Duties  include  teaching,  curriculum  development  re- 
search and  direct  patient  care  in  an  established  family  prac- 
tice department  with  graduate  and  undergraduate  programs. 
Applicants  should  send  credentials  and  CV  to  Harold  T.  Pru- 
essner, M.D.,  Chairman,  Department  of  Family  Practice  and 
Community  Medicine,  University  of  Texas  Medical  School  at 
Houston.  6431  Fannin.  Room  6.1090,  PO.  Box  20708,  Hous- 
ton, Texas  77225.  The  University  of  Texas  Health  Science 
Center  at  Houston  is  an  Equal  Opportunity  Employer.  Women 
and  minorities  are  encouraged  to  apply. 

Family  practice  faculty  needed— The  Department  of  Family 
Practice  and  Community  Medicine  at  the  University  of  Texas 
Medical  School  at  Houston  is  seeking  board  certified  family 
physicians  for  clinical  faculty  positions.  The  clinical  skills 
needed  are  for  the  comprehensive  practice  of  family  medicine 
and  for  teaching  of  medical  students  and  family  practice  resi- 
dents. Attractive  salary  and  benefit  package.  Please  send  CV 
to  Harold  T.  Pruessner,  M.D.,  Chairman,  Department  of  Fam- 
ily Practice  and  Community  Medicine,  University  of  Texas 
Medical  School  at  Houston,  6431  Fannin,  Room  6.100,  P.O. 
Box  20708,  Houston,  Texas  72225.  The  University  of  Texas 
Health  Science  Center  at  Houston  is  an  Equal  Opportunity 
Employer.  Women  and  minorities  are  encouraged  to  apply. 

Clinical  Assistant  Professor  and  Emergency  Medicine  Li- 
aison Physician— university-affiliated  family  practice  resi- 
dency program.  Part-time  university  taculty  appointment. 
Completion  of  3-year  family  practice  residency  required. 
Board  certification  preferred.  Eligibility  for  Texas  medical  li- 
cense required.  CV  and  cover  letter  to  William  Ross,  M D UT 
Southwestern,  5323  Harry  Hines  Blvd.,  Dallas,  TX  75235-9067. 
Equal  Opportunity  Employer. 


Emergency  Medicine 

Needed:  Emergency  physicians,  North  Central  Texas  area 
full  and  part-time.  For  an  application  call  817  336-8600  or 
write  Emergency  Medicine  Consultants,  PA;  1525  Merrimac 
Circle,  Suite  107,  Fort  Worth,  Texas  76107. 

Emergency  Physician — Local  Houston  ER  group  needs  ex- 
perienced ER  physician.  Fee-for-service  with  guarantee. 
Contact  Greater  Houston  Emergency  Physicians  Associates 
P.  O.  Box  7445,  Houston.  Texas  77248;  713  869-6235. 

San  Angelo — Outstanding  opportunity  in  minor  emer- 
gency/family practice  clinics.  Guaranteed  $100,000  for  4-day 
week,  13  hr.  days,  50  weeks/year.  Profit  sharing  above  guar- 
antee. Contact  Wayne  Williams,  MD,  915  942-8611,  Sham- 
rock Clinics,  4208  College  Hills,  San  Angelo,  Texas  76904. 

Texas:Dallas/Fort  Worth  and  East  Texas — Full-time  posi- 
tions available  with  EmCare,  a progressive  physician-oriented 
group  committed  to  excellence  in  emergency  medicine.  Op- 
portunities include  staff  and  directorship  positions,  in  high  vol- 
ume. Level  1 Trauma  Centers,  as  well  as  smaller  community 
hospitals.  We  offer  very  desirable  geographic  locations  in- 
cluding the  Dallas/Fort  Worth  area,  East  Texas,  Amarillo, 
Austin,  Abilene,  Waco,  Houston/Galveston,  and  Athens. 
Competitive  compensation  rates  range  from  $86,000  to 
$200,000  annually.  Positions  available  for  both  part-time  and 


full-time  emergency  medicine  physicians.  Positions  are  also 
available  for  primary  care  physicians  in  clinic  settings  in  Ama- 
rillo, Corpus  Christ!,  and  the  Grapevine  area.  Contact  Kay 
Brienzi  or  Anne  Reese,  EmCare,  Inc.,  1 71 7 Mam  Street  Suite 
5200,  Dallas,  Texas  75201;  800-527-2145  or  214  761-9200. 

17-physician  multi-specialty  group  need  services  of  an 

experienced  physician  to  do  2 to  4 nights  a week  of  emer- 
gency room  duty  in  a small  to  medium  sized  emergency  room. 
Most  weekends  off.  Excellent  guaranteed  salary  and  benefits 
Relocation  allowance  available.  Please  send  CV  to:  Malone 
and  Hogan  Clinic,  Personnel  Department,  1501  West  11th 
Place,  Big  Spring,  Texas  79720,  or  call  Penny  Phillips,  Admin- 
istrator, 915-267-6361 

TEXAS:  Full-time  and  part-time  emergency  department 
positions  available  at  224  bed  hospital.  Recreational  area 
north  of  Dallas.  Excellent  compensation  including  malpractice 
insurance.  Benefit  package  available  to  full-time  physicians 
Contact:  Emergency  Consultants,  Inc.,  2240  S.  Airport  Blvd 
Room  29,  Traverse  City.  Ml  49684;  1-800-253-1795  or  iri 
Michigan  1-800-632-3496. 

TYLER — Modern  minor  emergency/ambulatory  care  centers 
seeking  well-rounded  practitioner  for  expansion.  Generous 
modified  fee-for-service  income  package.  With  superior  pro- 
fessional liability  insurance  included.  Must  have  good  experi- 
ence in  family  medicine.  Industrial  medicine  experience  help- 
ful. Send  CV  or  call  Donald  L.  Erickson,  M.D.,  Taylor  Medical 
Centers,  3800  Paluxy,  Ste.  440,  Tyler,  TX  75703;  21 4 534-1331 . 


Family/General  Practice 

Excellent  opportunity  for  family  practitioner  in  Hamlin, 
Texas,  a community  of  over  3,000  population  with  a large 
drawing  area.  Modern  clinic  and  well  equipped  twenty-five 
bed  hospital.  Unique  compensation  package.  Enjoy  a more 
relaxed  life  style  in  West  Texas.  Contact:  Chuck  Latham  Ad- 
ministrator, Hamlin  Memorial  Hospital.  P.  O.  Box  387  Hamlin 
Texas  79520;  915  576-3646. 

Beaumont-Family  Physician— A busy,  well-established, 
board-certified  Family  Physician,  in  Beaumont,  is  now  seek- 
ing a BC/BE  associate  to  join  his  expanding  practice.  Flexible 
financial  arrangements.  There  are  also  two  group  opportuni- 
ties available.  Send  your  CV  to.  Manager,  Professional  Rela- 
tions, Dept.  II-3A,  P.  O.  Box  1438,  Louisville,  KY  40201-1438. 

Family  Practice-BE/BC  Family  practitioners  and  general  in- 
ternists are  needed  for  excellent  practice  opportunities  through- 
out Texas.  Partnerships,  single-specialty,  multispecialty  and 
solo  positions  are  available.  Also,  practices  for  sale.  For  more 
information,  call  Practice  Dynamics  at  713  531-0911 
1 -800-933-091 1 . or  send  C.V.  to  P,  O.  Box  821398,  Houston,' 
Texas  77282, 


locum  tenens: 

**the  interim  soiution” 

hy  make  a long-term 
commitment  before  you 
really  want  to?  Until  you’re  ready 
to  “sign  on  the  bottom  line’’... 
enjoy  freedom,  flexibility,  and 
professional  satisfaction  as  a 
PRN  locum  tenens  physician. 
Call  us  toll-free  for  details. 

The  PRN 

Physicians 

of  Texas 


1-800-531-1122 


WANTED: 

Physician  willing  to  establish  a practice  of 
family  medicine,  who  is  willing  to  relocate 
to  the  Texas  Panhandle  Area.  Nice  ofTice 
space  and  guaranteed  financial  package  is 
available.  Practice  is  located  in  Spearman, 
Texas  which  is  the  county  seat  of  Hansford 
County. 

Agriculture,  oil  and  ranching  are  the  primary 
industries.  The  school  system  is  excellent  and 
the  quality  of  life,  particularly  for  a family  is 
excellent. 

If  interested  send  C.V.  or  call  Albert 
LaRochelle,  Hospital  Administrator, 
Hansford  County  Hospital,  707  S.  Roland, 
Spearman,  TX  79081.  Phone  806-659-2535. 


Well-established  reputable  multispecialty  clinic  is  seek- 
ing a family  practice  physician,  preferably  American  gradu- 
ate. Clinic  located  in  a thriving  industrialized  area  30  minutes 
from  Houston  and  15  minutes  from  Galveston.  Close  prox- 
imity to  excellent  educational  facilities,  universities,  colleges 
and  recreational  areas.  May  begin  immediately.  Excellent  sal- 
ary, income  proportional  to  effort.  Please  forward  C.V.  or  con- 
tact Dr.  Cochrane,  Beeler-Manske  Clinic,  P.  O.  Box  3333 
Texas  City,  Texas  77592-3333;  409  948-8521  (Collect). 

Locum  Tenens— Family  Practice.  Experienced.  AAFP 
ABFP.  Quality  Professional  Liability  Insurance.  Competitive 
rates.  References.  Nuway  Health  Services,  4 Lakefront 
Shores,  Athens,  Texas  75751. 214  677-5302 


PHYSICIANS  NEEDED 

The  Austin-Travis  County  Health  and  Human 
Services  Department  is  currentiy  seeking  Board- 
Certified  or  Board-Eiigible  Famiiy  Practice  physi- 
cians to  serve  in  a part-time  or  fuli-time  contract 
capacity  at  muitipie  rurai  ciinic  sites  in  Travis 
County.  Wiil  be  providing  primary  care  services  to 
qualifying  indigent  patients  of  all  age  groups 
(excluding  OB).  Hours  of  operation-Monday  thru 
Friday  8-5  pm.  Current  Texas  license  and  DEA/ 
DPS  certificates  required.  Recent  experience  in 
providing  primary  care  services  desired.  Inter- 
ested physicians  may  send  resume  to  Austin- 
Travis  County  Health  and  Human  Services  De- 
partment, 1 5 Waller,  Austin,  TX  78702,  ATTN:  Dr. 
iT_Mayorga  or  call  51 2/469-2072. 

Family  Practice/Internist  opportunities  located  in  Abilene 
and  San  Antonio.  Both  are  out-patient  clinics  with  Monday-Fri- 
day  8 a.m. — 5 p.m.  schedules.  No  weekends  or  holidays.  No 
hospital  responsibility.  Approximately  25-30  patients  are 
scheduled  by  appointment  each  day.  Guaranteed  rate  of  re- 
imbursement plus  monthly  overage  based  on  volume.  Yearly 
CME  allowances,  low  cost  occurrence  malpractice  insurance 
and  assistance  with  relocation.  For  more  information  contact 
Ben  Hatten,  Spectrum  Emergency  Care,  Inc.,  P O Box 
27352,  St.  Louis,  MO  63141,  1-800-325-3982  ext.  3004. 

Corpus  Christ!,  Texas — A family  physician  is  needed  to  es- 
tablish a solo  practice  in  the  beautiful  coastal  community  of 
Corpus  Christi,  population  265,000.  Financial  and  marketing 
assistance  provided  along  with  a significant  number  of  imme- 
diate referrals  from  our  health  care  plan.  Cross  coverage 
available.  For  more  information,  send  your  curriculum  vitae  to: 
Gordon  Crawford,  Manager,  Professional  Relations,  Humana 
Inc.,  Dept.  II-3C,  500  West  Main  Street,  Louisville,  KY 
40201-1438.  Or  call  TOLL-FREE  1-800-626-1590. 


PHYSICIAN  WANTED 

*F/T  Family  Practitioner  with  Texas  License; 

BE  BC  Preferred  Hospital  In-Patient  Care  on 
a Rotational  Basis 

'No  Financial  Investment  Necessary 
'Very  Competitive  Salary 

The  Facility  is  located  in  a very  pleasant  community 
(Population  18,000)  at  the  foot  of  the  Texas  Hill 
Country,  70  miles  southwest  of  San  Antonio. 

Send  CV  with  references  to;  Executive  Director, 
Uvalde  County  Clinic,  Inc.,  1009  Garner  Field  Rd., 
Uvalde,  Texas  78801.  EOE 


Texas  Medicine 


San  Antonio,  Texas — A BC/BE  Family  Physician  is  needed 
to  join  a large,  multi-specialty  group  that  provides  prepaid 
medical  services  to  over  55,000  subscribers  in  greater  San 
Antonio.  Competitive  salary,  36-hour  work  week  and  excellent 
benefits.  For  more  information,  send  your  curriculum  vitae  to: 
Manager,  Professional  Relations,  Dept.  II-3B,  P.  O.  Box  f438, 
Louisville.  KY  40201 -f  438.  Or  call  TOLL-FREE 
1-800-626-1590. 

Toxas-An  exceptional  Family  Practice  opportunity  exists  in  a 
friendly  cify  of  13K.  Supported  by  well-staffed,  well-equipped, 
99-bed,  accredited  hospital  with  diversified  medical  staff  and 
service  area  of  25  i K.  Pracfice  full-service  family  medicine 
with  excellent  coverage.  Community  offers  abundant  recre- 
ation, excellent  schools,  and  airport  facilities.  Send  CV  to  Jan- 
ice Schultz.  Tyler  & Company.  9040  Roswell  Rd.,  Suite  550, 
Atlanta,  GA  30350.  Call  800-223-3659. 


HOUSTON 

A busy,  well-established  Family  Practice  group  in 
the  Houston  area  is  now  seeking  to  add  another 
member.  Solo  or  associate  opportunities  available. 
For  further  information,  send  your  CV  to:  Manager, 
Professional  Relations,  Humana  Inc.,  Dept.  II-3E, 
500  West  Main  Street.  Louisville.  KY  40201-1438. 
Or  call  TOLL-FREE  1-800-626-1590. 


Family  Practice — Many  excellent  practice  opportunities  in 
several  metro  and  urban  locations  throughout  Texas  and  in 
Louisiana.  For  details  call  Dr.  Bush  713  683-2056.  Health 
Care  Specialties  Group. 

Family  Physician  Needed  at  new  clinic  between  Tyler  and 
Dallas.  No  OB.  No  hospital  call.  50  hour  week-Guarantee 
$100,000  first  year.  Malpractice  paid.  Partnership  available. 
Affiliated  with  Mother  Frances  Hospital  in  Tyler.  For  informa- 
tion call  Marty  Jenkins,  Morris  Medical  Clinic,  214  567-4841. 


Internal  Medicine 

Expanding  17-physician  multi-specialty  group  has  excel- 
lent opportunity  for  an  Internist.  We  offer  a high  first-year  sal- 
ary in  addition  to  benefits  with  no  first-year  expenses.  If 
interested,  sand  CV  to  Malone  and  Hogan  Clinic.  1501  West 
11th  Place,  Big  Spring,  TX  79720  or  call  Penny  Phillips,  Ad- 
ministrator at  1-800-262-6361. 

Internists — Excellent  practice  opportunities  available  in  met- 
ropolitan and  suburban  areas  of  Texas.  Liberal  income  guar- 
antees and  benefits.  For  details  call  Dr.  Bush  713  683-2054. 
Health  Care  Specialties  Group. 


Obstetrics/Gynecology 

Immediate  Need  for  OB/GYN-Solo  practice  with  shared  call 
coverage.  Guaranteed  Income  with  outstanding  benefit  pack- 
age. Progressive  hospital  with  new,  state-of-the-art  OB  unit. 
Primary  Market  60,000;  Secondary  Market  98,000.  Excellent 
opportunity — No  HMO's,  No  PPO's,  No  Mal-Practice  Crisis. 
Reply  to  Jackie  Rowles,  300  E.  Crockett,  Cleveland,  TX 
77327.  1-800-635-0187. 

OB/GYN-Greater  Houston— There  is  now  an  opportunity  to 
join  an  aggressive,  well-established  group  of  fhree  board-cer- 
tified OB/GYN's  in  the  greater  Houston  area.  Solo  and  associ- 
ate opportunities  also  exist.  Send  CV  to:  Manager,  Profes- 
sional Relations,  Humana  Inc.,  Dept.  II-3F,  500  West  Main 
Street,  Louisville,  KY  40201-1438.  Or  call  TOLL-FREE 
1-800-626-1590. 

OB/GYN — Outstanding  practice  opportunities  in  metropolitan 
as  well  as  rural  area  of  Texas.  Excellenf  income  guarantees 
and  other  benefits  provided.  Call  Dr.  Bush  at  713  683-2054. 
Health  Care  Specialties  Group. 


The  Austin-Travis  County  Health 
& Human  Services  Department 
Is  currently  accepting  applications 
for  a Physician. 

(Job  Order  Number  91 146-0005EV). 

Minimum  Qualifications:  Graduation  from  a 
college  or  university  accredited  by  the 
American  Medical  Association,  with  a Doctor  of 
Medicine  degree  and  license  to  practice 
medicine  In  the  State  of  Texas  plus  current 
DEA  and  DPS  registrations  for  the  purpose  of 
writing  prescriptions.  Salary  commensurate 
with  qualifications. 

Responsibilities:  Perform  physical 
examinations  of  routine  and  complicated  OB/ 
GYN  patients  in  a variety  of  clinic  settings. 
Serve  as  Medical  Director  of  Women’s  Health 
Services.  Supervise  Family  Practice  residents. 
Oualified  applicants  may  submit  Applications/ 
Resumes  including  Job  order  number  to: 

City  of  Austin  Human  Resources  Department 
Employment  Division,  2 Commodore  Plaza, 
206  E 9th  St.,  14th  Floor,  P.  O.  Box  1088 
Austin,  Texas  78767  Attention:  Van  Sullivan 

An  equal  employment  opportunity  employer 
M/F/H 


Pediatrics 

Pediatricians — Several  desirable  practice  opportunities. 
Northwest  and  East  Texas  locations.  $84,000  guarantee  plus 
other  benefits.  Call  Dr  Bush  713  683-2054  Health  Care  Spe- 
cialties Group. 

Psychiatry 

Phoenix  Area; — Behavioral  Health  Program  seeking  addi- 
tional adult  psychiatrist.  Center  provides  child  through  adult 
inpatient,  outpatient  and  partial  hospitalization,  adult  and  ado- 
lescent CD.  Fee-for-service  with  shared  call,  or  association 
with  existing  staff  are  options.  Hospital  services  provide  com- 
petitive financial  support.  For  more  information,  call  Greg 
Peterson,  E.G.  Todd  Associates,  at  (800)-776-7330  or  collect 
913-341-7806. 

MHURA  of  Harris  County,  Houston,  Texas  seeks  psychia- 
trists for  positions  in  area  of  clinical  medicine  in  an  outpa- 
tients community  mental  setting.  Must  have  completed  an  ap- 
proved psychiatry  residency  training  program  with  demon- 
strated experience  in  a psychiatric  setting.  Board  certified  by 
ABPN  preferred.  Must  be  licensed  to  practice  medicine  in 
Texas  or  reciprocity  required.  Competitive  salaries  and  excel- 
lent fringe  benefits  provided.  Houston  offers  a great  quality  of 
life  with  numerous  educational,  cultural  and  recreational  op- 
portunities. Please  send  CV  to;  Jan  Duker,  Ph  D.,  Executive 
Director,  MHMRA,  2850  Fannin,  Houston,  TX  77002  or  call 
713  750-5600. 

Associate  Needed  for  Thriving  Psychiatric  Practice.  Will- 
ing to  work  out  flexible  arrangement  so  associate  can  build 
own  practice.  Respond  to  9000  Westheimer  #50,  Houston, 
TX  77063. 


Radiology 

Chief  Radiologist — Olin  E.  Teague  Veterans'  Administration 
Hospital  is  recruiting  for  board  certified  Chief  Radiology  for  six 
staff  department.  Affiliated  with  Texas  A & M University  Col- 
lege of  Medicine.  Administrative  and  teaching  experience  de- 
sirable. Salary  depending  on  qualifications.  The  hospital  is 
510  beds  med/surg/psych  plus  120-bed  nursing  home  and 
new  408-bed  domiciliary.  Temple  is  located  between  Waco 
and  Austin,  TX  and  is  a beautiful  recreational  area  with  nearby 
lakes  and  golf  courses.  Reply  with  CV  to  David  Waugh,  M.D., 
Chairman,  Search  Committee,  VA  Medical  Center,  1901  S. 
1st..  Temple,  TX  76504  or  call  817  771-4539  Equal  Oppor- 
tunity Employer. 


Radiologist  needed  for  busy  1 72-bed  acute 
care  hospital  in  the  Dallas,  Texas  area. 
Services  provided  include  nuclear  medicine, 
CT  scanning,  ultrasound,  angiography,  and 
busy  emergency  room  in  addition  to  busy 
inpatient  load.  Outstanding  opportunity. 

Reply  To:  Ad  #746  TEXAS  MEDICINE, 
1801  North  Lamar,  Austin,  TX  78701 


Expanding  17-physician  mufti-speciaity  group  has  excel- 
lent opportunity  for  a Radiologist  in  West  Texas  community  of 
25,000.  We  offer  a competitive  guaranteed  salary  with  no  first 
year  expenses  in  addition  to  benefits.  Moving  allowance  also 
available.  Send  CV  to:  Malone  and  Hogan  Clinic,  Personnel 
Department,  1501  West  11th  Place,  or  call,  Penny  Phillips. 
Administrator,  1-800-262-6361. 


Other  Opportunities 

Positions  Availabie-Seeking  BC/BE,  general  internist. 
HEM/ON,  PS,  endocrinologist  to  join  an  established  multi- 
specialty  (non-prepaid)  clinic  in  South  Central  Texas.  Contact 
Leroy  W.  Kitch,  Administrator,  Skinner  Clinic,  124  Dallas 
Street,  San  Antonio.  Texas  78205. 

South  Texas  Multispecialty  Group — 10  physician  group  in 
San  Antonio.  Excellent  practice  opportunities  for  BC/BE  phy- 
sicians: OBG,  pediatrics,  FP.  Well-established  25  year  old 
practice  rapidly  expanding  into  multispecialty  group  due  to  in- 
creased patient  base.  Design  award-winning  new  facility 
offering  complete  lab,  x-ray.  family  practice,  general  surgery, 
cardiology,  PM  & R,  and  ophthalmology  services  already  es- 
tablished. Texas  licensed  and  Medicare  certified  out-patient 
surgery  center  on  site.  Enlarging  present  facility  and  will  open 
satellite  office  in  future.  Guaranteed  salary  and  competitive 
benefits  including  professional  liability,  administrative  and 
staff  support,  affiliation  with  large  community  hospitals,  and 
call  sharing  opportunities.  Requires  well-rounded  abilities  in 
both  out-patient  and  hospital  practice.  Dedication  to  high 
quality,  excellent  patient  empathy  and  communication  skills 
mandatory.  Leadership  skills  and  entrepreneurial  interest  in 
practice  desirable.  Tremendous  growth  potential.  Send  CV 
references  and  current  photo  to  Cyndi  Padilla,  Administrator, 
Gonzaba  Medical  Group,  720  Pleasanton  Road,  San  Antonio, 
Texas  78214. 


PRIVATE  PRAaiCE  OPPORTUNITIES 

(in  all  specialties) 

Texas  8r  Sunbelt  States 
Call  1-800-284-4660 

Houston  786-3722  Reuben 

or  send  CV  0140  Wesfheime,  B r o n s t e i n 

Suite  144  

Houston.  TX  77042  Associates 


PRIVATE 

PRACTICE  OPPORTUNITIES 

Family  Practice 
OBIGyn 
Otalaryngology 

CONTACT:  JACKIE  ROWLES 
300  E.  Crockett 
Cleveland,  TX  77327 
1-800-635-0187 


General  Surgeon — Board  Certified,  sought  to  establish  pri- 
vate practice  associated  with  99-bed  hospital  in  West  Texas 
town  of  12,000  plus.  Income  guarantee  and  other  financial  in- 
centives are  availabie.  Contact:  Thomas  R.  Hochwalt,  CEO, 
Cogdell  Memorial  Hospital,  Cogdell  Center,  Snyder.  TX 
79549:  915  573-6374. 

We  have  Texas  opportunities  in  ail  primary  care  specialties, 
excellent  quality  of  life  and  compensation.  Reply  with  C/V  to: 
Medical  Support  Services,  8806  Balcones  Club  Dr.,  Austin, 
TX  78750:  Office  1-800-288-7420,  24  Hr  Fax  512-331-6741. 

Expanding  17-physician  multi-specialty  group  has  excel- 
lent opportunity  for  an  Anesthesiologist.  We  offer  a high  first- 
year  salary  in  addition  to  benefits  with  no  first-year  expenses. 
If  interested,  send  CV  to  Malone  and  Hogan  Clinic,  1 501  West 
11th,  Big  Spring,  TX  79720  or  cali  Penny  Phillips.  Admin- 
istrator at  1-800-262-6361. 


PHYSICIANS-NORTH  CENTRAL  TEXAS 

Newly  expanded  multispecialty  medical  center 
in  Cleburne,  near  D/FW  metroplex,  composed 
of  25  physicians  serving  region  with  population 
of  100,000.  Top  salary,  benefits,  partnership 
opportunities. 

Openings  in:  ♦ Internal  Medicine 
♦Dermatology  ♦Otorhinolaryngology 

Board  Certified/eligible  physicians  send 
CViSandra  Arnold,  Kimbro  Medical  Center, 

P.  0.  Box  157,  Cleburne,  Texas  76033 


BC/BE  PulmonaiY  Physician  to  join  busy  solo  practice  in 

beautiful  San  Antonio,  Texas.  Pulmonary  and  Intensive  Care 
and  related  procedures.  Some  Internal  Medicine,  Salary,  pro- 
ductivity bonus  or  combination.  Early  partnership.  Please 
reply  with  CV  to  Ad  Box  #752,  TEXAS  MEDICINE.  1801  N, 
Lamar,  Austin,  TX  78701 

Abilene.  Texas — Oncologist-A  well-established  and  ex- 
tremely busy  Oncologist  in  this  west  Texas  community  of 
100,000  is  now  seeking  an  associate.  Send  CV  to:  Manager. 
Professional  Relations,  Humana  Inc.,  Dept.  11-3,  500  West 
Main  Street,  Louisville,  KY  40201-1438.  Or  call  TOLL-FREE 
1-800-626-1590. 


EXCELLENT  PRACTICE  OPPORTUNITY. 

Two  physician  practice  looking  for  third 
partner  in  Bryan/College  Station,  Texas. 
Population  approximately  100,000  with 
drawing  area  of  250,000.  Send  curriculum 
vitae  to  Central  Texas  Heart  Center.  1301 
Memorial  Drive,  Bryan,  Texas  77802. 


Urofogist-Texas  Gull  Coast — A well-established,  board  cer- 
tified urologist  in  Beaumont  (service  area  300,000)  is  now 
seeking  an  associate.  Opportunity  to  take  over  this  long-time 
practice  in  near  future.  Send  CV  to:  Manager,  Professional 
Relations,  Humana  Inc.,  Dept.  IT3D,  500  West  Main  SI., 
Louisville,  KY  40201-1438.  Or  call  TOLL-FREE 
1-800-626-1590. 

Full  Time  Travel  Required  (one  year  minimum).  Health  re- 
search organization  needs  Physicians  for  National  Health  and 
Nutrition  Examination  Survey  sponsored  by  the  U.S.  Public 
Health  Service.  Individuals  will  be  part  of  a large  medical  team 
conducting  health  examinations  in  government  examination 
centers  traveling  to  88  areas  of  the  U.S.  through  1993  Physi- 
cians must  be  licensed  in  one  state  and  specialized  in  internal 
or  family  medicine.  Competitive  salaries,  paid  malpractice, 
per  diem,  car,  four  weeks  paid  vacation  per  year,  holidays, 
and  health,  life,  dental,  disability  insurance  offered.  Call  Bev- 
erly Geline  at  800-937-8281,  ext.  8248.  Westaf,  Inc.,  Rock- 
ville, Maryland.  EOE/M/F/V/H 
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Invasive  Cardiologist — needed  Immediately  In  several  loca- 
tions. Outstanding  benefits  with  excellent  guarantees.  Please 
call  Dr.  Bush  713  683-2054.  Health  Care  Specialties  Group. 

South  Park  Medical  Care  Center,  a PHS  Clinic  in  San  An- 
tonio, Texas,  Is  currently  recruiting  a full-time  board  certified/ 
board  eligible  physician  for  the  position  of  Medical  Director. 
The  clihic's  staff  of  six  full-time  physicians  offers  comprehen- 
sive adult,  prenatal  and  pediatric  care  with  full  laboratory,  x- 
ray  and  sonography  support.  Competitive,  guaranteed  salary 
plus  incentive.  Full  malpractice  coverage  provided.  Send  CV 
to  Medical  Director,  SPMCC,  123  Ascot.  San  Antonio,  Texas 
78224.  512  924-9254. 


Very  active  family  practice  for  sale — Retiring  after  30 
years,  same  location.  Located  in  town  of  25,000-75  miles 
north  of  Dallas.  200  bed  hospital  with  excellent  consultants  in 
all  fields.  Terms  flexible.  Will  introduce  to  patients.  Contact  Ad 
Box  #741,  TEXAS  MEDICINE,  1801  N.  Lamar,  Austin,  TX 
78701 . 

Move  to  Colorado— Pleasant  university  town  near  moun- 
tains. Active  Internal  Medicine/Geriatric  practice  and  building 
lor  sale.  Solo  corporation.  1000  ft.  building,  large  lot,  near 
hospital.  Call  1-303-482-4510  evehings. 

Well-established  solo  OB-GYN  practice  in  Central  Texas 
(university  community).  600,000  collections,  no  Medicaid, 
excellent  coverage.  Office  for  sale  or  lease.  Will  introduce  to 
the  best  patients  in  Texas.  Loyal  staff  will  remain  with  practice 
if  desired.  Contact  Ad  #751 , Texas  Medicine,  1801  N.  Lamar, 
Austin,  TX  78701. 

This  Could  be  Yours.  Internist  in  solo  practice  changing  spe- 
cialties. Gross  over  250K.  Great  opportunity  for  bright  physi- 
cian in  community  of  approx.  30,000  (Draw  40,000).  Excellent 
lab  and  computer  in  office.  Hospital  located  across  the  street 
with  topnotch  diaghostic  equipmeht.  Great  iocatioh  for  huht- 
ing,  fishing  and  boating.  Price  and  terms  negotiable.  O.  Al- 
varado, M.D.  901  Bedell,  Suite  C,  Del  Rio,  TX  78840. 


BUSINESS  AND  FINANCIAL 
SERVICES 


Physician's  signature  loans  to  $50,000.  Up  to  seven  years 
to  repay.  No  prepayment  penalties.  Prompt,  courteous  ser- 
vice. Competitive  fixed  rate.  Physicians  Service  Association, 
Atlanta,  Georgia.  Toll  free  1-800-241-6905.  Serving  MDs  for 
over  1 0 years. 


OPPORTUNITIES  SOUGHT 


Internist:  Board  Certified  female  physician  seeks  partner- 
snip  with  a family/internal  medicine  practice,  in  Houston  sub- 
urb or  Clear  Lake  city  vicinity:  would  consider  buying  a retiring 
physician's  practice.  Reply  to  Ad  #753,  TEXAS  MEDICINE, 
1801  N.  Lamar,  Austin.  TX  78701. 


FOR  SALE  OR  LEASE 


Hunting 

For  year  round  hunting  of  Bobwhite  Quail  and  Ringneck 
Pheasant  on  540  acres  of  CRP  grass  and  where  you  can  set 
your  own  bag  limit,  contact  Harper's  Preserve,  Rt.  2,  Box  484, 
Booker,  Texas  79005  or  call  806  435-3495. 


Medical  Equipment 

Ultrasounds — Linear,  Sector  and  Dual.  X-ray,  cell-counters 
(QBC),  chemistry  anlyz,  fiber-optic  scopes  and  much,  much 
more.  MedExchange  214  824-5040  FAX  214  823-9428. 
Buy'SelFService. 

Medical  Equipment  For  Sale:  Olympus  XO10  gastroscope- 
as  good  as  new.  Ideal  for  office  endoscopies.  $7000.00. 
Olympus  IT20L  therapeutic  colonoscope-never  used.  Terms 
negotiable.  Call  409  774-7666. 

For  Lease  Assumption — Abbott  Vision  Chemistry  Analyzer. 
Brentwood  EKG  with  computer  interpretation  and  Pelton 
Crane  OMNI-CLAVE  Autoclave.  Contact  William  McAfee, 
M.D.,  405  870-0230. 

Sacrifice  Kodak  DT-60  Dry  chemistry  desk-top  analyzer.  65 
tests  per  hour  with  stat-spin  centrifuge,  slides,  calibrators  and 
much  more.  Contact  Mark  Gross  at  512  366-5057. 


Office  Space 

For  sale  or  lease:  4000  sq.  foot  medical  office  building  Seton 
vicinity  . . . Austin  Retina  Associates.  Call  512  451-0236. 


Practices 

Thriving,  mature  ophthalmology  practice  in  northern 
suburb  of  Dallas-Fort  Worth  metroplex.  Fastest  growing 
county  in  area.  Well-trained  staff.  All  cultural  amenities.  Im- 
portant aspects  negotiable.  Seller  will  work  part-time  1-2 
years  for  smooth  transition.  If  interested,  please  send  CV  and 
any  other  pertineht  informatioh  or  questions  in  cover  letter  to 
George  E.  Holladay,  MD,  525  Bryan  Street,  Denton,  Texas 
76201;  817  383-2607. 

Selling  Your  Practice?  We  offer  on-site  appraisals,  practice 
brokerage,  physician  recruiting,  and  partnership  buy-in  ser- 
vices. We  can  help  you  make  the  right  decisions.  For  a free 
brochure,  call  or  write:  Practice  Dynamics,  P.  O.  Box  821398, 
Houston,  Texas  77282:  713  531-091 1 or  1-800-933-091 1 . 

Family  Medical  Practices  For  Sale;  West  Central  Texas 
near  Abilene  area,  small  community,  excellent  practice; 
Dallas  Lake  Highlands  Area,  beautiful  medical  complex,  pos- 
sible associateship/buy-in.  Contact  Gary  Clinton,  Practice 
Sales/Appraisals  214  327-7765. 


TERM  LIFE  INSURANCE 


Age  At 

First  Year 

Purchase 

Premium 

25 

$500 

30 

500 

35 

560 

40 

630 

45 

720 

50 

1220 

55 

1900 

HRST  INTERNATIONAL  LIFE 
INSURANCE  COMPANY 


1-800-543-3289 

In  Houston  713-686-5433 


Transition  Consulting  Services — Specializing  in:  practice 
appraisal,  contract  structuring,  opportunity  assessment  and 
practice  sales  assistance.  20  years  experience  with  health 
professionals.  Lewis  Health  Profession  Services,  1221 
Abrams  Rd.,  Suite  318,  Richardson,  TX  75081.  214 
437-1180, 


CONTINUING  EDUCATION 

FLEX-SPEX  Exam  PREPARATION— May  1990  one  week 
course,  Norfolk,  Virginia.  Emphasis  cluster  cases  new  format, 
testing  sessions.  Review  Center,  P.  O.  Box  767,  Friendswood, 
TX  77546,  713  482-8597. 


Advertising  Rates  & Data;  Regular  classified  advertising 
sells  for  $2.00  per  word,  minimum  25  words  or  $50.,  per  issue. 
We  do  not  count  articles  (a,  an,  the).  Display  classified  adver- 
tising sells  for  $95.  per  column  inch,  per  month.  A variety  of 
typefaces,  logos  and  borders  may  be  used  in  display  classi- 
fied ads.  Ad  box  numbers  can  be  substituted  for  formal  ad- 
dresses upon  request  at  no  extra  cost.  Name  and  address  of 
ad  box  number  listings  cannot  be  given  out  unless  specific 
permission  to  do  so  has  been  given.  The  advertisihg  office  will 
not  contact  ad  box  number  holders  except  by  mail.  Federal 
laws  prohibit  referehces  to  race,  color,  religion,  sex,  natural 
origin,  or  age  unless  bona  fide  occupational  qualifications. 
Copy  deadline  is  the  1st  of  the  month  preceding  publication. 
Send  copy  to  Diane  L.  Bolling,  Classified  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


SOCIAL 


KHIil] 


MANY 

PEOPLE 

ONLY 


STORY. 


Social  Security  will  be  paying 
benefits  for  retirement,  dis- 
ability, and  to  survivors,  well 
into  tne  next  century.  And  it's 
working  today  in  ways  you 
may  never  have  expected. 

Get  the  whole  story  about 
how  Social  Security  is  work- 
ing for  you.  Write  for  the  free 
booklet,  "Social  Security, 
How  it  works  for  you."  Send 
your  name  and  address  to: 

Social  Security 
Pueblo,  Colorado 
81009 


Social  Security. 

It  never  stops  working. 


Texas  Medicine 


Your  Best  Investment 
Since  Med  School 


Certified  Medical  Assistants  make 
your  practice  more  professional. 


Texas 
Society  of 
Medical 
Assistants 


Administrative  Office 
1801  North  Lamar  Blvd. 
Austin,  Texas  78701 


Helping  Physicians  Care  for  Texans 


Medical  Equipment  Leasing 

— Find  out  how  sensible  it  really  is! 


High  technology  equipment  allows  you  to 
provide  quality  medical  care  right  from  your 
office.  But  it  comes  with  some  expense  and 
risk.  What  makes  diagnostic  and  economic 
sense  today  may  not  in  five  years. 

Bell  Atlantic  TriCon  Medical  Finance  can  answer 
the  difficult  questions  with  a variety  of  finance 
options  that  help  you  acquire  what  you  need 
economically.  With  our  leasing  program  you  can 

PHYSICIANS  CARING  FOR  TEXANS 

TcxasMedical 
Association 


have  the  use  of  state-of-the-art  medical 
equipment  without  having  to  second  guess  the 
future.  At  the  end  of  the  lease  period,  you  can 
decide  if  the  equipment  is  still  valuable  to  you.  If 
it  is,  you  can  purchase  it  at  a pre-determined 
price.  If  it  is  not,  simply  return  it  to  Bell  Atlantic. 

We  know  how  to  take  the  pain  out  of  equipment 
acquisition.  Call  for  a comparative  quote  and 
special  low  member  rates. 

A member  service  offered  through 

@ Bell  Atlantic 

TriCon  Leasing 

Medical  Finance 


For  financial  pain  relief  call:  1 -800-635-4023 
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RISK  PREVENTION  SKILLS 


A TMA  WORKSHOP  FOR 
PHYSICIANS  WHO  WANT  TO 
QUALIFY  FOR  A LIABILITY 
PREMIUM  DISCOUNT 
UNDER  HOUSE  BILL  18 

Effective  January  1,  1990,  physicians  who  meet 
the  following  requirements  during  the  term  of  their 
policies  will  qualify  for  a discount  on  their  profes- 
sional liability  premiums  under  provisions  of  House 
Bill  18,  the  Omnibus  Health  Care  Rescue  Act: 

• Provide  10%  or  more  charity  care; 

• Maintain  a $100,000/$300,000  professional 
liability  policy: 

• Apply  for  a discount  30  days  before  the  term  of 
their  policy;  and 

• Complete  15  hours  of  continuing  education 
in  risk  reduction  and  patient  safety. 

CME  ACCREDITATION 

The  Texas  Medical  Association  has  designated 
Risk  Prevention  Skills  as  meeting  the  criteria  for 
15  credit  hours  in  Category  1 of  the  Physician’s 
Recognition  Award  of  the  American  Medical 
Association. 

ACKNOWLEDGEMENTS 

Risk  Prevention  Skills  has  been  approved  as 
meeting  the  continuing  medical  education 
requirement  under  HB18  by  TMLT,  MedPRO,  API, 
ICA,  the  JUA,  and  other  professional  liability  in- 
surers in  Texas,  and  is  the  only  risk  management 
course  endorsed  by  the  TMA  Board  of  Trustees. 

FACULTY 

Workshops  will  be  conducted  by  Linda  Mangels, 
Ph.Q,  an  experienced  risk  management  educator 
and  author  who  has  conducted  over  150  risk 
management  seminars  nationwide  to  physicians 
in  all  specialties. 


WORKSHOP  SCHEDULE 

Registration/Dinner  Buffet:  5-6  pm 

Workshop:  6-10  pm 

Midland 

Nacogdoches 

Corpus  Christ! 

March  6 

April  3 

May  10 

Beaumont 

Dallas 

El  Paso 

March  14 

April  4 

May  22 

Houston 

Abilene 

March  27 

April  5 

Additional  workshops  will  be  held  June— 
December  in  Austin,  Dallas,  Harlingen,  Tyler, 
Amarillo,  Fort  Worth,  Houston,  San  Antonio,  and 
Wichita  Falls.  For  more  details  contact  Kim 

Koschemann,  Texas  Medical  Association,  at 
(512)  477-6704  ext.  351. 


PHYSICIANS  CARING  FOR  TEXANS 


Tc.xasMedical 

A.ss()ciation 


s<- 


REGISTRATION  FORM 

I will  attend  the 


in: 


on 


workshop 


[date] 


Name 


Address 


City 


State 


Zip 


Phone  # 

Liability 

Insurance  Carrier; 


Date . 

Date  Current 
Policy  Expires:  _ 


CH  Check  for  $195  payable  to  TMA  is  enclosed 
Registration  fee  includes  tuition,  dinner 
buffet,  4 hours  classroom  instruction,  and 
an  11  hour  independent  study  program. 

CH  Payment  of  $195  by  Credit  Card: 

Visa MasterCard Exp.  Date 

Cardholder: 

Card  Number 

Signature 

Mail  check  or  credit  card  information 
with  completed  registration  form  to: 

Texas  Medical  Association 
Risk  Prevention  Skills 
1801  North  Lamar 
Austin,  Texas  78701 


Texas  Medicine 


BEAN 
AIR  FORCE 
PHYSICIAN. 

Become  the  dedicated 
physician  you  want  to 
be  while  serving  your 
country  in  today’s  Air 
Force.  Discover  the 
tremendous  benefits  of 
Air  Force  medicine.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  quality  lifestyle, 
quality  benefits  and  30 
days  of  vacation  with 
pay  per  year  that  are 
part  of  a medical  career 
with  the  Air  Force.  And 
enjoy  the  satisfaction  of 
a general  practice  with- 
out the  financial  and 
management  burden. 
Today’s  Air  Force  offers 
an  exciting  medical  envi- 
ronment and  a non-con- 
tributing retirement  plan 
for  physicians  who  qual- 
ify. Learn  more  about 
becoming  an  Air  Force 
physician.  Call 


USAF  HEALTH  PROFESSIONS 

TOLL  FREE 

1-800-423-USAF 


81 
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(SI?  Census  can  do  more  for  your  company’s  bottom  line  than  you  may  think. 


Getting  your  people  to  complete  their  1990  Census  forms 
may  be  just  as  important  to  your  company  as  it  is  to  your 
community.  You  see,  along  with  helping  determine  how  much 
federal,  state  and  local  funding  your  community  may  receive. 
Census  figures  also  provide  valuable  information  to  busi- 
nesses like  yours. 

Information  the  Census  receives  is  important  for  future 
Mn  planning  and  possible  expansion.  For  instance,  shifts 
doincll  in  population  may  show  a need  for  new  or  increased 


services— or  stores— in  growing  areas.  That  means  new  or  addi- 
tional opportunities  for  you. 

Census  data  also  translates  into  important  marketing  data. 
That  may  lead  to  increased  profits  along  with  census '90 

better  wages  and  working  conditions  for  your  people. 

So  encourage  your  people  to  fill  out  their 
Census  forms  and  send  them  in.  It  can  help  benefit 
your  company,  your  community,  and  you  as  well. 

Answer  the  Census.  It  counts  for  more  than  you  think. 


Texas  Medicine 


Ooltiuuing  Education  I^irectoiy 


COURSES 


APRIL 

Advanced  Cardiac  Life  Support 

Apr  23-24,  1990 

Scott  and  White  Memorial  Hospital,  Temple,  Tex.  Fee  SI 75.  Contact 
Office  of  Continuing  Medical  Education,  Scott  and  White  Memorial 
Hospital,  2401  S 31st  St,  Temple,  TX  76508  (817)  774-4083 

Cardiology 

Apr  21,  1990 

26TH  ANNUAL  ARIZONA  CHEST  SYMPOSIUM.  Tucson  Medical  Cen- 
ter, Tucson.  Contact  Susan  Thornton,  RN,  Education  Services,  Tucson 
Medical  Center,  PO  Box  42195,  Tucson,  AZ  85733  (602)  324-1879 

Family  Medicine 

Apr  9- 13,  1990 

24TH  ANNUAL  FAMILY  PRACTICE  REVIEW.  San  Luis  Hotel,  Galveston, 
Tex.  Fee  S450.  Credit  Category  1,  AMA  Physician’s  Recognition  Award; 
50  hours.  Contact  Gayle  Norris,  Office  of  Continuing  Education,  J-34, 
The  University  of  Texas  Medical  Branch,  7101  Moody  Plaza,  Galveston, 
TX  77550-2782  (409)  761-2934 

Apr  18-23,  1990 

6TH  ANNUAL  FAMILY  MEDICINE  REVIEW.  Stouffer  Hotel,  Austin,  Tex. 
Fee  8375.  Category  1,  AMA  Physician’s  Recognition  Award;  35  hours. 
Contact  Office  of  Continuing  Education,  Scott  & White  Hospital, 

2401  S 31st  St,  Temple,  TX  76508  (817)  774-4083 

Apr  27-28,  1990 

OBSTETRICS  ULTRASOUND  FOR  FAMILY  PHD'SICIANS.  Del  Lago  Re 
sort  and  Conference  Center,  Houston.  Fee  8300.  Credit  Category  1, 
AMA  Physician’s  Recognition  Award;  1 2 hours.  Contact  Marjorie  Kraft, 
Office  of  Continuing  Education,  The  University  of  Texas  Medical  School 
at  Houston,  1 100  Holcombe  Blvd,  Ste  1 509,  Houston,  TX  77030  (713) 
792-5346 

Apr  30— May  4,  1990 

14TH  ANNUAL  REVIEW  COURSE  IN  FAMILY  MEDICINE.  Contact 
Tamara  Greiner,  Baylor  College  of  Medicine,  Office  of  Continuing  Edu- 
cation, One  Baylor  Plaza,  Houston,  TX  77030  (713)  798-6020 

General  Medicine 

Apr  5-8,  1990 

INTERNATIONAL  SYMPOSIUM  ON  VIRAL  HEPATITIS  AND  LIVER  DIS- 
EASE. Westin  Galleria  Hotel,  Dallas,  Tex,  Fee  8345.  Category  1,  AMA 
Physician’s  Recognition  Award;  30  hours.  Contact  Carol  Soroka,  Baylor 
College  of  Medicine,  Office  of  Continuing  Education,  One  Baylor  Plaza, 
Houston,  TX  77030  (713)  798-6020 

Apr  6-7,  1990 

AGGRESSIVE  MANAGEMENT  OF  DIABETES  AND  OBESITY'.  Hyatt  Re- 
gency Hotel,  Lexington,  Ky.  Contact  Susan  Gilson,  University  of  Ken- 
tucky College  of  Medicine,  Dept  of  Continuing  Education,  College  of 
Medicine  Office  Building,  Lexington,  KY  40536-0086  (606)  233-5161 

Apr  7,  1990 

DIABETES  1990:  NEWEST  DEVELOPMENTS  IN  PATIENT  CARE. 


Westin  Galleria  Hotel,  Dallas,  Fee  895  physicians,  850  residents  with 
letter  of  verification.  Categor>'  I , AMA  Physician's  Recognition  Award; 

7 hours.  Contact  Diane  Pitkin,  Continuing  Physician  Education,  St  Paul 
Medical  Center,  5909  Harr)'  Hines  Blvd,  Dallas,  TX  75235  (214) 
879-3789 

Infectious  Diseases 
Apr  21,  1990 

CURRENT  CONCEPTS  IN  INFECTIOUS  DISEASES  IN  OBSTETRICS. 
Stouffer  Presidente  Hotel,  Houston.  Fee  TBA.  Credit  TBA.  Contact 
Tamara  Greiner,  Baylor  College  of  Medicine,  Office  of  Continuing  Edu- 
cation, One  Baylor  Plaza,  Houston,  TX  77030  ("^13)  ■'98-6020 

Internal  Medicine 

Apr  6-7,  1990 

NEPHROLOGY  FOR  THE  NON-NEPHROLOGIST.  Providence  Memorial 
Hospital,  El  Paso,  Tex.  Fee  875  practitioners,  820  residents  Credit 
TBA.  Contact  Suzanne  Bowles.  Providence  Memorial  Hosp,  2001  N 
Oregon,  El  Paso,  TX  79902  (915  ) 5-12-6021 

MRI 

Apr  23-17,  1990 

POSTGRADUATE  WORKSHOP  MAGNETIC  RES0NANC;E  IMAGING. 
The  Methodist  Hospital,  Houston.  Credit  Categorv’  1,  AMA  Physician’s 
Recognition  Award;  37  hours.  Contact  Holly  Ford,  Office  of  Continuing 
Education,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX 
77030(713)798-6020 

Obstetrics  and  Gynecology 

Apr  5-6,  1990 

1 7TH  ANNUAL  SYMPOSIUM  ON  OBSTETRICS  AND  GYNECOLOGY. 
Washington  University  Medical  Center,  St  Louis.  Contact  Cathy  Caruso, 
Office  of  Continuing  Medical  Education,  Wa.shington  llniversity  School 
of  Medicine,  660  South  Euclid,  Box  8063,  St  Louis,  MO  631 10  ( 1-800) 
325-9862 

Apr  28,  1990 

CTIRRENT  CLINICAL  PRACTICE  IN  OBS  TETRICS  AND  GTOECOLOCA'. 
Grand  Kempinski  Hotel,  Dallas.  Fee  895  physicians,  850  residents  with 
letter  of  verification.  Category  1,  AMA  Physician’s  Recognition  Award; 

7 hours.  Contact  Diane  Pitkin,  Continuing  Physician  Education,  St  Paul 
Medical  Center,  5909  Harr)'  Hines  Blvd,  Dallas,  TX  75235  ( 21-i) 
879-3789 

Oncology 

Apr  28,  1990 

CURRENT  ISSUES  IN  BREAST  PATHOLOGY.  Houstonian  Hotel,  Hous- 
ton. Contact  Jeff  Rasco,  Conference  Services,  Box  131,  MD  Anderson 
Cancer  Center,  1515  Holcombe  Blvd,  Houston,  TX  77030  (713) 
792-2222 

Ophthalmology 

Apr  19-21,  1990 

5TH  ANNUAL  NATIONAL  EYE  TRAUMA  SYMPOSIUM  Westin  Galleria 
Hotel,  Dallas.  Fee  8350.  Credit  TBA.  Contact  Eleanor  Goldsmith,  EdD, 
The  Llniversity  of  Texas  Southwestern  Medical  Center,  Department  of 
Ophthalmolog)',  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214) 
688-3848 
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We’re  looking 
for  retired 
managers  who 
want  to  get 
back  into 
action.” 

Harold  W.  McGraw,  Jr., 
Chairman  Emeritus, 
McGraw-Hill,  Inc. 


I’m  a volunteer  supporter  of  the  International 
Executive  Service  Corps,  a not-for-profit  or- 
ganization with  a vital  mission; 

We  send  retired  U.S.  managers  overseas 
to  help  businesses  in  developing  countries, 
which  often  respond  by  increasing  their 
imports  of  U.S.  goods.  In  fact,  developing 
countries  consume  about  40  percent  of 
U.S.  exports. 

As  an  I ESC  volunteer,  you  would  not 
get  a salary.  But  you  would  get  ex- 
penses for  you  and  your  spouse,  plus 
a world  of  personal  satisfaction. 


I ESC  leads  the  field  in  this  kind  of  work.  We’ve 
done  over  9,000  projects  in  81  countries.  We 
could  have  a project  that’s  just  right  for  you. 

For  more  information,  send  this  coupon  to; 
Harold  W.  McGraw,  Jr.,  Chairman,  McGraw- 
Hill,  Inc.,  RO.  Box  10005,  Stamford,  CT 
06904-2005. 


I Dear  Mr.  McGraw:  Tell  me  more  about  becoming  an  lESC  | 
volunteer  I am  a recently  retired  manager  or  technician— or  am 
about  to  retire-from  a U.S  company  I’m  free  to  accept  an 
overseas  assignment  I understand  that  volunteers  receive  ex 
penses  for  themselves  and  their  spouses,  but  no  salary. 


Name . 


Address  _ 


City . 


- State  - 


-Zip. 


j In  what  publication  did  you  see  this  ad'^  _ 


■ CM  I 


International  Executive  Service  Corps 

It's  not  just  doing  good.  It's  doing  good  business. 


Texas  Medicine 


Senior  Patient  is  the 
readable  journal  that  helps 
me  with  the  frustrating 
problems  of  older  patients. 

Be  sure  to  read  every 
issue  from  cover  to  cover. 


SENIOR 

_PATIENT 


"I  toss  dozens 
of  journals. 
Senior  Patient 


Apr  27-28,  1990 

THE  CHILD'S  EYE,  EACE  AND  BRAIN:  NORMAL  AND  ABNORMAL 
DEVELOPMENT.  Doubletree  Hotel  at  Post  Oak,  Houston.  Pee  S350. 
Credit  TBA.  C^ontact  Lila  Lerner,  Bayior  College  of  Medicine,  Office  of 
Continuing  Education,  One  Baylor  Plaza,  Houston,  TX  77030  (713) 
798-6020 

Orthopedics 

Apr  26-29,  1990 

INAHGLIRAL  CHALLENGE  OP  THE  CERVICAL  SPINE.  Hyatt  Regency 
Hotel,  San  Antonio.  Tex.  Contact  t^hallenge  of  the  Cervical  Spine  Cor- 
porate Office,  4319  Medical  Dr  #20 IB,  San  Antonio,  TX  78229  ( 512  ) 
696-9971 

Otolaryngology 

Apr  6-8,  1990 

ANATOMY  OF  THE  NOSE.  Old  Red  Bldg,  The  University  of  Texas 
Medical  Branch,  (iaiveston,  Tex.  C;ategory  1,  AMA  Physician’s  Recogni- 
tion Award;  16  hours.  Contact  Martha  Berlin,  UTMB,  Office  of  Continu- 
ing Education  J-34,  7101  Shearn  Moody  Plaza,  Galveston,  TX  77550 
(409)761-2934 

Otorhinolaryngology 

Apr  ■7-8,  1990 

ENDOSCOPIC  SINUS  SURGERY— SEVENTH  COURSE.  The  University 
of  Texas  Southwestern  Medical  Center.  Dallas.  Fee  S765  with  lab,  S365 
without  lab.  Category  1 , AMA  Physician’s  Recognition  Award;  1 3 hours. 
Contact  Rose  Bayles,  UTSMC,  5323  Harn'  Hines  Blvd,  Dallas,  TX  75235 
(214)688-2166 

Pediatrics 

Apr  18-22,  1990 

THERAPEUTIC  OPTIONS  FOR  PEDIATRIC  INFECTION  Hyatt  Regency 
Hotel,  New  Orleans.  Fee  S350  practitioners,  S250  residents.  Cate- 
gory I,  AMA  Physician’s  Recognition  Award;  24  hours.  Contact  Marian 
Troup,  The  University  of  Texas  Southwestern  Medical  Center,  Depart- 
ment of  Pediatrics,  5323  Harrv  Hines  Blvd,  Dallas,  TX  75235  (214) 
688-2166 

Apr  19-21,  1990 

NATIONAL  PEDIATRIC  INFECTIOUS  DISEASE  SEMINAR.  Hyatt  Re- 
gency Hotel,  New  Orleans.  Fee  $350  practitioners,  $250  residents. 
Contact  Marian  Troup,  UTSMC,  Department  of  (x)ntinuing  Education, 
5323  Harry’  Hines  Blvd,  Dallas,  TX  752.35  ( 214  ) 688-2166 

Apr  20-21,  1990 

4TH  ANNUAL  HEART  OF  TEXAS  CONFERENCE  ON  CURRENT  PROB- 
LEMS IN  PEDIATRICS.  'Waco,  Tex.  Fee  $100.  (Yedit  TBA.  Contact  Penny 
Flood,  Dept  of  Education  and  Training,  Hillcrest  Baptist  Medical  CY-nter, 
Box  5100,  Waco,  TX  76708  (817)  7-56-8681 

Apr  20-21,  1990 

PEDIATRIC  POSTCiRADUATE  SYMPOSIUM.  Jesse  Jones  Library  Bldg, 
Houston.  Fee  $210.  Contact  Carol  Soroka,  Baylor  College  of  Medicine, 
Office  of  Continuing  Education,  One  Baylor  Plaza,  Houston,  TX  77030 
(■713)798-6020 

Psychiatry 

Apr  23-27,  1990 

ALCOHOLISM.  Sheppard  Air  Force  Base,  Tex.  Fee  TBA.  Credit  (Cate- 
gory 1 , AMA  Physician’s  Recognition  Award;  24  hours.  Contact  John  F. 
Butler,  l.t  Colonel,  USAF  Regional  Hospital,  Sheppard/SGHMA-ARC, 
Sheppard  Air  Force  Base,  TX  7631 1-5.300  (817)  851-2715 

Risk  Management 

Apr  3,  1990 

TMA  PRACTICE  MANAGEMENT  DEPARTMENT’S  RISK  PREVENTION 
SKILIX.  Fredonia  Hotel,  Nacogdoches,  Tex.  Fee  $195.  Category  1,  AMA 
Physician’s  Recognition  Award;  1 5 hours.  Contact  Kim  Koschemann, 
Office  of  Practice  Management,  Texas  Medical  Association,  1801  N 
Umar  Blvd,  Austin,  TX  78701  ( 51 2 ) 477-6704 


Apr  4,  1990 

TMA  PRACTICE  MANAGEMENT  DEPARTMENT’S  RISK  PREVENTION 
SKILLS.  Sheraton  Mockingbird  Hotel,  Dallas.  Fee  $195.  Category  1, 
AMA  Physician’s  Recognition  Award;  1 5 hours.  Contact  Kim  Kosche- 
mann, Office  of  Practice  Management,  Texas  Medical  Association,  1801 
N Umar  Blvd,  Austin,  TX  78701  ( 512)  477-6704 

Apr  5,  1990 

TMA  PRACTICE  MANAGEMENT  DEPARTMENT’S  RISK  PREVENTION 
SKILLS.  Embassy  Suites  Granada  Royale  Hotel,  Abilene,  Tex.  Fee  $195. 
C.ategory  1 , AMA  Physician’s  Recognition  Award;  1 5 hours.  Contact 
Kim  Koschemann,  Office  of  Practice  Management,  Texas  Medical  Asso- 
ciation, 1801  N Umar  Blvd,  Austin,  TX  7870 1 ( 512  ) 477-6704 

Apr  5,  1990 

TECHNIQUES  OF  REDUCING  THE  FREQUENCY  OF  MEDICO-LEGAL 
LAWSUITS  USING  PARACOMMUNICATIONS  AND  NEUROLINGUIS- 
TKX.  Houston.  Fee  $75.  Credit  Category-  1,  AMA  Physician’s  Recog- 
nition Award;  2 hours.  Contact  Rosemary  Gafner,  EdD,  ParaCom- 
munications,  Inc,  2500  City  West  Blvd,  Ste  300,  Houston  77042  (713) 
789-3375 

Apr  10,  1990 

TECHNIQUES  OF  REDUCING  THE  FREQUENCY  (4F  MEDICO-LEGAL 
lAWSUlTS  USING  PARACOMMUNICATIONS  AND  NEUROLINGUIS- 
TICS. INNOVA,  Houston.  Fee  $75.  Category-  1,  AMA  Physician’s  Recog- 
nition Award;  2 hours.  Contact  Rosemary-  Gafner,  EdD,  2500  City  West 
Blvd,  Ste  .300,  Houston,  TX  77042  ( 71 3 ) 789-3375 

Apr  19,  1990 

FORENSIC  OBSTETRICS.  Houston.  Fee  $ 1 00.  Category  1 , AMA  Physi- 
cian’s Recognition  Award;  3 hours.  Contact  Rosemary  Gafner,  EdD, 
2500  City-  West  Blvd,  Ste  .300,  Houston,  TX  77042  (713)  789-3375 

Apr  25,  1990 

TECHNIQUES  OF  REDUCING  THE  FREQUENCY  OF  MEDICO-LEGAL 
lAWSUITS  USING  PARACOMMUNICATIONS  AND  NEUROLINGUIS- 
TICS. Houston.  Fee  $75.  Credit  Category-  1,  AMA  Physician’s  Recogni- 
tion Award;  2 hours,  (atntact  Rosemary  Gafner,  EdD,  ParaCommuni- 
cations,  Inc,  2500  City- West  Blvd,  Ste  300,  Houston  77042(713) 
789-3375 

Apr  26.  1990 

TECHNIQUES  OF  REDUCING  THE  FREQUENCY  OF  MEDICO-LEGAL 
LAWSUITS  USING  PARACOMMUNICATIONS  AND  NEUROLINGUIS- 
TICS. Houston.  Fee  $75.  Credit  Category  1,  AMA  Physician’s  Recogni- 
tion Award;  2 hours.  Contact  Rosemary-  Gafner,  EdD,  ParaCommuni- 
cations,  Inc,  2500  City-  West  Blvd,  Ste  300,  Houston  77042(713) 
789-3375 

Apr  28,  1990 

TECHNIQUES  OF  REDUCING  THE  FREQUENCY  OF  MEDICO-LEGAL 
IjVWSLIITS  using  PARACOMMUNICATIONS  AND  NEUROLINGUIS- 
TIC.S.  Houston.  Fee  $75.  Category-  1,  AMA  Physician’s  Recognition 
Award;  2 hours.  Contact  Rosemary-  Gafner,  EdD,  2500  City  West  Blvd, 
Ste  300,  Houston,  TX  77042  (713)  789-3375 

Apr  28,  1990 

FORENSIC  OBSTETRICS.  INNOVA,  Houston.  Fee  $100.  Category  1, 
AMA  Physician’s  Recognition  Award;  3 hours.  Contact  Rosemary 
Gafner,  EdD,  2500  City  West  Blvd,  Ste  300,  Houston,  TX  77042  (713) 
789-3375 

Apr  28,  1990 

PRINCIPLES  OF  MEDICAL  RISK  MANAGEMENT  FOR  PHYSICIANS.  IN- 
NOVA, Houston.  Fee  $125.  Category  1,  AMA  Physician’s  Recognition 
Award;  4 hours.  Contact  Rosemary  Gafner,  EdD,  2500  City  West  Blvd, 
Ste  .300,  Houston,  TX  77042  (713)  789-3375 

Apr  29,  1990 

MEDICO-LEGAL  ISSUES  IN  MEDICAL  RISK  MANAGEMENT.  INNOVA, 
Houston.  Fee  $175.  Category  1,  AMA  Physician’s  Recognition  Award;  2 
hours.  Contact  Rosemary  Gafner,  EdD,  2500  City-  West  Blvd,  Ste  300, 
Houston,  TX  77042  (713)  789-3375 

Sports  Medicine 

Apr  27-28,  1990 

SPORTS  MEDICINE  FOR  PHYSICIANS.  Hyatt  Regency  Hotel,  Lexington, 


Texas  Medicine 


SCOTT&WHITE 


TEXAS  A&M  UNIVERSITY 
College  of  Medicine 


SIXTH  ANNUAL 
FAMILY  MEDICINE  REVIEW 

STOUFFER  AUSTIN  HOTEL 

AUSTIN,  TEXAS 

APRIL  18-22,  1990 

With  Discussions  of  Clinical  Topics  In 


Cardiology 
Oncology 
Gynecology 
Sports  Medicine 
Pulmonary' 


Pediatrics 
Otolaryngology 
Gastroenterology 
Infectious  Diseases 
Obstetrics 


For  more  information  or  to  register,  contact:  Office  of  Continuing  Medical  Education,  Scott  and  White 
Temple,  Texas  76502,  (817)  774-4073. 


a subsidiary  of 

INTEGRATEC 


Tex 

IT 


TexasMedical 

Association 


PHYSICIANS  CARING  FOR  TEXANS 


Health  Care  Collections 


89 


CALL  TOLL-FREE 

FOR  PLACEMENTS  OR  ASSISTANCE 
U800-234-9786 


We  Customize  Accounts  Receivable  Programs 

• Billing  Services  • On-Site  Training  Seminars 


PHYLLIS  j.POHORILLA 

MARKETING  REPRESENTATIVE 
MEDICAL  SERVICES 


• Insurance  Follow-Up 

• Bad  Debt  Collections 


a On-Site  Collectors 
• Competitive  Rates 


DCI»  ONE  FLUOR  DANIEL  DRIVE  • SUITE  B-3«  SUGAR  LAND,  TX.  77478  • (713)  242-7878 


Volume  86  March  1990 


Ky.  Contact  Susan  Gilson,  University  of  Kentucky  College  of  Medicine, 
Dept  of  Continuing  Education,  College  of  Medicine  Office  Building, 
Lexington,  Kf’  40536  0086  ( 606  ) 233-5161 

Urology 

Apr  6-8,  1990 

NORTHEASTERN  SECTION  POSTGRADUATE  SEMINAR,  Chateau 
Champlain,  .Montreal.  Eee  S300  American  Urological  Association  mem- 
bers, 5350  AUA  nonmembers.  Categoiy  1,  AMA  Physician's  Recognition 
Award;  25  hours.  Contact  Alice  Henderson,  AUA  Office  of  Education, 
6'^50  W Loop  South  Ste  900,  Bellaire,  TX  77401  ( ‘’13  ) OOS-^SOO 

MAY 

Cardiology 

May  9-11,  1990 

CLINICAL  ALISCULTATION  OF  THE  HEART.  Georgetown  University 
Conference  Center,  'W  ashington,  DC.  Fee  S365.  Credit  C;ategor>'  1, 

AMA  Physician's  Recognition  Award;  18.5  hours.  Contact  Georgetown 
Llniversiy  .Medical  Center,  Extramural  Programs,  Dept  5080,  VCashing- 
ton,  DC  ( 1-800)  253-4636 

Emergency  Medicine 

May  7-11,  1990 

EMERGENCY  .MEDICINE  .SYMPOSIU.M  1.  Hilton  Beach  and  Tennis  Re- 
sort. San  Diego.  Fee  5450,  5-day  symposium,  5300  3-day  symposium. 
5225  2-day  symposium.  Categoiy  1,  A.MA  Physician's  Recognition 
Award,  Category  1 , American  College  of  Emergency  Physicians.  Pre- 
scribed Hours,  American  Academy  of  Family  Physicians,  Categor\-  2-D, 
American  Osteopathic  Association.  Contact  Office  of  Continuing  Medi- 
cal Education,  Universiy  of  California,  San  Diego,  School  of  .Medicine, 
M-Ol^,  I^  jolla,  CA  92093-0617,  (619)  53-1-3940 

Family  Medicine 

May  20-26,  1990 

2 1ST  FAMILY  .MEDICINE  REVIEW’— SESSION  11.  Hyatt  Regency  Hotel, 
Lexington.  Ky.  Contact  Susan  Gilson.  Universiy  of  Kentucly  College  of 
Medicine.  Dept  of  Continuing  Education,  College  of  .Medicine  Office 
Building,  Lexington,  K\'  40536-0086  ( 606  ) 233-5161 

General  Medicine 

May  19,  1990 

CHOLESTEROL  /VND  LIPID  DISORDERS.  'W’estin  Galleria  Hotel,  Dallas. 
Fee  595  physicians.  550  residents  with  letter  of  verification,  f^ategoy 
I . AMA  Physician's  Recognition  Award;  hours.  Contact  Diane  Pitkin, 
Continuing  Physician  Education,  St  Paul  Medical  Center,  5909  Hary 
Hines  Blvd,  Dallas,  TX  75235  (214)  879-3789 

Genetics 

May  11-13,  1990 

GENETICS  BOARD  REV'IEW  COLIRSE.  Marriott  .Medical  Center,  Hous- 
ton. Contact  Baylor  College  of  Medicine,  Office  of  Continuing  Educa- 
tion, One  Baylor  Plaza,  Houston,  TX  7'’030  ( "'1 3 ) 798-6020 

Neurology 

May  19,  1990 

HOUSTON  EPILEPSY  SYMPOSIUM.  Baylor  College  of  Medicine,  Hous- 
ton. Fee  570.  Contact  Carol  Soroka,  Baylor  College  of  .Medicine,  One 
Baylor  Plaza,  Houston.  TX  77030  (713)  798-6020 

Ophthalmology 

May  18,  1990 

YAG/ARGON  OPHTHALMOLOGY  WORKSHOP  Dallas.  Fee  TBA.  Cate- 
goy  1,  AMA  Physician's  Recognition  Award;  6.5  hours.  Contact  Sindi 
Sonnier,  Continuing  .Medical  Education,  Presbyterian  Hospital  of  Dallas, 
8200  Walnut  Hill  Ln.  Dallas,  TX  ^5231  (214)  696-8458 

.May  23,  1990 

A CLINICAL  DAY  IN  OPH'l  HALMOLOGY:  OCUIAR  AND  ORBITAL 
TRAUMA,  (jarden  (,it\’  Hotel.  Ciarden  City,  NA’.  Fee  5150  practitioners, 
575  residents  and  fellows.  Credit  Categoy  1.  A.MA  Physician’s  Recog- 


nition Award;  hours.  Contact  Ann  Boehme,  CMP,  Long  Island  Jewish 
.Medical  Center,  New  Hyde  Park,  NA'  1 1042  ( ’’18)  470-8650 

Orthopedic  Surgery 

May  18-20,  1990 

SoilTHWESTERN  ORTHOPEDIC  SURGERY  REVIEW.  Loews  Anatole 
Hotel,  Dallas.  Fee  5450.  Categoy  1,  A.MA  Physician's  Recognition 
Award;  25  hours.  Contact  June  Bovill,  Continuing  Education.  The  Lffii- 
versiy  of  Texas  Southwestern  .Medical  Center,  5323  Hary  Hines  Blvd, 
Dalla.s,  TX  •’5235  (214)688-2166 

Pathology 

.May  1^-19,  1990 

CURRENT  ISSliES  IN  SURGICAL  PATHOLOGA’,  IX.  The  Universiy  of 
Texas  Southwestern  .Medical  Center,  Dallas.  Fee  5600  full  course.  5450 
without  glass  slides,  5350  basic  course,  5125  partial  course.  Categoy 
1,  AMA  Physician’s  Recognition  Award;  19  hours.  Contact  Rose  Bayles, 
Continuing  Education,  UTSMC,  5323  Harr^•  Hines  Blvd,  Dallas  TX 
75235  (214)688-2166 

Pediatrics 

May  25-27.  1990 

ADVANCES  IN  PEDIATRICS.  Marriott  Hilton  Head  Resort,  Hilton  Head 
Island,  SC.  Fee  5300  American  Academy  of  Pediatrics  Fellows,  5220 
AAP  C.andidate  Fellows.  5200  AAP  Resident  Fellows,  5365  nonmember 
physicians.  Categoy  1,  A.MA  Physician  s Recognition  Award;  16  hours. 
Contact  Dept  of  Education,  AAP,  Box  92'’,  Elk  Grove  Village,  IL  60009- 
092'  ( 1-800)  433-9016 

Physical  Medicine  and  Rehabilitation 

.May  3-5,  1990 

CLINICAL  APPLICATION  OF  REHABILITATION  TECHNOLOGA’.  Mar 
riott  .Medical  Center,  Houston.  Contact  Baylor  College  of  Medicine, 
Office  of  Continuing  Education,  One  Bavlor  Plaza,  Houston,  TX  77030 
(713)798-6020 

Risk  Management 

May  5,  1990 

PRINCIPLES  OF  .MEDICAL  RISK  MANAGE.MENT  FOR  PHA’SICIANS. 
Houston.  Fee  5125.  Contact  Rosemay  Gafner,  EdD,  Paracommunica- 
tions,  Inc,  2500  City  West  Blvd,  Ste  300,  Houston,  TX  77042  (713) 
789-3375 

May  5,  1990 

FORENSIC  OBSTE  TRICS.  Houston.  Fee  5 1 00.  Contact  Rosemay 
Gafner,  EdD,  Paracommunications,  Inc,  2500  City  W'est  Blvd,  Ste  300, 
Houston,  TX  77042  (713)  789-3375 

May  6,  1990 

TECHNIQUES  OF  REDUCING  THE  FREQUENCY  OF  .MEDICO-LEGAL 
lAW'SLUTS  USING  PARACO.MMUNICATIONS  AND  NEliROLINGUIS- 
TICS.  Houston.  Fee  575.  Credit  Categoy  1,  AMA  Physician's  Recogni- 
tion Award;  2 hours.  Contact  Rosemay  Gafner,  EdD,  ParaCommuni- 
cations,  Inc,  2500  City  West  Blvd,  Ste  300,  Houston,  EX  77042  (713) 
'89-3375 

May  6.  1990 

MEDICO-LEGAL  ISSUES  IN  MEDICAL  RISK  MANAGEMENT.  Houston. 
Fee  5175.  Contact  Rosemay’  Gafner,  EdD,  Paracommunications,  Inc, 
2500  City  West  Blvd,  Ste  300,  Houston,  TX  77030  (713)  789-3375 

May  10,  1990 

T.MA  PRACTICE  MANAGEMENT  DEPARTMENT’S  RISK  PREVENTION 
SKILIX.  W'yndham  Hotel,  Corpus  Christi.  Tex.  Fee  5195.  Categoy  1. 
AMA  Physician's  Recognition  Award;  1 5 hours.  Contact  Kim  Kosche- 
mann.  Office  of  Practice  Management,  Texas  Medical  Association,  1801 
N Lamar  Blvd,  Austin,  TX  7870 1 (512)  477-6704 

.May  1 1,  1990, 

PRINCIPLES  OF  .MEDKAL  RISK  MANAGEMENT  FOR  PHA’SICIANS. 

El  Pa.so,  Tex.  Fee  5125.  Contact  Rosemay  Gafner,  EdD,  Paracommuni- 
cations. Inc,  2500  City  W'est  Blvd,  Ste  300,  Houston,  TX  77030  (71  3) 
789-3375 


Texas  Medicine 


May  11.  1990 

FORKNSK:  OBSTEIRK^S.  hi  Paso,  Tex.  Fee  SI 00.  Contael  Rosemary 
Ciiifaer,  Fell),  Paraeomimmieations,  liie,  2500  C!ity  VC'est  BIvU,  Ste  500, 
Mousion,  TX  77042  (^15)  7«9-5375 

May  12,  1990 

TFCHNIQUES  OF  RFDUCINO  THF  FRFQUFNCY  OF  MFDICO  l.FOAF 
lAWSimS  USING  PARACOMMUNICATIONS  AND  NFUROl.INGUlS 
FIGS.  El  Pa.so,  Tex.  Fee  S^5.  (Tedit  Categore  I , AMA  Physieian's  Reeog- 
nition  Award;  2 hours.  Ca)ntaet  Ro.semaix’  G;ifner,  Edl),  ParaComimini- 
eations,  Inc,  2500  City  West  Blvd,  Ste  500,  Houston,  TX  77042  ("^15) 
■’89-55^5 

May  12,  1990 

Me'dICO  FEGAF  issues  in  medical  risk  MANAGEMENT.  El  Paso, 
Tex.  Fee  SI ^5.  Contact  Ro.semar\-  Giifner,  EdD,  Paraeomimmieations, 
Inc,  2500  City  West  Blvd,  Ste  500,  Houston,  TX  7^050  ('^15)  789-5575 

May  17,  1990 

TECHNIQUES  OF  REDUCING  THE  FRFQUENC7L  OF  MEDICO  LEGAL 
I^WSUITS  USING  PARACOMMUNICATIONS  AND  NEUROLINGUIS 
TICS.  Amarillo,  Tex.  Fee  S75.  Credit  Category'  1,  AMA  Physician’s  Recog- 
nition Award;  2 hours.  Contact  Rosemary  Gafner,  EdD,  ParaCommuni- 
cations,  Inc,  2500  City  West  Blvd,  Ste  500,  Houston,  TX  77042  (715) 
•’89-3575 

May  22,  1990 

TMA  PRACTICE  MANAGEMENT  DEPARTMENT'S  RISK  PREVENTION 
SKILIR.  Westin  Paso  Del  Norte  Hotel,  El  Pa.so,  Tex.  Fee  $195.  Category 
1,  AMA  Physician's  Recognition  Award;  1 5 hours.  Contact  Kim  Kosche- 
mann.  Office  of  Practice  Management,  Texas  Medical  Association,  1801 
N Lamar  Blvd,  Austin,  TX  78701  ( 5 1 2 ) 477-6704 

May  24,  1990 

TECHNIQUES  OF  REDUCING  THE  FREQUENCY  OF  MEDICO-LEGAL 
lAWSUITS  USING  PARACOMMUNICATIONS  AND  NEUROLINGUIS- 
TICS. Corpus  Christi,  Tex.  Fee  $75.  Credit  Category  1,  AMA  Physician’s 
Recognition  Award;  2 hours.  Contact  Rosemary'  Gafner,  EdD,  ParaCom- 
munications,  Inc,  2500  City  West  Blvd,  Ste  500,  Houston,  TX  77042 
(713)  789-3375 

May  26,  1990 

TECHNIQUES  OF  REDUCING  THE  FREQUENCY  OF  MEDICO-LEGAL 
LAWSUITS  USING  PARACOMMUNICATIONS  AND  NEUROLINGUIS 
TICS.  Harlingen,  Tex.  Fee  $75.  Credit  Category  1,  AMA  Physician’s  Rec- 
ognition Award;  2 hours.  Contact  Rosemary  Gafner,  EdD,  ParaCommuni- 
cations,  Inc,  2500  City'  West  Blvd,  Ste  500,  Houston,  TX  77042  (713) 
789-3575 

May  26,  1990 

FORENSIC  OBSTETRICS.  Harlingen,  Tex.  Fee  $ 1 00.  Contact  Rosemary' 
Gafner,  EdD,  Paracommunications,  Inc,  2500  City  West  Blvd,  Ste  500, 
Houston,  TX  77042  (715)  789-3575 

Sports  Medicine 

May  5-12,  1990 

MEDICINE  OF  DIVING.  St  Lucia,  West  Indies.  Fee  $500.  Credit  Cate- 
gory' 1,  AMA  Physician’s  Recognition  Award;  22  hours.  Contact  Helen 
Turcotte  Davis,  Medical  Seminars,  Inc,  One  Elm  Place,  Ste  204,  11107 
Wurzbach  Rd,  San  Antonio,  TX  78250  ( 1-800)  753-1660 

Surgery 

May  3-5,  1990 

CURRENT  TOPICS  IN  GENERAL  SURGERY.  The  University  of  Texas 
Southwestern  Medical  Center.  Dallas.  Fee  $400  practitioners,  $200  sur- 
gical residents.  Category'  1 , AMA  Physician’s  Recognition  Award;  1 8 
hours.  Contact  June  Bovill.  Continuing  Education,  UTSMC,  5523  Harry' 
Hines  Blvd,  Dallas,  TX  75235  ( 21 4 ) 688-2 166 

Trauma 

May  19,  1990 

TRAUMA  SYMPOSIUM.  Hyatt  Regency  Hotel,  Lexington,  Ky.  Contact 
Susan  Gilson,  University  of  Kentucky  College  of  Medicine,  Dept  of 
Continuing  Education,  College  of  Medicine  Office  Building,  Lexington, 
KV'  40536-0086  (606)  233-5161 


JUNE 

Emergency  Medicine 
June  25-29,  1990 

EMERGENCY  MEDICINE  SYMPOSIUM  III  Hilton  Beach  and  Tennis  Re- 
sort, San  Diego  Fee  $450,  5-day  symposium,  $300  3-day  symposium, 
$225  2-day'  symposium.  Ciategory  I,  AMA  Physician’s  Recognition 
Award,  Category  1 , American  College  of  Emergency  Physicians,  Pre- 
.scribed  Hours,  American  Academy  of  Family  Physicians,  Category  2-D, 
American  Osteopathic  Association.  Contact  Office  of  Continuing  Medi- 
cal Education,  University  of  California,  San  Diego,  School  of  Medicine, 
M-017,  La  Jolla,  CA  92093-0617,  (619)  534-3940 

Family  Practice 

June  2,  1990 

FAMIL\'  PRACTICE:  CLINICAL  ENCOUNTERS  1990.  The  University  of 
Texas  Southwestern  Medical  Center,  Dallas.  $95.  Category  1 . AMA  Phy- 
sician’s Recognition  Award;  hours.  Contact  Freddie  Heitman,  Con- 
tinuing Education,  UTSMC,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)688-2166 

Obstetrics  and  Gynecology 

June  10-13,  1990 

FIFTH  ANNUAL  SOUTH  PADRE  ISIAND  OB/G4N  SEMINAR.  Sheraton 
Hotel,  South  Padre  Island,  Tex.  Contact  Vicki  Hollander,  Office  of  Con- 
tinuing Medical  Education,  Texas  Tech  Liniversity  Health  Sciences  Cen- 
ter, Lubbock,  TX  79430  (806  ) 743-2929 

June  13-15,  1990 

4TH  ANNUAL  ISSUES  IN  CARE.  South  Padre  Island,  Tex.  Fee  $350. 
Contact  Dept  of  Continuing  Medical  Education,  Scott  and  White  Me- 
morial Hospital,  2401  S 31st  St,  Temple,  TX  76508  (817)  774-4083 

June  27-30,  1990 

HIGHLIGHTS  IN  WOMEN’S  HEALTH  CARE.  Hotel  Eldorado,  Santa  Fe, 
NM.  Fee  $350.  Contact  Dept  of  Continuing  Medical  Education,  Scott 
and  White  Memorial  Hospital,  2401  S 31st  St,  Temple,  TX  76508  (81"’) 
774-4083 

Oncology 

June  7-8,  1990 

SEVENTH  SYMPOSIUM  ON  NUTRITION  AND  CANCER.  Clark  Clinic 
Bldg  Auditorium,  Ml)  Anderson  Cancer  Center,  Houston.  Contact  Jeff 
Rasco,  Conference  Services,  Box  131,  MD  Anderson  Cancer  Center, 
1515  Holcombe  Blvd,  Houston,  TX  77030  (713)  792-2222 

Ophthalmology 

June  1-2,  1990 

3RD  ANNUAL  CONTACT  LENS  COfiRSE.  Washington  University  Medi- 
cal Center.  St  Louis.  Contact  Cathy  Caruso,  Office  of  Continuing  Medi- 
cal Education,  Washington  liniversity  School  of  Medicine,  660  South 
Euclid,  Box  8063,  St  Louis,  MO  631  10  ( 1-800)  525-9862 

Otolaryngology 

June  14—16,  1990 

UPDATES  IN  OTOIAR'mGOLOGY.  San  Luis  Hotel,  Galveston,  Tex. 
Category'  1,  AMA  Physician’s  Recognition  Award:  14  hours.  Contact 
Martha  Berlin,  The  University  of  Texas  Medical  Branch,  Office  of  Con- 
tinuing Education  J-54,  7101  Shearn  Moody  Plaza,  Galveston,  TX  77550 
(409)  761-2934 

Pediatrics 

June  11-15,  1990 

ACUTE  CARE  PEDIATRICS.  Mariner’s  Inn,  Hilton  Head  Island,  SC.  Con 
tact  Tamara  Greiner,  Baylor  College  of  Medicine,  Office  of  Continuing 
Education,  One  Baylor  Plaza,  Houston,  TX  77030  (713)  798-6020 

June  21-23,  1990 

39TH  ANNUAL  PEDIATRIC  REVIEW.  San  Luis  Hotel,  Galveston,  Tex. 
Contact  Gayle  Norris,  The  University  of  Texas  Medical  Branch,  Office 
of  Continuing  Education  J-34,  7101  Shearn  Moody  Plaza,  Galveston,  TX 
77550  (409)  761-2934 
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June  21-22,  1990 

PEDUTRIC  ADVANCED  LIFE  SUPPORT  Fee  8225.  Contact  Dept  of 
Continuing  Medical  Education,  Scott  and  White  Memorial  Hospital, 
2401  S 31st  St,  Temple,  TX  76508  ( 81 '')  77-t-4083 

Risk  Management 

June  8,  1990, 

PRINCIPLES  OF  MEDICAL  RISK  MANAGEMENT  FOR  PLD  SICIANS. 
Dallas.  Fee  8125.  Contact  Rosemary'  Gafner,  EdD,  Paracommunica- 
tions,  Inc,  2500  City'  West  Blvd,  Ste  300,  Houston,  TX  77030  (713) 
789-3375 

June  8,  1990 

FORENSIC  OBSTETRICS.  Dallas.  Fee  8 1 00.  Contact  Rosemary  Gafner, 
EdD,  Paracommunications,  Inc,  2500  City  West  Blvd,  Ste  300,  Hous- 
ton, TX  77042  ( *^13  ) 789-33'"5 

June  9,  1990 

TECHNIQUES  OF  REDUCING  THE  FREQUENCY  OF  MEDICO-LEGAL 
Ij\WSUITS  using  PARACOMMUNICATIONS  AND  NEUROLINGUIS- 
TICS. Dallas.  Fee  $75.  Credit  Category  1,  AMA  Physician’s  Recognition 
Award;  2 hours.  Contact  Rosemary'  Gafner,  EdD,  Paracommunications, 
Inc,  2500  City-  West  Blvd,  Ste  300,  Houston,  TX  77042  (713)  789-3375 

June  9,  1990 

MEDICO-LEGAL  ISSUES  IN  MEDICAL  RISK  MANAGEMENT.  Dallas.  Fee 
$175.  Contact  Rosemary  Gafner,  EdD,  Paracommunications,  Inc.  2500 
City  West  Blvd,  Ste  300,  Houston,  TX  77030  (^13)  ■;^89-3375 

June  14,  1990 

TECHNIQUES  OF  REDUCING  THE  FREQUENCTf  OF  MEDICO-LEGAL 
lAWSUITS  USING  PARACOMMUNICATIONS  AND  NEUROI.INGUIS 
TICS.  Lufkin,  Tex.  Fee  875.  Credit  Category  1,  AMA  Physician’s  Recogni- 
tion Award;  2 hours.  Contact  Ro.semary  Gafner,  EdD,  Paracommuni- 
cations, Inc,  2500  City'  West  Blvd,  Ste  300,  Houston,  TX  770-t2  (713) 
789-3375 

June  20,  1990 

TECHNIQUES  OF  REDUCING  THE  FREQUENCY  OF  MEDICO-LEGAL 
lAWSUITS  USING  PARACOMMUNICATIONS  AND  NEUROLINGUIS- 
TICS. Lubbock,  Tex.  Fee  Credit  Category  I,  AMA  Physician's  Recog- 
nition Award;  2 hours.  Contact  Rosemary'  Gafner,  EdD,  Paracommuni- 
cations, Inc,  2500  City  West  Blvd,  Ste  300,  Houston,  TX  770-t2  (^13) 
789-3375 

June  21,  1990 

TECHNIQUES  OF  REDUCING  THE  FREQUENCY  OF  MEDICO-LEGAL 
lAWSUITS  USING  PARACOMMUNICATIONS  AND  NEUROLINGUIS 
TICS.  San  Angelo.  Tex.  Fee  $75.  Credit  Category-  1,  AMA  Physician’s  Rec- 
ognition Award;  2 hours.  Contact  Rosemary-  Gafner,  EdD,  Paracommuni- 
cations, Inc,  2500  City-  West  Blvd,  Ste  300,  Houston,  TX  77042  (713) 
789-3375 

June  23,  1990, 

PRINCIPLES  OF  MEDICAL  RISK  MANAGEMENT  FOR  PHYSICIANS.  San 
Antonio,  Tex.  Fee  $125.  Contact  Rosemary  Gafner,  EdD,  Paracom- 
munications, Inc,  2500  City  West  Blvd,  Ste  300,  Houston,  TX  77030 
(713)  789-3375 

June  23,  1990 

FORENSIC  OBSTETRICS.  San  Antonio,  Tex.  Fee  $100.  Contact  Rose 
Q mary  Gafner,  EdD,  Paracommunications,  Inc,  2500  City  West  Blvd,  Ste 
“ 300,  Houston,  TX  77042  (713)  789-3375 


Urology 
June  2-7,  1990 

BASIC  SCIENCES  FOR  UROLOGY  RESIDENTS,  University  of  Virginia, 
Charlottesville,  Va,  Fee  $300.  Category  1,  AMA  Physician’s  Recognition 
Award;  40-50  hours.  Contact  Kim  Ishee,  AUA  Office  of  Education, 
6750  W Loop  South,  Ste  900,  Bellaire,  TX  77401  (713)  665-7500 

June  7-9,  1990 

FRONTIERS  IN  ENDOSURGER5’:  FLEXIBLE  ENDOSCOPY.  lASER  SUR- 
GERY, AND  ENDOUROLOGICAI.  TECHNIQUES.  Washington  University 
Medical  Center,  St  Louis.  Contact  Cathy  Caruso,  Office  of  Continuing 
Medical  Education,  Washington  University  School  of  Medicine,  660 
South  Euclid,  Box  8063,  St  Louis,  MO  631  U)  ( 1-800)325-9862 


JULY 

Advanced  Cardiac  Life  Support 

July  6-7.  1990 

Scott  and  White  Memorial  Hosp,  Temple,  Tex.  Fee  $175.  Contact  Dept 
of  Continuing  Medical  Education,  Scott  and  White  Memorial  Hospital, 
2401  S 31st  St,  Temple,  TX  76508  (81'7)  774-4083 

Advanced  Trauma  Life  Support 

July  12-13,  1990 

Scott  and  White  Memorial  Hosp,  Temple,  Tex.  Fee  $475.  Contact  Dept 
of  Continuing  Medical  Education,  Scott  and  White  Memorial  Hospital, 
2-401  S 31st  St,  Temple,  TX  76508  (817)  774-4083 

Obstetrics  and  Gynecology 

July  28- Aug  3,  1990 

ISSUES  IN  PRENATAL  DIAGNOSIS  AND  MANAGEMENT,  Snowmass  Vil- 
lage, Colo.  Fee  $475.  Contact  Dept  of  Continuing  Medical  Education, 
Scott  and  White  Memorial  Hospital,  2401  S 31st  St,  Temple,  TX  76508 
(817)  774-4083 

July  20-Aug  1,  1990 

2ND  ANNUAL  TEXAS  TECH  UNIVERSITY  OB/GYN  SYMPOSIUM,  Jack- 
son  Hole,  Wyo.  Fee  $250.  Credit  Category  1,  AMA  Physician’s  Recogni- 
tion Award;  1 3 hours.  Contact  Vicki  Hollander,  Office  of  Continuing 
Medical  Education,  Texas  Tech  University-  Health  Sciences  Center,  Lub- 
bock, TX  79430  (806)  742-2929 

Oncology 

July  16-18,  1990 

MEDICAL  APPLICATIONS  OF  LASER  IRRADUTION:  DOSIMETRY 
PROBLEMS.  Clark  Clinic  Bldg  Auditorium,  MD  Anderson  Cancer  Cen- 
ter, Houston.  Contact  Jeff  Rasco,  Conference  Services,  Box  131,  MD 
Anderson  Cancer  Center,  1515  Holcombe  Blvd,  Houston,  TX  770.30 
(713)792-2222 

Risk  Management 

July  13,  1990, 

PRINCIPLES  OF  MEDICAL  RISK  MANAGEMENT  FOR  PHYSICIANS.  San 
Antonio,  Tex.  Fee  $125.  Contact  Rosemary  Gafner,  EdD,  Paracom- 
munications, Inc,  2500  City  West  Blvd,  Ste  300,  Houston,  TX  77030 
(713)  789-3375 

July  13,  1990 

FORENSIC  OBSTETRICS.  San  Antonio,  Tex.  Fee  $100.  Contact  Rose- 
mary Gafner,  EdD,  Paracommunications,  Inc,  2500  City  West  Blvd,  Ste 
300,  Houston,  TX  77042  (713)  789-3375 

July  14.  1990 

TECHNIQUES  OF  REDUCING  THE  FREQUENCY  OF  MEDICO-LEGAL 
lAWSUITS  USING  PARACOMMUNICATIONS  AND  NEUROI.INGUIS- 
TIC;S.  San  Antonio,  Tex.  Fee  $75.  Credit  Category  1,  AMA  Physician’s 
Recognition  Award;  2 hours.  Contact  Rosemary  Gafner,  EdD,  Paracom- 
munications, Inc,  2500  City  West  Blvd,  Ste  300,  Houston,  TX  77042 
(713)  789-3375 

July  14,  1990 

MEDICO  LEGAL  ISSUES  IN  MEDICAL  RISK  MANAGEMENT.  San  An- 
tonio, Tex.  Fee  $175.  Contact  Rosemary  Gafner,  EdD,  Paracommunica- 
tions, Inc,  2500  City  West  Blvd,  Ste  300,  Houston,  TX  770.30  (713) 
789-3375 

July  19,  1990 

TECHNIQUES  OF  REDUCING  THE  FREQUENCY  OF  MEDICO-LEGAL 
LAWSUITS  USING  PARACOMMUNICATIONS  AND  NEUROLINGUIS- 
TICS. Wichita  Falls,  Tex.  Fee  $75.  Credit  Category  1,  AMA  Physician’s 
Recognition  Award;  2 hours.  Contact  Rosemary  Gafner,  EdD,  Paracom- 
munications, Inc,  2500  City  West  Blvd,  Ste  300,  Houston,  TX  77042 
(713)  789-3375 

July  21,  1990, 

PRINCIPLES  OF  MEDICAL  RISK  MANAGEMENT  FOR  PHYSICIANS. 
Amarillo,  Tex.  Fee  $125.  Contact  Rosemary  Gafner,  EdD,  Paracom- 
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^ AWARD 


Presenting 
the  winners  of  the  1989 
Roche  President’s  Achievement  Awards 


Roche  Laboratories  is  proud  to  honor  these  outstanding  sales  representatives, 
chosen  for  their  unparalleled  dedication  to  the  healthcare  field,  professionalism 
and  consistent  high  level  of  performance.  Please  join  us  in  congratulating  these 
exceptional  individuals. 


Deborah  L. 
Brasier 


John  R. 
Hall 


Kermit  J. 
Hoover 


Smith  L.  Don  R.  Karl  A. 

Miller  Pettke  Schultz 


Glenn  J. 
Horstdaniel 


Lisa  F. 
McGlone 


James  W. 
Tollett 


Turn  to  the  following  page  eind  find  out  how  your  award-winning 
Roche  representative  can  help  both  you  and  your  patients. 


Your  Roche  Representative 
Would  Like  You  To  Have 
Something  That  Will... 


. . . improve  patient  satisfaction  with  office  visits. 

. . . improve  patient  compliance  with  your  instructions. 
. . . reduce  follow-up  calls  to  clarify  instructions. 


Roche  product  booklets  . . . 

• offer  a supplement  to,  not  a substitute  for,  patient  contact. 

• support  your  specific  instructions  to  the  patient. 

• provide  a long-term  reinforcement  of  your  oral  counseling. 

• are  available  in  Spanish. 

Because  you  are  the  primary  source  of  medical  information  for  your  patients, 
we  invite  you  to  look  over  the  Roche  product  booklets  shown  below.  Ask 
your  Roche  representative  for  the  new  catalog  brochure  of  patient  education 
materials  and  for  a complimentary  supply  of  those  booklets  applicable  to  your 
practice,  including  the  WHAT  IF  Book  in  large  type. 
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ME 
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EDUCATION 


Working  today  for  a healthier  tomorrow 


Texas  Medicine 


DIAGNOSTIC  CLINIC  OF  HOUSTON 


DCH 


INTERNAL 

MEDICINE 

ALLERGY 

Arthur  T.  Pedersen,  MD 

CARDIOVASCULAR  DISEASE 

Michael  B.  Raine,  MD 
Michael  A.  Modelski,  MD 
Sigmund  W.  Friedland,  MD 
Boguslaw  Godlewski,  MD 
John  W.  Kirk,  MD 
Jackie  Mullins,  MD 

DERMATOLOGY 

Samuel  F.  Bean,  MD 

ENDOCRINOLOGY  & 
METABOLIC  DISEASES 

R.  Frederick  Gregory,  MD 
Thomas  J.  Hanson,  MD 
Richard  D.  Jablonski,  MD 
Brian  R.  Tulloch,  MD 

GASTROENTEROLOGY 

W.  Tom  Arnold,  MD 
Belton  G.  Griffin,  MD 
Frederick  R.  Lummis,  MD 
Dean  C.  Solcher,  MD 
Margaret  E.  Bridges,  MD 
Daniel  E.  Whitman,  MD 

GERIATRICS 

Eugene  M 


HEMATOLOGY 

Edmund  N.  Gouldin,  MD 
George  T.  Conklin,  MD 

INFECTIOUS  DISEASES 

Lewie  L.  Travis,  MD 
George  Burnazian,  MD 
Penny  A.  Jaffe,  MD 

INTERNAL  MEDICINE 

Jeffrey  Zatorski,  MD 
Paul  T.  Forth,  MD 
Ronald  R.  Galfione,  MD 
Christopher  P.  Robben,  MD 
Steve  Rosenbaum,  MD 
James  V.  Ryan,  MD 
Theresa  Vicroy,  MD 
Debra  R.  Zimmerman,  MD 
Richard  W.  Zimmerman,  MD 

NEUROLOGY 

Donald  J.  Russell,  MD 
George  Isaacs,  MD 
Ernesto  Infante,  MD 
Robert  W.  Fayle,  MD 
Reed  B.  Young,  MD 

NUCLEAR  MEDICINE 


ONCOLOGY 

J.  Peter  Sullivan,  MD 
Harry  R.  Price,  MD 
Edward  Middleman,  MD 
Martin  Hrgovcic,  MD 
Elizabeth  W.  Rogg,  MD 


Hoyt,  MD 


William  L.  Hinds,  MD 
C.  P.  Eldridge,  MD 
Joe  B.  Wilson,  MD 
Richard  J.  Frachtman,  MD 


6448  FANNIN 
HOUSTON,  TEXAS  77030 
(713)  797-9191 

TEXAS  MEDICAL  CENTER 


PATHOLOGY 

Paul  B.  Radelat,  MD 
Ashok  M.  Balsaver,  MD 

PULMONARY  DISEASE 

Gene  R.  Lindley,  MD 
Martin  L.  Kaplan,  MD 
Ana  E.  Roman,  MD 

RADIOLOGY 

William  L.  Hinds,  MD 
C.  P.  Eldridge,  MD 
Charles  A.  Spain,  MD 
Joe  B.  Wilson,  MD 
Howard  J.  Pollock,  MD 
Richard  J.  Frachtman,  MD 
Susan  S.  Pinero,  MD 
Gregory  S.  Chapman,  MD 
Josie  S.  Timm,  MD 

RHEUMATOLOGY 

John  E.  Norris,  MD 

ADMINISTRATION 

Robert  B.  Hall, 
Administrator 

Joan  R.  McClung, 
Associate  Administrator 
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munications,  Inc,  2500  City  West  Blvd,  Ste  300,  Houston,  TX  77030 
(■'13)  789-3375 

July  21,  1990 

FORENSIC  OBSTE  TRICS.  Amarillo,  Tex.  Eee  S 1 00.  Contact  Rosemary 
Gafner,  EtlD.  Paracommunications,  Inc.  2500  City’  West  Blvd,  Ste  300, 
Houston,  TX  77042  ( 71 3 ) 789-3375 

July  27,  1990. 

PRiNCIPLES  OE  MEDICAL  RISK  MANAGEMENT  FOR  PETiSICIANS. 
Corpus  Christi,  Tex.  Fee  SI 25.  Contact  Roseman’  Gafner.  EdD,  Para- 
communications, Inc,  2500  City’  West  Blvd,  Ste  300,  Houston,  TX 
77030  (713)  789-3375 

July  27.  1990 

FORENSIC  OBSTETRICS.  Corpus  Christi.  Fee  SI 00.  Contact  Roseman’ 
Gafner,  EdD,  Paracommunications,  Inc,  2500  City  W'est  Blvd,  Ste  300, 
Houston,  TX  77042  (713  ) 789-3375 

July  28,  1990 

TECHNIQUES  OE  REDUCING  THE  FREQUENCY  OF  MEDICO-LEGAL 
LAW  SUITS  USING  PARACOMMUNICATIONS  AND  NEUROLINGUIS- 
TICS. Corpus  Christi,  Tex.  Eee  $75.  Credit  Category’  1 , AMA  Physician's 
Recognition  Award;  2 hours.  Contact  Rosemary'  Gafner,  EdD,  Para- 
Communications,  Inc,  2500  City'  West  Blvd,  Ste  300,  Houston,  TX 
77042  (■'13)  789-3375 

July  28,  1990 

MEDICO-LEGAL  ISSUES  IN  MEDICAL  RISK  MANAGEMENT.  Corpus 
Christi.  Fee  SI 75.  Contact  Rosemary  Gafner,  EdD,  Paracommunica- 
tions, Inc,  2500  City  W'est  Blvd,  Ste  300,  Houston,  TX  7‘''030  (713) 
789-3375 

Sports  Medicine 

July  5-7,  1990 

8TH  ANNUAL  INNOVATIONS  IN  SPORTS  MEDICINE.  San  Luis  Hotel, 
Galveston,  Tex,  Contact  Gayle  Norris,  The  University  of  Texas  Medical 
Branch,  Office  of  Continuing  Education  J-34,  7101  Shearn  Moody  Plaza, 
Galveston,  TX  77550  (409)  761-2934 

AUGUST 

Emergency  Medicine 

Aug  20-24,  1990 

EMERGENCE  MEDICINE  SYMPOSIUM  11.  UJolla  Marriott  Hotel,  U 
Jolla,  Calif  Fee  S450,  5-day’  symposium,  $300  3-day’  symposium,  S225 
2-day’  symposium.  Category  1,  AMA  Physician’s  Recognition  Award; 
Category’  1 , American  College  of  Emergency  Physicians;  Prescribed 
Hours,  American  Academy  of  Family  Physicians;  Category’  2-D,  Ameri- 
can Osteopathic  Association.  Contact  Office  of  Continuing  Medical 
Education,  Llniversity  of  California,  San  Diego,  School  of  Medicine, 
M-017,  La  Jolla,  CA  92093-0617,  (619)  534-3940 

General  Medicine 

Aug  4,  1990 

CANCER;  PREVENTION  AND  EARLY  DETECTION  Westin  Hotel  Gal- 
leria, Dallas.  Fee  $95  practitioners,  $50  residents  with  letter  of  verifica- 
tion. Category  1,  AMA  Physician’s  Recognition  Award;  7 hours.  Contact 
Diane  Pitkin,  Continuing  Medical  Education,  St  Paul  Medical  Center, 
5909  Harry’  Hines  Blvd,  Dallas  75235  (214)  879-3789 

Internal  Medicine 

Aug  5-10,  1990 

NINTH  ANNUAL  INTERNAL  MEDICINE  REVIEW.  South  Padre  Island, 
Tex.  Pee  $425.  Contact  Dept  of  Continuing  Medical  Education,  Scott 
and  W'hite  Memorial  Hospital,  2401  S 31st  St,  Temple,  TX  76508  (817) 
774-4083 

Risk  Management 

Aug  10,  1990, 

PRINCIPLES  OF  MEDICAL  RISK  MANAGEMENT  FOR  PHA'SICIANS. 
Harlingen,  Tex.  Fee  $125.  Contact  Rosemary’  Gafner,  EdD,  Paracom- 
munications, Inc.  2500  City’  West  Blvd,  Ste  300,  Houston,  TX  77030 
(■’13)  ■'89-3375 


Aug  10,  1990 

EORENSIC  OBSTETRICS.  Harlingen,  Tex,  Fee  $100.  Contact  Rosemary 
Gafner,  EdD,  Paracommunications,  Inc,  2500  City  West  Blvd,  Ste  300, 
Houston,  TX  77042  (713)  789-3375 

Aug  11,  1990 

TECHNIQUES  OP  REDUCING  THE  FREQUENCY  OP  MEDICO-LEGAL 
lAWSUITS  USING  PARACOMMUNICATIONS  AND  NEUROLINGUIS- 
TICS. Harlingen,  Tex.  Fee  $75.  Credit  Category  1,  AMA  Physician’s  Rec- 
ognition Award;  2 hours.  Contact  Rosemary-  Gafner,  EdD,  Paracommuni- 
cations, Inc,  2500  City’  West  Blvd,  Ste  300,  Houston,  TX  77042  (713) 
789-3375 

Aug  11,  1990 

MEDICO-LEGAL  ISSUES  IN  MEDICAL  RISK  MANAGEMENT.  Harlingen, 
Tex.  Fee  $175.  Contact  Rosemary-  Gafner,  EdD,  Paracommunications, 
Inc,  2500  City’  West  Blvd,  Ste  300,  Houston,  TX  77030  (713)789-3375 

Aug  15,  1990, 

PRINCIPLES  OP  MEDICAL  RISK  MANAGEMENT  FOR  PHYSICIANS.  El 
Paso,  Tex.  Pee  $125.  Contact  Rosemary  Gafner,  EdD,  Paracommunica- 
tions, Inc,  2500  City  West  Blvd,  Ste  300,  Houston,  TX  77030  (713) 
789-3375 

Aug  15.  1990 

FORENSIC  OBSTETRICS.  El  Paso,  Tex.  Pee  $100.  Contact  Rosemary 
Gafner,  EdD,  Paracommunications,  Inc,  2500  City  West  Blvd,  Ste  300, 
Houston,  TX  77042  (713)  789-3375 

Aug  16,  1990 

TECHNIQUES  OF  REDUCING  THE  FREQUENCY  OF  MEDICO-LEGAL 
LAWSUITS  USING  PARACOMMUNICATIONS  AND  NEUROLINGUIS- 
I’lCS.  El  Paso,  Tex.  Fee  $75.  Credit  Category  1 , AMA  Physician’s  Recog- 
nition Award;  2 hours.  Contact  Rosemary  Gafner,  EdD,  Paracommuni- 
cations, Inc,  2500  City  West  Blvd,  Ste  300,  Houston,  TX  77042  (713) 
■'89-3375 

Aug  18,  1990, 

PRINCIPLES  OF  MEDICAL  RISK  MANAGEMENT  POR  PHYSICIANS.  San 
Angelo,  Tex.  Pee  $125.  Contact  Rosemary'  Gafner,  EdD.  Paracommuni- 
cations, Inc,  2500  City  West  Blvd,  Ste  300,  Houston,  TX  77030(713 ) 
789-3375 

Aug  18,  1990 

FORENSIC  OBSTETRICS.  San  Angelo,  Tex.  Pee  $100.  Contact  Rose- 
mary Gafner,  EdD,  Paracommunications,  Inc,  2500  City  West  Blvd,  Ste 
300,  Houston,  TX  77042  (713)  789-3375 


VIDEO  PROGRAMS  FOR  CME  CREDIT 


AMERICAN  MEDICAL  TELEVISION 

American  Medical  Television  is  shown  every'  Sunday  10  am—  12  Noon 
EST  on  the  Discovery  Channel.  Instructions  for  obtaining  Category  1 
credit  are  provided  during  the  programming.  Contact  Melissa  Shear, 
American  Medical  Association,  Division  of  Communications  and  Radio, 
Television  and  Film  Services,  535  N Dearborn  St,  Chicago,  IL  60610 
(312)  645-4393-  AMA  Video  Clinic  tapes  also  are  available  on  loan 
from  the  Texas  Medical  Association’s  Library.  Contact  Carolyn  Thomp- 
son, TMA  Library,  1 80 1 N Lamar  Blvd,  Austin,  TX  78701  (512) 
477-6704,  ext  195 

March 

Mar  4,  1990,  10  am-  1 1 am 

AMA  VIDEOCLINIC:  OBESITY  AND  OVERWEIGHT— PART  1.  Cate- 
gory 1,  AMA  Physician’s  Recognition  Award;  0.5  hours 

Mar  4,  1990,  1 1 :30  am—  1 2 noon 

AMA  SPECIAL  REPORT:  RESIDENT  PHYSICIAN  WORK  HOUR 
REGULATIONS 

Mar  11,  1990,  10  am— 11  am 

AMA  VIDEOCLINIC:  OBESITY’  AND  OVERWEIGHT— PART  2.  Cate- 
gory 1,  AMA  Physician’s  Recognition  Award;  0.5  hours 


Texas  Medicine 


Mar  1 1,  1990,  1 1 am-  1 1:30  am 

AMA  SPEC:iAl.  REPORT:  in  PER  PENSION:  A NEV(  PERSPECTIVE 

Mar  1 1,  1990,  1 1:30  am—  12  noon 
AMA  SPEC:iAI,  REPORT  ON  NT  1 RI  l lON 

Mar  18,  1990,  10  am- 1 1 am 

AMA  SPECIAL  PRESENTA  I'lON:  DNA  PROBES  IN  I'HE  PRAC:T1C:E  OE 
MEDIC:iNE 

Mar  18,  1990,  1 1 am-  1 1:30  am 

AMA  SPECIAL  REPORT:  STD  S:  EHE  SILENT  EPIDEMIC 
Mar  18,  1990,  11.30  am— 12  noon 

AMA  SPECTAL  REPORT:  COST  EEEEC  I IVE  DISPOSAL  OF  HAZARDOUS 
VCASI'E 

Mar  2S,  1990,  10  am-  10:30  am 

AMA  SPECIAL  REPORT:  MEDICINE  IN  ACTION:  RELIEF  TO  ROMANIA 

Mar  25,  1990,  1 1 am— 12  noon 
VC  ASHINCiTON  MEDICAL  ROUNDS 


TELECONFERENCE  NETWORK  OF  TEXAS 

March 

Mar  1,  1990 

CURRENT  ISSUES  IN  WOMEN’S  HEALTH:  CONTRACEPTION  IN  THE 
‘90S.  Fee  S"’5  for  1 — 5 people,  SIO  per  each  additional  person.  Cate- 
gory- 1.  AMA  Physician’s  Recognition  Award;  1 hour.  Contact  Kathy 
Dick,  The  University  of  Texas  Health  Sciences  Center,  7703  Floyd  Curl 
Drive,  San  Antonio,  TX  ■’8284-7978  ( 512  ) 56"’-2700 

Mar  15,  1990 

CURRENT  ISSUES  IN  WOMEN’S  HEALTH:  PREVENTION  OF  OSTEO 
POROSIS  IN  THE  POST  MENOPAUSAL  PATIENT.  Fee  875  for  1-5 
people,  SIO  per  each  additional  person.  Category  I,  AMA  Physician’s 
Recognition  Award;  1 hour.  C^ontact  Kathy  Dick,  The  University  of 
Texas  Health  Sciences  Center,  7703  Floyd  Curl  Drive,  San  Antonio,  TX 
^8284-7978  (512)  56‘’-2'’00 

Mar  29,  1990 

ACNE.  Fee  S75  for  1 — 5 people,  SIO  per  each  additional  person.  Cate- 
gory 1 , AMA  Physician’s  Recognition  Award;  1 hour.  Contact  Kathy 
Dick,  The  Liniversity’  of  Texas  Health  Sciences  Center,  7703  Floyd  Curl 
Drive,  San  Antonio,  TX  7828-4-7978  (512)  567-2700 

April 

Apr  12,  1990 

SKIN  TLIMORS.  Fee  S75  for  1 — 5 people,  SIO  per  each  additional  per- 
son. Category  1,  AMA  Physician’s  Recognition  Award;  1 hour.  Contact 
Kathy  Dick,  The  University  of  Texas  Health  Sciences  Center,  7703 
Floyd  Curl  Drive,  San  Antonio.  TX  78284-7978  (512)  567-2700 

Apr  26,  1990 

OFFICE  PROCEDURES  IN  DERMATOLOGY.  Fee  S75  for  1-5  people, 
SIO  per  each  additional  person.  Category-  1,  AMA  Physician’s  Recogni- 
tion Award;  1 hour.  Contact  Kathy  Dick,  The  University  of  Texas 
Health  Sciences  Center,  7703  Floyd  Curl  Drive,  San  Antonio,  TX 
•’8284-7978  (512)  567-2700 

May 

May  10,  1990 

COSMETIC  DERMATOLOGY.  Fee  $75  for  1-5  people,  $10  per  each 
additional  person.  Category  1,  AMA  Physician’s  Recognition  Award;  1 
hour.  Contact  Kathy  Dick,  The  University  of  Texas  Health  Sciences 
Center,  7"^03  Floyd  Curl  Drive,  San  Antonio,  IX  78284-7978  (512) 
567-2700 


PRACTICE  MANAGEMENT  WORKSHOPS 

The  following  are  practice  management  workshops  and  seminars  spon- 
sored hy  the  Texas  Medical  Association.  For  further  information,  con- 
tact the  Dept  of  Practice  .Management,  Texas  .'Vledical  As.sociation, 

1801  N Lamar  Blvd,  Austin,  TX  ^8"’01  (512)  477-6704. 

MARCH 

RISK  PREVENTION  SKIl.lS.  C;ategory  1, 
Award;  1 5 hours 

Mar  6,  1990,  .Midland 

Mar  27,  1990,  Houston 

AMA  Physician's  Recognition 

APRIL 

RISK  PREVENTION  SKILLS.  Category  1 , 
Award;  1 5 hours 

Apr  3.  1990,  Midland 

Apr  4,  1990,  Dallas 

Apr  5,  1990,  Ahilene 

A.MA  Physician’s  Recognition 

UNDERSTANDING  AND  IMPROVING  3RD  PARIY  REIMBIIRSE.MENT 
Apr  10,  1990,  Austin 

Apr  11.1 990.  San  Antonio 

Apr  I"”,  1990,  Houston 

Apr  18,  1990,  Fort  Worth 

Apr  20.  1990,  Tyler 

Apr  24,  1990,  Dallas 

Apr  25,  1990,  Amarillo 

Apr  27,  1990,  Corpus  (Christ! 

MAY 

RISK  PREVENTION  SKILLS.  Category  1. 
Award;  1 5 hours 

May  10.  1990,  (Corpus  Christ! 

May  22,  1990,  El  Paso 

AMA  Physician’s  Recognition 

JUNE 

RISK  PREVENTION  SKILIX.  Category  1, 
Award;  1 5 hours 

June  4,  1990,  Tyler 

June  5,  1990,  Austin 

A.MA  Physician’s  Recognition 

BASIC  ICD-9-CME  CODING 

June  4,  1990.  Austin 

June  6,  1990,  San  Antonio 

June  8,  1990,  Tyler 

June  1 1,  1990,  Corpus  Christ! 

June  12,  1990,  Houston 

June  14,  1990,  Dallas 

June  18,  1990,  Lubbock 

CALENDAR  OF  MEETINGS  ■ Denotes  Texas  .Meetings 

MARCH 

AMERICAN  ACADEM4'  OF  ALLERGY  AND  IMMUNOLOGY  ANNIIAL 
MEETING,  Baltimore,  Md,  Mar  23-28,  1990.  Contact  AAAI,  61  1 
E Wells  St,  Milwaukee,  WI  53202  (414)  272-60^1 

AMERICAN  COLLEGE  OF  CARDIOLOGY  ANNUAL  MEETING,  New  Or 
leans.  Mar  18-22,  1990.  Contact  ACC,  9111  Old  Georgetown  Rd, 
Bethesda,  MD  20814  (301  ) 897-5400 

AMERICAN  COLLEGE  OF  EMERGENCY  PHYSICIANS  ANNl'AI.  MEET 
ING,  Tucson,  Mar  12-15,  1990.  Contact  ACER  PO  Box  61991  1, 
Dallas,  TX  ‘’526 1-9911  (214)  550-09 1 1 

AMERICAN  SOCdETV  FOR  CLINICAL  PHARMACOLOGY  AND  THERA 
PEUTICS  ANNIIAL  MEETING,  San  Francisco,  Mar  21-23,  1990.  Con- 
tact ASCPT,  1"'18  Gallagher  Rd,  Norristown,  PA  19401-2800  (215) 
825-3838 
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Just  a fraction  of  what  we  spend  on 
entertainment  could  be  music  to  someone ’s  ears. 


It  takes  so  little  to  help  so  much. 


Just  a small  part  of  our  extra 
time  and  money  can  have  such  a 
big  impact  on  society’s  problems. 

Millions  of  people  have 
helped  establish  five  percent 


of  their  incomes  and  five  hours 
of  volunteer  time  per  week 
as  America’s  standard  of  ^ving. 

Get  involved  with  the  causes 
you  care  about  and  give  five. 


Texas  Medicine 


At  Medical  IVotective,  for  our 

doctors  is  our  muulicr  one  [uiorit^'.  \\c  know 
we  re  not  just  insuring  your  tinances.  We  re 
protecting  your  professional  reputation,  an 
asset  no  amount  of  insurance  can  replace. 

And  when  we  go  to  battle,  our  winning 
record  is  unsur])assed.  The  reasons  are 
simple. 

First,  no  one  knows  more  about  defending 
doctors  than  we  do.  We  invented  professional 
liability'  insurance  90  years  ago  and  have 
been  defending  doctors  ever  since. 

Second,  since  our  inception  we  have 
employed  only  the  most  experienced  and 
skilled  malpractice  lawyers  in  your  area.  We 
will  never  waver  from  this  commitment. 

Third,  commitment  of  this  kind  requires 
financial  strength  and  stability.  With  nearly 
a billion  dollars  in  assets  and  a continuous 
A.M.  Best  A+  (Superior)  rating,  we  don’t 
have  to  make  individual  case  decisions 
based  on  the  bottom  line.  We  have  the 
financial  clout  to  do  whatever  it  takes  to 
serve  our  doctors. 

II  you  would  like  this  kind  of  aggressive 
defense  in  your  corner,  don’t  wait.  Call  Tlie 
Medical  Protective  Company  General  Agent 
in  your  area  today. 
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America’s  premier  professional  liability  insurer. 


Offices  in  Dallas,  Bruce  Grim,  Keith  H.  Prince,  Charles  F.  Curtice,  Daniel  S.  Marley,  (214)  821-4640  • Ilnuston,  L.  Wayne  Kirk, 
Rick  D.  Bolin,  John  Bedin^field,  (715)  465-4445  • San  Anlonio,  Michael  Rollans,  Thomas  A.  Weisman,  (512)  490-1081 
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FEDERACION  DE  ASOCIACIONES  MEXICANAS  DE  DIABETES  AN- 
NUAL MEETING.  Guadalajara,  Jalisco,  Mexico,  Mar  22—24,  1990.  Con- 
tact Jaime  A.  Davidson,  MD,  7777  Forest  Ln,  Ste  B-445,  Dallas,  TX 
■752.40  (214)  661  ■7020 

■NEUROFIBROMATOSIS  FOUNDATION  SY  MPOSIUM,  Austin,  Tex,  Mar 
22,  1990.  Contact  Kay  Mayo,  .4109  Sasparilla  Cove,  Austin,  TX  "78748 
(512)280-1622 

■TEXAS  ACADEMY  OF  FAMILY  PHYSICIANS,  C.  FRANK  WEBBER  IN 
TERIM  SESSION.  Au.stin.  Tex,  Mar  2,  1990.  Contact  Carlisle  Pearson, 
8'73.4  Shoal  Creek  Blvd,  Austin,  TX  '’8766  (512)451  -823-7 

APRIL 

AMERICAN  ACADEM3  OF  NEIIROLOGY  ANNUAL  MEETING,  Miami 
Beach,  Fla,  Apr  .30— May  6,  1990.  Contact  AAN,  2221  Univer,sir\’  Ave 
SE,  Ste  335,  Minneapolis,  MN  55414  (612 ) 623-81 15 

AMERK:AN  ASSOCIA  TION  OF  NEUROLOGICAL  SURGEONS  ANNUAL 
MEETING.  Nashville,  Tenn,  Apr  29— May  3,  1990.  Contact  AANS,  22 
S Washington  St,  Park  Ridge,  IL  60068  ( 312  ) 692-9500 

■AMERICAN  COLLEGE  OF  OCCUPATIONAL  MEDICINE  ANNUAL 
MEETING,  Houston,  Apr  27-May  4,  1990.  Contact  ACOM,  55  W 
Seegers  Rd,  Arlington  Heights,  IL  60005  ( 31 2 ) 228-6850 

■TEXAS  CHAPTER,  AMERICAN  COLLEGE  OF  EMERGENCY  PHY  SI- 
CIANS, South  Padre  Island,  Tex,  Apr  26-29,  1990.  Contact  Kathry  n 
Dykgraaf,  1 2.41  Greenway,  Ste  320,  Irving,  TX  750.38  ( 214  ) 580-0.367 

AMERICAN  COLLEGE  OF  PHY  SICIANS  SCIENTIFIC  MEETING,  Chi- 
cago, Apr  26—29,  1990.  Contact  ACP,  4200  Pine  St,  Philadelphia,  PA 
19104  ( 1-800)  523-1546 

AMERICAN  SOCIEIY  OF  COLON  AND  RECTAL  SliRGEONS  SCIEN- 
TIFIC MEETING,  St  Louis,  Apr  29-May  4,  1990.  Contact  ASCRS,  800 
E Northwest  Hwy,  Ste  1080,  Palatine,  IL  60067  ( 312  ) 359-9184 

■TEXAS  RADIOLOGICAL  SOCIETY'  ANNUAL  MEETING,  San  Antonio, 
Tex,  Apr  20—22,  1990.  Contact  Iris  Wen/.el,  1801  N Lamar  Blvd,  Aus- 
tin, FX  7870 1 (512)  477-6704 

■TEXAS  SURGICAL  SOCIETY'  SEMI  ANNUAL  MEETING,  Galveston, 

Tex,  Apr  1—3,  1990.  Contact  John  W.  Roberts,  MD,  2401  S .31st  St, 
Temple,  TX  76508  (817)  774-2"760 

■TEXAS  UROLOGICAL  SOCIE  IY'  ANNUAL  MEETING,  Lake  Texoma, 
Tex,  Apr  28—30,  1990.  Contact  Nancy  Swinney,  1801  N Lamar  Blvd, 
Austin,  FX  7870 1(512)  477-6704 

MAY 

AMERICAN  ACADEMY'  OF  PEDIATRICS  SPRING  SESSION,  Seattle,  Apr 
28— May  3,  1990.  C4)ntact  Dept  of  Education,  AAP,  Box  927,  Elk  Grove 
Village,  11.  60009-0927  ( 1-800)  4.3.3-9016 

AMERICAN  UROLOGICAL  ASSOCIATION  ANNUAL  MEETING,  New 
Orleans,  May  13—17,  1990.  Contact  Alice  Henderson,  6750  W Loop 
South,  Ste  900,  Bellaire,  TX  77401  ( "71 3 ) 665-7500 

■INTERNATIONAL  COLLEGE  OF  SURCiEONS  ANNUAL  MEETING,,  San 
1 Antonio,  Tex,  May  4—5,  1990.  Contact  Amy  Fox,  1516  North  Lake 

^ Shore  Drive,  Chicago,  IL  606 10(312)  787-6274 


■TEXAS  ACADEMY  OF  FAMILY  PHY  SICIANS  PRE  TMA  MEETING,  Cor- 
pus Cdiristi,  Tex,  May  10,  1990.  Contact  Carlisle  Pearson,  8733  Shoal 
Creek  Blvd,  Au.stin,  TX  78766  ( 5 1 2 ) 451-8237 

■TEXAS  ASSOCIATION  OF  NEUROLCXilCAL  SURGEONS  ANNUAL 
MEETING,  Corpus  (Xristi,  Tex,  May  11  — 12,  1990.  Contact  Jeffrey  D. 
Cone,  MD,  714  N Polk,  Amarillo,  FX  79107  (806)  ,373-3177 

■TEXAS  DERMA  TOLOGICAL  SOCIETY'  SPRING  MEETING,  Corpus 
Christi,  Tex,  May  1 1 — 1 3,  1990.  Contact  M.  Alan  Menter,  MD,  500  Sam- 
mons Twr,  Dallas,  TX  75246  (214)  826-8390 


■TEXAS  DIABETES  AND  ENDOCRINE  ASSOCIATION  ANNUAL  MEET- 
ING, Corpus  Christi,  Tex,  May  1 1,  1990.  Contact  Richard  Berger,  MD, 
7777  Forest  Ln,  Ste  4,  Dallas  ■^52  (214)  661-7077 

■EGGERS  SOCIE  TY'  ANNUAL  MEETING,  Galveston,  Tex,  May  24-26, 
1990.  Contact  Martha  Berlin,  The  llniversity  of  Texas  Medical  Branch, 
Office  of  Continuing  Education  J-. 34,  7101  Shearn  Moody  Plaza,  Gal- 
veston, TX  77550  (409)  761-29.44 

■TEXAS  MEDICAL  ASSOCIATION  ANNUAL  SESSION,  Corpus  Christi, 
Tex,  May  10—13,  1990.  Contact  Mrs  Dale  Willimack,  Texas  Medical  As- 
sociation, 1 80 1 N Lamar  Blvd,  Austin,  TX  7870 1 ( 5 1 2 ) 477-6704 

■TEXAS  NEUROLOf  ilCAL  SOCIETY'  ANNUAL  MEETING,  Corpus 
Christi,  Tex,  May  11  — 12,  1990.  Contact  Alexander  R.  Lim,  MD,  06  Al- 
ameda, Corpus  Christi,  'IX  78404  ( 5 1 2 ) 883- 1 73 1 

■TEXAS  OPHTHALMOLOGICAL  ASSOCIATION  ANNUAL  MEETING, 
Corpus  Christi,  Tex,  May  11-12,  1990.  Contact  Iris  Wenzel,  1801 
N Lamar  Blvd,  Austin,  TX  78701  (512)  477-6704 

■TEXAS  ORTHOPAEDIC  ASSOCIATION  ANNUAL  MEETING,  Corpus 
Christi,  Tex,  May  11  — 12,  1990.  Contact  Donna  Parker,  1801  N Lamar 
Blvd,  Au.stin,  TX  78701  (512)  477-6704 

■TEXAS  PEDIATRIC  SOCIEIY  INTERIM  MEETING,  Corpus  Christi, 
Tex,  May  11  — 12,  1990.  Contact  Marv’  Greene,  TPS,  1801  N I,amar 
Blvd,  Austin,  TX  "^B'^Ol  ( 5 1 2 ) 477-6704 

■TEXAS  SOCIETY'  OF  ANESTHESIOLOGISTS  INTERIM  MEETING, 
Corpus  Christi,  Tex,  May  12-13,  1990,  Contact  Ann  Becker,  1905 
N Lamar  Blvd,  Ste  107,  Austin,  IX  78705  ( 512  ) 478-1659 

■TEXAS  SOCIEIY  OF  PIXSTIC  SURGEONS  ANNUAL  MEETING,  Cor- 
pus Christi,  Tex,  May  10—  1 1,  1990.  Contact  Donna  Parker,  1801 
N Lamar  Blvd,  Austin,  FX  78701  ( 512)  477-6704 

■TEXAS  TRANSPIAN'I  ATION  SOCIEIY  IN'FERIM  MEETING,  Corpus 
Christi,  Tex,  May  1 1,  1990.  Contact  Iris  Wenzel,  1801  N Lamar  Blvd, 
Austin,  TX  7870 1(512)  477-6704 

AMERK;AN  UROLOGICAL  ASSOCIATION  ANNLIAL  MEETING,  New 
Orleans,  May  1,3—  17,  1990.  Contact  Alice  Henderson,  AUA  Office  of 
Education,  6750  W Loop  South,  Ste  900,  Bellaire,  TX  77401  (713) 
665-7500 


Texas  Medicine 


Sue  Rudd  Wynn,  M.D. 

Allergist 

Ft.  Worth 


“We  Feel  Better.” 


There’s  never  been  a better  time  to  join  the  29,000  + member 
Texas  Medical  Association.  But  there’s  so  much  more  than 
strength  in  numbers.  Their  public  health,  legislative,  legal  and 
medical  economics  programs  alone  keep  us  on  the  cutting 
edge  of  our  practices.  Just  call  the  Association  and  ask  them 
what  they  are  doing  to  enhance  the  image  of  physicians,  to 
give  us  immediate  answers  to  questions  raised  by  government 
intervention,  and  to  take  a proactive  role  in  the  business  of 
healthcare  delivery.  Then  join  or  re-join  TMA.  It  will  make  you 
feel  better,  too. 


Tex 

tr 


TexasMedical 

Association 


PHYSICIANS  CARING  FOR  TEXANS 


Paulette  S.  Bunton,  M.D 
Anesthesiology 
San  Antonio 


Some  hospitals  have  to 
make  up  a mstoiy  like  ours. 


Timberlawn  Psychiatric  Hospital  has 
been  the  traditional  source  of  treatment  for 
mental  health  problems  among  adults, 
children  and  adolescents  since  1917.  Our 
campus,  located  on  over  30  wooded  acres  in 
Dallas,  is  designed  to  provide  an  atmosphere 
conducive  to  recovery. 

Timberlawn  offers  short-term 
inpatient  and  outpatient  treatment,  long-term 
care,  adult  and  adolescent  substance  abuse 
programs,  a health  professionals  program,  an 
executive  program,  and  residential  aftercare. 


Timberlawn  Psychiatric  Hospital  has 
been  a leader  in  psychiatry  in  Dallas  and  the 
Southwest  for  over  70  years.  For  treatment 
and  counseling,  choose  the  hospital  that  is  a 
Dallas  tradition,  Timberlawn  Psychiatric 
Hospital. 

For  your  patients'  convenience,  evaluations 
may  be  done  at  any  of  our  four  locations:  the  main 
hospital  campus  in  Dallas,  the  Timberlawn  North 
Dallas  Center,  the  Timberlawn  Las  Colinas  Center, 
or  Timberlawn  at  The  Aerobics  Center. 


TIMBERLAWN 

PSYCHIATRIC  HOSPITAL 


A COMPREHENSIVE  CENTER 
EOR  TREATMENT,  EDUCATION 
AND  RESEARCH 


4600  Samuell  Blvd.  • P.O.  Box  11288  • Dallas,  Texas  75223  • (214)  381-7181  • 1-800-426-4944 
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THIRAPY  THAT  AAAf 
iSSILBSITAS 
HYPERTENSION  ITSEEPs 


VASOTEC  is  generally  well  tolerated 
and  not  characterized  by  certain 
undesirable  effects  associated 
with  selected  agents  in  other 
antihypertensive  classes. 

VASOTEC  is  contraindicated  in  patients  who 
are  hypersensitive  to  this  product  and  in 
patients  with  a history  of  angioedema  related 
to  previous  treatment  with  an  ACE  inhibitor. 

A diminished  antihypertensive  effect  toward 
the  end  of  the  dosing  interval  can  occur  in 
some  patients. 

For  a Brief  Summary  of  Prescribing  Information; 
please  see  the  last  page  of  this  advertisement. 
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VASOTEC 


(ENALAPRIL  MALEATEIMSD) 

VASOTEC  is  available  in  2 5-mg,  5-mg,  10-mg,  and  20-mg  tablel  sirenglhs 


Contraindications:  VASOTEC*  (Enalapnl  Maleate,  MSD)  is  conifaindicated  in  palienis  who  are  hypecsensilive  lo 
this  product  and  in  patients  with  a history  ol  angioedema  related  lo  previous  treatment  with  an  ACE  inhibitor 
Warnings:  Angioedema  Angioedema  ol  the  lace,  extremities,  lips,  longue,  glottis,  and/or  larynx  has  been  reported  in 
patients  Trealed  with  ACE  inhibitors,  including  VASOTEC  In  such  cases,  VASOTEC  should  be  promptly  discontinued 
and  the  patient  carefully  observed  until  the  swelling  disappears  In  instances  where  swelling  has  been  confined  lo  the 
lace  and  lips,  the  condition  has  generally  resolved  wilhoul  treatment,  allhough  antihistamines  have  been  useful  in 
relieving  symptoms  Angioedema  associated  with  laryngeal  edema  may  be  fatal  Where  there  is  Involvement  of 
the  tongue,  glottis,  orlaryra  likely  to  cause  airway  obstruction,  appropriate  therapy,  e.g..  subcutaneous 
epinephrine  solution  1:1000  (0.3  ml  lo  0.5  mL).  should  be  promptly  administered.  (See  ADVERSE 

reactTons.) 

Hypotension  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  palienis  treated  with  VASOTEC  alone 
Palienis  with  heart  failure  given  VASOTEC  commonly  have  some  reduction  In  blood  pressure,  especially  with  the  first 
dose,  but  discontinuation  of  therapy  tor  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing 
instructions  are  followed,  caution  should  be  observed  when  initialing  therapy  (See  DOSAGE  AND  ADMINISTRA- 
TION.) Patients  at  risk  tor  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia 
and  rarely  with  acute  renal  tailure  and/or  death,  include  those  with  the  following  conditions  or  characteristics  heart 
failure,  hyponatremia,  high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis, 
or  severe  volume  and/or  salt  depletion  of  any  etiology  It  may  be  advisable  lo  eliminate  the  diuretic  (except  in  patients 
with  heart  tailure),  reduce  the  diuretic  dose,  or  increase  salt  intake  cautiously  belore  initialing  therapy  with  VASOTEC 
in  patients  at  risx  lor  excessive  hypotension  who  are  able  lo  tolerate  such  adjustments  (See  PRECfAUTIONS,  Drug 
Interactions  and  ADVERSE  REACTIIJNS ) In  patients  at  risk  lor  excessive  hypotension,  therapy  should  be  started  under 
very  close  medical  supervision  and  such  patients  should  be  followed  closely  tor  the  first  two  weeks  ol  treatment  and 
whenever  the  dose  ol  enalapril  and/or  diuretic  is  increased.  Similar  considerations  may  apply  lo  patients  with  isch- 
emic heart  disease  or  cardiovascular  disease  in  whom  an  excessive  tall  in  blood  pressure  could  result  in  a myocardial 
infarction  or  cerebrovascular  accident  It  excessive  hypotension  occurs,  the  patient  should  be  placed  in  the  supine 
position  and,  it  necessary,  receive  an  intravenous  inlusion  ol  normal  saline,  A transient  hypotensive  response  is  not  a 
contraindication  to  lurther  doses  ol  VASOTEC,  which  usually  can  be  given  without  dilficully  once  the  blood  pressure 
has  stabilized  It  symptomatic  hypotension  develops,  a dose  reduction  or  discontinuation  of  VASOTEC  or  concomitant 
diuretic  may  be  necessary 

NeuHopemal Agranulocytosis  Another  ACE  inhibitor,  caplopril,  has  been  shown  lo  cause  agranulocytosis  and  bone 
marrow  depression,  rarely  in  uncomplicated  palienis  but  more  frequently  in  patients  with  renal  Impairment,  especially 
it  they  also  have  a collagen  vascular  disease  Available  data  Irom  clinical  trials  ol  enalapril  are  insulficieni  lo  show  that 
enalapril  does  not  cause  agranulocytosis  at  similar  rales  Foreign  marketing  experience  has  revealed  several  cases  ol 
neutropenia  or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded  Periodic  monitoring  of 
white  blood  cell  counts  In  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered 
Precautions:  General  Impaired  Renal  Function  As  a consequence  of  inhibiting  the  renin-angiolensin-aldosterone 
system,  changes  in  renal  function  may  be  anticipated  in  susceptible  individuals  In  patients  witn  severe  heart  tailure 
whose  renal  uinction  may  depend  on  the  activity  ot  the  renin-anglotensin-aldosterone  system,  treatment  with  ACE 
inhibitors,  including  VASOTEC,  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  failure  and/or  death 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  ot  patients  These  increases  were  almost  always  reversible  upon 
discontinuation  ot  enalapril  and/or  diuretic  therapy  In  such  patients,  renal  tunction  should  be  monitored  during  the 
first  few  weeks  of  therapy 

Some  patients  with  hypertension  or  heart  failure  wifh  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic.  This  is  more  likely  to  occur  in  patients  with  preexisting  renal  impairment  Dosage 
reduction  and/or  discontinuation  ol  the  diuretic  and/or  VASOTEC  may  be  required 

Evaluation  ot  patients  with  hypertension  or  heart  tailure  should  always  Include  assessment  ot  renal 
function.  (See  DOSAGE  AND  ADMINISTRATION ) 

Hypertalemia:  Elevated  serum  potassium  (>57  mEq/L)  was  observed  in  approximately  1%  ol  hypertensive  patients 
in  clinical  trials  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy  Hyperkalemia 
was  a cause  ol  discontinuation  of  t.herapy  in  0 28%  ol  hypertensive  patients  In  clinical  trials  in  heart  failure,  hyper- 
kalemia was  observed  in  3 8%  of  patients,  but  was  not  a cause  tor  discontinuation 
Risk  tactors  lor  the  development  ot  hyperkalemia  include  renal  insutliciency,  diabetes  mellltus,  and  the  concomitant 
use  ot  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which 
should  be  used  cauflousTy,  it  at  all , with  VASOTEC  (See  Drug  Interactions ) 

Surgery! Ane^hesa  In  patients  undergoing  maior  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enalapril  may  block  angiotensin  II  formation  secondary  to  compensatory  renin  release  It  hypotension  occurs  and  is 
considered  to  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion 
Information  tor  Patients 

Angioedema:  Angioedema.  including  laryngeal  edema,  may  occur  especially  following  the  first  dose  ol  enalapril. 
Patients  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swell- 
ing of  face,  extremities,  eyes,  lips,  tongue,  ditticulty  in  swallowing  or  breatning)  and  tolake  no  more  drug  until  they 
have  consulted  with  the  prescribing  physician 

Hypotension  Patients  should  be  cautioned  lo  report  lightheadedness,  especially  during  the  lirst  few  days  ol  therapy.  If 
actual  syncope  occurs,  the  patients  should  be  told  to  msconlinue  the  drug  until  they  have  consulted  with  the  prescrib- 
ing physician. 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  lo  an  excessive  tall  in  blood 
pressure  because  ol  reduction  in  fluid  volume.  Other  causes  of  volume  depletion  such  as  vomiting  or  diarrhea  may 
also  lead  to  a tall  in  blood  pressure:  patients  should  be  advised  lo  consult  with  the  physician 
Hperkalemia  Patients  should  be  told  not  lo  use  salt  substitutes  containing  potassium  wilhoul  consulting  their 
pnysician. 

Neulropenia.  Palienis  should  be  told  lo  repod  promptly  any  indication  ol  infection  (e  g , sore  throat,  lever)  which  may 
be  a sign  of  neutropenia 

NOTE  As  with  many  other  drugs,  certain  advice  lo  patients  being  treated  with  enalapril  is  warranted  This  information 
IS  intended  to  aid  in  the  sale  and  effective  use  ot  this  medication  It  is  not  a disclosure  of  all  possible  adverse  or 
intended  effects. 

Drug  Interactions 

Hypotension.  Patients  on  Diuretic  Therapy  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  ol  blood  pressure  after  initiation  ol  therapy 
with  enalapril.  The  possibility  ol  hypotensive  etiects  with  enalapril  can  be  minimized  by  either  discontinuing  the 
diuretic  or  increasing  the  salt  intake  prior  lo  initiation  ol  IreatmenI  with  enalapril  If  it  is  necessary  to  continue  the 
diuretic,  provide  close  medical  supervision  alter  the  initial  dose  lor  at  least  two  hours  and  until  blood  pressure  has 
stabilized  tor  at  least  an  additional  hour  (See  WARNINGS  and  DOSAGE  ANb  ADMINISTRATION  ) 

Agents  Causing  Renin  Release  The  aniihyperlensive  effect  of  VASOTEC  is  augmented  by  antihypertensive  agents  that 
cause  renin  release  (e  g . diuretics) 

Other  Cardiovascular  Agents  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blocking  agents,  methyl- 
dopa,  nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxin  without  evidence  ol  clinically  significant 
adverse  interactions 

Agents  Increasing  Serum  Potassium  VASOTEC  attenuates  potassium  loss  caused  by  Ihiazide-lype  diuretics 
Potassium-sparing  diuretics  (e  Q , spironolactone,  triamterene,  or  amiloride),  potassium  supplements,  or 
potassium-containing  salt  substitutes  may  lead  to  significant  increases  in  serum  potassium  Therefore,  if  concomi- 
tant use  ot  these  agents  is  inriicaled  because  ol  demonstrated  hypokalemia,  they  should  be  used  with  caution  and 
with  frequent  monitoring  ol  serum  potassium  Potassium-sparing  agents  should  generally  not  be  used  in  patients 
with  heart  failure  receiving  VASOTEC 

Lithium:  Lithium  toxicity  has  been  reported  in  patients  receiving  lithium  concomitantly  with  drugs  which  cause  elim- 
ination ol  sodium  including  ACE  inhibitors  A few  cases  of  lithium  toxicity  have  been  reported  in  patients  receiving 
concomitant  VASOTEC  andlilhium  and  were  reversible  upon  discontinuation  ot  both  drugs  It  is  recommended  that 
serum  lithium  levels  be  monitored  frequently  if  enalapril  is  administered  concomitantly  with  lithium. 

Pregnancy -Category  C:  There  was  no  teloloxicity  or  teratogenicity  in  rats  trealed  with  up  to  200  mgAg/day  of  enalapril 
(333  times  the  maximum  human  dose),  Eeloloxicity,  expressed  as  a decrease  in  average  fetal  weight,  occurred 
in  rats  given  1200  mg/kg/day  of  enalapril  but  did  not  occur  when  these  animals  were  supplemented  with  saline 
Enalapril  was  not  teratogenic  in  rabbits  However,  maternal  and  fetal  toxicity  occurred  in  some  rabbits  at  doses  of 
1 mg/kg/day  or  more.  Saline  supplementation  prevented  the  maternal  and  fetal  toxicity  seen  at  doses  ol  3 and  10  mg/ 
kg/day,  but  not  at  30  mg/kg/day  (50  times  the  maximum  human  dose). 

Radioactivity  was  found  to  cross  the  placenta  following  administration  ol  labeled  enalapril  to  pregnant  hamsters. 
There  are  no  adequate  and  well-controlled  studies  ol  enalapril  in  pregnant  women  However,  data  are  available  that 
show  enalapril  crosses  the  human  placenta  Because  the  risk  of  fetal  toxicity  with  the  use  ot  ACE  inhibitors  has  not 


been  clearly  delined,  VASOTEC*  (Enalapril  Maleate,  MSD)  should  be  used  during  pregnancy  only  if  the  potential  ben- 
elit  lustilies  the  potential  risk  lo  the  fetus. 

Posimarkeling  experience  with  all  ACE  inhibitors  thus  far  suggests  the  following  with  regard  lo  pregnancy  outcome 
Inadvertent  exposure  limiled  to  the  first  trimester  ot  pregnancy  has  not  been  reported  lo  affect  fetal  oulcome  adversely 
Eetal  exposure  during  the  second  and  third  trimesters  ol  pregnancy  has  been  associated  with  lelal  and  neonatal  mor- 
bidity and  mortality 

When  ACE  inhibitors  are  used  during  the  later  stages  ol  pregnancy,  there  have  been  reports  of  hypotension  and 
decreased  renal  perfusion  in  the  newborn  Oligohydramnios  in  the  mother  has  also  been  reported,  presumably  repre- 
senting decreased  renal  function  in  the  fetus  Infants  exposed  in  ulero  to  ACE  inhibitors  should  be  closely  observed 
tor  hypotension,  oliguria,  and  hyperkalemia  If  oliguria  occurs,  attention  should  be  directed  toward  support  ol  blood 
pressure  and  renal  perfusion  wi(h  the  administration  ol  fluids  and  pressors  as  appropriate  Problems  associated  with 
prematurity  such  as  patent  ductus  arteriosus  have  occurred  in  association  with  maternal  use  ol  ACE  inhibitors,  but  it 
IS  not  clear  whether  they  are  related  to  AfiE  inhibition,  maternal  hypertension,  or  the  underlying  prematurity 
Nursing  Mothers  Milk  in  iaclaling  rats  contains  radioactivity  following  administration  ol  '*C  enalapril  maleate  It  is  not 
known  whether  this  drug  is  secreted  in  human  milk  Because  many  drugs  are  secreted  in  human  milk,  caution  should 
be  exercised  when  VASOTEC  is  given  to  a nursing  mother 
Pediatric  Use  Safety  and  effectiveness  m children  have  not  been  established 

Adverse  Reactions:  VASOTEC  has  been  evaluated  tor  safety  in  more  than  10,000  palients,  including  over  1000 
palienis  treated  lor  one  year  or  more  VASOTEC  has  been  found  to  be  generally  well  toleraled  in  controlled  clinical 
[rials  involving  2987  patients 

HYPERTENSION  The  most  frequent  clinical  adverse  experiences  in  controlled  trials  were  headache  (5,2%),  dizziness 
(4  3%),  and  fatigue  (3%). 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  palienis  treated  with  VASOTEC  in  controlled  clinical  trials 
were  diarrhea  (1 4%),  nausea  (1  4%),  rash  (1 4%),  cough  (1 3%),  orthostatic  effects  (1 2%),  and  asthenia  (1 1%) 
HEART  FAILURE  The  most  frequent  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  trials  were  dizzi- 
ness (7  9%).  hypotension  (67%),  orthostatic  effects  (2  2%).  syncope  (2.2%),  cough  (2.2%),  chest  pain  (21%),  and 
diarrhea  (21%) 

Other  adverse  experiences  occurring  in  greater  than  1%  of  patients  treated  with  VASOTEC  in  both  controlled  and 
uncontrolled  clinical  trials  were  fatigue  (18%).  headache  (1 8%),  abdominal  pain  (1 6%),  asthenia  (1 6%).  orthosta- 
tic hypotension  (1  6%),  vertigo  (1  6'/o),  angina  pectoris  (1 5%),  nausea  (1  3%),  vomiting  (1.3%),  bronchitis  (1.3%), 
dyspnea  (1  3%),  urinary  tract  infection  (1.3%),  rash  (1.3%).  and  myocardial  infarction  (1  2%) 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  occurring 
in  0 5%  lo  1%  of  patients  with  hypertension  or  hearllailure  in  clinical  trials  in  order  of  decreasing  severity  within  eacb 
category 

Cardiovascular  Cardiac  arrest,  myocardial  infarction  or  cerebrovascular  accident,  possibly  secondary  to  excessive 
hypotension  in  high-risk  palients  (see  WARNINGS,  Hmolension):  pulmonary  embolism  and  infarclion;  pulmonary 
edema,  rhythm  disturbances,  atrial  fibrillation,  palpitation 

Digestive  Ileus,  pancreatitis,  hepatitis  (hepatocellular  or  cholestatic  laundice).  melena,  anorexia,  dyspepsia,  con- 
stipation. glossitis,  stomatitis,  dry  mouth 
Musculoskeletal  Muscle  cramps 

NervousIPsychialric  Depression,  contusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenital  Renal  failure,  oliguria,  renal  dyslunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION). 
Respiratory  Bronchospasm,  rhinorrhea,  sore  throal  and  hoarseness,  asthma,  upper  respiratory  infection 
Skin  Exfoliative  dermatitis,  toxic  epidermal  necrolysis,  Slevens-Johnson  syndrome,  herpes  zoster,  erythema  multi- 
forme,  urficaria,  prurifus,  alopecia,  flushing,  hypernidrosis 

Special  Senses  Blurred  vision,  taste  alteration,  anosmia,  tinnitus,  conjunctivitis,  dry  eyes,  tearing 
A symptom  complex  has  been  reported  which  may  include  a positive  ANA,  an  elevated  erythrocyte  sedimentation  rale, 
arthralgias/arthritis,  myalgias,  lever,  serositis,  vasculitis,  leukocytosis,  eosinophilia,  photosensitivity,  rash,  and  other 
dermatologic  manifestations. 

Angioedema  Angioedema  has  been  reported  in  palients  receiving  VASOTEC  (0  2%)  Angioedema  associated  with 
laryngeal  edema  may  be  fatal  If  angioedema  ol  the  lace,  extremities,  lips,  tongue,  glottis,  and/or  larynx  occurs,  treat- 
ment with  VASOTEC  should  be  discontinued  and  appropriate  therapy  instituted  immediately  (See  WARNINGS.) 
Hypotension.  In  Ihe  hypertensive  palients,  hypotension  occurred  in  0 9%  and  syncope  occurred  in  0 5%  ot  patients 
following  the  initial  dose  or  during  extended  therapy  Hypotension  or  syncope  was  a cause  tor  discontinuation  of  ther- 
apy in  0l%  ol  hypertensive  patients  In  heart  failure  patienis,  hypotension  occurred  in  6.7%  and  syncope  occurred  in 
2 2%  ot  patienis  Hypotension  or  syncope  was  a cause  lor  discontinuation  ol  therapy  in  1 9%  ol  patienis  with  heart 
failure  (See  WARNINGS ) 

Clinical  Laboratory  Test  Findings 

Serum  Electrolytes  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 

Creatinine,  Blood  Urea  Nitrogen  In  controlled  clinical  trials,  minor  increases  in  blood  urea  nitrogen  and  serum  cre- 
atinine, reversible  upon  disconlinualion  ol  therapy,  were  observed  in  about  0 2%  ol  patients  with  essential  hypeden- 
sion  treated  wilh  VASOTEC  alone  Increases  are  more  likely  to  occur  in  palienis  receiving  concomitant  diuretics  or  in 
palients  with  renal  artery  stenosis  (See  PRECAUTIONS.)  In  patients  wilh  heart  failure  who  were  also  receiving 
diuretics  with  or  without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  dis- 
continuation ol  VASOTEC  and/or  other  concomitant  diuretic  therapy,  were  observed  in  about  11%  ol  palients. 
Increases  in  blood  urea  nitrogen  or  creatinine  were  a cause  (or  discontinuation  in  1 2%  ol  patienis 
Hemoglobin  and  Hematocrit  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  of  approximalely 
0.3  0%  and  1 0 vol%,  respectively)  occur  frequently  in  either  hypertension  or  heart  failure  patients  treated  with 
VASOTEC  but  are  rarely  ot  clinical  importance  unless  another  cause  ol  ahemia  coexists  In  clinical  trials,  less  than 
01%  of  patients  discontinued  therapy  due  lo  anemia 

Other  (Causal  Relationship  Unknown)  In  marketing  experience,  rare  cases  ol  neutropenia,  thrombocytopenia,  and 
bone  marrow  depression  have  been  reported  A lew  cases  ol  hemolysis  have  been  reported  in  palients  wilh  G6PD 
deficiency 

Liver  Function  Tests  Elevations  ol  liver  enzymes  and/or  serum  bilirubin  have  occurred 
Dosage  and  Administralion:  Hypertension  In  patients  who  are  currently  being  treated  with  a diuretic,  symplomalic 
hypotension  occasionally  may  occur  following  the  initial  dose  ol  VASOTEC  The  diuretic  should,  if  possible,  be  dis- 
continued tor  two  lo  three  days  belore  beginning  therapy  wilh  VASOTEC  lo  reduce  Ihe  likelihood  ol  hypotension  (See 
WARNINGS ) It  Ihe  patient's  blood  pressure  is  not  controlled  wilh  VASOTEC  alone,  diuretic  therapy  may  be  resumed 
If  Ihe  diuretic  cannot  be  discontinued,  an  initial  dose  ol  2 5 mg  should  be  used  under  medical  supervision  lor  at  least 
two  hours  and  until  blood  pressure  has  stabilized  tor  at  least  an  additional  hour.  (See  WARNINGS  and  PRECAU- 
TIONS. Drug  Interactions ) 

The  recommended  initial  dose  in  patients  not  on  diuretics  is  5 mg  once  a day  Dosage  should  be  adjusted  according 
lo  blood  pressure  response  The  usual  dosage  range  is  10  lo  40  mg  per  day  administered  in  a single  dose  or  in  two 
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Editorials 


High-quality  care  requires 
cancer  screening  and  prevention 

Although  almost  60%  of  patients  diagnosed  with  cancer 
present  to  their  physicians  with  local  or  regional  disease,  the 
overwhelming  majority  of  patients  who  die  of  cancer  die  with 
widespread  metastases.  While  surgery'  and  radiation  therapy 
are  excellent  techniques  for  achieving  local  control,  for  many 
patients  the  cells  that  will  later  grow  into  lethal  metastatic  tu- 
mors are  already  in  place  at  the  time  of  diagnosis. 

ITie  factors  that  determine  metastatic  .spread  have  been 
under  intense  study  for  more  than  100  years  since  the  British 
pathologist  Stephen  Paget  observed  the  propensity  of  breast 
cancer  to  spread  to  the  bones,  and  presented  his  “soil  and 
seed  ' hypothesis.  This  past  decade  in  particular  has  brought  a 
tremendous  increase  in  our  understanding  of  the  biologv’  of 
cancer  growth  and  metastasis.  Yet  this  new  knowledge,  excit- 
ing as  it  is,  has  not  yet  altered  the  practice  of  oncology'.  Unfor- 
tunately, survival  and  cure  rates  for  the  common  malignancies 
have  not  changed  greatly  over  the  past  10  years. 

Given  this  background,  it  is  not  surprising  that  cancer  pre- 
vention is  an  area  of  increasing  awareness  and  interest.  Primary' 
prevention  refers  to  strategies  that  will  prevent  the  develop- 
ment of  cancer.  It  is  often  based  on  epidemiologic  studies  that 
suggest  a relationship  between  a particular  environmental  in- 
sult and  a specific  tumor.  Some  of  these  are  well  accepted  ( eg, 
cigarette  smoking  and'lung  cancer),  while  others  are  only  sug- 
gested ( eg,  dietary  fat  and  breast  cancer ).  K ven  though  many 
of  these  risk  factors  have  been  identified,  convincing  people  to 
make  the  necessary'  behavioral  changes  required  to  aflect  can- 
cer risk  has  been  difficult.  An  earlier  Cancer  Update  article  in 
Texas  Medicine  ( 1 ) reviewed  a method  for  assessing  the  indi- 
vidual patient’s  risks  for  cancer  as  an  aid  in  counseling  patients 
about  cancer  prevention. 

Secondary  prevention  refers  to  strategies  aimed  at  early  de- 
tection of  cancer  ( cancer  screening ).  It  is  based  on  the  obser- 
vation that  in  most  solid  tumors  the  risk  of  developing 
metastatic  disease  is  determined  in  part  by  the  size  of  the  pri- 
mary' tumor  and  the  presence  of  tumor  in  surrounding  lymph 
nodes.  ITius,  even  without  curative  systemic  therapy  for  many 
cancers,  patients  with  earlier  stage  disease  generally  live 
longer  ( and  may  be  cured  more  often ) than  patients  with 
more  advanced  disease.  While  we  cannot  screen  effectively  for 
all  tumors,  in  those  cases  where  we  can,  the  results  are  im- 
pressive in  terms  of  both  disease-free  survival  and  overall  cure. 

While  I am  convinced  that  cancer  screening  and  prevention 
are  important  strategies  in  the  fight  against  cancer,  as  a practic- 
ing oncologist  there  is,  unfortunately,  little  that  1 can  do  about 
this  in  my  own  practice.  By  the  time  a patient  is  referred  to 
me,  it  is  too  late.  The  only  physicians  who  can  effectively  per- 
form cancer  prevention  and  .screening  are  those  who  see  pa- 
tients in  a primary  care  setting:  family  practitioners,  internists, 
and  gynecologists. 

A few  months  ago,  with  funding  from  the  Texas  Medical 
Association  Physician  Oncology  Education  Program  (POEP), 


Drs  Margaret  R.  Spitz  and  Guy  R.  Newell  from  The  University 
of  I'exas  M.D.  Anderson  Cancer  Center,  Department  of  Cancer 
Prevention  and  Control,  put  together  a loose-leaf  binder 
( called  Recap ) filled  with  practical  information  on  cancer  pre- 
vention and  specific  recommendations  for  screening.  This 
month  as  part  of  the  Texas  Medicine  Cancer  Update  Series 
they  present  a condensed  version  of  Recap,  focusing  on  cancer 
screening  and  early  detection.  The  complete  manual  was  dis- 
tributed free  to  primary  care  physicians  in  Texas  (a  project  of 
POEP ).  If  you  did  not  receive  a copy,  write  for  one.  I think  that 
you  will  find  it  helpful. 

Ehere  are  many  good  scientific  reasons  to  be  concerned 
about  cancer  screening.  There  arc  also  a few  medicolegal  ones. 
One  of  the  most  common  causes  of  malpractice  suits  against 
primary'  care  practitioners  is  failure  to  diagnose  cancer. 
Amongst  these  cases,  failure  to  diagnose  breast  cancer  is  by  far 
the  most  common.  We  are  fortunate  that  the  TMA,  the  Texas 
Cancer  Council,  and  the  Texas  Academy  of  Eamily  Practice 
have  all  been  interested  and  involved  in  physician  education 
for  trainees  and  practitioners.  Cancer  prevention  and  screen- 
ing are  not  optional  aspects  of  medical  practice.  They  are  man- 
datory components  of  high  quality  medical  care. 

MARTIN  N.  RABER,  MD 

Divi.sion  of  Medicine,  ISIS  Holcombe  Blvd,  Houston,  TX  77030. 
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In  Texas  Medicine  in  May: 
risk  management  articles 

Next  month,  look  for  eight  articles  and  four  editorials  devoted 
to  risk  management.  Guest  editor  Bernard  D.  Hirsh,  JD,  of  Chi- 
cago, is  the  former  general  counsel  to  the  American  Medical 
A.s.sociation.  Ably  assisted  by  Texas  Medical  Association’s  gen- 
eral counsel  Donald  P.  “Rocky”  Wilcox,  JD,  and  staff,  he  has 
put  together  an  informative  and  highly  readable  group  of  ar- 
ticles covering  both  old  and  new  a.spects  of  the  medical  lia- 
bility insurance  crisis. 

Opening  with  a perspective  on  how  the  crisis  began  and 
how  it  reached  its  current  crisis,  the  articles  continue  with 
“Medical  experts  compete  to  testify'  for  malpractice  plaintiffs,” 
“When  cost  containment  interferes  with  clinical  decisions,” 
“Medical  records  can  win  or  lose  a malpractice  case,”  “Prom 
informed  consent  to  informed  refu.sal,”  “Liability  for  adverse 
drug  reactions,”  and  “ ‘Puffing’  in  medical  advertisements  ex- 
pands liability.”  In  the  Medicine  and  the  Law  section,  Hirsh  and 
Wilcox  discuss  remedies  available  in  dealing  with  competitors’ 
false  advertising. 
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Health  care  for  the  needy: 
doctors,  state  seek  answers 

Responsibility  for  providing  health  care  to  needy  patients  is  a 
critical  problem  facing  Texas  and  the  nation.  Examining  that 
responsibility,  Ron  J.  Anderson,  MD,  and  Lonna  Milburn,  PhD, 
report  on  what  is  being  done  at  the  state  level  to  deal  with  the 
issue.  ITieir  article  begins  on  p 68. 

A primary  goal  of  the  Texas  Medical  Association  is  to  assure 
adequate  health  care  for  all  Texans,  and  therefore  it  supported 
the  aims  of  the  attorney  general’s  Task  Force  to  Study  Not-For- 
Profit  Hospitals  and  Unsponsored  Charity  Care  in  Texas.  A 
member  of  the  task  force,  Alvin  LeBlanc,  MD,  said,  “The  work 
groups  had  a diverse  membership  and  the  debates  were  fair 
and  productive.  The  general  consensus  was  that  there  is  an  ob- 
ligation on  the  part  of  not-for-profit  hospitals  to  offer  services 
to  those  who  are  financially  unable  to  pay,  but  that  the  level  of 
obligation  depends  on  the  location  of  the  hospital.” 

In  keeping  with  the  issues  discussed  in  the  article,  and  with 
the  Texas  Medical  Association’s  policy,  the  association  sup- 
ported two  important  bills  in  the  recent  legislative  session  that 
directly  addressed  access  to  health  care.  First,  HB  1345  ex- 
panded the  Medicaid  program  to  provide  services  to  pregnant 
women  and  children  having  incomes  of  less  than  1 30%  of  the 
poverty  level;  these  expansions  will  cover  an  additional  1 1 ,000 
births  during  the  biennium.  The  same  bill  also  included  favor- 
able adjustments  to  hospital  and  physician  reimbursement 
under  Medicaid. 

Second,  HB  18,  the  Omnibus  Health  Care  Rescue  Act,  pro- 
vided professional  liability  relief  to  the  state’s  physicians 
through  state  indemnification  of  up  to  $100,000  for  deliveries 
and  emergency  room  care,  and  liability  insurance  premium 
discounts  to  those  physicians  who  provide  1 0%  or  more 
charity  care*  and  take  1 5 hours  of  continuing  education  in  risk 
management.  HB  18  also  addressed  the  crucial  areas  of  rural 
health  care,  trauma  systems,  and  hospital  tran.sfers. 

However,  the  71st  Legislature  took  only  the  first  steps  in  im- 
proving access  to  health  care  and  in  increasing  the  amount  of 
federal  matching  funds  for  the  Texas  Medicaid  program.  Re- 
cognizing the  problems  of  access  to  medical  and  health  care 
for  the  indigent,  the  Texas  Medical  A.ssociation’s  House  of 
Delegates  established  the  Task  Force  on  Indigent  Health  Care 
in  1988.  The  task  force  is  developing  an  agenda  for  indigent 
health  care  which  would  identity  specific  programs  for  the  as- 
sociation to  support  or  implement,  such  as  programs  to  edu- 
cate physicians  about  the  causes,  .scope,  and  effects  of  the 
problem,  programs  to  improve  public  recognition  of  physician 
efforts  to  care  for  the  indigent,  and  further  legislative  efforts. 

A key  issue  during  the  1991  legislative  session  in  Texas  will 
be  the  exploration  of  ways  to  improve  access  to  health  insur- 


•The  law  is  very'  .specific  about  which  programs  quality’  as  “charity 
care.  ” For  details,  see  "What’s  new  in  liability  insurance?"  on  page  S8 
of  tile  November  1989  issue  of  TextLS  Medicine. 


ance  and  make  health  care  more  affordable.  The  a,ssociation 
has  begun  a major  research  effort  on  this  topic  to  provide  a re- 
search and  statistical  basis  for  I’MA  committees  and  councils  as 
they  consider  policy  options.  'Fhe  findings  of  the  Task  Force  on 
the  Responsibility'  for  Not-for-Profit  Hospitals  and  Unsponsored 
(Charity'  Care  in  Texas  provide  valuable  information  for  this 
process. 

LOUIS  CiOODMAN,  PhD 

Director,  TMA  Dir  ision  of  Medical  Economics 
TERESA  GRIFFIN 

Director.  TMA  Department  of  Health  Care  Delivery 


Use  your  ball-point  pen  to  give 
every  child  two  real  parents 

The  time  has  come  for  Texas  doctors,  hospitals,  birthing  cen 
ters,  and  midwives  to  toss  a new  instrument  into  the  black 
bags  they  use  during  childbirth.  ITie  ball  point  pen  may  not 
help  much  during  a baby’s  first  few  minutes  out  of  the  womb. 
When  used  correctly,  however,  it  can  make  a world  of  differ- 
ence for  the  rest  of  his  or  her  life. 

Beginning  Sept  1,  a new  Texas  law  added  tremendous  im- 
portance to  the  fathers’  signatures  on  the  birth  certificates  of 
children  born  out  of  wedlock.  Unless  refuted  by  other  evi- 
dence— such  as  a blood  test — those  signatures  will  hold  up  in 
a court  of  law  as  proof  of  paternity'. 

Far  too  often  these  days,  an  illegitimate  child’s  only  glimpse 
of  his  or  her  father  comes  in  the  hospital  room.  For  a short  pe- 
riod of  time,  the  emotional  bonds  of  fatherhood  overcome  the 
fear  of  re.sponsibility’  for  the  child. 

Soon,  however,  that  fear  takes  a firm  hold,  and  the  young  fa- 
ther abandons  the  mother  and  child.  After  struggling  to  raise 
the  baby  alone,  the  mother  frequently  turns  to  the  Attorney 
General’s  office  for  help.  Fhe  dedicated  men  and  women  on 
our  staff  do  their  best  to  obtain  child  support  for  the  family, 
but  they  often  find  that  the  passage  of  time  makes  it  very'  diffi- 
cult. I’he  mother  doesn’t  recall  all  the  important  details  neces- 
sary' for  finding  the  father,  such  as  his  full  name,  complete 
information  about  his  family,  or  where  he  lives  or  works. 

The  case  sits  in  our  files  until  we  can  find  the  alleged  father. 
A series  of  court  hearings  and  blood  tests  further  delays  the 
process.  The  child  grows  older  without  the  economic,  psycho- 
logical, and  medical  benefits  of  having  a real  father. 

With  some  help  from  Texas’  medical  community  and  the 
new  law,  all  of  that  trauma  can  be  reduced — or  even  elimi- 
nated. Perhaps  the  job  will  fall  to  a nurse,  a ward  clerk,  a social 
worker,  or  a doctor,  but  someone  will  walk  into  that  hospital 
room  with  “the  paperwork"  shortly  after  the  child  is  born. 

If  we  are  lucky',  the  father  still  will  be  standing  there,  admir- 
ing the  infant.  At  this  point,  let  me  ask  a favor  for  all  of  us — for 
the  mother,  for  the  child,  for  Texas:  hand  the  young  man  the 
pen  and  birth  certificate. 
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Maybe  he  won’t  sign  it.  But  maybe  he  will.  Let  me  tell  you 
what  can  happen  it  he  does  place  his  John  Hancock  on  the 
back  of  that  piece  of  paper.  In  19B8,  more  than  46,000  teenage 
Texas  girls  gave  birth.  Nearly  half  of  them  were  unmarried. 
Most  of  them  tr\'  to  raise  the  children  themselves. 

Even  if  the  parents  never  marr}',  however,  paternity  can 
make  some  real  differences  in  the  lives  of  those  mothers  and 
children.  To  name  a few; 

— P.sychologically,  children  receive  enormous  satisfaction 
just  from  knowing  who  their  parents  are. 

— As  they  grow  older,  children  can  better  help  their  doctors 
treat  them  if  they  know  a full  family  history  of  diseases,  ill- 
nesses, and  birth  defects. 

— Children  who  have  legal  fathers  can  inherit  their  property 
and  receive  their  Social  Security’,  veteran’s,  or  pension  bene- 
fits. Those  fathers  also  can  be  ordered  to  pay  the  expenses 
associated  with  the  children’s  birth  and  other  medical  care. 

— Most  important  to  our  office,  paternity  is  the  first  step  in 
establishing  child  support.  And  regular  child  support  is  the 
first  step  toward  welfare  independence.  My  office  is  working 
hard  to  ensure  that  the  parents,  not  Texas  taxpayers,  support 
these  girls  and  boys. 

1 consider  the  failure  to  pay  child  support  a very’  real  and 
tragic  form  of  child  abiuse.  It  deprives  the  children  of  their 
basic  needs  for  proper  nutrition,  shelter,  and  clothing.  Texas’ 
medical  community’  has  made  a yeoman  effort  to  stop  the 
physical  abuse  of  our  children.  You  can  help  in  this  battle,  too. 
All  you  need  is  that  ball  point  pen. 

JIM  MATTOX,  Attorney  (ieneral  of  Lexas 
Supreme  Cx)urt  Building,  Austin,  TX  ^8^1 1 


YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon*  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.^'2  ^isq  dizziness, 
headache,  skin  flushing  reported  when  used  orally.i'3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  k3.4  i tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vz  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. ^ 

How  Supplied:  Oral  tablets  of  Yocon®  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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Medical  community  should 
focus  on  technology  assessment 

ITie  countn  ’s  health  care  system  is  aUlieted  by  sundn^  ailments 
that  have  created  a crisis  situation.  Health  care  costs  are  csti 
mated  to  go  over  the  8600  billion  mark  in  1989  ( 1 ).  Ameri- 
cans in  1989  were  expected  to  spend  about  50%  more  on 
health  care,  on  a per  capita  basis,  in  comparison  with  Canadi- 
ans, the  second-highest  spenders  ( 2 ). 

Sadly  the  rising  costs  have  pushed  adequate  health  care  out 
of  the  reach  of  millions  of  people.  More  than  37  million  Ameri- 
cans are  thought  to  be  not  covered  by  health  insurance  ( 1 ). 

The  present  expensive,  and  oftentimes  inaccessible,  system 
of  health  care  in  the  country’  obviously  is  in  need  of  reform. 
Physicians  should  properly  play  a fundamental  role  in  any 
effort  to  change  the  present  health  care  system.  In  the  absence 
of  such  involvement  by  health  professionals,  it  is  unlikely  that 
any  satisfactory,  effectual  reforms  will  be  instituted  ( 3 ) 

A specific  area  of  interest  that  the  medical  community’ 
should  focus  on  is  adequate  technology’  assessment  ( 3 ) Inade- 
quate testing  of  medical  technology'  as  well  as  limited  informa- 
tion about  the  likely  results  of  various  clinical  procedures  may 
well  arrest  efforts  to  improve  health  care  while  containing 
costs  (4).  Under  the  present  system,  a lot  of  money  is  probably 
being  spent  on  machines,  procedures,  and  technology’  that  has 
uncertain  value.  For  instance,  various  nuclear  medicine  tests 
may  be  utilized  extensively  to  visualize  organs.  Such  tests  may 
be  painless  and  physically  harmless.  However,  they  are  afso 
quite  costly  and,  at  least  in  the  view  of  some  physicians,  often- 
times medically  unnecessary  ( 5 ).  Similarly,  in  surgery’,  new 
operations  may  be  performed  extensively  de.spite  the  absence 
of  peer-reviewed,  published  data  drawn  from  randomized,  con- 
trolled clinical  trials  showing  that  the  surgical  procedure  is 
effective  ( 5 ). 

Clearly,  in  the  author’s  view,  serious  efforts  at  technology'  as- 
sessment and  resultant  data  about  outcome  and  relative  bene- 
fits may  be  a higlily  effective  tool  in  hammering  down  health 
costs  while  working  to  improve  quality  ( 4,6 ).  Information  col- 
lected from  technology’  assessment  studies  may  assist  not 
merely  health  care  providers,  but  also  payers  and  patients  in 
making  intelligent  choices  about  health  care  (4). 

The  National  Leadership  Commission  on  Health  C^are,  in  fact, 
in  a recently-released  report,  called  for  a 8500  million  national 
quality  improvement  initiative,  intended  to  support  research 
on  medical  outcomes  and  practice  standards  ( 7 ).  The  proposal 
has  been  criticized,  in  part,  because  of  the  cost  involved  (7).  It 
is  the  author’s  understanding  that  money  for  the  proposed  na- 
tional program  for  technology’  assessment  would  be  drawn 
from  federal  as  well  as  private  funds,  since  all  payers  may  po- 
tentially benefit  financially  as  the  result  of  the  information  col- 
lected ( 5 ).  Another  financing  possibility’  is  to  have  insurers  pay 
part  of  their  premiums  into  a fund  set  aside  to  support  the  pro- 
gram (5).  The  resultant  clinical  information  and  data  would  in 
theory’  be  coordinated,  directed  to  health  care  providers,  and 
in  general  used  to  shape  more  comprehensive  guidelines  and 


standards  for  medical  care  ( 4 ).  Some  physicians  may  object 
that  this  sort  of  mechanism  will  likely  lead  to  “cookbook  ” 
medicine  ( 5 ).  However,  a strong  counterview  is  that  the 
present  system  simply  has  too  many  gaps  in  knowledge  and 
that  sustained  technology’  assessment  may  seal  many  or  at  least 
some  of  the  gaps. 

Physicians,  including  those  who  may  support  further  exten- 
sive technology’  assessment  and  those  who  do  not,  need  to 
make  their  voices  heard.  One  way  or  another  reforms  will  have 
to  be  made  to  contain  costs  while  concomitantly  improving 
the  accessibility'  and  quality'  of  health  care.  Serious  technology 
asse.ssment  may  potentially  play  a key  role  in  ameliorating 
some  of  the  existing  major  problems  and  should  thus  be  con- 
sidered closely  by  the  medical  profession. 

lf:o  lizych,  jd,  mph 

lO.S  Canterbun-  Drive,  VI  allingforcl,  PA  19086 
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To  cut  health  care  costs,  many  insurance  companies  and  indi- 
vidual employers  are  turning  to  mail-order  pharmacy.  I’he  per 
ceived  cost  .savings  to  such  plans  have  been  shown  to  be 
nonexistent.  The  dangers  are,  however,  tjuite  real. 

Many  mail  order  firms  work  in  states  other  than  Texas,  away 
from  the  safeguards  of  otir  state  health  care  laws.  Generic  stib 
stitution  laws,  labeling  requirements,  and  the  pharmacist’s  abil- 
ity to  consult  with  the  practitioner’s  office  regarding  refill 
authorization  may  be  different  than  in  Texas.  There  are  very 
real  limits  in  mail-order  pharmacy  as  to  the  ty  pe  of  drug 
therapy  consultation  and  information  a patient  can  receive. 
Ca)upled  with  the  ab.sence  of  the  traditional  physician 
pharmacist-patient  relationship  and  the  complete  absence  of 
the  pharmacist’s  familiarity  with  practitioners’  prescribing  hab- 
its, mail-order  pharmacy  can  rapidly  become  “bad  medicine” 
for  physicians  and  their  patients. 

Part  of  the  false  economy  of  mail  order  pharmacy  is  the  in- 
creased emphasis  on  the  use  of  generic  substitutes  and 


Mail-order  pharmacy  policies 
cause  loss  of  choice,  loss  of  care 
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increased  quantities:  these  pharmacies  often  dispense  up  to 
90-day  supplies  of  many  potent  medications.  Delays  in  mail 
can  mean  injur}’  to  patients  who  may  be  stabilized  on  mainte- 
nance medications.  Mail-order  pharmacies  siphon  business 
from  local  pharmacies,  a vital  part  of  your  business  and  health 
care  communit}’.  The  US  Office  of  Personnel  Management  has 
determined  that  “contrary  to  earlier  expectations,  mail  order 
prescription  programs  do  not  appear  to  reduce  the  total  ex- 
penditures for  drugs.” 

We  urge  physicians  to  discuss  the  problems  of  mail-order 
pharmacy  with  communitv’  pharmacists  and  at  medical  society 
meetings.  ITie  Texas  Pharmaceutical  Association  has  estab- 
lished a mail-order  intelligence  center  ( PO  Box  14709,  Austin, 
TX  78"’6l  ) to  receive  and  document  complaints  and  problems 
relating  to  mail-order  pharmacy.  Discuss  with  your  patients 
their  health  care  needs  and  ability  to  receive  the  extent  and 
level  of  professional  services  they  need  and  deserv'e.  Loss  of 
even  a single  individual’s  freedom  of  choice  in  this  vital  aspect 
of  health  care  represents  a clear  and  present  danger  to  quality 
medical  care. 

CRAIG  M.  BELL,  RPll 

President,  Texas  Pharmaceutical  Association,  1624  East  Anderson  Lane,  Austin. 
TX  "8^52-1806 
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Each  capsule  contains  5 mg  chlordiazepoxide  HCland  23  mg  clidinium 
bromide. 

Please  consult  complete  prescribing  information,  a summary  of  which  follows: 


* Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows; 

"Possibly”  effective:  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer 
and  in  the  treatment  of  the  irritable  bowel  syndrome  (irritable  colon,  spastic 
colon,  mucous  colitis)  and  acute  enterocoUtis. 

Final  classification  of  the  less-than-effective  indications  requires  further 
mvestigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign  bladder  neck 
obstruction;  hypersensitivity  to  chlordiazepoxide  HCl  and/or  clidinium  Br. 
Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants,  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g.,  operating  machinery,  driving) 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congeni* * 
tal  malformations  as  suggested  in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy.  Advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation 
of  benzodiazepines  (see  Drug  Abuse  and  Dependence). 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  effective  amount 
to  preclude  ataxia,  oversedation,  confusion  (no  more  than  2 capsules/day  initially; 
increase  gradually  as  needed  and  tolerated) . Though  generalty  not  recommended, 
if  combination  therapy  with  other  psychotropics  seems  indicated,  carefully  con- 
sider pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO  inhib- 
itors, phenothiazines.  Observe  usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions  reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  not  established.  Inform  patients 
to  consult  ph3rsician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 
Adverse  Ructions:  No  side  effects  or  manifestations  not  seen  wtith  either  com- 
pound alone  reported  with  Librax.  When  chlordiazepoxide  HCl  is  used  alone, 
drowsiness,  ataxia,  confusion  may  occur,  especialfy  in  elderfy  and  debilitated; 
avoidable  in  most  cases  by  proper  dosage  adjustment,  but  also  occasionally 
observed  at  lower  dosage  ranges.  Syncope  reported  in  a few  instances.  Also 
encountered:  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irreg- 
ularities, nausea  and  constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent,  generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  may  appear  during  and  after  treatment;  blood  cfyscrasias 
(including  agranulocytosis),  jaundice,  hepatic  dysfunction  reported  occasionaify 
with  chlordiazepoxide  HQ,  making  periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy.  Adverse  effects  reported  with  Librax  fypical 
of  anticholinergic  agents,  i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary  hesi- 
tancy, constipation.  Constipation  has  occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics  and/or  low  residue  diets. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with 
barbiturates  and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlor- 
diazepoxide; more  severe  seen  after  excessive  doses  over  extended  p)eriods;  milder 
after  taking  continuously  at  therapeutic  levels  for  several  months.  After  extended 
therapy,  avoid  abrupt  discontinuation  and  taper  dosage.  Carefully  supervise 
addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

P.1.0288 

Roche  Products  Roche  Products  Inc. 

Manati,  Puerto  Rico  00701 


Te.\as  Medicine 


In  IBS,*  when  it's  brain  versus  bowel, 


ITS  TIME 
HMITHE 


In  irritable  bowel  s3Tidrome,*  intestinal 
discomfort  will  often  erupt  in  tandem  with 
anxiety— launching  a cycle  of  brain/bowel 
conflict.  Make  peace  with  Librax.  Because  of 
possible  CNS  effects,  caution  patients  about 
activities  requiring  complete  mental  alertness. 

* Librax  has  been  evaluated  as  possibly  effective 
as  adjunctive  therapy  in  the  treatment  of  peptic 
ulcer  and  IBS. 


Specify  Adjunctive 


Each  capsule  contains  5 mg  chlordiazepoxide 
HCl  and  2.5  mg  clidinium  bromide. 


Copyright  © 1989  by  Roche  Products  Inc.  All  rights  reserved. 


Please  see  summary  of  prescribing  information  on  adjacent  page. 


1 toss  dozens 
of  journals. 
Senior  Patient 
is  one  I keep." 


4530  W.  77th  Street  • Minneapolis,  MN  55435  • (612)  835-3222 


V 


Senior  Patient  is  the 
readable  journal  that  helps 
me  with  the  frustrating 
problems  of  older  patients. 

Be  sure  to  read  every 
issue  from  cover  to  cover. 


senior 

PATIENT 

■ "I  ■ B — . MJiji 


Hews 


TMA  INACTION 


TMA  returns  to  ‘Texas  Riviera’ 
for  sun,  sand,  sea,  and  science 

The  precedent  for  a Texas  Medical  Asso- 
ciation meeting  in  Corpus  Christi  was  set 
back  in  1908,  when  some  800  TMA 
members  and  guests  converged  on  the 
“little  sun-kissed  city  by  the  sea”  for  their 


annual  scientific  meeting.  At  that  time,  Dr 
A.E.  Spohn,  Corpus  Christi,  addressing 
the  opening  assembly  of  delegates, 
guests,  and  local  residents,  said,  “Here 
you  may  enjoy  your  outing,  sail  over  the 
placid  waters  of  our  bay,  plunge  beneath 
the  silvery  waves,  roam  over  the  velvety' 
sand,  inhale  the  invigorating  sea  air  and 
enjoy  the  balmy  breezes  which  fan  the 
cheeks  of  health  from  infancy  to  old  age.” 

After  many  decades,  TMA  members 
will  return  to  the  “Texas  Riviera”  to  cele- 
brate 4 days  of  sun,  sand,  sea,  and  science 
during  Texas  Medical  Association’s  123rd 
Annual  Session,  May  10—13.  And,  once 
again.  Corpus  Christi  will  welcome  them 
with  enthusiasm. 

Child  care  will  be  available,  and  a con- 
tinuous shuttle  will  bus  visitors  from 
their  hotels  to  the  Bayfront  Plaza  Con- 
vention Center,  where  the  House  of 
Delegates  will  meet  and  most  of  the 
more  than  50  scientific  programs  will  be 
held.  Arrangements  can  be  made  for  sail- 
ing, fishing,  windsurfing,  golf,  tennis,  and 
participation  in  a fun  run. 

A Flagship  Cruise  of  Corpus  Christi 
Bay,  a casual  Beach  Party/Luau  and  a 
more  formal  Texas  Riviera  Dinner  Dance 


are  social  options  TMA  members  can 
choose  among.  A variety  of  tours  and 
planned  activities  also  will  be  offered. 

“The  city'  had  made  elaborate  prepara- 
tions for  our  coming,”  a TMA  member 
wrote  following  the  1908  meeting.  That 
is  no  less  true  82  years  later  in  1990. 
Don’t  miss  this  sure-to-be-exceptional 
opportunity'  to  gain  knowledge  and  enjoy 
a delightful  city. 

Conference  speaker  supports 
universal  AIDS  testing 

Addressing  the  Texas  Medical  Associa- 
tion’s 1990  Winter  Leadership  Confer- 
ence, AIDS  expert  M.  Roy  Schwarz,  MD, 
Chicago,  expressed  support  for  universal 
AIDS  testing.  ‘Every  person  should  know 
their  sero  status,”  said  Dr  Schwarz,  the 
AMA’s  assistant  executive  vice  president 
for  medical  education  and  science.  He 
added,  “There  is  growing  evidence  that  if 
you  are  infected,  you’re  dead.  It’s  just  a 
matter  of  time.”  He  cited  research  indi- 
cating that  a person  can  be  infected  and 
asymptomatic  for  1 5 years,  during  which 
time  he  or  she  can  infect  others. 

More  than  700  Texas  Medical  Associa- 
tion members  heard  experts’  views  of 
emerging  medical  issues  of  the  1 990s 
during  the  Austin  conference.  In  addition 


to  AIDS,  topics  under  consideration  were 
legislation,  politics,  and  professional 
liability'. 

The  most  dramatic  development  in 
AIDS  treatment  is  the  evidence  that  AZT 
extends  the  survival  time  between  diag- 
nosis and  death  to  2 years.  Dr  Schwarz 
said.  The  overall  survival  period  is  12.5 
months,  he  added. 

An  additional  55  drugs  are  in  develop- 
ment, and  ' A great  deal  is  happening 
daily  as  we  sit  here,”  Dr  Schwarz  said.  He 
concluded  by  reminding  the  audience 
that  AIDS  is  an  infectious  disease,  not  a 
moral  or  political  issue. 

The  Honorable  ITiomas  R.  Phillips, 
Austin,  chief  justice  of  the  Supreme 
Court  of  Texas,  urged  Texas  Medical  As- 
sociation to  take  a leadership  role  in  get- 
ting out  the  vote  for  the  fall  elections.  He 
told  his  listeners  that  it  is  particularly 
difficult  to  stimulate  interest  in  the  Su- 
preme Court  races  because  candidates 
do  not  take  stands  on  issues.  Rather,  they 
run  on  their  professional  qualifications 
and  their  commitment  to  fairly  interpret 
the  law.  rhe  Texas  Medical  Political  Ac- 
tion Committee  (TEXPAC)  did  more 
than  any  single  group  to  get  people  inter- 
ested in  the  1988  Supreme  Court  elec- 
tions, Phillips  said.  ’1  ask  you  to  work 
just  as  hard,  if  not  harder.  There’s  a lot 
more  competing  noise,”  he  added,  refer- 


Texas  Commissioner  of  Health  Robert  Hemstein, 
MD.  (center)  accepts  a special  recognition  award 
from  Texas  Medical  Association  President  Max 
Haller.  MD,  (right)  during  ceremonies  held  in 
coniunction  with  TMA's  1990  Winter  Leadership 


Conference  in  Austin.  Fehruar)’  l^.  With  them  is 
Laurance  Niche}'.  MD,  chairman  ofT.MA's  Council 
on  Puhlic  Health  The  plaque  notes  Dr  Bernstein 's 
outstanding  leadership  and  commitment  to  the 
citizens  of  Texas  and  dedicated  sen  ice  to  TM.A 
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ring  to  the  other  state  races  that  will  be 
decided  in  the  fall. 

John  J.  Ring,  MD,  Mundelein,  111,  re- 
minded the  audience,  “Leadership  is 
never  easy.”  Dr  Ring  is  chairman  of  the 
American  Medical  Association  Board  of 
Lrustees.  He  observed  that  there  is  a 
down  side  to  medical  advances.  ITie  pub- 
lic has  become  fearful,  the  cost  of  medi- 
cine has  increased,  and  the  medical 
profession’s  image  has  declined.  “We 
must  set  the  record  straight  that  doctors 
cannot  and  will  not  be  the  instruments 
used  to  ration  health  care.  . . . Our  first 
responsibility  lies  with  our  patients,  not 
with  ourselves,  and  certainly  not  with 
the  bottom  line,”  he  concluded. 

Other  leadership  conference  partici- 
pants were  Kim  Ross,  Austin,  director  of 
TMA’s  Division  of  Public  Affairs,  discuss- 


ing “Health  Care  in  Texas:  A Legislative 
and  Political  Prognosis”;  US  Senator  Phil 
Gramm  (R-Texas),  “Key  Health  and 
Medical  Issues  in  the  101st  Congress”; 
Molly  Ivins,  Austin,  Dallas  Times  Herald 
columnist,  “A  Look  at  Texas  Politics  . . . 
and  Other  Bizarre  Happenings.”  ( Senator 
Gramm’s  and  Ms  Ivin’s  remarks  are  the 
subject  of  stories  in  the  “Capital  Com- 
ments” section  of  this  issue  of  Texas 
Medicine,  beginning  on  page  20. ) 

A “Dawn  Duster  ” program  titled  “Up- 
date on  Staying  Out  of  the  Courthouse: 
Defense  and  Plaintiff  Perspectives”  pre- 
ceded the  conference  program.  An  after- 
noon workshop  offered  the  opportunity 
to  fulfill  the  legislative  requirement  for 
continuing  medical  education  that  allows 
eligible  physicians  a professional  liability 
insurance  premium  di,scount. 


More  than  50  association  boards,  com- 
mittees, councils,  sections,  and  special 
sections  met  in  conjunction  with  the 
leadership  conference,  which  took  place 
in  Austin,  Saturday,  February  17. 

TMA  honors  journalists 

who  convey  health  information 

Texas  Medical  Association  has  selected 
40  print  and  broadcast  journalists  to  re- 
ceive Anson  Jones  Awards  for  excellence 
in  communicating  health  information  to 
the  public.  Awards  consisting  of  a framed 
certificate  and  a S500  cash  prize  will  be 
presented  to  1 5 winners  during  the  TMA 
Annual  Session  in  Corpus  Christi,  Friday, 
May  1 1.  Twenty-six  Citations  of  Merit 
certificates  will  be  presented  at  local 
ceremonies. 

Established  in  1957,  the  award  recog- 
nizes journalism  that  contributes  to  a 
better  public  understanding  of  medicine 
and  health  in  Texas  through  newspapers, 
magazines/newsletters,  radio,  and  tele- 
vision. A new  category,  open  to  all  media, 
recognizes  stories  on  medical  economics. 

ITie  winners  are: 

Daily  newspapers  with  100,000+  cir- 
culation— Houston  Chronicle,  Ruth 
SoRelle,  medical  writer,  and  Diana  Hunt, 
projects  reporter;  series,  “Why  Our 
Babies  Die.” 

Daily  newspapers  with  24,000—99,999 
circulation — Wichita  Falls  Times  Record 
News,  Kirsten  Dietz,  staff  writer,  and  Ben 
Noey,  Jr,  photojournalist;  “A  Taste  of 
Death.” 

Weekly,  biweekly,  or  semiweekly 
newspapers — Arlington  Citizen-Journal, 
Sue  Stevens,  lifestyle  writer;  “Heart- 
Healthy  Eating.” 

Magazines  (company,  employee,  asso- 
ciation, trade,  or  chamber) — We,  Texas 
Department  of  Human  Services,  Karen 
Kobylus,  staff  writer;  “Open  Arms”/“Test- 
ing  Guidelines.” 

Magazines  (consumer/general  inter- 
est ) — Accent  West,  Gene  White,  contrib- 
uting editor;  “What’s  Wrong  with  the 
Sleepy  People?  ” 

Radio  stations  in  Dallas,  Fort  Worth, 
Houston,  San  Antonio,  and  Austin — 
WOAl,  San  Antonio;  George  Jennings,  re- 
porter; “The  Smoking  Gun.” 

Television  stations  in  Dallas,  Fort 
Worth,  Houston,  San  Antonio,  and  Aus- 
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tin — WFAA-TV,  Dallas;  Dennis  Johnson, 
medical  reporter,  and  Cliff  Williams,  pho- 
tographer/editor; six-part  series,  “Myste- 
ries of  the  Brain.” 

Television  stations  in  all  other  loca- 
tions— KLTV-TV',  Tyler;  Jerry  Gumbert, 
executive  news  director;  “When  Love 
Meets  Science.” 

Socioeconomics  of  medicine — Brady 
Herald,  Tricia  Morgan,  reporter;  “New 
Heart  and  New  Life  Fail  to  Bring 
Happiness.” 

Corpus  Christi  Caller  Times,  Kathy 
Gla,sgow  and  Shelley  Emling,  staff  writers; 
“Texas’  Ailing  Health-Care  System.” 

Houston  Chronicle,  Ruth  So  Rclle, 
medical  writer;  “Cataract  Surgeons  See 
Green  with  Elderly.  ” 

Fhe  Anson  Jones  Award  is  named  for  a 
pioneer  Texas  physician  who  served  the 
Republic  of  Texas  w ith  distinction  as  a 
member  of  Congress,  secretar}'  of  state, 
and  its  last  president.  He  was  responsible 
for  establishing  the  first  regulations  con- 
cerning the  practice  of  medicine  in 
Texas.  He  aLso  urged  formation  of  an  “As- 
sociation of  Physicians  of  the  Republic  of 
Texas  for  the  promotion  and  general  dif- 
fusion of  medical  knowledge.”  ITirough- 
out  his  life,  Jones  was  a prolific  writer. 

His  book.  Republic  of  Texas,  shows  his 
keen  intellect,  his  literarv’  style,  and  his 
devotion  to  an  ideal. 


Newsletter  provides  media 
info  on  medical  issues,  TMA 

Texas  Medical  Association’s  Public  Rela- 
tions Department  has  launched  a news- 
letter for  the  Texas  news  media.  “Texas 
Health  Beat”  debuted  in  Januaty’  with  ar- 
ticles designed  to  spur  coverage  of  im- 
portant medical  issues  and  increase 
TMA’s  stature  as  a .source  of  credible  in- 
formation on  such  issues. 

ITie  newsletter,  which  is  written  in  an 
interpretive/analytical  style,  will  be  pub- 
lished quarterly.  Each  issue  will  contain 
objective,  factual  information  about  one 
or  two  topics  and  highlight  TMA’s  posi- 
tion on  those  subjects. 
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AMA  urges  change  in  taxes 
on  educational  loans 

ITie  current  tax  policy  on  educational 
loans  is  short-sighted  and  should  be 
changed,  an  American  Medical  Associa- 
tion representative  told  a Congressional 
subcommittee.  ITie  chairperson  of  the 
Governing  Council  of  the  AMA’s  Resident 
Physicians  Section  spoke  to  members  of 
the  Subcommittee  on  Select  Revenue 
Measures  of  the  House  Ways  and  Means 
Committee  during  hearings  in  Eebruary. 

Mark  S.  Lirwan,  MD,  a sixth-year  resi- 
dent in  urological  surgery'  at  Brigham  and 
Women’s  Hospital  in  Boston  told  sub- 
committee members  that  the  inability'  to 
deduct  student  loan  interest  and  to  defer 
student  loan  repayment  while  complet- 
ing residency  training  is  imposing  a hard- 
ship on  many  students  completing  their 
training.  ITie  problem  began  when  Con- 
gress phased  out  educational  loan  inter- 
est deductions — treating  them  just  like 
loans  to  purcha.se  consumer  goods — in 
the  Tax  Reform  Act  of  1986.  TTie  Om- 
nibus Reconciliation  Act  of  1989  (OBRA) 
exacerbated  the  problem  by  greatly  re- 
ducing the  ability  of  many  resident  physi- 
cians to  defer  repayment  of  their  major 
student  loans  while  completing  their 
training.  Dr  Litwin  said. 

As  a consequence,  many  resident  phy- 
sicians will  have  to  begin  making 
monthly  loan  payments  of  S500  to  $700 
this  year.  These  early  payments  were  not 
anticipated  when  they  entered  into  the 
loan  agreements.  In  recent  years,  medical 
educational  debt  “has  risen  beyond  any- 
one’s imagination” — from  a mean  level  of 
$19,700  per  individual  in  1981  to 
$42,200  in  1989,  Dr  Litwin  pointed  out. 
Nearly  one  fourth  of  all  medical  gradu- 
ates have  total  educational  debts  in  ex- 
cess of  $50,000,  he  added. 


Guide  helps  physicians  manage 
patients’  alcohol  problems 

The  American  Medical  Association’s  De- 
partment of  Substance  Abuse  and  the 
Office  for  Substance  Abuse  Prevention 
( OSAP ) of  the  Alcohol,  Drug  Abuse,  and 


Mental  Health  Administration,  have  pub- 
lished a brochure,  “The  Busy  Physician’s 
Guide  to  the  Management  of  Alcohol 
Problems.” 

The  guide  notes  that  25%  of  all  hospi- 
talized patients  have  a significant  alcohol 
or  other  drug  abuse  problem,  regardless 
of  admitting  diagnosis  or  presenting 
problem,  and  an  estimated  20%  of  all  pa- 
tients seen  in  primary  care  or  family 
practice  have  a significant  substance 
abuse  problem.  The  guide  discusses  diag- 
nostic criteria,  therapeutic  interventions, 
selecting  a treatment  provider,  and 
making  a referral. 

The  guide  is  part  of  a campaign  to  give 
physicians  the  tools  and  information  they 
need  to  deal  with  emerging  substance 
abuse  problems.  In  another  collaborative 
effort  between  the  AMA  and  the  OSAP,  a 
“Pocket  Guide  to  Adolescent  Substance 
Abuse”  is  expected  to  be  available 
in  June. 

Physicians  who  wish  to  be  placed  on 
the  mailing  list  for  the  new  publication 
or  to  receive  “The  Busy  Physician’s 
Guide  to  the  Management  of  Alcohol 
Problems”  should  call  the  Department  of 
Substance  Abuse  at  ( 3 1 2 ) 645-4545. 
Single  copies  are  free,  and  bulk  copies 
are  available  at  cost,  $38  per  100,  includ- 
ing shipping  and  handling. 

In  another  segment  of  the  campaign, 
there  will  be  a national  continuing  medi- 
cal education  campaign  on  alcohol  and 
drug  abuse  in  1991. 


Correction: 

AMA  patient’s  ‘bill  of  rights’ 

The  March  issue  of  Texas  Medicine 
incorrectly  reported  that  the  American 
Medical  Association  House  of  Delegates 
approved  a Council  on  Ethical  and  Judi- 
cial Affairs  report,  which  included  a pa- 
tient’s “bill  of  rights.”  The  article  should 
have  stated  that  during  its  meeting  in 
Honolulu,  Dec  3-6,  1989,  the  delegates 
referred  the  report  to  the  Board  of  Trust- 
ees for  consideration.  The  document,  as 
proposed,  supports  a patient’s  right  to 
medical  information,  to  accept  or  reject 
treatment,  to  physician  respect,  to  confi- 
dentiality, to  essential  health  care,  and  to 
continuity  of  care. 
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Family  doctor  group  urges 
second  MMR  vaccination 

The  American  Academy  of  Family  Physi- 
cians (AAFP)  now  recommends  routine 
second  measles,  mumps,  and  rubella 
( MMR ) immunizations  for  children  4 to 
6 years  of  age,  or  just  prior  to  entering 
school,  Fhe  academy  also  said  that  chil- 
dren in  areas  where  there  is  a high  risk  of 
contracting  measles  should  receive  their 
first  MMR  at  12  months,  instead  of  15 
months  of  age. 

The  new  guidelines  define  a high 
risk  area  as  a county  or  portion  of  a 
county  with: 

— more  than  five  measles  cases  among 
preschool-aged  children  during  each  of 
the  last  5 years; 

— a recent  outbreak  among  unvacci- 
nated preschool-aged  children;  or 

— a large  urban  population. 

Although  the  AAFP’s  and  CDCrs  recom- 
mendations generally  call  for  a first 
measles  shot  at  1 5 months  and  a second 
shot  at  4 to  6 years  of  age,  some  states  re- 
quire the  second  MMR  to  be  given  at  an 
older  age.  At  press  time,  the  Texas  De- 
partment of  Health  was  formulating  its 
recommendation  concerning  a second 
measles  vaccination. 

The  AAFP’s  revised  guidelines  calling 
for  two  childhood  measles  vaccinations 
concur  with  the  Immunizations  Practice 
Advisory  Committee’s  report,  “Measles 
Prevention,”  recently  issued  by  the  Cen- 
ters for  Disease  Control. 

The  CDC  recommends  a second  MMR 
shot  or  a measles  immuniry'  test  for 
everyone  who  is  going  to  college  or 
other  educational  institution  beyond  col- 
lege, as  well  as  medical  personnel  begin 
ning  employment  who  will  have  direct 
patient  care  contact.  Persons  who  are 
not  recommended  to  receive  a measles 
vaccination  generally  include  pregnant 
women,  persons  with  active  tuberculosis, 
and  persons  with  allergies  to  eggs. 

Last  November,  TMA’s  I louse  of  Dele- 
gates approved  an  immunization  proce- 
dure to  be  used  if  local  health  authorities 
declare  a measles  outbreak.  The  proce- 
dure, which  was  proposed  by  the  Inter- 
specialty Society  Committee,  states: 


“( a ) Rubeola  vaccine  should  be  given 
to  infants  after  6 months  and  before  1 2 
months  of  age; 

“(b)  If  the  child  is  over  12  months  of 
age,  the  measles,  mumps,  and  rubella 
(MMR)  vaccine  .should  be  given; 

“(c)  For  children  vaccinated  before  12 
months  of  age  with  rubeola  vaccine,  the 
MMR  vaccine  should  be  given  at  1 5 
months  of  age; 

“(d)  The  MMR  vaccine  should  be  re- 
peated for  any  individual  who  received 
measles  vaccine  before  1980  if  attending 
a school  where  measles  have  been  re- 
ported or  who  is  at  risk  of  measles 
transmission; 

“(e)  The  MMR  vaccine  should  be  re- 
peated at  an  appropriate  later  date  as  rec- 
ommended by  recognized  authorities  in 
the  field.” 

I’he  Committee  also  recommended 
that  Texas  physicians  immunize  adults  as 
indicated  by  individual  circumstances 
when  local  health  authorities  declare  a 
measles  outbreak. 


TDH  releases  data 
on  ATV  injuries  and  deaths 

Texas  Department  of  Health  ( FDH)  In- 
jury Control  Program  with  a.ssistance 
from  the  Bureau  of  Vital  Statistics  have 
completed  epidemiologic  studies  on  the 
morbidity  and  mortality  associated  with 
all-terrain  vehicles  (A'FVs).  AIN'S, 
motorized  cycles  with  three  or  four 
large,  soft  tires,  are  primarily  recreational 
vehicles  designed  for  off-road  use. 

The  first  study  involved  documenting 
the  number  of  ATV-related  deaths  that 
occurred  in  the  state  over  a 7-year  pe- 
riod ( 1982-1988).  Mortality  data  was  col- 
lected from  death  certificates  and 
information  supplied  by  the  US  Con- 
sumer Product  Safety'  Commission.  Sup- 
plemental data  sources  included  police 
and  medical  examiner  reports.  Fig  1 sum- 
marizes the  data  from  this  study. 

'I’he  second  investigation,  in  coopera- 
tion with  the  Texas  Safety  Association  in- 
volved collecting  Al’V-related  injury'  data 
from  40  hospitals  in  seven  key  areas  of 
Fexas  for  the  period  February  through 
August  1988.  Fig  2 presents  some  of  the 
information  from  this  study'. 

More  information  about  ATV  safety  or 
A'lY-related  deaths  and  injuries  is  avail- 


able from  David  F.  Zane,  MS,  director,  or 
Maty'  Jo  Preece,  special  projects  coordi- 
nator, Injury  Control  Program,  Bureau  of 
Disease  Control  and  Epidemiology,  Texas 
Department  of  Health,  1100  West  49th 
St,  Austin,  'TX  78756,  telephone  (512) 
458-7268. 


I Data  on  ATV-related  deaths  in  Texas. 

I<J82-1988. 

• 64  deaths  occurred.  The  number  rose  steadily  from 
one  in  1 982  to  1 9 in  1 986. 

• 47%  were  1 S years  of  age  or  younger  ( 22%  were 
under  12  years;  25%  were  12  to  15  years).  The 
youngest  person  to  die  was  1 year  old. 

• For  which  data  arc  available  (60),  85%  sustained 
hcad/neck  injuries. 

• For  which  data  arc  available  (61 ),  64%  involved 
three-wheelers. 

• For  which  data  arc  available  (65),  44%  occurred 
between  May  and  August. 

• For  which  data  are  available  (44),  52%  flipped, 
overturned,  or  rolled  over  the  victim. 


2.  Data  on  ATV-related  Injuries  in  seven  key  areas 

of  Texas.  February' -August  1988. 

• 104  individuals  were  treated  for  ATV-related 
injuries. 

• 50%  were  1 5 years  of  age  or  younger  ( 20%  were 
.under  the  age  of  12  years;  50%  were  12  to  15 
years ).  ITie  youngest  person  injured  was  22 
months  old. 

• Injuries  included  fractures,  lacerations,  contusions, 
abrasions,  and  strains. 

• 45%  of  patients  sustained  injuries  to  lower  limbs; 
28%  to  the  head  area. 

• For  which  data  arc  available  (92),  85%  were 
unhelmeted. 

• For  which  data  are  available  ( 57),  62%  were  on 
four-wheelers. 

• 20%  were  hospitalized;  76%  of  those  hospitalized 
suffered  fractures  to  the  spinal  column,  shoulder 
blade,  chest,  arm,  or  leg  Average  hospital  stay  was 
9 days 

• 56%  had  1 year  or  less  past  experience  with  an 
ATV;  10  patients  overall  ( 16.5%  ) received  injuries 
while  on  an  ATV  for  the  first  time. 
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MEDLINE  offer  extended 
to  Texas  physicians 

Physicians  in  the  512  area  code  can  re- 
ceive one  year  of  unlimited  searching  of 
MEDLINE  and  other  data  bases  of  the 
MEDLARS  system  from  April  2,  1990,  to 
March  31,  1991,  for  only  SI  10.  To  partic- 
ipate in  this  experimental  project  offered 
by  the  National  Library  of  Medicine 
(NLM),  physicians  must  have  access  to  a 
microcomputer  with  a modem  and  a 
telephone  line  and  live  or  work  in  the 
512  area  code. 

Physicians  outside  the  5 1 2 area  code 
still  can  gain  access  to  the  powerful 
MEDLARS  system.  The  system  contains 
more  than  1 2 million  records  of  books, 
journal  articles,  and  non-bibliographic  in- 
formation. In  addition  to  MEDLINE,  other 
data  bases  in  the  system  include  CAN- 
CERLIT,  TOXLINE,  and  AIDSLINE.  Regu- 
lar online  rates  for  the  system  vary  from 
$16.50  to  $170  per  connect  hour,  with 
no  initiation  fee  and  a limited  amount  of 


free  search  time  available  to  new 
subscribers. 

Participants  in  the  program  and  new 
subscribers  are  encouraged  to  use  the 
GRATEFUL  MED  software  program  to  ac- 
cess the  NLM  search  system.  GRATEFUL 
MED  is  a menu-driven  package  that  in- 
cludes telecommunications  and  down- 
loading capabilities.  Software  versions  for 
both  IBM  compatible  microcomputers 
and  the  Macintosh  are  available. 

To  help  physicians  search  the  system 
effectively,  classes  will  be  conducted  at 
both  the  TMA  Library'  in  Austin,  and  The 
University  of  Texas  Health  Science  Cen- 
ter at  San  Antonio,  Briscoe  Library'.  The 
classes  are  open  to  all  Texas  physicians, 
regardless  of  area  code.  The  first  class  is 
Saturday,  April  28,  with  additional  work- 
shops scheduled  later  in  the  year. 

More  information  on  classes  and  de- 
tails about  the  project  are  available  from 
the  TMA  Library'  at  ( 5 1 2 ) 477-6704,  ext 
193,  or  the  Briscoe  Library'  at  (512) 
567-2425. 


"How  can  we  be  sure  that  the  weight  my  w ife  loses  won't  be  any  of  the  good  stuff?"’ 
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TMF  reverses  corrective  action 
against  Mineral  Wells  surgeon 

The  Texas  Medical  Foundation  has  re- 
versed a corrective  action  against  a Min- 
eral Wells  surgeon  whom  the  Texas 
Medical  Association  assisted  in  his 
appeal. 

On  Feb  2,  TMF’s  State  Quality  As- 
surance Committee  notified  J.P.  Reddy, 
MD,  that  the  corrective  action  against 
him  had  been  formally  terminated.  That 
action  by  the  peer  review  organization 
culminated  an  18-month  ordeal  that  split 
Dr  Reddy’s  joint  practice  and  cost  the 
physician  significant  time  and  expense. 

The  corrective  action  arose  when  a 
regional  quality  assurance  committee 
raised  concerns  in  regard  to  six  of  Dr 
Reddy’s  cases.  However,  several  indepen- 
dent specialists  who  reviewed  the  Min- 
eral Wells  surgeon’s  case  records  found 
the  care  rendered  to  be  appropriate  in  all 
six  cases. 

“I  can’t  tell  you  how  crucial  it  is  for 
physicians  like  me  to  have  an  organiza- 
tion like  TMA  that  we  can  fall  back  on, 
count  on,  when  there  is  a crisis,”  Dr 
Reddy  said. 

Dr  Reddy  initially  received  two  notices 
of  potential  quality  issues  from  the  TMF’s 
regional  quality  assurance  committee  in 
mid- 1988  after  he  wrote  TMF  on  behalf 
of  Palo  Pinto  General  Hospital  seeking  re- 
consideration of  payment  denials  the 
hospital  had  received.  He  received  five 
additional  notices  that  fall. 

One  of  the  cases  was  resolved  without 
action,  but  Dr  Reddy  appeared  before  the 
regional  committee  in  March  1989  to  re- 
spond to  the  other  notices.  On  March  1 7, 
he  was  informed  that  he  was  being 
placed  on  corrective  action  and  that  his 
case  was  being  referred  to  the  state 
committee. 

The  corrective  action  instructed  Dr 
Reddy  to  take  50  hours  of  continuing 
medical  education  in  category  1 of  the 
American  Medical  Association’s  Physi- 
cians Recognition  Award,  focusing  on 
vascular  surgery  technique,  within  6 
months.  He  also  was  required  to  have  on- 
site consultation  by  a board-certified  vas- 
cular surgeon  prior  to  all  elective  Medi- 
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care  surgeries  and  telephone  or  on-site 
consultation  within  24  hours  of  any 
emergency  surgeries.  Finally,  Dr  Reddy 
was  required  to  attend  vascular  surgery- 
grand  rounds  at  Baylor  Hospital  in  Dallas 
on  a bimonthly  basis  for  1 year. 

Although  Dr  Reddy  immediately  acted 
to  comply  with  the  corrective  action,  he 
sought  to  appeal  the  decision.  First,  he 
sought  help  from  several  specialty-  so- 
cieties of  which  he  was  a member,  in- 
cluding the  American  College  of 
Surgeons,  Society  of  Cardiovascular  Sur- 
gery, and  Society  of  Thoracic  Surgeons. 

“When  I received  the  corrective  action 
from  the  PRO  (peer  review  organiza- 
tion ),  my  immediate  reaction  was  to  con- 
tact my  specialty  societies  of  which  I’ve 
been  a member  in  good  standing  for  a 
long  period  of  time,”  he  said.  “1  felt  they 
would  be  the  appropriate  people  inter- 
ested in  the  quality-  of  care  and  quality-  of 
peer  review.  To  my  disappointment,  they 
washed  their  hands  completely.  They 
didn’t  want  to  get  involved  in  the  pro- 
cess because  of  the  legalities  involved.” 

Dr  Reddy  turned  to  TMA  in  April  1989 
“and  received  an  immediate  response.” 

Dr  Reddy,  who  is  board  certified  in 
thoracic  surgery-,  already  had  submitted 
his  case  records  for  review  by  several  in- 
dependent specialists,  including  several 
professors  of  thoracic  surgery.  At  the  di- 
rection of  the  TMA  Advocacy  Commit- 
tee, the  records  were  sent  to  other  noted 
experts  for  additional  review.  All  of  those 
experts  said  the  care  rendered  was  ap- 
propriate, and  several  complimented  the 
quality-  of  care  Dr  Reddy  delivered. 

“None  pointed  out  any  quality-  con- 
cerns that  came  anywhere  close  to  what 
TMF  had  pointed  out,”  said  Mike  Dabbs, 
TMA  director  of  quality-  assurance  and 
utilization  review.  “Many  rebutted  TMF’s 
concerns.” 

Dr  Reddy  added,  “They  ( the  Advocacy- 
Committee  ) were  satisfied  in  my  quality- 
of  care,  and  then  they  went  to  bat  for  me. 
They  really-  were  tenacious.” 

Following  the  review-  of  Dr  Reddy’s 
case  records,  TMA  staff,  including  Mr 
Dabbs  and  General  Counsel  Rocky 
Wilcox,  worked  with  Dr  Reddy  in  his 
efforts  to  get  his  case  reconsidered. 

Nancy  Dickey,  MD,  of  Richmond,  who 
chairs  the  Advocac-y  Committee,  also  re- 
viewed the  cases  and  wrote  TMF  officials 
expressing  concern  about  the  inappropri- 


ate action  taken  against  Dr  Reddy-  and 
urging  that  the  case  be  reconsidered. 

“Both  our  review  and  supplemental 
materials  provided  by  several  outstand- 
ing cardiovascular  experts  indicated  the 
care  provided  was  not  of  poor  quality  ,” 

Dr  Dickey-  said.  In  July  1989,  the  State 
Quality  Assurance  Committee  notified  Dr 
Reddy  that  his  case  would  be  reviewed 
again.  However,  it  was  not  until  Jan  18, 
1990,  that  Dr.  Reddy  got  his  opportunity- 
to  appear  before  the  committee  to  plead 
his  case. 

The  TMA  Advocacy-  Committee  had 
determined  that  Dr  Reddy  would  need 
representation  at  that  meeting.  Dr  Dickey- 
said  that  because  there  was  a “solid  body 
of  evidence  that  Dr  Reddy’s  quality-  of 
care  was  not  a problem,”  she  volunteered 
to  serve  as  his  “physician  counsel.”  TMF 
general  counsel  ruled,  however,  that  only 
an  attorney  would  be  allowed  to  be 
present  during  the  entire  meeting.  There- 
fore, Advocacy  Committee  member  Dr 
John  Dunn,  a physician-attorney,  agreed 
to  represent  Dr  Reddy,  and  Dr  Dickey  ap- 
peared to  testify-  on  his  behalf. 

That  representation  was  not  needed, 
however,  because  the  committee  already- 
had  decided  to  recommend  reversal  of 
the  earlier  decision.  It  informed  Dr 
Reddy  of  that  at  the  beginning  of  the  Jan 
18  meeting. 

“The  TMF  process  can  have  an  im- 
mense impact  on  a phy-sician’s  practice, 
particularly  in  rural  areas,”  Dr  Dickey- 
said.  “In  Dr  Reddy’s  case,  his  patients 
were  put  to  significant  additional  effort 
to  get  care. 

“While  it  is  imperative  that  physicians 
review  quality  of  care,  it  is  also  impera- 
tive that  the  process  be  as  flawless  as  pos- 
sible,” she  added. 

Dr  Reddy,  who  has  been  a member  of 
TMA  for  18  years,  said  he  plans  to  join 
the  American  Medical  Association  as  well 
because  of  the  prompt  assistance  he  re- 
ceived from  TMA. 

“1  just  was  impressed  with  how  they- 
got  after  it,”  he  said.  “ Fhey  tenaciously- 
pursued  the  case  on  my  behalf.” 

Dr  Reddy  added  that  such  cases  of  in- 
appropriate peer  review  adversely  affect 
patients  as  well  as  physicians. 

“This  doesn’t  serve  the  patients  well,” 
he  said.  “It  did  impact  the  way-  1 am  treat- 
ing patients  in  the  hospital — I’m  keeping 
them  in  the  ho.spital  longer,  ordering 


ANNUAL  SESSION 


May  10-13, 1990 

(Not  just  another  fish  story.) 

Texas  Medical  Association's  1990 
Annual  Session  in  Corpus  Chrisfi 
promises  a full  stringer  of  sea,  sand, 
sun,  and  science! 

While  you: 

♦ listen  to  nationally  recognized 
medical  researchers  and  speakers; 

♦ visit  up  to  275  scientific  and 
technical  exhibits; 

♦ select  among  300  credit  hours  of 
CME  presentations;  and 

♦ speak  out  at  the  House  of 
Delegates  reference  committee 
meetings. 

Your  family  can: 

♦ enjoy  fun-in-the-sun  beach 
activities; 

♦ visit  the  Watergarden,  Harbor 
Bridge,  and  the  Art  Museum  of 
South  Texas;  and 

♦ otherwise  flounder  around  in 
Corpus  Christi's  seaside  atmosphere. 

That's  not  all  to  get  you  hooked. 

A flagship  cruise,  a Texas  Riviera 
dinner  dance,  a beach  party,  the 
annual  membership  luncheon,  fishing 
and  sailing  . . . you  know  how  the 
story  ends. 

TMA's  123rd  Annual  Session  is 
bound  to  be  your  biggest  catch 
of  the  year! 

Read  Texas  Medicine  and  Action  for  more  details. 
Or  call  TMA's  Annual  Session  and  Scientific 
Programming  Department,  512/477-6704. 
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more  tests.  I am  practicing  defensive 
medicine  to  satisfy'  the  PRO.” 


CAIUTAL  COMMENTS 


Gramm  expects  101st  Congress 
to  be  cautious  about  health  care 

US  Senator  Phil  Gramm  ( R-Tex ) expects 
a cautious  approach  to  health  care  legis- 
lation from  the  10 1st  Congress,  still  reel- 
ing in  the  after-effects  of  passing,  then 
repealing  the  Medicare  Catastrophic  Cov- 
erage Act.  ITie  cautious  posture  will 
cause  extended  debate  over  health  care 
issues.  Senator  Gramm  said.  At  the  same 
time,  the  fiasco  affords  the  opportunity  to 
limit  the  ability-  of  .special  interest  groups 
to  railroad  legislation. 

Senator  Gramm  delivered  the  keynote 
address  during  Texas  Medical  Associa- 
tion's 1990  Winter  Leadership  Confer- 


l!S  Senator  t^hil  Gninmi  (R  Texas)  iHsciisses  ke)’ 
health  ami  medical  issues  in  the  lOlst  Congress 
during  Texas  Medical  Association  's  1990  Vinter 
Leadership  Conference  in  Austin,  Tebruary 


ence,  Saturday,  Feb  17,  at  the  Stouffer 
Austin  Hotel. 

Also  dominating  the  Congressional  ses- 
sion will  be  a concern  for  the  federal 
budget,  which  is  restricted  to  a 3% 
growth  limit  in  spending.  Senator  Gramm 
said.  “Medicare  is  always  a budget  target 
to  try-  to  control  the  growth  of  spending, " 
he  cautioned. 

Two  fundamental  misconceptions  have 
influenced  legislative  action  in  regard  to 
health  care  spending,  the  senator  added. 
ITie  first  is  that  the  government  can  do 
something  about  society’s  choice  to 
spend  more  on  health  care.  Hie  second 
is  an  inflated  estimate  of  the  rising  cost  of 
health  care.  Health  care  is  the  only  indus- 
try measured  by  total  expenditures  with- 
out regard  to  rising  costs,  he  explained. 
Further,  there  is  no  effective  measure  of 
the  improv  ing  quality  of  health  care. 
Compared  to  the  quality-  of  care  in  earlier 
times,  health  care  probably  is  cheaper 
now,  he  said. 

Among  the  health  issues  before  Con- 
gress, Senator  Gramm  addressed  five: 

I . Resource-based  Relative  Value  Scale 
( RBRVS ) — The  government  never  gets 
relative  values  right,  he  said.  It  is  tied  to 
expenditures,  not  cost. 

2 Rural  health  care — ‘‘When  you 
close  a ho.spital,  you  are  planting  the 
seed  of  destruction  in  that  community.” 
Senator  Gramm  favors  equal  reimburse- 
ment for  rural  and  urban  hospitals,  and 
he  expressed  his  concern  about  the  diffi- 
culty in  attracting  physicians  to  rural 
communities. 

3-  Professional  liability-  insurance — 
“Something  is  fundamentally  wrong 
w hen  an  indigent  patient  asks  taxpayers 
to  save  his  life,  then  walks  into  the  arms 
of  an  attorney  and  sues  for  providing  that 
care.” 

4.  Patient  transfers — If  Medicare  pa- 
tients come  to  a ho.spital,  it  costs  physi- 
cians money  to  care  for  them.  Eliminate 
that  situation,  and  there  will  not  be  a re- 
ferral problem. 

5.  Border  health — “A  problem  that  has 
been  neglected  too  long.”  Mexico  needs 
to  be  part  of  the  solution  to  problems  as- 
sociated with  pollution  and  infectious 
di.seasc.  Senator  Gramm  supports  the 
creation  of  an  international  commission 
whose  members  would  be  appointed  by 
the  presidents  of  the  United  States  and 
Mexico. 


Senator  Gramm  concluded  his  address 
on  an  optimistic  note,  predicting  a reduc- 
tion in  defense  spending  by  the 
mid  1990s  that  will  pay  a “peace  divi- 
dend.” He  added.  Congress  needs  to  de- 
bate proposals  on  how  to  spend  the 
money,  and  it  should  not  be  .spent  to 
create  more  government.  At  the  state 
level,  he  opined  that  Texas  can  be  “the 
engine  driving  economic  recovery  in 
America.”  He  added,  “If  not,  it  will  be  our 
fault.”  He  encouraged  the  audience  to 
vote  for  a gubernatorial  candidate  “who 
can  do  the  most  to  rebuild  the  business 
climate  in  Texas.” 


Newspaper  columnist  takes 
humorous  look  at  Texas  politics 

New.spaper  columnist  Molly  Ivins  zeroed 
in  on  the  candidates  w ho  promise  to  de- 
liver “the  kind  of  entertainment  Texans 
expect  from  their  politicians”  in  upcom- 
ing elections.  Ms  Ivins  shared  her  unique 
and  humorous  view  of  the  Texas  political 
scene  during  a luncheon  in  conjunction 
with  Texas  Medical  A.s.sociation’s  1 990 
Winter  Leadership  Conference. 

“It’s  a doozy,”  she  said  of  the  gover- 
nor’s race.  Running  down  the  Demo- 
cratic hopefuls,  Ms  Ivins  noted  that  the 
“wickedly  witty”  Ann  Richards  regretta- 
bly is  under  orders  not  to  be  funny.  Ivins 
noted  that  candidate  Mark  White 
“babbles  sincerely,”  and  Jim  Mattox  is  “a 
truly  interesting  study  in  political  self- 
destruction.” 

I’urning  to  Republicans,  she  praised 
Clayton  Williams’  advertising  campaign. 
Jack  Rains,  she  said,  is  a promising  candi- 
date. “Those  of  us  who  know  Jack  Rains 
around  the  capitol  are  totally  as- 
tonished,” she  added.  She  compared  Kent 
Hance  to  supervillain  Darth  Vader.  Tom 
Luce,  she  said,  would  make  a good  gover- 
nor, but  he  is  “absolutely  deadly  on 
television.” 

At  the  national  level,  Ms  Ivins  chided 
President  George  Bush,  noting,  “Real 
Texans  do  not  use  the  word  ‘summer’  as 
a verb,  and  no  real  Texan  calls  trouble 
‘deep  doo-doo.’” 

She  observed  that  motherhood  is  the 
best  training  for  political  office  because  a 
good  mother  knows  two  things:  ( 1 ) what 
to  do  with  two  kids  and  one  cookie,  and 
( 2 ) how  to  handle  two  kids  fighting  in 
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the  back  seat  of  the  car — “1  don’t  care 
who  started  it,  stop  now.” 

She  told  the  audience  that  the  Texas 
I.egislature  is  the  reason  she  does  not 
write  fiction.  “Never  in  a million  years 
could  1 make  up  stuff  this  good,”  she 
explained. 

Ms  Ivins  is  a columnist  for  the  Dallas 
Times  Herald,  where  she’s  written  about 
Texas  politics  and  other  bizarre  happen- 
ings since  1982.  Her  career  has  spanned 
numerous  editorial  posts  and  locations. 
She  began  her  career  in  the  Complaint 
Department  at  the  Houston  Chronicle. 
She  also  has  done  stints  as  police  re- 
porter for  the  Minneapolis  Tribune  and 
political  reporter  for  The  New  York 
Times.  Her  free-lance  work  has  appeared 
in  Esquire,  Atlantic,  The  Nation, 

Harper's,  TV  Guide,  and  numerous  other 
publications.  She  also  does  occasional 
commentaty’  for  National  Public  Radio 
and  “The  McNeil/Lehrer  News  Hour.”  In 
1976  she  was  named  Outstanding 
Alumna  by  Columbia  University’s  School 
of  Journalism. 

However,  Ms  Ivins  claims  that  her 
greatest  recognition  came  when  the  Min- 
neapolis police  department  named  their 
mascot  pig  in  her  honor  and  she  was 
once  banned  from  the  campus  of  Texas 
A&M  University. 


Doyle  I.  Carson.  MD 


NINi’SMAKim 


KI-NNHTH  ALTSHULER,  MD,  hxs  been 
named  director  of  the  American  Board  of 
Psychiatrists  and  Neurologists.  Dr  Al- 
tshuler is  professor  and  chairman  of  p,sy- 
chiatiy  at  ITie  L^niversity  of  Texas 
Southwestern  Medical  Center  at  Dallas. 

ERIC  BERNICKER,  a fourth  year  student 
at  Baylor  College  of  Medicine,  is  the 
1989—90  editor-in-chief  for  PULSE,  a 
medical  student  newsletter  published 
nine  times  a year  as  a supplement  to  the 
Journal  of  the  American  Medical 
Association. 

DOYLE  1.  CARSON,  MD,  Dallas,  has  been 
installed  as  president  of  the  National  As- 
sociation of  Private  Psychiatric  Hospitals. 
Dr  Carson  is  p.sychiatrist-in-chief  and 
chief  executive  officer  of  Timberlawn 
Psychiatric  Hospital. 

JERRY  M.  LEWIS,  MD,  Dallas,  was  the  re- 
cipient recently  of  the  Presidential  Award 
of  the  National  A,s,sociation  of  Private  Psy- 
chiatric Hospitals.  Dr  Lewis  was  recog- 
nized for  his  distinguished  career  in 
psychiatric  research,  clinical  care,  and 


Philij)  Oliryan  Montgomery.  Jr.  MD 


psychotherapy  of  families.  He  is  director 
of  research  at  Timberlawn  ILsychiatric 
Hospital. 

PHILIP  O’BRYAN  MONTGOMERY,  JR, 
MD,  a profes.sor  of  patholog)’  at  The  Uni- 
versity of  Texas  Southwestern  Medical 
School  at  Dallas,  was  one  of  four  recent 
recipients  of  Southern  Methodist  Univer- 
sity’s 1990  Distinguished  Alumni  Awards. 

WILLIAM  L.  WINTERS,  JR,  MD,  Houston, 
recently  was  named  president  of  the 
American  College  of  Cardiolog)’.  A car- 
diologist in  Baylor  College  of  Medicine’s 
DeBakey  Heart  Center,  Dr  Winters  also 
serves  as  co-director  of  The  Methodist 
Ho.spital’s  echocardiography  laboratoiy. 


DEATHS 


WILSON  D.  ANDERSON,  MD,  retired  San 
Angelo  public  health  physician.  Died 
Januaiy’  24,  1990;  age  85.  Dr  Anderson 
graduated  in  192"’  from  Tulane  Univer- 
sity School  of  Medicine  in  New  Orleans. 
He  .served  his  internship  at  Shreveport 
( La  ) Charity-  I lospital,  and  his  residency 
at  I’exas  State  Tuberculosis  Sanatorium, 

Dr  Anderson  w as  an  honoraiy  member  of 
Texas  Medical  Association  and  chairman 
of  its  Tuberculosis  Committee  for  many 
years. 

ALVIN  J.  ASHMORE,  MD,  retired  Corpus 
Christi  urttlogist.  Died  January  23,  1990; 
age  88.  Dr  Ashmore  was  a 1928  graduate 
of  Baylor  University  Ciollege  of  .Medicine. 
He  served  an  internship  at  Baylor  Hospi- 
tal and  a residency  at  Turner’s  Urological 
Institute  in  Houston.  During  World  War 
11,  Dr  Ashmore  served  with  the  US  Army. 
He  w as  an  honorary  member  of  Texas 
Medical  A,ssociation. 

JOHN  L BRADEIELD,  MD,  retired  Dallas 
surgeon.  Died  Januarv  31,  1990;  age  88. 

In  1928,  Dr  Bradfield  received  his  medi- 
cal degree  from  Baylor  University  Col- 
lege of  Medicine.  He  served  his 
internship  and  residency  at  Baylor  Hospi- 
tal. Dr  Bradfield  w'as  an  honoraiy  mem- 
ber of 'Texas  Medical  A.ssociation. 
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A Few  Doctors  Still  Think 
It^s  Smart  To  Own  A Car! 
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LLO\T)  D.  BOUNDS,  MD,  retired  Corpus 
Christi  general  practitioner.  Died  January' 
4,  1990;  age  70.  Dr  Bounds  was  a 1951 
graduate  of  The  University  of  Texas 
Southwestern  Medical  School  in  Dallas. 
He  served  an  internship  at  Robert  B. 
Green  Memorial  Hospital  in  San  Antonio. 

STUART  A.  CHAMBLIN,  JR,  MD,  San  An- 
tonio pathologist.  Died  December  28, 
1989;  age  62.  In  1953,  Dr  Chamblin  re- 
ceived his  medical  degree  from  St  Louis 
(Mo)  University'.  He  served  an  internship 
at  Fitzsimmons  General  Hospital  in  Den- 
ver, and  a residency  at  Letterman  General 
Hospital  in  San  Francisco.  Dr  Chamblin 
served  in  the  US  Army  Medical  Corps 
from  1953  to  1972. 

ARTHUR  MONROE  FARIS,  SR,  MD,  re- 
tired Houston  obstetrician  and 
gy  necologist.  Died  January  17,  1990;  age 

81.  Dr  Faris  was  a graduate  of  Baylor  Uni- 
versity' College  of  Medicine  in  Dallas. 
During  World  War  11,  he  served  in  the  US 
Army  Medical  Corps.  Dr  Faris  was  a past 
president  of  the  Texas  Association  of 
Obstetricians  and  Gynecologists.  He  was 
an  honorary  member  of  Texas  Medical 
Association. 

STEPHEN  A.  FOOTE,  MD,  retired  Hous- 
ton internist.  Died  January  12,  1990;  age 

82.  Dr  Foote  graduated  from  The  Univer- 
sity of  Texas  Medical  Branch  at  Galveston 
in  1933-  He  served  his  internship  at 
Jefferson  Davis  Hospital  and  his  residency 
at  Memorial  Hospital,  both  in  Houston. 
During  World  War  11,  Dr  Foote  served 
with  the  US  Army  Medical  Corps.  He  was 
an  honorary  member  of  Texas  Medical 
Association. 

BROMLEY  SMITH  FREEMAN,  MD,  retired 
Houston  plastic  surgeon.  Died  February 
2,  1990;  age  77.  In  1936  Dr  Freeman 
graduated  from  Columbia  University  Col- 
lege of  Physicians  and  Surgeons.  He 
served  an  internship  at  King’s  County 
Hospital  in  Brooklyn,  NY,  and  residency 
at  Memorial  Hospital  in  Hines,  111.  From 
1944  to  1949,  he  served  with  the  US 
Army.  Dr  Freeman  was  a life  member  of 
Texas  Medical  Association. 

RUDOLPH  R.  LANG,  MD,  retired  Marshall 
obstetrician  and  gynecologist.  Died  July 
7,  1989.  Dr  Lang  was  a 1941  graduate  of 


Northwestern  University  Medical  School 
in  Chicago.  He  served  an  internship  at 
Sparrow  Hospital  in  Lansing,  Mich,  and  a 
residency  at  Harper  Hospital  in  Detroit. 
During  World  War  11,  he  served  with  the 
US  Public  Health  Service. 

ROBERT  L.  McKinley,  MD,  retired  San 
Antonio  psychiatrist.  Died  January  2, 
1990;  age  65.  Dr  McKinley  received  his 
medical  degree  in  1948  from  The  Univer- 
sity of  Texas  Medical  Branch  at  Gal- 
veston. He  served  an  internship  at  the  US 
Naval  Hospital  in  Philadelphia,  a resi- 
dency at  Brackenridge  Hospital  in  Austin, 
and  a psychiatric  residency  at  Walter 
Reed  General  Hospital  in  Washington, 

DC.  Dr  McKinley  served  with  the  US 
Navy  and  the  US  Army. 

ALFRED  A.  NISBET,  MD,  retired  San  An- 
tonio ophthalmologist.  Died  January  1 5, 
1990;  age  80.  Dr  Nisbet  was  a 1938 
graduate  of  the  University  of  Oklahoma 
School  of  Medicine.  He  received  his 
training  in  ophthalmology  at  Johns 
Hopkins  Hospital  in  Baltimore  and  at 
Washington  University  in  St  Louis.  Dr 
Nisbet  was  an  honorary  member  of  Texas 
Medical  Association. 

RALPH  B.  PAYNE,  MD,  retired  Amarillo 
eye,  ear,  nose,  and  throat  specialist.  Died 
January  9,  1990;  age  78.  Dr  Payne  gradu- 
ated in  1936  from  the  University  of 
Arkansas  School  of  Medicine.  He  served 
his  internship  and  residency  at  Charity 
Hospital  in  New  Orleans.  During  World 
War  II,  Dr  Payne  served  with  the  US 
Army  Medical  Corps.  He  was  a life  mem- 
ber of  Texas  Medical  Association. 

T.  GWEN  PECK,  MD,  Houston  family 
practitioner.  Died  December  7,  1989;  age 
64.  Dr  Peck  received  her  medical  degree 
in  1948  from  the  University  of  Oklahoma 
School  of  Medicine.  She  served  an  intern- 
ship at  Methodist  Hospital  in  Indianapo- 
lis, and  a residency  at  Charity'  Hospital  in 
New  Orleans. 

BRUNO  R.  PERAGLIE,  MD,  Brownsville 
obstetrician  and  gynecologist.  Died  Janu- 
ary 13,  1990;  age  61.  Dr  Peraglie  re- 
ceived his  medical  degree  in  1956  from 
the  University  of  Ferrara  in  Bologna,  Italy. 
He  served  an  internship  at  Elizabeth  ( NJ ) 
General  Hospital  and  residencies  at 


Hahnnemann  Medical  College  and  Uni- 
versity' Hospital  in  Philadelphia,  and  at 
Newark  (NJ ) City  Hospital. 

LOUIS  RAMON  REVELEY,  MD.  Houston 
pathologist.  Died  January  8,  1990;  age  38. 
Dr  Reveley  was  a 1978  graduate  of  The 
University  of  Texas  Southwestern  Medi- 
cal School  in  Dallas.  He  served  a resi- 
dency at  Parkland  Memorial  Hospital  in 
Dallas. 

JAMES  T.  ROBISON,  MD,  retired  Austin 
otolary  ngologist.  Died  January'  12,  1990; 
age  90.  In  1925,  Dr  Robison  graduated 
from  The  University  of  Texas  Medical 
Branch  at  Galveston.  He  served  an  intern- 
ship at  St  Barnabas  Hospital  in  Newark, 
NJ,  and  a residency'  at  Manhattan  (N3^) 
Eye,  Ear  & Throat  Hospital.  During  World 
War  I,  he  served  with  the  US  Army.  Dr 
Robison  was  an  honorary'  member  of 
Texas  Medical  Association. 

EDWARD  S.  ROSS,  MD,  retired  Dallas  in- 
ternist. Died  January  5,  1990;  age  87.  Dr 
Ross  was  a 1928  graduate  of  Bay  lor  Uni- 
versity College  of  Medicine  in  Dallas, 
where  he  also  served  his  internship  and 
residency.  During  World  War  II,  Dr  Ross 
served  with  the  US  Navy'.  He  was  an  hon- 
orary' member  of  Texas  Medical 
Association. 

NEWSOM  STOOL,  MD,  San  Antonio 
orthopedic  surgeon.  Died  January'  30, 
1990;  age  60.  In  1953  Dr  Stool  graduated 
from  Baylor  Univ  ersity  College  of  Medi- 
cine. He  served  an  internship  at  Cincin- 
nati (Ohio)  General  Hospital  and  a 
residency  at  Mayo  Clinic  in  Rochester, 
Minn.  From  1953  to  1956,  he  served  as  a 
flight  surgeon  with  the  US  Air  Force  in 
Japan.  Dr  Stool  was  a member  of  the 
TMA  Committee  on  Workers’  Compensa- 
tion and  Occupational  Medicine  and, 
from  1978  to  1979,  president  of  the 
Bexar  County  Medical  Society. 

DOUGLAS  R.  SWETLAND,  MD,  Marlin 
orthopedic  surgeon.  Died  January  27, 
1990;  age  79.  Dr  Swetland  was  a 1937 
graduate  of  Tulane  University  College  of 
Medicine  in  New  Orleans.  He  served  his 
internship  and  residency'  at  Jefferson 
Davis  Hospital  in  Houston.  During  World 
War  II,  Dr  Swetland  served  with  the  US 
Navy.  Dr  Swetland  was  a former  presi- 
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dent  of  the  Falls  County  Medical  Society. 
He  wxs  an  honorary  member  of  Texas 
Medical  Association,  and  a member  of  its 
House  of  Delegates  from  1966  to  1978. 

JESSE  W.  TOMME,  JR,  MD,  retired  San  An- 
tonio radiologist.  Died  December  20, 
1989;  age  64.  Dr  Tomme  received  his 
medical  degree  in  1952  from  Baylor  I'ni- 
versity  College  of  Medicine  in  Dallas.  He 
served  an  internship  at  Jefferson  Davis 
Hospital  in  Houston  and  residencies  at 
Baptist  Hospital  in  San  Antonio  and  Bay- 
lor Hospital  in  Dallas.  During  World  War 
11,  he  served  with  the  US  Navy. 


HARVEY  M.  WILLIAMS,  MD,  retired  San 
Angelo  general  surgeon.  Died  January  4, 
1990;  age  85.  In  1929  Dr  Williams  grad- 
uated from  the  University  of  Tennessee 
College  of  Medicine.  He  served  an  intern- 
ship at  St  ITiomas  Llospital  in  Nashville 
and  a residency  at  Long  Island  Hospital  in 
Boston.  During  World  War  11,  he  served 
with  the  US  Army  Medical  Corps. 

JANINA  PALUCH  WOLSKI,  MD,  retired 
Houston  general  practitioner.  Died  Janu- 
ary' 6,  1990;  age  60.  Dr  Wolski  was  a 
1953  graduate  of  the  Faculty  of  Medicine 
of  Lodz  University  in  Poland.  She  served 
an  internship  at  Timken  Hospital  and  a 


residency  at  Aultman  Hospital,  both  in 
Canton,  Ohio. 

WALTER  McClellan  (mac)  wood- 
ward, JR,  MD,  retired  Huntsville  sur- 
geon. Died  January'  27,  1990;  age  72.  Dr 
Woodward  received  his  medical  degree 
in  1942  from  Louisiana  State  University 
Medical  School  in  New  Orleans.  He 
served  his  internship  and  residency  at 
Jefferson  Davis  Hospital  in  Houston. 
During  World  War  11,  he  served 
with  the  US  Air  Eorce.  Dr  Woodward  was 
an  honorary  member  of  Texas  Medical 
Association. 
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KONSYL' 

The  100%  pure  psyllium  choice 
when  dietaiy  fiber  isn’t  quote  enough. 


You've  read  the  studies.  Based  on 
the  results,  the  National  Cancer 
Institute  recommends  25-30  grams  of  fiber 
per  day. 

But,  because  you  see  patients  day  after 
day,  you  also  understand  the  problem.  You 
know  that  on  the  average,  Americans  get 
only  10-20  grams  per  day. 

The  best  source  of  fiber  is  from  high- 
fiber  foods  like  whole  grains,  vegetables, 
fruits,  nuts  and  legumes.  But  sometimes 
your  patients  don’t — or  won't — eat  the 
right  foods. 

When  that  happens,  it’s  up  to  you  to 
suggest  a solution. 


For  over  thirty  years,  doctors  who  want 
the  best  for  their  patients  have  relied  on 
Konsyl.  The  reason?  Unequaled,  soluble, 
high  fiber.  No  sugar  or  sugar  substitute. 
And,  a low  sodium  content. 
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benefit. 


100%  Pure  Psyllium 

Psyllium  has  been  used  for  centuries  as 
a natural,  solublehxxMng  agent.  Soluble 
fiber — like  psyllium  and  oat  bran — speeds 
transit  time  and  helps  remove  toxins  from 
the  digestive  tract.  Experts  believe  that 
soluble  fiber  may  also  provide  other  health 
benefits. 

The  husk  of  the  psyllium  plant  has  a 


Konsyl,  unlike  other  products  that  are 
loaded  with  fillers  or  artificial  sweeteners, 
contains  100%  pure  psyllium.  Ninety-five 
percent  is  from  psyllium  husks.  Each  dose 
of  Konsyl  has  6 grams  of  psyllium. 

Konsyl®-D  combines  3.4  grams  of 
psyllium  with  a naturally  derived,  flavor 
enhancing  dextrose. 
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The  value  of  the  routine  visual  ( manual)  lOO-cell 
differential  leukocyte  count  (DLC)  as  a screening 
test  in  asymptomatic  individuals  or  in  patients  on 
admission  without  suspected  distributional  or 
morphologic  abnormalities  has  been  challenged  in 
the  medical  literature.  More  recently,  the 
usefulness  of  an  increase  in  the  band  neutrophils 
or  a “left-shift"  in  the  manual  DLC  has  also  been 
in  question.  This  article  discusses  the  largest 
sources  of  error  in  the  routine  DLC,  namely,  cell- 
identification  errors,  distributional  errors,  and  sta- 
tistical sampling  errors.  The  latest  flow  cytometric, 
cytochemical,  automated  leukocyte  differential 
counters  offer  a viable,  reliable  alternative  to  the 
highly  imprecise  100-cell  DLC.  Studies  have  shoum 
that  these  newer  instruments  are  sensitive  in  de- 
tecting the  hematologic  response  to  acute  inflam- 
mation or  infection  and  have  the  advantage  of 
vastly  increased  precision  and  therefore  of  im- 
proved reliability  of  the  differential  leukocyte 
count 


The  laboratory  approach  to  the  diagnosis  of 
acute  inflammation  has  for  generations  of 
physicians  included  the  enumeration  of  band 
neutrophils  in  the  differential  leukocyte  count 
(DLC).  The  demonstration  of  a “left  shift”  has  al- 
ways been  taken  to  indicate  an  acute  inflammatory 
response  to  infection  or  tissue  necrosis.  The 
“screening  differential”  is  one  of  the  most  widely 
performed  tests  in  the  clinical  laboratory  today,  a 
practice  whose  value  in  clinical  decision  making  has 
been  in  question  recently. 

In  a rigorous  review  of  the  literature,  Shapiro  and 
Greenfield  drew  the  conclusion  that  the  DLC  has  no 
value  in  screening  asymptomatic  individuals  or  pa- 
tients on  admission  in  whom  no  leukocyte  abnor- 
malities are  suspected  ( 1 ).  The  reasons  cited  are  the 
unreliability  of  the  test  due  to  sampling  and  ob- 
server errors,  its  nonspecificity  due  to  physiologic 
variation,  and  the  low  prevalence  of  diseases  being 
screened  for.  Wenz  and  coworkers,  in  addressing 
the  clinical  utility  of  the  DLC  in  emergency  room 
patients  (n  = 468),  observed  that  the  test  does  not 
provide  information  that  is  more  clinically  signifi- 
cant than  that  obtained  from  the  medical  history, 
physical  examination,  and  absolute  leukocyte  count 
(2).  In  a study  involving  1 17,000  differential  counts. 
Bull  and  coworkers  concluded  that,  statistically,  an 
observed  change  in  a patient’s  routine  DLC  is  much 
more  likely  to  be  due  to  factors  other  than  disease 
( 3 ).  It  is  remarkable  that  no  papers  in  the  literature 
have  specifically  addressed  the  usefulness  of  the 
band  neutrophil  count  until  recently. 


The  band  neutrophil  defined 

Several  important  aspects  of  the  routine  100-cell 
DLC  need  consideration.  The  band  neutrophil,  as 
distinguished  from  the  segmented  neutrophil,  has 
not  been  clearly  and  uniformly  defined,  at  least  for 
standardization  at  the  clinical  laboratory  level.  Ac- 
cording to  the  College  of  American  Pathologists’ 
Glossary  of  Hematology , which  is  referenced  pri- 
marily on  the  work  of  Diggs  et  al,  a neutrophilic 
band  differs  from  segmented  neutrophils  in  that  the 
connection  between  the  ends  of  the  nucleus  or  be- 
tween lobes  is  by  a connecting  strip  (or  band) 
which  is  wide  enough  to  reveal  two  distinct  mar- 
gins with  nuclear  material  in  between  (4).  In  cases 
of  doubt  whether  a cell  is  a band  neutrophil  or  a 
segmented  neutrophil,  the  cell  is  identified  as  a seg- 
mented cell.  This  last  criterion  necessarily  imposes 
a built-in  observer  bias,  since  it  is  conceivably  more 
convenient  to  be  in  doubt  ( and  therefore  label  a 
cell  a segmented  neutrophil ) than  it  is  to  agonize 
over  the  presence  of  a filament  or  a band  at  the  isth- 
mus of  the  nucleus.  Frequently,  the  nucleus  of  a 
neutrophil  is  folded  upon  itself,  obscuring  the  isth- 
mus and  making  it  impossible  to  apply  such  criteria, 
in  which  case  the  cell  is  almost  arbitrarily  desig- 
nated a segmented  neutrophil.  Such  a practice  is 
presumably  based  on  the  fact  that,  normally,  seg- 
mented neutrophils  far  outnumber  band  neu- 
trophils, an  observation  that  is  self-perpetuating 
when  such  arbitrary  designations  are  employed. 

The  imprecision  brought  about  by  this  lack  of  a 
standard  definition  of  the  band  neutrophil  increases 
with  the  number  of  laboratory  technologists  per- 
forming the  DLC  in  any  given  laboratory.  This  no- 
tion becomes  evident  when  one  considers  that 
laboratory  technologists  do  exhibit  varying  degrees 
of  being  in  doubt.  The  largest  intralaboratory  ob- 
server error  in  a DLC  occurs  in  distinguishing  seg- 
mented neutrophils  from  band  neutrophils.  This 
was  shown  by  Bacus  when  he  compared  each  indi- 
vidual observer’s  classifications  of  1 ,04 1 color  trans- 
parencies of  different  peripheral  blood  cells  with 
the  consensus  classification  among  1 1 senior  hema- 
tology technologists  (5).  The  author  stated  that  in 
addition  to  the  observer’s  inability  to  distinguish  re- 
liably between  segmented  and  band  neutrophils 
(cell-identification  error),  there  were  also  observer 
errors  due  to  bias  that  may  be  related,  at  least  in 
part,  to  the  bias  imposed  by  deciding  that  a cell  is  a 
segmented  neutrophil  but  not  a band  neutrophil 
should  a doubt  exist.  Similar  observations  were 
made  by  Koepke  and  coworkers  who  showed  agree- 
ment of  34%  between  technologists  and  referee 
technologists  on  the  presence  of  a left-shift  (6).  In- 
deed, the  distinction  of  bands  from  segmented  neu- 
trophils is  fraught  with  lack  of  standardization  and 
precision  and  remains  a technologist’s  dilemma. 
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Statistical  variability  of  the  differential 
leukocyte  count 

The  point  estimate  (%  ) of  a cell  type  in  a 100-cell 
DLC  obviously  does  not  always  represent  the  true 
value.  The  obligate  imprecision  of  the  DLC  was  first 
defined  by  Riimke  in  1958  and  redefined  in  1977 
(7).  Fig  1 shows  the  95%  confidence  limits  for  vari- 
ous percentages  of  blood  cells  of  a given  type  as  de- 
termined by  DLC.  Based  on  statistical  probability 
alone,  there  is  wide  inherent  variability  in  reporting 
the  different  types  of  cells  in  the  peripheral  blood, 
including  bands.  For  example,  at  the  critical  deci- 
sion level  of  a 10%  true  band  count,  the  95%  confi- 
dence limits  are  5%  and  16%  in  a 100-cell  DLC  and 
6%  and  14.5%  in  a 200-cell  DLC.  In  other  words,  if 
a large  number  of  100-cell  DLCs  were  performed  in 
as  many  blood  films,  95%  of  the  results  will  fall  be- 
tween 5%  and  16%,  due  strictly  to  statistical  sam- 
pling. Increasing  the  number  of  cells  counted  to 
200  shows  little  improvement  in  the  statistical  vari- 
ability. In  a binomial  distribution  of  the  error  of 
measurement,  the  chances  of  showing  a left  shift 
versus  a normal  band  count  are  almost  equal  ( ie,  es- 
sentially equivalent  to  flipping  a coin  at  least  at  this 
decision  level).  This  variability  due  to  sampling  can- 
not be  corrected  to  any  degree  by  a more  carefully 
performed  DLC  since  the  95%  prediction  intervals 
already  assume  a perfect  situation  with  perfect 
smears  and  perfect  technologists  allowing  no  misi- 
dentification  of  bands.  Obviously,  these  assumptions 
are  far  from  the  truth.  In  addition  to  observer  errors 
(cell-identification  errors)  described  above,  there 
are  errors  due  to  the  uneven  distribution  of  the 
various  leukocyte  types  on  wedge-pushed  blood 
films.  There  are  more  leukocytes  in  the  edges  than 
in  the  center,  and  larger  cells  have  a greater  ten- 
dency to  stick  to  the  edges  (8).  Thus,  observer 
errors  in  cell  identification,  statistical  sampling 
errors,  and  distributional  errors  are  the  largest 
sources  of  error  in  the  routine  manual  DLC. 

Alternatives  to  the  neutrophil  band  count 

Such  dismal  lack  of  precision  of  a test  that  is  time- 
honored  in  diagnostic  decision-making  must  now  be 
viewed  in  light  of  some  recent  advances  in  labora- 
tory technology.  While  it  is  statistically  sound  to  in- 
crease the  number  of  cells  counted  in  a manual  DLC 
from  100  to  800  or  1,000,  the  implications  at  the 
workbench  level  are  impractical.  Unfortunately,  the 
reference  method  of  an  800-cell  DLC  set  by  the  Na- 
tional Committee  for  Clinical  Laboratory  Standards 
( 9 ) is  not  as  practical  as  other  laboratory  reference 
methods  such  as  the  glucose  oxidase  method  for 
glucose. 

The  advent  of  the  flow  cytometer  in  the  hema- 
tology laboratory  has  led  to  some  recent  re- 
evaluations  of  the  hematologic  parameters  of  acute 
inflammation.  These  state-of-the-art  instruments 


have  the  capability  of  performing  simultaneous 
DLCs  on  thousands  of  cells  and  complete  blood 
counts  within  less  than  1 minute.  The  mere  increase 
in  the  number  of  cells  included  in  the  DLC  from 
100  to  several  thousands  has  resulted  in  a vast  im- 
provement in  precision  (10).  It  is  also  likely  that 
elimination  of  the  inherent  subjectivity  of  the  hu- 
man eye  imparts  further  narrowing  of  the  statistical 
prediction  intervals.  The  clinical  significance  of 
such  technological  advances  has  been  addressed  by 
some  studies  correlating  hematologic  parameters 
with  the  presence  of  acute  inflammation  or 
infection. 

Initial  studies  by  Marchand  et  al,  using  the  first- 
generation  flow  cytometric,  cytochemical  auto- 
mated differential  counter,  the  Technicon  Hemalog 
D90  (Technicon  Instrument  Corp,  51 1 Benedict 
Ave,  Tarry  town,  NY  10591 ),  evaluated  several  pa- 
rameters on  groups  of  patients  that  included  85 
cases  with  the  pathologic  diagnosis  of  acute  appen 
dicitis  (11).  These  investigators  demonstrated  that 
while  band  counts  performed  manually  had  a low 
sensitivity  to  acute  inflammation  of  53%,  absolute 
cytochemical  neutrophilia  (greater  than  7.88  x 107 
liter ) had  a sensitivity  of  84% . Banez  et  al,  in  a more 
recent  study  using  the  second-generation  Tech- 
nicon H 1 showed  that  in  33  patients  with  the  histo- 
logic diagnosis  of  acute  appendicitis,  absolute 
cytochemical  neutrophilia  was  demonstrable  in 
88%  while  only  70%  had  band  counts  greater  than 
1 1%  on  100-cell  DLC  by  a morphometric  method 
(12).  This  flow  cytometric  automated  counter  has  a 

/,  Shown  are  the  S>5%  prediction  internals  (the  figures  are  per- 
centages) for  the  results  of  a large  number  of  differential  counts 
on  smears  from  one  sample  of  blood  Reprinted  with  permission 
from  Riimke  CL  The  statistically  expected  variability  in  differ 
ential  leukocyte  counting,  in  Koepke JA  ( ed)  Differential  leuko 
cyte  Counting.  Skokie.  Hi.  College  of  American  Pathologists. 
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new  parameter  called  the  lobularity  index  upon 
which  is  based  a semiquantitativc  left-shift  flag.  The 
same  study  clearly  demonstrated  that  this  new  pa- 
rameter is  at  least  as  useful,  at  79%  sensitivity',  as 
the  band  count  as  a hematologic  marker  of  acute  in- 
flammation. Bentley  and  coworkers  in  a similar 
study  observed  that  the  diagnostic  performance  of 
the  routine  100-cell  DLC  was  significantly  inferior 
to  the  parameters  obtained  on  this  flow  cytometric 
analyzer  including  absolute  neutrophilia,  lobularity 
index,  and  the  left-shift  flag  (13).  Studies  by  Wenz 
et  al  demonstrated  a combined  negative  predictive 
value  on  the  Technicon  11 1 leukocyte  parameters  of 
greater  than  95%  which  argues  favorably  for  this 
flow  cytometer  as  a reliably  sensitive  screening  in- 
strument (10).  There  are  more  recently  released  au- 
tomated instruments  that  have  the  capability  of 
performing  5-part  diftcrential  counts  and  abnormal 
morphology  flagging.  However,  these  instruments 
have  not  been  evaluated  in  the  literature  as  of  this 
writing. 

The  labor-intensive  100-cell  manual  DLC  pro- 
vides a count  on  the  band  neutrophil  ( a cell  that  has 
yet  to  be  universally  defined ) with  alarming  im- 
precision. ITiere  is  very  little  to  recommend  the 
continued  use  of  a neutrophilic  left  shift  as  detected 
by  this  method  in  screening  for  evidence  of  infec- 
tion or  inflammation  or  even  in  confirming  clinically 
suspected  cases.  The  parameters  provided  by  the  in- 
finitely more  precise  flow  cytometer,  namely,  abso- 
lute neutrophilia,  lobularity  index,  and  a qualitative 
left-shift  flag  have  been  demonstrated  to  be  more 
sensitive  indicators  of  acute  inflammation.  lUti- 
mately,  the  faster  turnaround  times  and  the  de- 
creased manual  workloads  in  addition  to  improved 
reliability  of  the  DLC  argue  favorably  for  automation 
of  the  differential  leukocyte  count.  When  one  can 
demonstrate  an  abnormality  or  a significant  change 
in  the  relative  number  of  a particular  cell  type  in 
the  peripheral  blood  with  an  acceptable  degree  of 
certainty,  only  then  can  this  abnormality  or  change 
be  correlated  meaningfully  with  the  patient’s 
condition. 
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Dietary  treatment  of 
hypercholesterolemia 


Diet  is  the  first  line  of  treatment  for  hyper- 
cholesterolemia Patients  should  be  encouraged  to 
make  simple  and  stepwise  changes  in  their  diets  to 
lower  elevated  cholesterol  levels.  General  dietary 
guidelines  from  the  American  Heart  Association 
(AHA)  Step-One  Diet  include  limiting  the  amount 
of  total  fat  to  less  than  30%  of  total  calories,  de- 
creasing cholesterol  intake  to  less  than  300  mg/ 
day,  and  adjusting  caloric  intake  to  levels  required 
to  attain  or  maintain  ideal  body  weight  Diets 
must  be  individualized  to  meet  therapeutic  needs 
within  the  limits  of  the  patient's  abilities,  knowl- 
edge, and  motivation. 


iet  therapy  is  considered  the  cornerstone  of 
treatment  for  hypercholesterolemia.  The 
Adult  Treatment  Panel  of  the  National  Cho- 
lesterol Education  Program  (NCEP)  recommends 
diet  modification  for  two  classes  of  adults  over  age 
20:  (a)  those  who  have  a serum  low-density 
lipoprotein  (LDL)  cholesterol  level  greater  than  160 
mg/dL  (4.14  mmol/L)  and  (b)  those  who  have  a 
serum  LDL-cholesterol  level  above  130  mg/dL  (3. 36 
mmol/L)  and  also  have  other  defined  coronary  risk 
factors  ( 1 ) (Fig  1 ). 

Treatment  goals 

The  overall  goal  of  dietary  treatment  is  a nutri- 
tionally balanced  diet  that  reduces  intake  of  satu- 
rated fats  and  cholesterol  and  attains  or  maintains 
desired  weight.  Saturated  fat,  cholesterol,  and 
obesity  each  contribute  to  elevations  in  serum  cho- 
lesterol. Elevated  blood  cholesterol  levels  can  result 
from  excessive  intake  of  dietary  cholesterol,  which 
suppresses  the  synthesis  of  LDL  receptors  (2),  and 
saturated  fat,  which  decreases  LDL  receptor  site  ac- 
tivity ( 3 ).  Dietary  fat,  because  of  its  high  caloric 
value  (9  kcal/g),  contributes  to  obesity,  and  indi- 
viduals who  are  obese  tend  to  have  higher  levels  of 
LDL  and  very  low  density  lipoprotein  (VLDL),  and 
lower  levels  of  high-density  lipoprotein  (HDL)  (4). 

An  increase  in  soluble  fiber  intake  is  also  probably 
beneficial.  Proposed  mechanisms  by  which  soluble 
fiber  may  lower  serum  cholesterol  include  inter- 
ference with  cholesterol  absorption,  reduced  reab- 
sorption of  bile  acids  ( 5 ),  and  inhibition  of 
endogenous  cholesterol  synthesis  (6). 

Implementing  diet  therapy 

Diet  therapy  is  an  effective  and  safe  method  for 
treatment  of  hypercholesterolemia.  However,  cer- 
tain obstacles  may  interfere  with  the  implementa- 
tion of  diet  therapy.  Some  physicians  have  the 
impression  that  it  is  difficult  to  lower  blood  cho- 
lesterol with  diet.  While  it  may  be  difficult  for  pa- 
tients to  change  dietary  habits,  lowering  intake  of 


foods  that  elevate  blood  cholesterol  levels  is  a 
proven  treatment  method  ( 1 ).  Diet  produces  results 
more  slowly  than  medications,  which  may  be  an- 
other factor  that  interferes  with  promotion  of  ag- 
gressive diet  therapy.  However,  since  coronary' 
heart  disease  (CHD)  is  a chronic  disease  requiring 
lifelong  treatment,  the  longer  time  required  to  see 
the  cholesterol-lowering  effect  is  outweighed  by  the 
long-term  benefits  of  diet  over  drug  therapy. 

Healthy  diets  cost  less  than  medications,  have  no 
deleterious  side  effects,  and  promote  overall  health. 

The  average  decrease  in  blood  cholesterol  result- 
ing from  dietary  changes  is  illustrated  in  Fig  2.  The 
American  Heart  Association  (AHA)  Step-One  Diet 
can  be  expected  to  lower  total  blood  cholesterol  by 
about  44  mg/dL.  However,  a particular  individual’s 
response  to  the  diet  may  be  more  or  less  than  antic- 
ipated, depending  on  initial  serum  cholesterol  levels 
and  inherent  individual  differences  in  absorption 
and  metabolism  of  cholesterol. 

Dietary  treatment  of  hypercholesterolemia  begins 
with  the  physician,  who  sets  the  tone  by  emphasiz- 
ing the  importance  of  dietary  intervention.  A patient 
is  motivated  and  supported  to  make  diet  changes 
when  the  physician  emphasizes  that  diet  is  the  most 
important  component  of  treatment.  Dietary  treat- 
ment is  an  ongoing  process  that  requires  major 
changes  in  behavior.  Therefore,  each  follow-up  visit 
should  include  a short  discussion  and  evaluation  of 
the  patient’s  compliance  with  the  diet. 

Most  patients  must  be  highly  motivated  to  change 
a lifetime  of  unhealthy  eating  habits  into  healthy 
CHD-preventing  habits.  But  even  motivated  patients 
require  gradual  and  simple  changes  to  successfully 
alter  dietary  habits.  ITie  NCEP  and  the  AHA  recom- 
mend gradually  introducing  the  new  diet  regimen 
by  dividing  diet  therapy  into  at  least  a two-step  pro- 
cess ( 1 ).  T’he  AHA  Step-One  and  Step-Two  Diets  can 
be  found  in  Fig  3. 

The  NCEP  protocol  for  initiating  diet  therapy  to 
reduce  blood  cholesterol  levels  is  shown  in  Fig  1 . 
The  NCEP  recommends  that  the  AHA  Step-One  Diet 
be  followed  for  a minimum  of  3 months.  I’he  guide- 
lines recommend  a team  approach  to  diet  therapy 
( 1 ).  The  physician  may  choose  to  refer  the  patient 
to  a registered  dietitian  ( RD ) or  licensed  dietitian 
( LD ) for  initial  diet  instruction.  I’his  is  appropriate 
if  the  patient  has  multifaceted  health  problems  re- 
quiring complicated  dietary  treatment,  a negative 
attitude  toward  diet  changes,  or  a very  high  cho- 
lesterol level.  Dietitians  in  Texas  are  eligible  to  re- 
ceive reimbursement  from  third-party  payers  for 
nutritional  services  ordered  by  a physician. 

It  is  important  to  allow  adequate  time  (generally, 
about  6 months ) for  the  patient  to  alter  a lifetime  of 
unhealthy  eating  habits  (7,8).  If  targeted  blood  cho- 
lesterol levels  have  not  been  achieved  after  3 
months  of  compliance  with  the  Step-One  regimen. 
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referral  to  an  RD/LD  for  dietary-  counseling  and  pro- 
gression to  the  Step-Two  regimen  is  recommended. 
The  Step-Two  diet  should  also  be  followed  for  a 
minimum  of  3 months.  If,  after  a total  of  6 months 
of  dietary-  compliance,  LDL-cholesterol  has  not 
dropped  below  1 90  mg/dL,  or  1 60  mg^dL  in  patients 
with  definite  CUD  or  two  risk  factors,  drug  therapy 
may  be  indicated.  However,  before  initiating  drug 
treatment,  the  physician  should  validate  that  the 
patient  followed  the  diet  adequately-.  Also,  if  the 
decision  is  made  to  institute  drug  therapy,  diet  mod- 
ification should  continue. 


I NCEP  protocol  for  dietary  treatment  of  hypercholesterotemia 


Altering  diet  behaviors 

Before  the  changes  in  diet  required  for  successful 
treatment  of  hypercholesterolemia  can  be  accom- 
pli.shed,  the  patient  must  “know  what  to  do,  know 
how  to  do  it,  and  just  as  important,  want  to  do  it” 
(7).  Therefore,  successful  nutritional  intervention 
will  require  an  initial  assessment  and  plan  of  action 
oriented  to  the  individual  needs  of  the  patient. 

First,  the  health  problems,  environmental  ob- 
stacles, and  current  practices  of  the  patient  need  to 
be  assessed.  Evaluating  the  patient’s  current  diet  is  a 
critical  component  of  assessment.  Including  a diet 
history  in  each  initial  evaluation  provides  a good 
starting  point  for  assessment  and  for  establishment 
of  diet  treatment  goals.  Diet  information  can  be  ob- 
tained using  a variety-  of  methods  including  a diet 
history,  food  frequency  questionnaires,  24-hour  re- 
calls, or  3-day  diet  records.  (However,  keep  in  mind 
the  potential  unreliability  of  dietary  recall).  Nu- 
trient intake  can  then  be  evaluated  using  comput- 
erized dietary  analysis  or  by  simply  comparing  the 
foods  eaten  to  recognized  heart  healthy  guidelines, 
such  as  the  AHA  guidelines  or  the  United  States  Di- 
etary Guidelines  for  Americans  (9).  Many  consul- 
tant dietitians  provide  computerized  dietary  analysis 
sersices. 

Next,  a specific  problem-oriented  treatment  plan 
should  be  developed.  The  physician,  or  other  health 
professional  responsible  for  educating  the  patient, 
should  work  with  the  patient  to  set  goals  and  de- 
velop monitoring  and  evaluation  techniques  to 
maximize  the  patient’s  compliance  with  the  treat- 
ment plan  (10).  The  physician  determines  recom- 
mendations for  the  patient  based  on  the  physical 
examination,  risk  assessment,  and  pertinent  labora- 
tory results;  the  patient  must  determine  what  ad- 
justments can  and  will  be  made.  The  patient  who 
becomes  actively  involved  by  participating  in  for- 
mulating the  treatment  plan  is  more  likely  to 
comply. 

Together,  the  physician  and  the  patient  should  list 
and  then  prioritize  the  desired  changes.  Patients 
will  need  guidance  in  limiting  the  number  of 


2.  Change  in  total  serum  cholesterol  (mg/dL).  Adapted  from  the 
Physicians  Cholesterol  Education  Program.  American  Heart  Asso- 
ciation. 1988. 


Dietary  Factor 

AHA  Step  1 Diet 

AHA  Step  2 Diet 

% C.alories  from 

saturated  fat  decreased 

- 1 9 mg/dL 

— 27  mg/dL 

Dietary-  cholesterol 

decreased  as  indicated 

— 10  mg/dL 

— 1 5 mg/dL 

Total  caloric  intake 

limited  to  attain/maintain 
ideal  body  weight 

— 1 0 mg/dL 

- 1 0 mg/dL 

Soluble  fiber  intake 
increased 

-S  mg/dL 

-5  mg/dL 

Total 

-44  mg/dL 

-S7  mg/dL 

Te.xas  Medicine 


changes  attempted  at  one  time  and  in  choosing  real- 
istic modifications.  If  too  many  changes  are  at- 
tempted or  if  the  desired  behaviors  are  unrealistic, 
compliance  will  be  poor.  A written  contract  is 
useful  to  outline  specific  goals  and  evaluate 
progress. 

Permanent  dietary  changes  are  usually  best  ac- 
complished by  planning  and  achieving  a series  of 
small,  short-term  goals.  For  example,  the  patient 
may  begin  making  diet  changes  by  stating,  “This 
week.  I’ll  eat  whole  grain  cereals  at  breakfast  on  4 
days  and  only  eat  one  egg  on  the  other  3 days.  Next 
week.  I’ll  order  regular  hamburgers  rather  than 
cheeseburgers  for  lunch.”  Avoid  advocating  changes 
that  require  total  and  immediate  compliance  to  all 
aspects  of  the  diet. 

It  is  appropriate  to  discuss  the  realities  of  behav- 
ior change  with  the  patient.  Even  compliant  patients 
sometimes  eat  foods  that  are  not  recommended  in 
the  diet.  Discuss  with  the  patient  how  to  deal  with 
lapses  and  especially  the  guilt  which  often  accom- 
panies these  lapses.  Guilt  and  discouragement  often 
result  when  the  patient  does  not  comply  with  the 
diet.  These  feelings  may  precipitate  negative  “self- 
talk” by  the  patient  that  lowers  self-esteem  and  may 
result  in  abandoning  the  diet  or  even  gorging  on 
foods  that  are  not  recommended. 

To  prevent  abandonment  of  the  diet,  help  the  pa- 
tient approach  diet  failures  with  a positive  and 
problem-solving  attitude.  Advise  the  patient  to  be 
prepared  for  lapses.  Using  a positive  approach,  the 
patient  can  learn  to  develop  strategies  to  prevent 
relapse.  First,  the  patient  should  admit  that  the  un- 
desired behavior  occurred.  Encourage  the  patient  to 
remain  in  control  by  using  positive  self-talk  in  these 
situations.  Next,  instruct  the  patient  to  examine  the 
context  in  which  the  mistake  was  made.  The  patient 
may  simply  need  to  avoid  the  context  in  order  to 
avoid  repeating  the  mistake.  The  patient  may  also 
need  to  evaluate  the  original  dietary  goals  with  the 
health  care  professional.  Perhaps  new,  more  attain- 
able goals  will  need  to  be  set.  Remind  the  patient 
that  behavior  modification  is  a process  that  is  flex- 
ible and  adaptive  to  new  problems  and  situations. 

Changes  in  behavior  are  more  likely  to  continue 
if  the  desired  behaviors  are  rewarded.  For  effective, 
long-term  success  in  altering  diet  behaviors,  it  is 
important  to  praise  for  each  goal  achieved.  The 
professional  can  provide  the  patient  positive  re- 
inforcement by  reporting  improvements  in  blood 
cholesterol  levels  or  by  expressing  approval  for 
weight  loss  or  compliance  with  the  regimen.  Pa- 
tients can  reward  themselves  by  creating  symbolic 
awards  for  successful  achievement  of  goals,  such  as 
gold  stars  on  the  calendar  for  days  of  diet  com- 
pliance. When  the  patient  has  reached  a significant 
goal,  a significant  reward  should  be  enjoyed,  such  as 
making  a desired  purchase  intended  only  for  the  in- 


dividual. Naturally,  food  should  not  be  used  as  a 
reward. 

ITie  patient’s  family  and  friends  are  another  criti 
cal  component  to  successful  diet  modification.  They 
may  enhance  compliance  and  reduce  the  patient’s 
feelings  of  resentment  and  deprivation  by  support 
ing  and  participating  in  the  diet  changes. 

Finally,  it  is  important  to  acknowledge,  identify', 
and  address  potential  obstacles  to  compliance.  In- 
terventions should  be  pertinent  and  practical.  Pa- 
tients need  to  learn  time-management  and  planning 
skills  to  effectively  deal  with  the  stress  of  changing 
diet  behaviors.  For  instance,  if  the  patient  antici- 
pates a situation  that  will  make  diet  compliance 
difficult,  a plan  can  be  made  to  decrease  food  intake 
at  another  meal  or  think  about  what  food  choices 
might  be  appropriate  in  the  situation. 

Providing  useful  dietary  information 

Ilte  patient  will  need  to  be  educated  about  recom 
mended  diet  changes  using  .specific  and  practical 
diet  information  ( 7 ).  Instruction  in  the  therapeutic 
diet  should  begin  with  a discussion  of  a nutritionally 
balanced  diet  ( 1 ).  Educational  materials  cho.sen 
should  be  based  on  an  assessment  of  the  patient’s 
knowledge,  abilities,  resources,  and  willingness  to 
change. 

Printed  materials  should  be  accompanied  by  ver- 
bal instructions,  and  both  should  be  individualized 
to  be  effective.  Of  course,  the  educator  should  be 
familiar  with  the  handout  material. 

Effective  diet  information  materials  given  to  pa- 
tients should  contain  certain  basic  information. 

Food  lists  should  be  divided  into  food  groups  that 
have  similar  nutrient  composition.  A sample  can  be 
found  in  Fig  5 and  in  the  NCEP  report  ( 1 ).  Informa- 
tion that  specifies  portion  size  and  the  number  of 
servings  to  choose  from  each  group  provides  guid- 
ance and  ensures  more  accurate  deliver^’  of  the  diet 
prescription.  An  example  is  the  Diet  for  Healthy 
Americans  (Step-One)  available  from  the  American 
Heart  Association  free  of  charge.  Sample  menus  help 


J.  American  Heart  Association  Step  / anti  Step  2 diets. 


Dietary  Component 

Current  American  Intake 

AHA  Step  1 

AHA  Step  2 

Cholesterol 

ASO-SOO  mg/dL 

<300  mg/dl. 

<200  m^^dl. 

Total  calories  from  fat 

Total  calories  from 

36-40% 

<.30% 

<.30% 

saturated  fat 

Total  calories  from 

14-18% 

<10% 

<7% 

monounsaturated  fat 

Total  calories  from 

— 

<10- 1S% 

<10-1S% 

polyunsaturated  fat 

Total  calorics  from 

— 

up  to  1096 

up  to  10% 

carbohydates 

— 

SO-60% 

SO-60% 

Total  calories  from  protein 

20% 

IS- 20% 

IS- 20% 

Total  calories 

Excessive 

To  maintain/attain  ideal  body 
weiglit 

Adapted  from  Physicians  Cholesterol  Education  Program.  American  Heart  Association.  1988 
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to  demonstrate  how  the  diet  should  be 
implemented. 

The  diet  counselor  should  go  over  the  list  with 
the  patient  and  indicate  which  foods  are  the  best 
choices  from  each  group.  Avoid  forbidding  con- 
sumption of  a food,  which  may  instill  feelings  of  re- 
sentment in  the  patient  and  can  lead  to  guilt 
feelings  when  the  food  is  eaten.  Instead,  indicate 
which  foods  should  be  consumed  more  often  or  in 
larger  quantities.  Then  discuss  which  foods  should 
be  eaten  in  moderation  or  only  occasionally. 

Specific  dietary  recommendations 

In  general,  efforts  to  decrease  total  fat  and  saturated 
fat  and  cholesterol  in  the  diet  are  the  first  priority 
( 1 ).  A cholesterol-lowering  diet  is  high  in  fruits  and 
vegetables  and  inexpensive  starchy  foods,  and  low 
in  expensive  meat,  highly  processed  convenience 
foods,  and  desserts.  Examples  of  high-fat  foods  to  be 
avoided  are  shown  in  Fig  5. 

MILK  AND  DAIRY  PRODUCTS 
Milk  and  dairy  products  can  be  sources  of  saturated 
fat  and  cholesterol,  but  are  also  important  sources 
of  protein,  calcium,  riboflavin,  and  vitamins  A and  D. 
Two  daily  servings  of  low-fat  or  skim  milk  or  their 


equivalents,  such  as  low-fat  cheese  or  yogurt,  are 
recommended.  The  patient  who  is  accustomed  to 
“full-fat  milk”  may  need  to  change  from  drinking 
whole  milk  to  2%  fat  milk  before  progressing  to  1% 
or  skim  milk.  Reduced-fat  milks  that  are  fortified 
with  extra  protein  have  a consistency  more  similar 
to  whole  milk  and  may  be  better  accepted  by  the 
patient.  Most  cheeses  are  significant  sources  of  satu- 
rated fat  and  cholesterol.  Patients  should  be  advised 
to  purchase  the  good  tasting,  reduced  fat  and  cho- 
lesterol cheeses  that  are  now  widely  available  in 
groceiy’  stores.  Ice  cream,  cream,  and  other  high-fat 
daily'  products  should  be  eaten  only  occasionally  by 
the  hypercholesterolemic  individual. 

MEAT,  POULTRY,  AND  SEAFOOD 
Meat,  including  beef,  should  not  necessarily  be  ex- 
cluded from  the  diet,  because  it  is  an  excellent 
source  of  protein,  trace  minerals,  and  vitamins. 
Counsel  the  patient  to  choose  lean  cuts  of  beef  such 
as  round,  rump,  sirloin  tip,  fajita  (skirt  steak), 
tenderloin,  shoulder,  and  extra  lean  ground  beef 
The  patient  should  be  told  to  purchase  beef  that  is 
graded  select  rather  than  choice,  since  select  is 
lower  in  fat.  Similar  cuts  from  lamb  and  pork,  such 
as  loin  chops  and  center-cut  ham,  can  be  included 


5.  Example  of  a simple  hancioiit  listing  recommended  food  choices.  This  information  is  available  from  the  Texas  Department  of 


Health  (Form  10- 

16).' 

Choose 

Avoid 

Meat,  fish,  poultry, 
beans 

Lean  cuts  of  bceTpork  with  all  fat  trimmed;  poultry 
(remove  skin  before  cooking );  fish;  lunch  meats  that 
arc  at  least  93%  fat  free;  dried  beans,  peas 

Hot  dogs;  ribs;  regular  lunch  meat  like  bologna,  salami; 
sausage,  bacon,  chorizo,  liver,  kidney,  heart;  refried 
beans  made  with  lard 

Dairv'  products 

Skim  or  low-fat  milk;  low -fat  or  nonfat  yogurt;  low-fat 
or  reduced  fat  chee.se;  buttermilk 

Whole  milk,  cream;  sour  cream;  half-  and-half;  regular 
cheese  like  American,  Swiss;  nondairy  powdered 
creamers 

Eggs 

Egg  whites;  cholesterol-free  egg  substitutes. 

More  than  3 egg  yolks  per  week 

Fats  and  oils 

Safflower  or  sunflower  oil;  canola  oil  ( eg,  Puritan ); 
corn  oil  or  olive  oil;  soybean  oil;  tub  margarine  made 
with  these  oils;  reduced  calorie  mayonnaise  and  salad 
dressings 

Butter,  lard,  shortening;  bacon  fat;  tropical  oils: 
coconut  oil,  palm  oil,  palm  kernel  oil;  gravy,  cream 
sauces 

Breads,  cereal, 
grains 

Whole-grain  breads;  hot  cereals,  oatmeal;  most  cold 
cereals;  spaghetti,  plain  pasta;  rice;  corn  tortillas 

Doughnuts,  sweet  rolls,  pan  dulce;  cheese  crackers, 
other  snack  crackers;  granola-r>pc  cereals;  rice  or 
pasta  mLxes;  flour  tortillas 

Fruits  and 
vegetables 

Fresh,  frozen,  or  canned  vegetables  and  fruits 

Vegetables  with  butter,  salt  pork  or  bacon  drippings, 
sauce 

Snacks 

Sherbet,  popsicles,  fruit  ice;  angel  food  cake;  fig  bars, 
gingersnaps;  jelly  beans,  hard  candies,  plain  popcorn, 
pretzels;  melba  toa.st 

Ice  cream;  cakes,  pies;  most  cookies;  candy  bars; 
potato  and  corn  chips 

"Eat  smart”  tips: 

1 Avoid  all  fried  foods! 

2 Use  no  more  than  1 teaspoon  of  margarine  for  a slice  of  bread,  roll,  or  tortilla. 

3.  Throw  away  fat  that  cooks  out  of  meat  and  bacon — don't  use  it  to  .season  foods. 

4.  Avoid  processed  foods  like  cookies  and  crackers  that  contain  trttpical  oils 

3.  Limit  lean  red  meat  to  4-3  ounces  a day. 

' Developed  by  the  Texas  Department  of  Health,  Public  Health  Promotion  Division,  Public  Health  Nutrition,  and  Chronic  Disease  Preven- 
tion Program,  August  1989. 
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in  the  diet.  Advise  the  patient  to  select  meat  cuts 
that  contain  little  visible  fat. 

Chicken,  turkey,  and  skinless  ground  chicken  and 
turkey  are  excellent  choices  for  patients  desiring 
meats  low  in  fat  and  cholesterol.  Remind  patients  to 
remove  the  skin  and  all  visible  fat  from  chicken  and 
turkey  prior  to  cooking. 

Patients  should  also  be  encouraged  to  eat  fish.  Al- 
though a source  of  dietan  cholesterol,  fish  contains 
less  fat  than  most  types  of  meat,  and  higher  levels  of 
polyunsaturated  fats,  particularly  the  omega-3  fatty' 
acids.  Patients  should  be  advised  to  eat  shrimp  only 
occasionally  due  to  its  high  cholesterol  content. 

To  limit  the  amount  of  total  fat,  saturated  fat,  and 
cholesterol  eaten  by  the  patient,  the  amount  of 
meat  eaten  and  the  way  the  meat  is  prepared  must 
also  be  considered.  Servings  of  any  meat,  poultry,  or 
fish  should  be  limited  to  6 ounces/day.  Patients  can 
judge  the  size  of  a serving  by  remembering  that  a 
3-ounce  portion  is  about  the  size  of  a deck  of  cards 
or  takes  up  no  more  than  a quarter  of  a regular- 
sized  dinner  plate.  Inform  patients  to  use  the  follow- 
ing meat  preparation  techniques.  All  visible  fat 
should  be  trimmed  off  the  meat  before  cooking  and 
no  extra  fat  should  be  added.  Lean  meats  can  be 
cooked  slowly  over  a low  flame  to  prevent  drying 
or  burning,  and  adding  small  amounts  of  water  or 
wine  will  prevent  sticking.  Meat  drippings,  includ- 
ing bacon  grease,  should  be  drained  or  the  fat  skim- 
med before  adding  other  ingredients. 

EGGS 

Eggs  are  an  excellent  source  of  protein  and  other 
nutrients,  but  contain  about  210  mg  of  cholesterol 
per  egg  (lower  than  was  previously  thought).  Cur- 
rent guidelines  from  the  AIIA  recommend  limiting 
consumption  of  egg  yolks  to  four  per  week  on  the 
Step-One  diet.  Egg  whites  contain  no  fat  or  cho- 
lesterol and  need  not  be  limited.  A compromise  that 
reduces  cholesterol  intake  50%  is  to  use  one  whole 
egg  plus  two  egg  whites  to  yield  a two-egg  serving, 

FRUITS  AND  VEGETABLES 

Recommend  that  patients  eat  more  fruits  and 
vegetables.  These  foods  are  low  in  fat,  contain  no 
cholesterol,  and  are  good  sources  of  fiber.  Many  in- 
dividuals believe  that  fruits  and  vegetables  are  too 
expensive  to  include  in  the  diet  in  the  recom- 
mended quantities.  However,  when  the  patient  re- 
duces the  serving  sizes  of  meat  consumed,  grocer)’ 
costs  are  lowered  to  allow  for  the  purchase  of  more 
fruits  and  vegetables.  Frozen  and  canned  fruits  and 
vegetables  are  not  as  expensive  as  fresh  produce 
and  still  contain  ample  amounts  of  vitamins  and 
minerals. 

Fruits  and  vegetables  contain  both  soluble  and  in- 
soluble fiber.  Apples,  carrots,  and  legumes,  such  as 
pinto  beans,  kidney  beans,  soybeans,  and  black-eyed 


peas,  are  excellent  sources  of  soluble  fiber.  Since 
the  skins  as  well  as  the  flesh  of  fruits  and  vegetables 
contain  fiber,  patients  should  be  counseled  to  eat 
these  foods  unpeeled  to  increase  fiber  intake.  Cook- 
ing fruits  and  vegetables  does  not  alter  the  fiber 
content  and  may  make  the  foods  more  tolerable  to 
patients  unaccustomed  to  eating  high-fiber  foods. 

Alert  patients  to  unexpected  sources  of  fat  from 
salad  bars,  such  as  olives,  avocados,  and  vegetables 
marinated  in  high-fat  salad  dressings.  Fruits  are  often 
covered  with  whipped  toppings  made  from  tropical 
oils,  which  are  high  in  saturated  fats.  Adding  salad 
dressings  can  contribute  significant  calories  and 
saturated  fats. 

CERFAUS  AND  GRAINS 

Patients  should  have  at  least  four  daily  servings  of 
cereals  and  grains.  These  foods  are  high  in  complex 
carbohydrates,  w hich  are  recommended  to  replace 
the  calories  lost  with  reductions  in  dietary  fat  intake 
( 1 ).  Larger  ser\’ings  of  fat-free  starches  ( such  as  rice, 
pasta,  noodles,  cereals,  and  bread ) can  be  eaten 
since  their  caloric  density  is  low  er  than  high-fat 
meat,  gravies,  and  sauces.  Substituting  carbohy- 
drates for  fats  can  also  result  in  lower  caloric  intake 
and  weight  reduction  for  the  patient. 

Whenever  possible,  the  patient  should  choose 
whole  grains,  which  are  high  in  fiber.  Whole  grain 
oats  and  rice  are  good  sources  of  soluble  fiber 
(with  cholesterol -lowering  potential ),  while  whole 
wheat  contains  primarily  insoluble  fiber.  Both  types 
of  fiber  satisfy  hunger  ( due  to  their  bulk ),  facilitat- 
ing weight  control.  Inform  patients  that  high- 
carbohydrate  foods  made  from  grains  can  make  ex- 
cellent low-fat  snacks.  Unbuttered  popcorn  is  low'  in 
fat.  Pretzels  are  low-fat  alternatives  to  potato  and 
corn  chips. 

FA'I’S  AND  OILS 

Highly  saturated  fats,  such  as  lard  and  bacon  fat, 
should  be  avoided.  Patients  should  be  encouraged 
to  substitute  small  amounts  ( no  more  than  3 table- 
spoons/day ) of  vegetable  oils  and  margarines  that 
contain  primarily  polyunsaturated  fatty  acids,  such 
as  safflow  er  oil,  corn  oil,  and  soy  oil.  Use  of  oils 
high  in  monounsaturated  fatty  acids  .such  as  olive  oil 
and  canola  oil  ( eg,  Puritan ) may  also  lower  LDL- 
cholesterol  levels  (11). 

Patients  should  be  instructed  to  avoid  some  vege- 
table fats  w hich  are  highly  saturated.  Hydrogenated 
fat,  which  may  be  highly  saturated,  is  found  in  vege- 
table shortening,  some  commercial  peanut  butters, 
and  most  baked  goods  and  pastries.  Palm,  palm  ker- 
nel, and  coconut  oil,  although  derived  from  plants 
and  therefore  lacking  cholesterol,  are  higher  in  satu- 
rated fatty  acids  than  animal  fats.  Many  foods  con- 
tain these  tropical  oils,  such  as  nondairv’  coffee 
creamers,  cereals,  crackers,  cookies,  and  other 
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baked  goods,  and  should  therefore  be  avoided  by 
patients. 

Patients  should  substitute  whipped  or  reduced 
calorie  vegetable  margarines  for  butter.  Ciounsel  the 
patient  on  how  to  read  the  ingredient  label  on  the 
margarine  package.  'ITiesc  products  should  list  some 
t\  pe  of  liquid  vegetable  oil  as  the  first  ingredient  to 
be  preferred  choices.  Some  margarines  contain  lard 
or  other  animal  fat  and  should  be  avoided. 

RES  l AURANT  EATING 

Many  restaurants  now  offer  heart  healthy  selections 
on  their  menus.  Counsel  the  patient  to  order  lean 
meats  that  are  baked,  broiled,  or  barbecued,  rather 
than  fried  or  sauteed.  Another  way  to  limit  fat  and 
cholesterol  intake  is  to  order  one  entree  to  split 
with  a companion.  Some  restaurants  now  offer 
smaller  portions  of  the  entree  with  normal  servings 
of  salad,  vegetable  and  starch.  If  a .special  meal  at  a 
restaurant  is  planned,  the  patient  can  omit  a meat 
portion  from  a preceding  meal  to  allow  for  a larger 
portion  of  meat  at  the  restaurant. 

MEXICAN-AMERICAN  FOODS 
Many  Mcxican-American  foods  popular  in  Texas 
are  high  in  fat,  especially  saturated  fat.  However,  pa- 
tients can  still  enjoy  Tex-Mex  food  if  some  simple 

1.  Educational  materials  and  programs  available  to  physicians. 

I Heart  Hx — Printed  materials  designed  to  as.si.st  physicians  in 
eoumseling  patients  about  prudent  lifestyles  for  heart  health  or 
other  printed  materials  designed  to  support  heart  healthy  lifestyle 
changes  For  more  information,  contact  a local  American  Heart  As- 
sociation chapter 

2.  Eating  to  lower  Your  High  Blood  Cholesterol  NIH  publication 
No  8"'-2920  Available  from  National  Mcart,  l.ung  and  Blood  Insti- 
tute, C-200,  Bethesda.  MD  20892 

h.  So  Yeju  Have  High  Cholesterol.  NIU  publication  No  8‘^-2922 
Available  from  National  Heart,  l.ung  and  Blood  Institute,  C-200, 
Bethesda.  MD  20892 

4 You  Can  Help  Lower  Your  Cholesterol — Printed  material  avail- 
able from  the  Texas  Department  of  Health.  Literature  and  Forms 
Division.  1 100  W 49th  .St,  Austin,  TX  78"’S6 

5 Heartcare  Program — Complete  print  and  video  program  for  the 
office  developed  by  the  Minnesota  fleart  Health  Program,  Rebecca 
Mullis,  PhD,  RD,  Hall-Froushee  Productions,  1 .S 1 .S  Sth  Street  SE, 
Suite  2 ISA,  Minneapolis,  MN  SS4I4. 

6 Videotapes  demonstrating  low-fat,  low  cholesterol  cooking; 
available  from  National  Health  Video,  1 202 1 Wilshire  Blvd,  Suite 
SSO  Los  Angeles,  CA  9002S  (phone  2 1 .S-472-227S  ) 

Slidetape  or  videotape  presentation  about  low-fat  and  low- 
cholesterol  diets  Lowfat  Lifeline,  Dept  .S02,  52  Condolea  Ct,  Lake 
Oswego,  OR  97035  (phone  503-636-1559) 

8 Dietary  Treatment  of  Hypercholesterolemia:  A Handbook  for 
Counselors.  American  Heart  Association  in  cooperation  with  Na- 
tional Heart,  Lung,  Blood  Institute,  1988  Available  from  the  Ameri- 
can Heart  Association 


changes  arc  made.  Refried  beans  and  Spanish  rice 
can  be  prepared  without  lard  or  other  saturated  fats. 
Corn  tortillas  make  better  choices  for  the  patient 
than  flour  tortillas,  which  are  prepared  with  fat. 
Foods  can  be  seasoned  with  onions,  picante,  pica 
de  gcdlo,  and  all  types  of  peppers  in  place  of  fats. 
Counsel  patients  that  beans  or  potatoes  are  low-fat 
substitutes  for  chorizo  ( Mexican  sausage ) in  a 
breakfast  taco. 

lABEL  READING 

Instruction  in  the  basics  of  reading  food  labels  will 
be  needed  for  patients  to  comply  with  diet  changes. 
An  ingredient  label  is  required  on  almost  all  pack- 
aged foods.  Ingredients  are  listed  on  the  label  in 
order  of  their  weight  in  the  food,  so  consumption  of 
foods  with  fats  and  oils  at  the  beginning  of  the  in- 
gredient list  should  be  limited  or  avoided,  while 
those  with  fats  at  the  end  of  the  list  may  be  accept- 
able. Remind  patients  to  read  labels  of  frozen  en- 
trees and  vegetables,  .since  many  of  these  products 
are  prepared  with  high-fat  sauces. 

Foods  that  have  nutrition  claims  on  their  pack- 
ages, or  foods  that  are  fortified  with  nutrients,  must 
have  a nutrition  label  on  the  package.  The  nutrition 
label  will  identify  the  number  of  calories  and  gram 
amount  of  fat  contained  in  one  serving  of  the  food. 
Recommend  that  the  patient  avoid  foods  that  con- 
tain more  than  3 g fat/ 100  kcal. 

Alcohol 

Moderate  alcohol  consumption  tends  to  elevate 
IIDL-cholesterol  levels,  and  may  lower  the  risk  of 
CHD.  However,  alcohol  consumption  contributes  to 
obesity  by  increasing  caloric  intake,  may  lead  to  al- 
cohol abuse  in  susceptible  individuals,  and  has 
other  negative  consequences.  The  NCEP  report 
does  not  recommend  the  use  of  alcohol  in  the  pre- 
vention of  CHD  ( 1 ). 

Resources 

The  Texas  State  Board  of  Examiners  of  Dietitians 
(Texas  Department  of  Health,  1 100  W 49th,  Austin, 
TX  78756,  telephone  512-458-7501)  can  provide 
names  of  licensed  and  registered  dietitians  in  your 
county.  Dial-a-Dietitian  is  a community  service  pro- 
vided by  local  dietetic  associations  in  larger  cities 
(Houston  713-827-2458,  Dallas  214-748-7212, 
Austin  512-454-8500).  Diet-related  questions  are 
answered  by  registered  dietitians.  Additional  re- 
sources are  listed  in  Fig  4. 
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Why  A 

HOSPITAL'BASED 

Staff  Looks 
So  Good  From  A 

PATIENT’S 

Point  Of  View 

The  on-stafif  physiatrists  at  Warm 
Springs  provide  the  kind  of  full-time 
care  and  attention  rehabilitation 
patients  need. 

The  doctors  here  see  our  patients 
every  day,  prescribing  specific  therapy, 
keeping  track  of  their  progress, 
meeting  with  their  families,  and 
working  with  their  referring  physicians, 
to  whom  consulting  privileges  are 
readily  available. 

Their  unique  approach  puts  patients 
first.  It’s  a full-time  job  for  a full-time 
physician. 

Look  to  Warm  Springs  for  a com- 
mitment to  patient  care  you  won’t  find 
anywhere  else.  From  physicians  you 
won’t  find  anywhere  else. 


Brian  Buck , M . D.  Aicx  Willii^gham , M.D. 

Pediatric  Rehabilitation  Medical  Director 

Director 


Warm  Springs  Rehabilitation 
Hospital  San  Antonio 

1/800/451-1350  512/691-0100 
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At  Medical  Protective,  fighting  for  onr 
doctors  is  our  number  one  priority.  We  know 
we’re  not  just  insuring  your  finances.  We’re 
protecting  your  professional  reputation,  an 
asset  no  amount  of  insurance  can  replace. 

And  when  we  go  to  battle,  onr  winning 
record  is  iinsuqiassed.  The  reasons  are 
simple. 

F’irst,  no  one  knows  more  about  defending 
doctors  than  we  do.  We  invented  professional 
liability  insurance  90  years  ago  and  have 
been  defending  doctors  ever  since. 

Second,  since  onr  inception  we  have 
employed  only  the  most  experienced  and 
skilled  malpractice  lawyers  in  your  area.  We 
will  never  waver  from  this  commitment. 

Third,  commitment  of  this  kind  reijuires 
financial  strength  and  stability.  Witli  nearly 
a billion  dollars  in  assets  and  a continnons 
A.M.  Best  A+  (Superior)  rating,  we  don’t 
have  to  make  individual  case  decisions 
based  on  the  bottom  line.  We  have  the 
financial  clout  to  do  whatever  it  takes  to 
serx'c  onr  doctors. 

If  yon  w'ould  like  this  kind  of  aggressive 
defense  in  your  corner,  don’t  wait.  Call  The 
Medical  Protective  Company  General  Agent 
in  your  area  today. 


P e 9tc»  (j  t »/  n 

Americas  premier  professional  liability  insurer. 


Offices  in  Dallas,  Bruce  Grim,  Keith  H.  Prince,  Charles  F.  Curtice,  Daniel  S.  Marley,  (214)  821-4640  • Houston,  L.  Wayne  Kirk, 
Rick  D.  Bolin,  John  Bedingfield,  (713)  465-4445  • San  Antonio,  Michael  Rollans,  Thomas  A.  Weisman,  (512)  490-1081 
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Because  safety 

cannot  be  taken  for  granted 

in  H2-antagonist  therapy 


Minima!  potential  for 
drug  interactions 

Unlike  cimetidine  and  ranitidine,^ 
Axid  does  not  inhibit  the  cytochrome 
P-450  metabolizing  enzyme  system.^ 

Swift  and  effective 
H2-antagonist  therapy 

■ Most  patients  experience 
pain  relief  with  the  first  dose^ 

■ Heals  duodena!  ulcer 
rapidly  and  effectively^-^ 

■ Dosage  for  adults  with  active 
duodena!  ulcer  is  300 mg  once  nightly 
(150  mg  b.i.d.  is  also  available) 

References 

1 . USP  Dt  Update.  September/ October  1988,  p 120. 

2.  Br  J Chn  Pharmacol  1985:20  71 0-71 3. 

3.  Date  on  file,  Lilly  Research  Laboratories. 

4 Scand  J Gastroenterol  1987:22(suppl  136j:61-70. 

5.  Am  J Gastroenterol  1989:84:769-774. 


AXID® 

nizatidine  capsules 

Brief  Summary.  Consult  the  package  literature  tor  complete 
Information. 

Indications  and  Usage:  Active  duodenal  u/cer-tor  up  to  eight  weeks 
of  treatment  Most  patients  heal  within  four  weeks. 

2.  Maintenance  therapy -tor  healed  duodenal  ulcer  patients  at  a 
reduced  dosage  of  150  mg  h.s.  The  consequences  of  therapy  with  Axid 
for  longer  than  one  year  are  not  known. 

Contraindication:  Known  hypersensitivity  to  the  drug.  Use  with  caution 
in  patients  with  hypersensitivi^  to  other  Hj-receptor  antagonists. 
Precautions:  General- 1.  Symptomatic  response  to  nizatidine  therapy 
does  not  preclude  the  presence  of  gastric  malignancy. 

2.  Dosage  should  be  reduced  in  patients  with  moderate  to  severe 
renal  Insufficiency. 

3.  In  pabents  with  normal  renal  function  and  uncomplicated  hepabc 
dysfuncflon,  the  disposiflon  of  nizabdine  is  similar  to  that  in  normal 
subjects. 

Laboratory  Tests -False-posibve  tests  for  urobilinogen  with  Mulbstix* 
may  occur  during  therapy. 

Drug  Interactions-No  interacbons  have  been  observed  with  theophyl- 
line, chlordiazepoxide,  lorazepam,  lidocaine,  phenytoin,  and  warfarin.  Axid 
does  not  inhibit  the  cytochrome  P-450  enzyme  system:  therefore,  drug 
interacbons  mediated  by  inhibition  of  hepabc  metabolism  are  not  expected 
to  occur.  In  pabents  given  very  high  doses  (3,900  mg)  of  aspirin  daily, 
increased  serum  salicylate  levels  were  seen  when  nizatidine,  150  mg 
b.i.d.,  was  administered  concurrenby. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Ferblity- A two-year  oral 
carcinogenicity  study  in  rats  with  doses  as  high  as  500  mg/kg/day 
(about  80  bmes  bie  recommended  daily  therapeubc  dose)  showed  no 
evidence  of  a carcinogenic  effect  There  was  a dose-related  increase  in 
the  density  of  enterochromafbn-like  (ECL)  cells  in  the  gastric  oxynbc 
mucosa.  In  a two-year  study  in  mice,  there  was  no  evidence  of  a 
carcinogenic  effect  in  male  mice,  although  hyperplasbc  nodules  of  the 
liver  were  increased  in  the  high-dose  males  as  compared  wibi  placebo. 
Female  mice  given  the  high  dose  of  Axid  (2,000  mg/kg/day,  about  330 
times  the  human  dose)  showed  marginally  statistically  significant 
increases  in  hepatic  carcinoma  and  hepabc  nodular  hyperplasia  with  no 
numencal  increase  seen  in  any  of  the  other  dose  groups.  The  rate  of 
hepabc  carcinoma  in  the  high-dose  animals  was  within  the  historical 
control  limits  seen  lor  the  strain  of  mice  used.  The  female  mice  were 
given  a dose  larger  than  the  maximum  tolerated  dose,  as  indicated 
by  excessive  (30%)  weight  decrement  as  compared  with  concurrent 
conbols  and  evidence  of  mild  liver  injury  (transaminase  elevabons).  The 
occurrence  of  a marginal  finding  at  high  dose  only  in  animals  given 
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an  excessive  and  somewhat  hepatotoxic  dose,  with  no  evidence  of  a 
carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day,  about  60  times  the  human  dose),  and  a negative 
mutagenicity  battery  are  not  considered  evidence  of  a carcinogenic 
potential  for  Axid. 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its 
potenbal  genebc  toxicity,  including  bacterial  mutabon  tests,  unscheduled 
DNA  synthesis,  sister  chromatid  exchange,  mouse  lymphoma  assay, 
chromosome  aberration  tests,  and  a micronucleus  test 

In  a two-generation,  perinatal  and  postnatal  terblity  study  in  rats,  doses 
of  nizabdine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the 
reproducbve  performance  of  parental  animals  or  ttteir  progeny. 

Pregnancy -Teratogenic  Effects -Pregnancy  Category  C-Oral  repro- 
ducbon  studies  in  rats  at  doses  up  to  300  times  the  human  dose  and  in 
Dutch  Belted  rabbits  at  doses  up  to  55  bmes  the  human  dose  revealed 
no  evidence  of  impaired  fertility  or  teratogenic  effect;  but,  at  a dose 
equivalent  to  300  bmes  the  human  dose,  treated  rabbits  had  aborbons, 
decreased  number  of  live  fetuses,  and  depressed  fetal  weights.  Dn  intra- 
venous administrabon  to  pregnant  New  Zealand  White  rabbits,  nizabdine 
at  20  mg/kg  produced  cardiac  enlargement  coarctation  of  the  aorbc 
arch,  and  cutaneous  edema  in  one  fetus,  and  at  50  mg/kg,  it  produced 
ventricular  anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly, 
and  enlarged  heart  in  one  fetus.  There  are,  however,  no  adequate  and 
well-controlled  studies  in  pregnant  women.  It  is  also  not  known  whether 
nizabdine  can  cause  fetal  harm  when  administered  to  a pregnant  woman 
or  can  affect  reproducbon  capacity.  Nizabdine  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to 
the  febjs. 

Nursing  Mothers -Studies  in  lactating  women  have  shown  that 
0.1%  of  an  oral  dose  is  secreted  in  human  milk  in  proportion  to  plasma 
concentrabons.  Because  of  growth  depression  in  pups  reared  by  beated 
lactating  rats,  a decision  should  be  made  whether  to  disconbnue  nursing 
or  the  drug,  taking  into  account  the  importance  of  the  drug  to  the  mother. 

Pediatnc  Use-Safety  and  eftecbveness  in  children  have  not  been 
established. 

Use  in  Elderly  ftfrertfs-Healing  rates  in  elderly  patients  were  similar 
to  those  in  younger  age  groups  as  were  the  rates  of  adverse  events  and 
laboratory  test  abnormalities.  Age  alone  may  not  be  an  Important  factor 
in  the  disposition  of  nizatidine.  Elderly  patients  may  have  reduced 
renal  function. 

Adverse  Reactions:  Clinical  trials  of  varying  durabons  inciuded  aimost 
5,000  pabents.  Among  the  more  common  adverse  events  in  domesbc 
placebo-controlled  trials  of  over  1,900  nizabdine  patients  and  over  1,300 
on  placebo,  sweabng  (1%  vs  0.2%),  urbcaria  (0.5%  vs  <0.01%),  and 
somnolence  (2.4%  vs  1.3%)  were  signiticantly  more  common  with 
nizatidine.  It  was  not  possible  to  determine  whether  a variety  of  less 
common  events  was  due  to  the  drug. 
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Hepatic- Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline 
phosphatase)  possibly  or  probably  related  to  nizabdine  occurred  in  some 
pabents.  In  some  cases,  there  was  marked  elevabon  (>500  lU/L)  in  SCOT 
or  SGPT  and.  in  a single  instance,  SGPT  was  >2,000  lU/L  The  incidence 
of  elevated  liver  enzymes  overall  and  elevabons  of  up  to  three  bmes 
the  upper  limit  of  normal,  however,  did  not  significantty  differ  from  that 
in  placebo  patients.  Hepatitis  and  jaundice  have  been  reported.  All 
abnormalibes  were  reversible  after  disconbnuation  of  Axid. 

Cardiovascular -\n  clinical  pharmacology  studies,  short  episodes 
of  asymptomatic  ventricular  tachycardia  occurred  in  two  individuals 
administered  Axid  and  in  three  untreated  subjects. 

CA/S-Rare  cases  of  reversible  menial  contusion  have  been  reported. 

Endocrine-Qinicat  pharmacology  studies  and  controlled  clinical  trials 
showed  no  evidence  of  antiandrogenic  activity  due  to  nizatidine. 
Impotence  and  decreased  libido  were  reported  with  equal  frequency  by 
pabents  on  nizatidine  and  those  on  placebo.  Gynecomasba  has  been 
reported  rarely. 

Hematologic -Eatat  thrombocytopenia  was  reported  in  a patient 
treated  with  nizabdine  and  another  Hj-receptor  antagonist  This  pabent 
had  previously  experienced  thrombocytopenia  while  taking  other  drugs. 
Rare  cases  of  thrombocytopenic  purpura  have  been  reported, 

/ntegumenfa/- Sweating  and  urticaria  were  reported  significantly 
more  frequenby  in  nizabdine-  than  in  placebo-treated  pabents.  Rash  and 
exfoliabve  dermatibs  were  also  reported. 

Hypersensitivity -As  with  other  Hj-receptor  antagonists,  rare  cases  of 
anaphylaxis  following  nizatidine  administration  have  been  reported. 
Because  cross-sensibvity  among  this  class  has  been  observed,  H2-receptor 
antagonists  should  not  be  administered  to  those  with  a history  of  hyper- 
sensibvity  to  these  agents.  Rare  episodes  of  hypersensibvity  reactions 
(eg,  bronchospasm,  laryngeal  edema,  rash,  and  eosinophilia)  have  been 
reported. 

Ot/ier-Hypemricemia  unassociated  with  gout  or  nephrolithiasis  was 
reported.  Eosinophilia,  fever,  and  nausea  related  to  nizatidine  have  been 
reported. 

Overdosage:  Overdoses  of  Axid  have  been  reported  rarely  It  overdosage 
occurs,  acbvated  charcoal,  emesis,  or  lavage  should  be  considered  along 
with  clinical  monitoring  and  supportive  therapy.  Renal  dialysis  for  tour 
to  six  hours  increased  plasma  clearance  by  approximately  84%. 
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In  order  to  provide  comprehensive  care  to  infants, 
children,  and  adolescents  with  HIV  inf ection! AIDS, 
a systematic  approach  to  clinical  management 
had  to  be  developed.  This  approach  involves  “case 
management”  by  experienced  health  professionals, 
including  initial  evaluation  and  needs  assessment, 
planning  of  services,  brokerage  of  services,  conti- 
nuity of  intervention  until  an  outcome  is  reached. 
The  care  is  delivered  in  hospitals,  clinics,  homes, 
residential  facilities,  respite  care  centers,  and 
hospices.  The  care  team  needs  to  be  multidisciplin- 
ary and  well  integrated. 


The  management  of  the  care  of  pediatric  pa- 
tients with  HIV  infection/AIDS  presents  for- 
midable problems  that  require  complex 
interventional  solutions.  Since  most  of  the  patients 
we  see  are  infants,  we  will  limit  this  article  to  the 
common  problems  of  infants  with  HIV  infection/ 
AIDS  and  their  management  by  the  staff  of  the  South 
Texas  Children’s  AIDS  Center.  ITiis  report  concen- 
trates on  some  of  the  more  common  problems  we 
have  encountered  in  caring  for  these  patients. 

HIV  infection/AIDS:  a family  problem 

Whenever  an  infant  is  found  to  be  seropositive  for 
HIV-related  antibodies  (ELISA  and  Western  Blot 
tests),  the  chances  are  virtually  100%  that  his  or 
her  mother  is  infected  with  HfV  and,  at  our  center, 
an  80%  chance  that  the  father  is  infected.  There 
also  may  be  siblings  who  are  infected  by  the  HfV. 
Pediatric  HIV  infection/AIDS,  therefore,  is  a family 
problem.  The  parental  illness  may  be  at  any  stage  of 
advancement  of  the  disease,  a factor  that  affects  the 
attempts  of  our  center’s  .staff  to  deliver  care  to  the 
infants.  I’here  are  additional  factors  that  may  affect 
the  health-care  delivery  to  the  infant;  poor  family  fi- 
nances, loss  of  insurability  for  health  care,  drug  ad- 
diction of  one  or  both  parents,  lack  of  family 
support  systems,  legal  problems,  parental  HfV  en- 
cephalopathy, or  severely  handicapping  physical 
health  problems  that  cannot  be  handled  expedi- 
tiously by  the  existing  overcrowded  health  care  de- 
livery systems  for  adults  with  HfV  infection/AIDS. 

All  of  these  factors  create  a fragmented  family  back- 
ground that  impedes  the  efforts  of  the  center  staff  to 
deliver  effective  care  to  the  infant. 

A socioeconomic  problem 

Most  of  the  families  we  care  for  come  from  poor 
backgrounds  that  have  been  rendered  poorer  by  pa- 
rental illness,  addictions,  unemployment,  and  social 
rejection  by  the  members  of  the  more  affluent  seg- 
ments of  our  society.  Stigmatization  has  often  taken 
its  toll  by  the  time  we  make  the  diagnosis  in  an 
infant. 


A stigmatization  problem 

In  spite  of  valiant  efforts  to  educate  our  society 
about  the  nature  of  HIV  infection/AIDS  and  the  need 
for  strong  support  rather  than  rejection  of  affected 
families,  we  are  still  far  behind  as  an  organized  so- 
ciety. With  rare  exceptions,  organized  religion  has 
come  late  into  this  field,  has  done  very  little  to  help 
affected  families,  and  has  taken  a position  of  “atten- 
tive indifference,”  paying  lip  service  without  any  ac- 
tion. Educational  systems  have  been  equally  late  to 
react  to  the  AIDS  epidemic,  but  they  are  showing  a 
more  constructively  active  involvement  than  the 
various  religious  organizations.  State  health  and  hu- 
man services  agencies  have  been  handicapped  by 
legislation  and  limited  fund  allocations.  We  believe 
that  the  roots  of  our  society’s  inattentiveness  to  the 
needs  of  the  families  affected  by  the  HfV  can  be 
found  in  the  early  stigmatization  of  the  patients  and 
their  families  because  homosexuality,  drug  addic- 
tion, and  sexual  transmission  of  HfV  have  been  in- 
volved in  the  development  of  this  epidemic. 

A problem  of  unpreparedness 

As  a society  burdened  with  many  problems,  includ- 
ing a massive  state  of  preparedness  for  possible  war, 
we  were  caught  totally  unprepared  to  face  this  epi- 
demic. There  were  no  health-care  appropriations, 
the  health-care  systems  were  not  in  place,  and  tradi- 
tional education  and  training  of  health  professionals 
had  not  prepared  them  for  the  complexity  and  mag- 
nitude of  the  problems  created  by  this  disease,  the 
like  of  which  had  not  been  seen  by  mankind.  Tradi- 
tional ways  of  handling  infants  in  the  face  of  paren- 
tal illness  or  other  causes  of  fragmentation  of  family 
life  did  not  work  in  the  case  of  HfV-infected  or 
simply  seropositive  babies:  foster  parents  were  un- 
willing to  take  these  infants  for  fear  of  personal  ex- 
posure to  the  risks  of  a universally  fatal  illness. 

Eaced  with  these  seemingly  insurmountable  prob- 
lems, how  does  one  develop  a care  delivery  system 
for  infants  with  HfV  infection/AIDS?  A system  that 
has  even  a trace  of  promise  for  success  would  seem 
an  impossibility.  The  Bureau  of  Maternal  and  Child 
Health,  which  has  been  one  of  the  most  responsive 
agencies  of  the  federal  government,  set  out  to  use 
some  of  its  meager  resources  to  organize  demon- 
stration projects  aimed  at  presenting  effective  care 
delivery  systems  for  HfV-infected  infants  even  in  the 
face  of  the  adversities  already  discussed.  One  of 
these  demonstration  project  grants  has  enabled  us 
to  organize  the  South  Texas  Children’s  AIDS  Center 
in  San  Antonio. 

What  is  it  that  we  are  attempting  to  demonstrate 
as  a novel  way  of  handling  .such  a complex  medical 
problem?  The  core  of  our  effort  is  to  apply  “case 
management”  methods  in  caring  for  our  patients.  It 
seems  that  in  the  face  of  fragmentation  of  the  struc- 
ture of  affected  families  and  the  state  of  unpre- 
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parcdness  of  our  society  to  fight  this  epidemic, 
application  of  case  management  offers  hope  of  effec- 
tive use  of  existing  resources  for  the  benefit  of  the 
patients  and  their  families. 

Case  management  for  infants  with  HIV 
infection/AIDS 

Case  management  is  a system  of  locating,  coordinat- 
ing, and  monitoring  a defined  group  of  services  for  a 
defined  group  of  people  ( 1 ).  This  system  was  devel- 
oped by  social  workers  and  has  been  used  effec- 
tively in  the  handling  of  geriatric  problems,  child 
welfare,  psychotherapy,  children  rendered  fragile  by 
complex  diseases,  and  now,  infants  and  children 
with  HIV  infection/AIDS.  The  case  manager  of  a case 
management  team  assumes  total  responsibility  and 
is  accountable  for  the  well-being  of  the  client.  At 
the  same  time,  the  case  manager  avoids  providing 
services  that  the  client  is  capable  of  accomplishing 
(2).  Case  management  involves  advocacy  for  the  cli- 
ent, coordination  of  services,  or  authorization  and  fi- 
nancing of  services  ( 3 ). 

In  order  to  develop  such  an  approach  to  problem 
solving,  the  South  Texas  Children’s  AIDS  Center  had 
to  establish  the  appropriate  structure.  Fig  1 shows 
the  current  structure  of  the  center,  which  is  com- 
prised of  medical  and  nonmedical  personnel.  In  ac- 
tuality', we  have  two  such  centers  in  San  Antonio: 
one  based  at  Santa  Rosa  Children’s  Hospital  that 
cares  for  patients  with  hemophilia  and  their  families 
and  one  at  the  combined  facilities  of  The  University 
of  Texas  Health  Science  Center  at  San  Antonio 
(UTHSeSA)  and  the  Bexar  County'  Hospital  District. 
Both  components  are  under  the  administration  of 
the  Department  of  Pediatrics  at  UTHSCSA. 

The  central  focus  of  the  activities  of  these  groups 
is  the  patient  and,  in  a virtually  inseparable  way,  his 
or  her  family.  The  case  managers  are  social  workers 
who  interact  within  each  group  as  patient  advocates 
and  with  agencies  outside  the  center  for  the  secur- 
ing of  needed  services.  The  nurses  and  physicians 
coordinate  the  direct  health  care,  which  is  deliv- 
ered at  home,  in  the  clinics,  and  in  the  inpatient 
setting  as  needs  dictate.  The  administrator  and  plan- 
ner/evaluator play  important  roles  in  facilitating  the 
actions  of  the  other  team  members  while  the  cleri- 
cal staff  establish  and  maintain  contacts  with  fami- 
lies and  record-keeping  operations.  Of  utmost 
importance  in  all  these  activities  is  the  maintenance 
of  confidentiality  and  protection  of  the  civil  rights 
of  the  affected  families. 

How  case  management  works  at  our  center 

Case  management  at  the  South  Texas  C^hildren’s 
AIDS  Center  is  represented  in  Fig  2.  Fhe  patient, 
usually  an  infant,  is  referred  to  the  center  by  an  area 
physician  or  by  an  agency  empowered  with  the  han- 
dling of  the  case  or  by  the  parents  themselves.  'Hie 


patient  is  seen  in  the  clinic,  and  initial  evaluation 
and  needs  assessment  are  performed  by  the  clinic 
staff:  physicians,  nurses,  social  workers,  psycholo- 
gist, and  developmentalist.  Appropriate  laboratory' 
tests  are  ordered.  Upon  completion  of  the  evalua- 
tion and  return  of  the  laboratory  test  results,  the 
center  staff  reviews  all  available  information  and 
develops  a list  of  planned  services.  These  services 
include  medical  care,  psychological  and  develop- 


/.  Organizational  structure  of  the  South  Texas  Children 's  .MDS  Center  in  San  Antonio 


2.  Seejuential  phases  of  management  of  a child  with  HIV  infection/AIDS  referred  to  the  South 
Texas  Children  's  AIDS  Center. 
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mental  support  of  the  entire  family,  development  of 
fiscal  resources  to  support  patient  and  family,  and 
recruitment  of  the  services  from  a variety  of  agen- 
cies dealing  with  this  kind  of  problems.  The  person 
responsible  for  the  brokerage  of  the  needed  ser- 
vices within  or  outside  the  center  is  the  case  man- 
ager assigned  to  this  specific  patient.  It  is  the  case 
manager’s  responsibility'  to  make  sure  that  this  bro- 
kerage is  completed,  that  the  patient  and  family 
have  received  the  planned  services  and  benefits,  and 
that  additional  needs  are  met  when  they  arise.  This 
represents  the  element  of  continuing  intervention 
made  necessaty'  by  the  continuously  changing  needs 
of  patient  and  family.  We  emphasize  patient  and 
family  because  they  are  a single  functional  unit  and 
when  one  member  suffers  during  the  course  of  the 
disease,  the  entire  unit  suffers. 

During  the  past  year  we  have  seen  parents  whose 
physical  illness  and/or  intellectual  impairment  have 
made  it  almost  impossible  for  them  to  provide  their 
share  of  care  for  their  children.  Because  the  health- 
care delivery  systems  for  adults  with  HIV  infection/ 
AIDS  are  overcrowded  and  therefore  slow'  to  re- 
spond to  the  needs  of  the  patients,  we  have  decided 
to  develop  a “family  AIDS  clinic”  that  will  provide 
care,  in  one  setting  at  one  time,  for  any  and  all 
members  of  a given  family  affected  by  the  HIV  infec- 
tion. We  strongly  believe  that  the  spread  of  HfV  in- 
fection/AIDS  in  the  heterosexual  population  calls  for 
novel  approaches  to  the  needed  care.  We  have  de- 
fined a 'family  unit”  as  a parent  or  set  of  parents 
with  one  or  more  children  where  one  member  of 
the  family  has  been  infected  by  the  HfV. 

This  approach  to  treat  an  entire  family  whether 
one  or  more  members  are  affected  by  HIV  infection/ 
AIDS  brings  us  back  to  the  definition  of  case  man- 
agement, which  is  a system  of  locating,  coordinat- 
ing, and  monitoring  a defined  group  of  services  for  a 
defined  group  of  people.  In  handling  HIV  infection/ 
AIDS  the  “case”  is  the  family  our  case  managers  are 
called  to  serve. 

One  needs  to  stop  for  a moment  and  review  what 
“outcome”  means  ( Fig  2 ).  A fatalistic  view  is  that  in 
the  present  state  of  therapeutic  capabilities  the 
“outcome”  is  the  death  of  the  patient  after  a shorter 
or  longer  course  of  the  disease.  This,  however, 
would  be  a very'  narrow-minded  view  that  does  not 
do  justice  to  the  efforts  of  families  and  health  pro- 
fessionals. ‘Outcome”  in  the  way  we  approach  this 
disease  may  mean  any  or  all  of  the  following: 

1.  Death  of  the  IHV-infected  patient. 

2.  Good  quality'  of  life  while  the  patient  was  alive. 

3 Good  quality'  of  life  for  the  entire  family  unit  in 

which  the  patient  lived. 

4.  Death  of  the  patient  occurring  after  appropri- 
ate preparation  of  the  family,  which  has  faced  the 
basic  emotional  reactions  dealing  with  life  and 
death. 


5.  The  feeling  that  health  professionals,  including 
the  case  manager,  have  done  every  thing  that  could 
be  done  and  that  they  have  contributed  to  the 
quality  of  life  of  the  patient  and  family. 

6.  The  satisfaction  that  spiritual  aspects  of  life 
and  death  (Judeo-Christian  or  others ) have  been 
supported  and  are  left  with  the  family  to  sustain 
them  in  the  years  to  come. 

7.  Establishment  of  an  appropriate  follow-up  to 
continue  the  support  of  a family  unit  that  has  lost  an 
infant  or  child  because  of  HIV  infection/AIDS. 

One  may  question:  can  all  these  issues  be  pursued 
and  accomplished?  Our  experience  in  the  past  1 1/2 
years  has  taught  us  that  they  can,  if  the  care  pro- 
viders have  the  willingness  and  the  resources  to 
provide  this  ty  pe  of  care.  The  ideas  and  systems  are 
not  new!  They  were  developed  for  other  complex 
diseases  and  situations  and  have  been  in  use  for 
more  than  a decade.  Rarely,  however,  in  the  history 
of  mankind  have  we  faced  an  epidemic  of  such  a 
devastating  disease,  and  this  calls  for  drastic  mea- 
sures of  intervention.  We  agree  that  our  society  has 
not  yet  developed  the  necessary  resources  and  that 
this  type  of  care  is  expensive.  We  feel,  however, 
that  if  we  are  to  be  called  a civilized  nation,  we 
have  to  provide  humane  care  for  all  our  citizens.  It 
is  a right  that  the  patients  have  in  a country  like 
ours.  We  need  to  develop  the  appropriate  systems 
of  care  since  everyone  who  is  knowledgeable  pre- 
dicts a long  period  of  geometric  increase  of  the  epi- 
demic before  any  means  of  control  are  developed. 
Since  HfV  infection/AIDS  is  a disease  that  threatens 
mankind  regardless  of  race,  ethnic  origin,  or  socio- 
economic or  educational  status,  we  need  to  develop 
the  necessary'  systems  for  its  control.  The  South 
Texas  Children’s  AIDS  Center  is  such  a demonstra- 
tion project  aimed  at  showing  that  there  are  many 
things  we  can  do  to  control  the  outcome  of  the  im- 
pact of  this  disease,  even  if  we  cannot  control  its 
current  fatal  nature.  HIV  infection/AIDS  is  testing 
our  humanity! 
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This  article  highlights  information  about  the  im 
portance  of  early  detection  of  cancer  in  the  pri- 
mary care  physician  's  office.  It  represents 
information  derived  from  a cancer  prevention  ref- 
erence manual,  ReCap:  Recommendations  for  Can- 
cer Prevention,  developed  by  the  Department  of 
Cancer  Prevention  and  Control  at  The  University 
of  Texas  M.D.  Anderson  Cancer  Center.  Production, 
evaluation,  and  distribution  to  all  primary’  care 
physicians  in  Texas  were  funded  by  the  Physician 
Oncology  Education  Program,  a program  of  the 
Texas  Medical  Association  funded  by  the  Texas 
Cancer  Council. 
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The  National  Cancer  Institute  has  set  as  cancer 
control  goals  for  the  year  2000  a 50%  reduc- 
tion in  cancer  mortality  and  an  increase  in 
the  5-year  cure  rate  from  the  current  51%  to  75%. 
While  primary'  cancer  prevention  will  reduce  inci- 
dence, early  detection  and  effective  therapy  will 
have  a significant  impact  on  cancer  death  rates.  For 
the  largest  segment  of  the  population,  primary -care 
physicians  represent  a critical  link  in  the  delivery  of 
educational  messages  and  early  diagnostic  proce- 
dures ( 1 ).  Thus,  it  is  being  increasingly  emphasized 
that  the  primary -care  environment  can  be  the  first 
line  of  defense  in  cancer  control,  because  of  the 
physician’s  accessibility  to  large  segments  of  the  pa- 
tient population.  The  clinician’s  responsibility'  is  to 
comprehensively  assess  risk  status,  give  advice 
about  lifesty  le  change,  deliver  patient  education, 
and  perform  the  relevant  early  diagnostic 
procedures. 

Most  primary-care  physicians  are  already  involved 
in  some  form  of  cancer  detection  for  asymptomatic 
patients  and  most  believe  they  are  increasing  their 
involvement  ( 2 ).  ITiey  are  supportive  of  cancer 
education  and  prevention  for  both  the  public  and 
their  patients.  However,  their  assent  to  recom- 
mended guidelines  and  their  actual  practice  of  de- 
tection procedures  arc  discrepant  (2). 

To  help  the  physician  integrate  primary'  and  sec- 
ondary cancer  prevention  activities  into  the  clinical 
setting,  the  Department  of  Cancer  Prevention  and 
Control  of  ITie  liniversity  of  Texas  M.D.  Anderson 
Cancer  Center  has  developed  a cancer  prevention 
reference  manual,  Recommendedions  for  Cancer 
Prevention  or  ReCap  for  .short.  This  manual  pro- 
vides the  physician,  in  an  easy-to-use  format,  cancer 
risk-factor  information  and  a consensus  summary  of 
the  currently  recommended  guidelines  for  cancer 
screening  and  early  detection.  Manuals  have  been 
distributed  to  about  lO.OOO  primary'  care  physicians 
in  Texas,  with  funding  provided  by  the  Physician 
Oncology  Education  Program,  a program  of  the 
Texas  Medical  Association  funded  by  the  Texas  Can- 


cer Council,  Regular  updates,  incorporating  new 
data  and  recommendations,  will  be  available  to 
subscribers, 

ITiis  article  outlines  information  from  the  manual 
about  the  importance  of  early  detection  of  cancer.  A 
later  article  will  highlight  the  manual’s  synthesis  of 
primary'  and  secondary'  cancer  prevention  guide- 
lines. Although  obstacles  to  the  performance  of  de- 
tection procedures  can  be  categorized  as  physician-, 
test-,  or  patient-oriented  ( 3),  the  present  article  em- 
pha.sizes  only  the  physician’s  role  in  cancer  preven- 
tion through  early  diagnosis. 

Screening  and  early  detection 

Technically,  screening  signifies  the  testing  of  large 
numbers  of  asymptomatic  people,  without  a physi- 
cian necc.ssarily  in  attendance.  This  is  different  from 
the  early  detection  of  cancer  ( or  case  finding ) in  in- 
dividuals who  present  for  annual  physical  examina- 
tions under  the  supervision  and  direction  of  a 
physician,  and  who  may  or  may  not  have  symptoms 
( 4 ).  A procedure  that  is  an  appropriate  part  of  an 
examination  for  early  detection  may  not  be  appro- 
priate for  large-scale  screening.  However,  in  both 
screening  and  early  detection,  two  prerequisites 
must  be  satisfied.  First,  an  effective  procedure  for 
detecting  early-stage  cancer  must  exist.  Second,  a 
treatment  must  be  available  that,  if  administered 
early,  produces  a better  outcome  than  no  treatment. 
Early  detection  in  the  primary  care  physician’s  office 
is  paid  for  by  the  patient  or  insurance  company  and 
is  based  on  the  best  current  medical  advice  ( 1 ).  In 
contrast,  screening  programs  cautiously  .select  indi- 
viduals to  be  screened  so  that  public  funds  are  used 
to  the  best  cost-benefit  ratio.  Either  approach  re- 
quires up-to-date  information  and  evaluation. 

Breast  cancer 

Early  detection  of  breast  cancer  is  essential  for 
achieving  any  meaningful  decrea.se  in  mortality.  It  is 
estimated  that  at  the  time  of  diagnosis,  only  one  half 
of  breast  carcinomas  are  localized.  Data  from  sev- 
eral large  international  studies  have  clearly  demon- 
strated the  effectiveness  of  mammographic 
screening  and  clinical  examination  in  women  above 
50  years  of  age  ( 5 ).  Mammography  played  a key 
role  in  these  series  in  detecting  “minimal”  cancers 
( in  situ  carcinomas  and  invasive  carcinomas  smaller 
than  1 cm ),  for  which  the  patient’s  prognosis  is  par- 
ticularly favorable. 

Data  emerging  from  the  randomized,  controlled 
trial  of  the  Health  Insurance  Plan  (HIP)  of  Greater 
New  York  have  shown  mammographic  screening  to 
lead  to  substantial  decrea.ses  in  breast  cancer  mor- 
tality in  women  over  50  years  of  age:  30%  over  10 
years  of  follow-up,  and  25%  over  18  years  ( 5 ).  In 
the  Breast  Cancer  Detection  Demonstration  project, 
which  screened  over  280,000  women,  approxi- 
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match'  42%  of  breast  cancers  were  detected  by 
mammography  alone  in  both  premenopausal  and 
postmenopausal  women  (6).  Recent  data  from  the 
I IIP  study  have  also  shown  reduced  mortalin’  in  the 
cohort  of  women  40  to  49  years  old  at  entry  into 
the  study  (7). 

The  risk  of  breast  cancer  secondaiA’  to  the  radia- 
tion exposure  of  mammography  is  minuscule,  since 
modern  mammographic  equipment  delivers  less 
than  1 rad  per  examination.  Ilie  estimated  theoreti- 
cal risk  of  dying  of  a mammography-induced  cancer 
is  overwhelmingly  eclipsed  by  the  number  of  lives 
that  would  be  saved  by  the  earlier  detection  of 
tumors. 

Nationwide  surveys,  however,  have  shown  that 
the  use  of  screening  mammography  is  still  far  less 
than  optimal  (8).  Included  in  the  impediments,  phy- 
sicians cite  limited  frequency  of  patient  visits,  misin- 
formation concerning  guidelines,  patient  refusal, 
and  expense.  Physician  encouragement  or  direction 
is  an  important  factor  in  getting  patients  to  comply 
with  mammography. 

Cervical  cancer 

ITie  Pap  smear  is  highly  effective  in  detecting  cer- 
vical cancer  early  in  its  onset.  The  nationwide  de- 
cline in  incidence  and  mortality  from  invasive 
cervical  disease  is  attributed  to  screening  programs. 
Because  neoplastic  cervical  disease  is  part  of  a con- 
tinuum, proceeding  through  well-defined  stages 
from  dysplasia  to  carcinoma  in  situ  to  invasive  carci- 
noma, the  physician  will  be  able  to  detect  and  inter- 
rupt the  disease  by  following  the  recommended 
schedule.  The  more  negative  smears  a women  has 
had,  the  lower  her  risk  of  developing  invasive 
cancer. 

It  is  estimated  that  up  to  90%  of  invasive  cervical 
cancers  could  be  prevented  by  screening.  Carci- 
noma in  situ  is  invariably  100%  curable,  and  the 
overall  5-year  survival  for  localized  cervical  cancer 
is  90% , compared  with  about  40%  for  women  with 
advanced  disease  ( 9 ). 

Lung  cancer 

ITie  overall  5-year  survival  for  patients  with  lung 
cancer  is  only  1 3% , one  of  the  poorest  prognoses  in 
any  cancer  site  (9 ).  By  the  time  lung  cancer  is 
.symptomatic,  it  is  usually  of  advanced  stage,  and  pri- 
mary’ prevention  offers  the  best  choice  for  controll- 
ing lung  cancer. 

Although  patients  with  stage  1 lung  cancer  have 
better  survival  rates  than  those  with  advanced 
stages  of  disease,  there  is  little  rigorous  evidence 
that  screening  programs  lower  mortality  from  lung 
cancer.  Initial  radiologic  signs  are  subtle,  easily 
overlooked,  and  subject  to  inconsistent  interpreta- 
tion by  radiologists  ( 10).  There  is  no  general  rec- 
ommendation for  screening  for  lung  cancer  through 


routine  chest  radiography,  a fact  that  has  upset 
many  primary  health  care-providers  ( 1 ).  Many 
medical  practitioners  find  it  prudent  to  incorporate 
periodic  chest  radiography  into  the  care  of 
asymptomatic  high-risk  smokers. 

Melanoma 

The  key  to  the  control  of  melanoma  is  early  diag- 
nosis, which  entails  a thorough  knowledge  of  the 
clinical  characteristics  of  early  melanoma  and  the 
differential  diagnosis  of  dysplastic  lesions.  ITie  prog- 
nosis in  melanoma  is  inversely  related  to  the  level 
of  tumor  invasion,  with  5-year  survival  of  85%  for 
level  1 and  28%  for  level  fV'  ( 1 1 ).  Of  even  greater 
prognostic  significance  is  the  thickness  of  the  tu- 
mor. ITie  5-year  survival  with  a lesion  less  than  0.75 
mm  thickness  is  90%  or  better  (11). 

Colorectal  cancer 

Early  diagnosis  is  effective  in  reducing  mortality 
from  colorectal  cancer.  Ten-year  survival  rates  range 
from  74%  for  Dukes’  stages  A and  B to  36%  for 
Dukes’  C and  5%  for  Dukes’  D disease  ( 9 ). 

With  respect  to  programmatic  screening,  a re- 
view of  the  literature  pointed  to  inadequate  evi- 
dence for  determining  whether  screening 
proctosigmoidoscopy  has  had  an  impact  on  colorec- 
tal cancer  mortality'  (12).  ITie  currently  available 
techniques  for  early  detection  of  colorectal  cancer 
are  better  suited  to  the  primary-care  setting,  with 
direct  physician  supervision  and  follow-up,  rather 
than  for  programs  outside  the  direct  supervision 
and  follow-up  of  the  health  professional  ( 1 3 ).  A 
pragmatic  approach  would  first  require  a clear  defi- 
nition of  the  patient’s  personal  and  family  histor)’ 
risk. 

Prostate  cancer 

Since  no  primary'  prevention  is  available  for  prostate 
cancer,  and  in  view  of  the  major  impact  of  this  dis- 
ease in  the  US  ( one  in  1 1 men  will  develop  prostate 
cancer  in  his  lifetime),  early  diagnosis  is  essential. 
Survival  is  clearly  correlated  with  extent  of  disease 
at  diagnosis.  Patients  with  localized  disease  have  at 
least  an  80%  5-year  survival  rate  compared  to  40% 
for  patients  with  metastatic  involvement.  However, 
there  is  a clear  trend  in  all  case  series  for  most  pa- 
tients to  be  diagnosed  at  advanced  stages  of  disease 
(14). 

Clinical  staging  frequently  underestimates  the 
true  extent  of  disease  at  diagnosis.  It  is  estimated 
that  even  with  annual  rectal  examinations,  only 
20%  of  cases  are  in  localized  stages  at  diagnosis.  A 
prognostic  classification  system  has  been  developed 
based  on  the  clinical  stage  and  degree  of  glandular 
differentiation  of  the  tumor.  Patients  with  a score  of 
less  than  5 have  early  stage,  well-differentiated  dis- 
ease and  an  excellent  prognosis.  In  contrast,  scores 
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higher  than  1 0 generally  correspond  to  anaplastic 
lesions  with  a poor  prognosis.  While  the  benefit  of 
periodic  screening  for  prostate  cancer  is  limited, 
rectal  examination  is  also  part  of  the  recommended 
procedure  for  early  detection  of  rectal  cancer  and 
simultaneously  enables  taking  a stool  smear  for  oc- 
cult blood  ( 14 ). 

Endometrial  cancer 

Although  endometrial  cancer  generally  entails  a 
good  prognosis,  women  with  localized  disease  do 
have  an  even  greater  advantage  over  women  pre- 
senting with  more  advanced  disease.  ITius,  any 
postmenopausal  bleeding  requires  prompt  evalua- 
tion to  avoid  diagnostic  delay.  Only  one  third  to  one 
half  of  patients  with  endometrial  cancer  will  have 
an  abnormal  Pap  smear  on  routine  screening. 

Oral  cancer 

Dentists  may  be  even  more  effective  than  physicians 
in  detecting  carly-stage  oral  cancer  since  a com- 
plete examination  of  the  oral  cavity  is  generally 
more  feasible  in  the  dentist’s  office  (15).  However, 
dental  care  is  often  neglected  by  higli-risk  individu- 
als. Counseling  about  alcohol  consumption,  ciga- 
rette smoking,  and  smokeless  tobacco  use  may  have 
a greater  impact  on  morbidity  and  will  have  benefits 
that  extend  beyond  the  prevention  of  oral  cancer. 
I’here  is  indirect  evidence  of  overall  improved  5- 
year  survival  in  localized  disease  ( 63%  ),  compared 
with  regional  ( 30%  ) or  distant  disease  ( 1 7%  ) ( 9 ). 

Ovarian  cancer 

Ovarian  cancer  entails  the  poorest  prognosis  of  any 
of  the  gv  necologic  cancers  (9).  Although  there  is  no 
direct  evidence  from  prospective  studies,  there  is 
indirect  evidence  suggesting  that  early-stage  disease 
has  a lower  mortality  rate  than  advanced  disease, 
which  has  been  associated  with  a 4%  5-year  survival 
rate  ( 16).  There  is  also  evidence  that  therapy  (sur- 
gical debulking,  radiotherapy ) is  more  effective  in 
reducing  residual  tumor  when  the  ovarian  cancer  is 
diagnosed  at  an  earlier  stage  (17).  There  are  no  rec- 
ommendations for  screening;  however,  an  annual 
pelvic  examination  is  a nece.ssary  component  of  a 
complete  physical  examination. 

Pancreatic  cancer 

Only  4%  of  patients  with  pancreatic  cancer  live 
more  than  3 years  past  diagnosis.  Presenting  signs 
and  symptoms  are  protean  and  nonspecific,  and  thus 
about  85%  of  symptomatic  patients  have  regional 
and/or  distant  metastases  by  diagnosis  (18).  Routine 
screening  is  therefore  not  recommended,  nor  is  it 
feasible. 


Summary 

Screening  and  early  detection  can  represent  an  ex- 
pensive use  of  health-care  resources.  However,  the 
return  olfered  is  more  rapid  than  in  primary  preven- 
tion, which  may  require  decades  to  achieve  its  full 
effect.  The  screening  regimen  for  each  patient  must 
be  targeted  to  his  or  her  particular  needs  and  must 
be  based  on  an  identification  of  the  existing  pattern 
of  risk  factors.  The  screening  encounter  can  also 
provide  an  opportunity  for  primary  preventive  mes- 
sages and  for  teaching  the  patient  to  demand  pre- 
ventive services  (19).  Thus,  the  primary  care 
physician  in  the  ambulatory  setting  represents  the 
key  to  reducing  cancer  morbidity  and  mortality  ( 20  ). 
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feature 


Medical  Disclosure  Panel 
adds  radiation  dierapy  to 


‘List  A’ 


ITie  Texas  Medical  Disclosure  Panel  has 
expanded  its  list  of  procedures  that  re- 
quire written  disclosure  to  patients  of 
specified  risks  ( List  A ) by  adding  a new 
section  on  radiation  therapy.  The  amend- 
ment requires  that  radiation  therapy 
patients  or  persons  authorized  to  consent 
for  patients  sign  a consent  form  for  radia- 
tion therapy  that  is  separate  from  the 
form  for  other  medical  treatments  and 
surgical  procedures  described  in 
List  A.  ITie  addition  becomes  effective 
May  3,  1990. 

ITie  Medical  Liability  and  Insurance 
Improvement  Act,  authored  by  the  1977 
Texas  Legislature,  created  the  Texas 
Medical  Disclosure  Panel.  The  panel  is 
made  up  of  six  physicians  and  three  law- 
yers who  are  responsible  for  determining 
those  treatments  and  procedures  that  do 
and  do  not  require  written  disclosure  of 
the  risks  and  hazards  to  the  patient. 

Procedures  on  List  A require  written 
disclosure  to  the  patient  of  the  various 
listed  risks.  Procedures  on  List  B do  not 
require  written  disclosure.  Both  lists  are 
printed  here.  For  those  procedures  not 
on  List  A or  B — for  example,  new  or  ex- 
perimental procedures — physicians  are 
required  to  disclose  rLsks  and  hazards 
that  would  influence  a “reasonable  per- 
son” in  making  a decision  whether  to 
consent  to  the  procedures. 

Physicians  are  not  required  by  law  to 
use  the  panel’s  disclosure  and  consent 
form  or  to  consult  List  A or  B.  However, 
if  the  physician  uses  the  panel’s  disclo- 
sure and  consent  form  correctly,  the  law 
provides  a rebuttable  presumption  that 
the  physician  obtained  informed  consent. 
Conversely,  failure  to  disclose  risks  and 
hazards  to  the  patient,  when  required, 
creates  a rebuttable  presumption  of  neg- 
ligent failure  to  inform.  A physician  will 
not  be  found  negligent  for  failure  to  dis- 
close if  there  was  an  emergency  or  other 
reason  disclosure  was  not  medically 
feasible. 

I’he  form  documents  the  legal  stan- 
dards of  disclosure.  Additional  disclo- 
sures are  recommended  when  they  are 
medically  indicated.  These  disclosures 
and  their  documentation  should  be  made 
in  addition  to  using  the  forms  and  proce- 
dures adopted  by  the  Medical  Disclosure 
Panel. 

A copy  of  either  or  both  of  the  medical 
disclosure  forms  can  be  obtained  by 


sending  a self-addressed,  stamped  en- 
velop to:  Texas  Department  of  Health, 
Medical  Disclosure  Panel,  1 100  West 
49th  St,  Austin,  TX  78756.  Further  infor- 
mation about  the  Medical  Disclosure 
Panel  and  disclosure  procedures  or 
copies  of  the  forms  or  lists  is  available 
from  C.J.  Francisco,  JD,  Texas  Medical  As- 
sociation, 1801  N Lamar  Blvd,  Austin,  TX 
78701.  Ever>'  effort  has  been  made  to 
correctly  reproduce  Lists  A and  B here. 

1 lowever,  Texas  Medical  Association  is 
not  responsible  for  unintentional  errors. 

LIST  A 

The  following  treatments  and  procedures  re- 
quire full  disclosure  by  the  physician  or  health 
care  provider  to  the  patient  or  person  autho- 
rized to  consent  for  the  patient. 

1.  Anesthesia. 

1.  Epidural. 

1.  Risks  are  enumerated  in  the  in- 
formed consent  form  in  Title  25, 
Texas  Administrative  Code,  Sec- 
tion 601.3 

2.  General. 

1.  Risks  are  enumerated  in  the  in- 
formed consent  form  in  Title  25, 
Texas  Administrative  Code,  Sec- 
tion 601.3 

3.  Spinal. 

1 .  Risks  are  enumerated  in  the  in- 
formed consent  form  in  rule 
601.3. 

2.  Cardiovascular  system. 

(No  procedures  assigned  at  this  time.) 

3.  Digestive  system  treatments  and 
procedures. 

1.  (diolecystectomy  with  or  without 
common  bile  duct  exploration. 

1.  Pancreatitis. 

2.  Injury  to  the  tube  between  the 
liver  and  the  bowel. 

3.  Retained  stones  in  the  tube  be- 
tween the  liver  and  the  bowel. 

4.  Narrowing  or  obstruction  of  the 
tube  between  the  liver  and  the 
bowel. 

5.  Injury  to  the  bowel  and/or  intes- 
tinal obstruction. 

4.  Ear  treatments  and  procedures. 

1.  Stapedectomy. 

1.  Diminished  or  bad  taste. 

2.  Total  or  partial  loss  of  hearing  in 
the  operated  ear. 

3.  Brief  or  long-standing  dizziness. 

4.  Eardrum  hole  requiring  more 
surgery. 

5.  Ringing  in  the  ear. 

2.  Reconstruction  of  auricle  of  ear  for 
congenital  deformity  or  trauma. 

1 .  Less  satisfactoiy’  appearance  com- 


pared to  possible  alternative  ar- 
tificial ear. 

2.  Exposure  of  implanted  material. 

3-  Tympanoplasty  with  mastoidectomy. 

1 . Eacial  nerve  paralysis. 

2.  Altered  or  loss  of  taste. 

3.  Recurrence  of  original  disease 
process. 

4.  Total  loss  of  hearing  in  operated 
ear. 

5.  Dizziness. 

6.  Ringing  in  the  ear. 

5.  Endocrine  system  treatments  and 
procedures. 

1.  ITiyroidectomy. 

1 . Injury  to  nerves  resulting  in 
hoarseness  or  impairment  of 
speech. 

2.  Injury  to  parathyroid  glands  re- 
sulting in  low  blood  calcium  lev- 
els that  require  extensive 
medication  to  avoid  serious  de- 
generative conditions,  such  as  cat- 
aracts, brittle  bones,  muscle 
weakness,  and  muscle  irritability. 

3.  Lifelong  requirement  of  thyroid 
medication. 

6.  Eye  treatments  and  procedures. 

1.  Eye  muscle  surgery. 

1.  Additional  treatment  and/or 
surgery. 

2.  Double  vision. 

3.  Partial  or  total  loss  of  vision. 

2.  Surgery  for  cataract  with  or  without 
implantation  of  intraocular  lens. 

1 . Complications  requiring  addi- 
tional treatment  and/or  surgery. 

2.  Need  for  glasses  or  contact  lenses. 

3.  Complications  requiring  removal 
of  implanted  lens. 

4.  Partial  or  total  loss  of  vision. 

3.  Retinal  or  vitreous  surgery. 

1 . Complications  requiring  addi- 
tional treatment  and/or  surgery. 

2.  Recurrence  or  spread  of  disease. 

3.  Partial  or  total  loss  of  vision. 

4.  Reconstructive  and/or  plastic  surgical 
procedures  of  the  eye  and  eye  region, 
such  as,  blepharoplasty,  tumor,  frac- 
ture, lacrimal  surgery,  foreign  body, 
abscess,  or  trauma. 

1 . Worsening  or  unsatisfactory 
appearance. 

2.  Creation  of  additional  problems 
such  as: 

1 . Poor  healing  or  skin  loss. 

2.  Nerve  damage. 

3.  Painful  or  unattractive 
scarring. 

4.  Impairment  of  regional 
organs,  such  as  eye  or  lip 
function. 

3.  Recurrence  of  the  original 
condition. 
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5.  Photocoagulation  and/or  cryotherapy. 

1 . (xtmplications  requiring  addi- 
tional treatment  and/or  surgery, 

2.  Pain. 

3.  Partial  or  total  loss  of  vision. 

6.  Corneal  surgery,  such  as  corneal 
transplant,  refractive  surgery,  and 
pterygium. 

1 . Complications  requiring  addi- 
tional treatment  and/or  surgery’. 

2.  Possible  pain. 

3.  Need  for  glasses  or  contact  lenses. 

4.  Partial  or  total  loss  of  vision. 
Glaucoma  surgery  by  any  method. 

1 . Complications  requiring  addi- 
tional treatment  and/or  surgery. 

2.  Worsening  of  the  glaucoma. 

3.  Pain. 

4.  Partial  or  total  loss  of  vision. 

8.  Removal  of  the  eye  or  its  contents 
(enucleation  or  evisceration ). 

1.  Complications  requiring  addi- 
tional treatment  and/or  surgery. 

2.  Worsening  or  unsatisfactory 
appearance. 

3.  Recurrence  or  spread  of  disease. 

9.  Surgery  for  penetrating  ocular  injury, 
including  intraocular  foreign  body. 

1 . Complications  requiring  addi- 
tional treatment  and/or  surgery, 
including  removal  of  the  eye, 

2.  Chronic  pain. 

3.  Partial  or  total  loss  of  vision. 

7.  Female  genital  system  treatments  and 
procedures. 

1 . Abdominal  hysterectomy  ( total ). 

1.  Uncontrollable  leakage  of  urine. 

2.  Injury  to  bladder. 

3.  Sterility. 

4.  Injury  to  the  tube  (ureter  ) be- 
tween the  kidney  and  the  bladder. 

5.  Injury  to  the  bowel  and/or  intes- 
tinal obstruction. 

2.  Vaginal  hysterectomy. 

1 . Uncontrollable  leakage  of  urine. 

2.  Injury  to  bladder. 

3.  Sterility. 

4.  Injury  to  the  tube  (ureter)  be- 
tween the  kidney  and  the  bladder. 

5.  Injury  to  the  bowel  and/or  intes- 
tinal obstruction. 

6.  Completion  of  operation  by  ab- 
dominal incision. 

3.  All  fallopian  tube  and  ovarian  surgery 
with  or  without  hysterectomy,  includ- 
ing removal  and  lysis  of  adhesions. 

1 . Injury  to  the  bowel  and/or 
bladder. 

2.  Sterility. 

3.  Failure  to  obtain  fertility  (if 
applicable ). 

4.  Failure  to  obtain  sterility  ( if 
applicable ). 

5.  Loss  of  ovarian  functions  or  hor- 


mone production  from 
ovary(  ies ). 

4.  Abdominal  endoscopy  (per- 
itoneoscopy, laparoscopy ). 

1 . Puncture  of  the  bowel  or  blood 
vessel. 

2.  Abdominal  infection  and  com- 
plications of  infection. 

3.  Abdominal  incision  and  operation 
to  correct  injury. 

5.  Removing  fibroids  ( uterine 
myomectomy ). 

1.  Uncontrolled  leakage  of  urine. 

2.  Injury  to  bladder. 

3.  Sterility. 

4.  Injury  to  the  tube  (ureter)  be- 
tween the  kidney  and  the  bladder. 

5.  Injury  to  the  bowel  and/or  intes- 
tinal obstruction. 

6.  Uterine  suspension. 

1 . Uncontrollable  leakage  of  urine. 

2.  Injury  to  bladder. 

3.  Sterility. 

4.  Injury  to  the  tube  (ureter)  be- 
tween the  kidney  and  the  bladder. 

5.  Injury  to  the  bowel  and/or  intes- 
tinal obstruction. 

7.  Removal  of  the  nerves  to  the  uterus 
(presacral  neurectomy  ). 

1 . Uncontrolled  leakage  of  urine. 

2.  Injury  to  bladder. 

3.  Sterility. 

4.  Injury  to  the  tube  ( ureter ) be- 
tween the  kidney  and  the  bladder. 

5.  Injury  to  the  bowel  and/or  intes- 
tinal obstruction. 

6.  Hemorrhage,  complications  of 
hemorrhage  with  additional 
operation. 

8.  Removal  of  the  cervix. 

1 . Uncontrolled  leakage  of  urine. 

2.  Injury  to  bladder. 

3.  Sterility. 

4.  Injury  to  the  tube  (ureter)  be- 
tween the  kidney  and  the  bladder. 

5.  Injury  to  the  bowel  and/or  intes- 
tinal obstruction. 

6.  Completion  of  operation  by  ab- 
dominal incision. 

9.  Repair  of  vaginal  hernia  ( anterior  and/ 
or  posterior  colporrhaphy  and/or  en- 
terocele  repair). 

1.  Uncontrollable  leakage  of  urine. 

2.  Injury  to  bladder. 

3.  Sterility. 

4.  Injury  to  the  tube  (ureter)  be- 
tween the  kidney  and  the  bladder. 

5.  Injury  to  the  bowel  and/or  intes- 
tinal obstruction. 

10.  Abdominal  suspension  of  the  bladder 
( retropubic  urethropexy ). 

1.  Uncontrolled  leakage  of  urine. 

2.  Injury  to  bladder. 

3.  Injury  to  the  tube  ( ureter ) be- 
tween the  kidney  and  the  bladder. 


4.  Injury  to  the  bowel  and/or  intes- 
tinal obstruction. 

1 1.  Conization  of  cervix. 

1 . Hemorrhage  with  possible  hys- 
terectomy to  control. 

2.  Sterility. 

3.  Injury  to  bladder. 

4.  Injury  to  rectum. 

5.  Failure  of  procedure  to  remove 
all  of  cervical  abnormality. 

1 2.  Dilation  and  curettage  of  uterus 
( diagnostic ). 

1 . Hemorrhage  with  possible 
hysterectomy. 

2.  Perforation  of  the  uterus. 

3.  Sterility. 

4.  Injury  to  bowel  and/or  bladder. 

5.  Abdominal  incision  and  operation 
to  correct  injury. 

1 3 Dilation  and  curettage  of  uterus 
( obstetrical ). 

1.  Hemorrhage  with  possible  hys- 
terectomy to  control. 

2.  Perforation  of  the  uterus. 

3.  Sterility. 

4.  Injury  to  bowel  and/or  bladder. 

5.  Abdominal  incision  and  operation 
to  correct  injury. 

6.  Failure  to  remove  all  products  of 
conception. 

8.  Hematic  and  lymphatic  system. 

1 .  Transfusion  of  blood  and  blood 
components. 

1.  Fever. 

2.  Transfusion  reaction  which  may 
include  kidney  failure  or  anemia. 

3.  Heart  failure. 

4.  Hepatitis. 

5.  A.I.D.S.  (acquired  immune  defi- 
ciency syndrome ). 

6.  Other  infections. 

9-  Integumentary  system  treatments  and 

procedures. 

1 . Radical  or  modified  radical  mastec- 
tomy. (Simple  mastectomy  excluded.) 

1.  Limitation  of  movement  of  shoul- 
der and  arm. 

2.  Swelling  of  the  arm. 

3.  Loss  of  skin  of  the  chest  requiring 
skin  graft. 

4.  Recurrence  of  malignancy,  if 
present. 

5.  Decreased  sensation  or  numbness 
of  the  inner  aspect  of  the  arm  and 
chest  wall. 

2.  Reconstruction  and/or  plastic  surgical 
operations  of  the  face  and  neck. 

1.  Worsening  or  unsatisfactory 
appearance. 

2.  Creation  of  several  additional 
problems,  such  as: 

1 . Poor  healing  or  skin  loss. 

2.  Nerve  damage. 

3.  Painful  or  unattractive 
scarring. 
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4.  Impairment  of  regional 
organs,  such  as,  eye,  or  lip 
function. 

3.  Recurrence  of  the  original 
condition. 

10.  Male  genital  system. 

1 . Orchidopexy  ( reposition  of 
testis(  es] ). 

1 . Removal  of  testicle. 

2.  Atrophy  (shriveling)  of  the  testi- 
cle with  loss  of  function. 

2.  Orchiectomy  ( removal  of  the 
testisj  es)). 

1 . Decreased  sexual  desire. 

2.  Difficulties  with  penile  erection. 

3.  Vasectomy. 

1 . Loss  of  testicle. 

2.  Failure  to  produce  permanent 
sterility. 

1 1 . Maternity  and  related  cases. 

1 . Delivery  ( vaginal ). 

1.  Injury  to  bladder  and/or  rectum, 
including  a hole  ( fistula ) between 
bladder  and  vagina  and/or  rectum 
and  vagina. 

2.  Hemorrhage  possible  requiring 
blood  administration  and/or  hys- 
terectomy and/or  artery  ligation 
to  control. 

3.  Sterility. 

4.  Brain  damage,  injury,  or  even 
death  occurring  to  the  fetus  be- 
fore or  during  labor  and/or  va- 
ginal delivery'  whether  or  not  the 
cause  is  known. 

2.  Delivery  ( cesarean  section ). 

1.  Injury  to  bowel  and/or  bladder. 

2.  Sterility. 

3.  Injury  to  tube  ( ureter ) between 
kidney  and  bladder. 

4.  Brain  damage,  injury',  or  even 
death  occurring  to  the  fetus  be- 
fore or  during  labor  and/or  ce- 
sarean delivery  whether  or  not 
the  cause  is  known. 

5.  Uterine  disease  or  injury  requir- 
ing hysterectomy. 

12.  Musculoskeletal  system:  treatments 
and  procedures. 

1 . Arthroplasty  of  all  joints  with  me- 
chanical device. 

1 . Impaired  function,  such  as  short- 
ening or  deformity  of  an  arm  or 
leg,  limp  or  foot  drop. 

2.  Blood  vessel  or  nerve  injury. 

3.  Pain  or  discomfort. 

4.  Fat  escaping  from  bone  with  pos- 
sible damage  to  a vital  organ. 

5.  Failure  of  bone  to  heal. 

6.  Bone  infection. 

7.  Removal  or  replacement  of  any 
implanted  device  or  material. 

2.  Mechanical  internal  prosthetic  device. 

1.  Impaired  function,  such  as  short- 
ening or  deformity  of  an  arm  or 
leg,  limp  or  foot  drop. 

2.  Blood  vessel  or  nerve  injury. 

3.  Pain  or  discomfort. 

4.  Fat  escaping  from  bone  with  pos- 
sible damage  to  a vital  organ. 

5.  Failure  of  bone  to  heal. 

6.  Bone  infection. 

Removal  or  replacement  of  any 
implanted  device  or  material. 

3.  Open  reduction  with  internal  fixation. 

1 . Impaired  function,  such  as  short- 
ening or  deformity  of  an  arm  or 
leg,  limp  or  foot  drop. 

2.  Blood  vessel  or  nerve  injury'. 


3.  Pain  or  discomfort. 

4.  Fat  escaping  from  bone  with  pos- 
sible damage  to  a vital  organ. 

5.  Failure  of  bone  to  heal. 

6.  Bone  infection. 

7.  Removal  or  replacement  of  any 
implanted  device  or  material. 

4.  Osteotomy. 

1 . Impaired  function,  such  as  short- 
ening or  deformity'  of  an  arm  or 
leg,  limp  or  foot  drop. 

2.  Blood  vessel  or  nerv'e  injury'. 

3.  Pain  or  discomfort. 

4.  Fat  escaping  from  bone  with  pos- 
sible damage  to  a vital  organ. 

5.  Failure  of  bone  to  heal. 

6.  Bone  infection. 

7.  Removal  or  replacement  of  any 
implanted  device  or  material! 

5.  Ligamentous  reconstruction  of  joints. 

1 . Failure  of  reconstruction  to  work. 

2.  Continued  loosening  of  the  joint. 

3.  Degenerative  arthritis. 

4.  Continued  pain. 

5.  Increased  stiffening. 

6.  Blood  vessel  or  nerve  injury. 

7.  Cosmetic  and/or  functional 
deformity. 

6.  Children’s  orthopedics  (bone,  joint, 
ligament,  or  muscle ). 

1.  Growth  deformity. 

2.  Additional  surgery. 

13.  Nervous  system  treatments  and 
procedures. 

1 . Craniotomy  ( craniectomy ) for  excis- 
ion of  brain  tissue,  tumor,  vascular 
malformation,  and  cerebral 
revascularization. 

1 . Additional  loss  of  brain  function 
including  memory. 

2.  Recurrence  or  continuation  of  the 
condition  that  required  this 
operation. 

3.  Stroke. 

4.  Blindness,  deafness,  inability  to 
smell,  double  vision,  coordination 
loss,  seizures,  pain,  numbness,  and 
paralysis. 

2.  Craniotomy  ( craniectomy ) for  cranial 
nerve  operation,  including  neurec- 
tomy, avulsion,  rhizotomy,  or 
neurolysis. 

1.  Numbness,  impaired  muscle  func- 
tion, or  paralysis. 

2.  Recurrence  or  continuation  of  the 
condition  that  required  this 
operation. 

3.  Seizures. 

3.  Spine  operation.  Including:  laminec- 
tomy, decompression,  fusion,  internal 
fixation,  or  procedures  for  nerve  root 
or  spinal  cord  compression;  diagnosis; 
pain;  deformity;  mechanical  in- 
stability; injury;  removal  of  tumor,  ab- 
scess, or  hematoma.  ( Excluding 
coccygeal  operations. ) 

1.  Pain,  numbness,  or  clumsiness. 

2.  Impaired  muscle  function. 

3.  Incontinence  or  impotence. 

4.  LInstable  spine. 

5.  Recurrence  or  continuation  of  the 
condition  that  required  the 
operation. 

6.  Injury'  to  major  blood  vessels, 

4.  Peripheral  nerve  operation;  nerve 
grafts,  decompression,  transposition, 
or  tumor  removal;  neurorrhaphy,  neu- 
rectomy, or  neurolysis. 

1.  Numbness. 


2.  Impaired  muscle  function. 

3.  Recurrence  or  persistence  of  the 
condition  that  required  the 
operation. 

4.  Continued,  increased,  or  different 
pain. 

5.  Correction  of  cranial  deformity. 

1 . Loss  of  brain  function. 

2.  Seizures. 

3.  Recurrence  or  continuation  of  the 
condition  that  required  this 
operation. 

6.  Transsphenoidal  hypophysectomy  or 
other  pituitary  gland  operation. 

1.  Spinal  fluid  leak. 

2.  Necessity  for  hormone 
replacement. 

3.  Recurrence  or  continuation  of  the 
condition  that  required  this 
operation. 

4.  Nasal  septal  deformity  or 
perforation. 

7.  Cerebral  spinal  fluid  shunting  proce- 
dure or  revision, 

1 . Shunt  obstruction  or  infection. 

2.  Seizure  disorder. 

3.  Recurrence  or  continuation  of 
brain  dysfunction. 

14.  Radiology. 

1.  Angiography,  aortography,  arteriogra- 
phy (arterial  injection  of  contrast  me- 
dia— diagnostic  ). 

1 . Injury  to  artery. 

2.  Damage  to  parts  of  the  body  sup- 
plied by  the  artery  with  resulting 
loss  of  function  or  amputation. 

3.  Swelling,  pain,  tenderness,  or 
bleeding  at  the  site  of  the  blood 
vessel  perforation. 

4.  Aggravation  of  the  condition  that 
necessitated  the  procedure. 

5.  Allergic  sensitivity  reaction  to  in- 
jected contrast  media. 

2.  Myelography. 

1.  Chronic  pain. 

2.  Transient  headache,  nausea, 
vomiting. 

3.  Numbness. 

4.  Impaired  muscle  function. 

3.  Angiography  with  occlusion  tech- 
niques— therapeutic. 

1 . Injury'  to  artery. 

2.  Loss  or  injury  to  body  parts. 

3.  Swelling,  pain,  tenderness,  or 
bleeding  at  the  site  of  the  blood 
vessel  perforation. 

4.  Aggravation  of  the  condition  that 
necessitated  the  procedure. 

5.  Allergic  sensitivity  reaction  to  in- 
jected contrast  media. 

4.  Angioplasty  (intravascular  dilatation 
technique ). 

1 . Swelling,  pain,  tenderness,  or 
bleeding  at  the  site  of  vessel 
puncture. 

2.  Damage  to  parts  of  the  body  sup- 
plied by  the  artery  with  resulting 
loss  of  function  or  amputation. 

3.  Injury  to  the  vessel  that  may  re- 
quire immediate  surgical 
intervention. 

4.  Recurrence  or  continuation  of  the 
original  condition. 

5.  Allergic  sensitivity  reaction  to  in- 
jected contrast  media. 

5.  Splenoportography  (needle  injection 
of  contrast  media  into  the  spleen), 

1 . Injury'  to  the  spleen  requiring 
blood  transfusion  and/or  removal 
of  the  spleen. 
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1 5.  Respiratory  system  treatments  and 
procedures. 

1 . Excision  of  lesion  of  laiynx,  vocal 
cords,  trachea. 

(No  risks  or  hazards  assigned  at  this 
time. ) 

2.  Rhinoplasty  or  nasal  reconstruction 
with  or  without  septoplasty. 

1 . Deformity  of  skin,  bone,  or 
cartilage. 

2.  (Creation  of  new  problems,  such 
as  septal  perforation  or  breathing 
difficulty. 

3.  Submucous  resection  of  nasal  septum 
or  nasal  septoplasty. 

1 . Persistence,  recurrence,  or  wors- 
ening of  the  obstruction. 

2.  Perforation  of  nasal  septum  with 
dryness  and  crusting. 

3.  External  deformity'  of  the  nose. 

16.  Urinary  system. 

1 . Partial  nephrectomy  ( removal  of  part 
of  the  kidney ). 

1.  Incomplete  removal  of  stone(s) 
or  tumor,  if  present. 

2.  Obstruction  of  urinary  flow. 

3.  Leakage  of  urine  at  surgical  site. 

4.  Injury  to  or  loss  of  kidney. 

5.  Damage  to  adjacent  organs. 

2.  Radical  nephrectomy  ( removal  of 
kidney  and  adrenal  gland  for  cancer ). 

1 . Loss  of  the  adrenal  gland. 

2.  Incomplete  removal  of  tumor. 

3.  Damage  to  adjacent  organs. 

3.  Nephrectomy  (removal  of  kidney). 

1 . Incomplete  removal  of  tumor  if 
present. 

2.  Damage  to  adjacent  organs. 

3.  Injury  to  or  loss  of  the  kidney. 

4.  Nephrolithotomy  and  pyelolithotomy 
( removal  of  kidney  stonejs] ). 

1.  Incomplete  removal  of  stone(s). 

2.  Obstruction  of  urinary  flow. 

3.  Leakage  of  urine  at  surgical  site. 

4.  Injury  to  or  loss  of  the  kidney. 

5.  Damage  to  adjacent  organs. 

5.  Pyeloureteroplasty  (pyeloplasty  or  re- 
construction of  the  kidney  drainage 
system ). 

1 . Obstruction  of  urinary  flow. 

2.  Leakage  of  urine  at  surgical  site. 

3.  Injury  to  or  loss  of  kidney. 

4.  Damage  to  adjacent  organs. 

6.  Exploration  of  kidney  or  perinephric 
mass. 

1 . Incomplete  removal  of  stone(  s ) 
or  tumor,  if  present. 

2.  Leakage  of  urine  at  surgical  site. 

3.  Injury  to  or  loss  of  the  kidney. 

4.  Damage  to  adjacent  organs. 

7.  Ureteroplasty  (reconstruction  of 
ureter  (tube  between  kidney  and 
bladder] ). 

1 . Leakage  of  urine  at  surgical  site. 

2.  Incomplete  removal  of  the  stone 
or  tumor  ( when  applicable ). 

3.  Obstruction  of  urine  flow. 

4.  Damage  to  other  adjacent  organs. 

5.  Damage  to  or  loss  of  the  ureter. 

8.  Ureterolithotomy  ( surgical  removal  of 
stone] s]  from  ureter  (tube  between 
kidney  and  bladder]). 

1 . Leakage  of  urine  at  surgical  site. 

2.  Incomplete  removal  of  stone. 

3.  Obstruction  of  urine  flow. 

4.  Damage  to  other  adjacent  organs. 

5.  Damage  to  or  loss  of  ureter. 

9.  Ureterectomy  (partial/complete  re- 


moval of  ureter  (tube  between  kidney 
and  bladder  ] ). 

1.  Leakage  of  urine  at  surgical  site. 

2.  Incomplete  removal  of  tumor 
(when  applicable). 

3.  Obstruction  of  urine  flow. 

4.  Damage  to  other  adjacent  organs. 

10.  Lireterolysis  (partial/complete  re- 
moval of  ureter  (tube  between  kidney 
and  bladder]  from  adjacent  tissue). 

1.  Leakage  of  urine  at  surgical  site. 

2.  Obstruction  of  urine  flow. 

3.  Damage  to  other  adjacent  organs. 

4.  Damage  to  or  loss  of  ureter. 

1 1.  Ureteral  reimplantation  (reinserting 
ureter  ( tube  betw'een  kidney  and  blad- 
der] into  the  bladder). 

1 . Leakage  of  urine  at  surgical  site. 

2.  Obstruction  of  urine  flow. 

3.  Damage  to  or  loss  of  ureter. 

4.  Backward  flow  of  urine  from  blad- 
der into  ureter. 

5.  Damage  to  other  adjacent  organs. 

12.  Prostatectomy  (partial  or  total  re- 
moval of  prostate ). 

1 . Leakage  of  urine  at  surgical  site. 

2.  Obstruction  of  urine  flow. 

3.  Incontinence  (difficulty  with  uri- 
nary control). 

4.  Semen  passing  backward  into 
bladder. 

5.  Difficulty  with  penile  erection 

( possible  with  partial  and  prob- 
able with  total  prostatectomy ). 

1 3.  Total  cystectomy  ( removal  of  urinaiy 
bladder ). 

1 . Probable  loss  of  penile  erection 
and  ejaculation  in  the  male. 

2.  Damage  to  other  adjacent  organs. 

3.  This  procedure  will  require  an  al- 
ternate method  of  urinary 
drainage. 

1 4.  Partial  cystectomy  ( partial  removal  of 
urinary  bladder). 

1 . Leakage  of  urine  at  surgical  site. 

2.  Incontinence  (difficulty  with  uri- 
nary control ). 

3.  Backward  flow  of  urine  from  blad- 
der into  ureter  ( tube  between 
kidney  and  bladder ). 

4.  Obstruction  of  urine  flow. 

5.  Damage  to  other  adjacent  organs. 

15.  Urinary  diversion  (ileal  conduit,  colon 
conduit ). 

1.  Blood  chemistry  abnormalities  re- 
quiring medication. 

2.  Development  of  stones,  strictures, 
or  infection. 

3.  Routine  lifelong  medical 
evaluation. 

4.  Leakage  of  urine  at  surgical  site. 

5.  Requires  wearing  a bag  for  urine 
collection. 

16.  Ureterosigmoidostomy  (placement  of 
kidney  drainage  tubes  into  the  large- 
bowel  ). 

1 . Blood  chemistry  abnormalities  re- 
quiring medication. 

2.  Development  of  stones,  strictures, 
or  infection. 

3.  Routine  lifelong  medical 
evaluation. 

4.  Leakage  of  urine  at  surgical  site. 

5.  Difficulty'  in  holding  urine  in  the 
rectum. 

17.  Urethroplasty  (construction/recon- 
struction of  drainage  tube  from 
bladder). 


I Leakage  of  urine  at  surgical  site. 

2.  Stricture  formation. 

3.  Additional  operation)  s ). 

17.  Psychiatric  procedures. 

1.  Electroconvulsive  therapy  with  mod- 
ification by  intravenous  muscle  relax- 

ants  and  sedatives. 

1 . Memoty'  changes  of  events  prior 
to,  during,  and  immediately  fol- 
lowing the  treatment. 

2.  Eractures  or  dislocations  of  bones. 

3.  Significant  temporary  confusion 
requiring  special  care. 

18.  Radiation  therapy 

(A  child  is  defined  for  the  purpose  of  this  sub- 
section as  an  individual  who  is  not  physiologi- 
cally mature  as  determined  by  the  physician 
using  the  appropriate  medical  parameters. ) 

1.  Head  and  neck 

1.  Early  reactions. 

1.  Reduced  and  sticky'  saliva,  loss  of 
taste  and  appetite,  altered  sense  of 
smell,  nausea. 

2.  Sore  throat,  difficulty  swallowing, 
weight  loss,  fatigue. 

3.  Skin  changes:  redness,  irritation, 
scaliness,  blistering  or  ulceration, 
color  change,  thickening,  hair  loss. 

4.  Hoarseness,  cough,  loss  of  voice, 
and  swelling  of  airway'. 

5.  Blockage  and  crusting  of  nasal 
passages. 

6.  Inflammation  of  ear  canal,  feeling 
of  “stopped  up”  ear,  hearing  loss, 
dizziness. 

7.  Dry' and  irritable  eye(s ). 

8.  In  children,  these  reactions  are 
likely  to  be  intensified  by  chemo- 
therapy before,  during,  or  after  ra- 
diation therapy. 

9.  In  children,  depression  of  blood 
count  leading  to  increased  risk  of 
infection  and/or  bleeding  is  more 
common. 

2.  I.ate  reactions. 

1.  Dry'  mouth  and  altered  sense,  or 
loss,  of  taste. 

2.  Tooth  decay  and  gum  changes. 

3.  Bone  damage,  especially  in  jaws. 

4.  Stiffness  and  limitation  of  jaw 
movement. 

5.  Changes  in  skin  texture  and/or 
coloration,  permanent  hair  loss, 
and  scarring  of  skin. 

6.  Swelling  of  tissues,  particularly 
under  the  chin. 

7.  Throat  damage  causing  hoarse- 
ness, pain,  or  difficulty  breathing 
or  swallowing. 

8.  Eye  damage  causing  dry  eye(  s ), 
cataract,  loss  of  vision,  or  loss  of 
eye(  s ). 

9.  Ear  damage  causing  dryness  of  ear 
canal,  fluid  collection  in  middle 
ear,  hearing  loss. 

10.  Brain,  spinal  cord,  or  nerve  dam- 
age causing  alteration  of  thinking 
ability  or  memory'  and/or  loss  of 
strength,  feeling,  or  coordination 
in  any  part  of  the  body. 

1 1.  Pituitary  or  thyroid  gland  damage 
requiring  long-term  hormone  re- 
placement therapy. 

12.  In  children,  there  may  be  addi- 
tional late  reactions  as  follows; 

1 . Disturbances  of  bone  and 
tissue  growth. 

2.  Bone  damage  to  face  causing 
abnormal  development. 
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3.  Brain  damage  causing  a loss  of 
intellectual  ability,  learning  ca- 
pacity, and  reduced  intelli- 
gence quotient  (l.Q. ). 

4.  Second  cancers  developing  in 
the  irradiated  area. 

2.  Central  nervous  system 

1 . Early  reactions. 

1 . Skin  and  scalp  reaction  with  red- 
ness, irritation,  scaliness,  blister- 
ing, ulceration,  change  in  color, 
thickening,  hair  loss, 

2.  Nausea,  vomiting,  headaches. 

3.  Fatigue,  drowsiness. 

4.  Altered  sense  of  taste  or  smell. 

5.  Inflammation  of  ear  canal,  feeling 
of  "stopped-up”  ear,  hearing  loss, 
dizziness, 

6.  Depression  of  blood  count  leading 
to  increased  risk  of  infection  and/ 
or  bleeding. 

7.  In  children,  these  reactions  are 
likely  to  be  intensified  by  chemo- 
therapy before,  during,  or  after  ra- 
diation therapy. 

8.  In  children,  depression  of  blood 
count  leading  to  increased  risk  of 
infection  and/or  bleeding  is  more 
common. 

2.  Late  reactions. 

1 . Permanent  hair  loss  of  variable  de- 
grees, altered  regrowth,  texture, 
and  color  of  hair. 

2.  Persistent  drowsiness  and 
tiredness. 

3.  Brain  damage  causing  a loss  of 
some  degree  of  thinking  ability  or 
memory  or  personality  changes. 

4.  Scarring  of  skin. 

5.  Spinal  cord  or  nerve  damage  caus- 
ing loss  of  strength,  feeling,  or  co- 
ordination in  any  part  of  the  body. 

6.  Damage  to  eye(  s ) or  optic 
nerve(  s ) causing  loss  of  vision. 

7.  Ear  damage  causing  dry  ness  of  ear 
canal,  fluid  collection  in  middle 
ear,  hearing  loss. 

8.  Pituitary  gland  damage  requiring 
long-term  hormone  replacement 
therapy. 

9.  In  children,  there  may  be  addi- 
tional late  reactions  as  follows; 

1 . Disturbances  of  bone  and 
tissue  growth. 

2.  Bone  damage  to  spine,  causing 
stunting  of  growth,  curvature, 
and/or  reduction  in  height. 

3.  Bone  damage  to  face  or  pelvis 
causing  stunting  of  bone 
growth  and/or  abnormal 
development. 

4.  Brain  damage  causing  a loss  of 
intellectual  ability,  learning  ca- 
pacity, and  reduced  intelli- 
gence quotient  ( l.Q. ). 

5.  Second  cancers  developing  in 
the  irradiated  area. 

3.  Thorax 

1 .  Early  reactions. 

1 . Skin  changes:  redness,  irritation, 
scaliness,  ulceration,  change  in 
color,  thickening,  hair  loss, 

2.  Inflammation  of  esophagus  causing 
pain  on  swallowing,  heartburn,  or 
sense  of  obstruction. 

3.  Loss  of  appetite,  nausea,  vomiting. 

4.  Weiglit  loss,  weakness,  vomiting. 

5.  Inflammation  of  the  lung  with 
pain,  fever,  and  cough. 


6.  Inflammation  of  the  heart  sac  with 
chest  pain  and  palpitations. 

7.  Bleeding  or  creation  of  a fistula  re- 
sulting from  tumor  destruction. 

8.  Depression  of  blood  count  leading 
to  increased  risk  of  infection  and/ 
or  bleeding. 

9.  Intermittent  electric  shock-like 
feelings  in  the  lower  spine  or  legs 
on  bending  the  neck. 

1 0.  In  children,  these  reactions  are 
likely  to  be  intensified  by'  chemo- 
therapy before,  during,  or  after  ra- 
diation therapy. 

1 1.  In  children,  depression  of  blood 
count  leading  to  increased  risk  of 
infection  and/or  bleeding  is  more 
common. 

2.  I,ate  reactions. 

1 . Changes  in  skin  texture  and/or 
coloration,  permanent  hair  loss 
and  scarring  of  skin. 

2.  Lung  scarring  or  shrinkage  causing 
shortness  of  breath. 

3.  Narrowing  of  esophagus  causing 
swallowing  problems. 

4.  Constriction  of  heart  sac  which 
may  require  surgical  correction. 

5.  Damage  to  heart  muscle  or  ar- 
teries leading  to  heart  failure. 

6.  Fracture  of  ribs. 

7.  Nerve  damage  causing  pain,  loss  of 
strength  or  feeling  in  arms. 

8.  Spinal  cord  damage  causing  loss  of 
strength  or  feeling  in  arms  and 
legs  and/or  loss  of  control  of  blad- 
der and  rectum. 

9.  In  children,  there  may  be  addi- 
tional late  reactions  as  follows: 

1.  Disturbances  of  bone  and 
tissue  growth. 

2.  Bone  damage  to  spine,  causing 
stunting  of  growth,  curvature, 
and/or  reduction  in  height. 

3.  Underdevelopment  or  ab- 
sence of  development  of  fe- 
male breast. 

4.  Second  cancers  developing  in 
the  irradiated  area. 

4.  Breast 

1 . Early  reactions. 

1 . Skin  changes:  redness,  irritation, 
scaliness,  blistering,  ulceration, 
coloration,  thickening,  and  hair 
loss, 

2.  Breast  changes,  including  swelling, 
tightne,ss,  or  tenderness, 

3.  Inflammation  of  the  esophagus 
causing  pain  on  swallowing,  heart- 
burn, or  sense  of  obstruction. 

4.  Lung  inflammation  with  cough. 

5.  Inflammation  of  heart  sac  with 
chest  pain  and  palpitations. 

2.  Late  reactions. 

1 . Changes  in  skin  texture  and/or 
coloration,  permanent  hair  loss, 
scarring  of  skin. 

2.  Breast  changes,  including  thicken- 
ing, firmness,  tenderness, 
shrinkage. 

3.  Swelling  of  arm. 

4.  Stiffness  and  discomfort  in  shoul- 
der joint. 

5.  Rib  or  lung  damage  causing  pain, 
fracture,  cough,  shortness  of 
breath. 

6.  Nerve  damage  causing  pain,  loss  of 
strength  or  feeling  in  arm. 


7.  Damage  to  heart  muscle  or  ar- 
teries or  heart  sac  leading  to  heart 
failure. 

5.  Abdomen 

1 . Early  reactions. 

1 . Skin  changes;  redness,  irritation, 
scaliness,  ulceration,  coloration, 
thickening,  hair  loss. 

2.  Loss  of  appetite,  nausea,  vomiting. 

3.  Weight  loss,  weakness,  fatigue. 

4.  Inflammation  of  stomach  causing 
indigestion,  heartburn,  and  ulcers. 

5.  Inflammation  of  bowel  causing 
cramping  and  diarrhea. 

6.  Depression  of  blood  count  leading 
to  increased  risk  of  infections  and/ 
or  bleeding. 

7.  In  children,  these  reactions  are 
likely  to  be  intensified  by  chemo- 
therapy before,  during,  and  after 
radiation  therapy. 

8.  In  children,  depression  of  blood 
count  leading  to  increased  risk  of 
infection  and/or  bleeding  is  more 
common. 

2.  Late  reactions. 

1.  Changes  in  skin  texture  and/or 
coloration,  permanent  hair  loss, 
scarring  of  skin, 

2.  Stomach  damage  causing  per- 
sistent indigestion,  pain,  and 
bleeding. 

3.  Bowel  damage  causing  narrowing 
or  adhesions  of  bowel  with 
obstruction,  ulceration,  or  bleed- 
ing which  may  require  surgical 
correction,  chronic  diarrhea,  or 
poor  absorption  of  food  elements. 

4.  Kidney  damage  leading  to  kidney 
failure  and/or  high  blood  pressure. 

5.  Liver  damage  leading  to  liver 
failure. 

6.  Spinal  cord  or  nerve  damage  caus- 
ing loss  of  strength  or  feeling  in 
legs  and/or  loss  of  control  of  blad- 
der and/or  rectum. 

7.  In  children,  there  may  be  addi- 
tional late  reactions  as  follows: 

1 . Disturbances  of  bone  and 
tissue  growth. 

2.  Bone  damage  to  spine  causing 
stunting  of  growth,  curvature, 
and/or  reduction  in  height. 

3.  Bone  damage  to  pelvis  causing 
stunting  of  bone  growth  and/ 
or  abnormal  development. 

4.  Second  cancers  developing  in 
the  irradiated  area. 

6.  Female  pelvis 

1 . Early  reactions. 

1 . Inflammation  of  bowel  causing 
cramping  and  diarrhea. 

2.  Inflammation  of  rectum  and  anus 
causing  pain,  spasm,  discharge, 
bleeding. 

3.  Bladder  inflammation  causing 
burning,  frequency,  spasm,  pain, 
bleeding. 

4.  Skin  changes:  redness,  irritation, 
scaliness,  blistering  or  ulceration, 
coloration,  thickening,  hair  loss. 

5.  Disturbance  of  menstrual  cycle. 

6.  Vaginal  discharge,  pain,  irritation, 
bleeding, 

7.  Depression  of  blood  count  leading 
to  increased  risk  of  infection  and/ 
or  bleeding. 

8.  In  children,  these  reactions  are 
likely  to  be  intensified  by  chemo- 
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therapy  before,  during,  or  after  ra- 
diation therapy. 

9.  In  ehildren,  depre.ssion  of  blood 
eount  leading  to  inereased  risk  of 
infeetion  and  or  bleeding  is  more 
eommon. 

2.  l,ate  reaetions. 

1.  Bowel  damage  eausing  narrowing 
or  adhesions  of  the  bowel  with 
obstruetion,  ulceration,  bleeding, 
chronic  diarrhea,  or  poor  absorp- 
tion of  food  elements  and  ma>'  re- 
quire surgical  correction  or 
colostomy. 

2.  Bladder  damage  with  loss  of  ca- 
pacity, frequency  of  urination, 
blood  in  urine,  recurrent  urinary 
infections,  pain,  or  spasm  which 
may  require  urinary  diversion 
and/or  removal  of  bladder. 

3.  C/hanges  in  skin  texture  and/or 
coloration,  permanent  hair  loss, 
scarring  of  skin. 

4.  Bone  damage  leading  to  fractures. 

5.  Ovarian  damage  causing  infertility, 
sterility,  or  premature  menopause. 

6.  Vaginal  damage  leading  to  dryness, 
shrinkage,  pain,  bleeding,  or  sex- 
ual dysfunction. 

7.  Swelling  of  the  genitalia  or  legs. 

8.  Nerv'e  damage  causing  pain,  loss  of 
strength  or  feeling  in  legs,  and/or 
loss  of  control  of  bladder  or 
rectum. 

9.  Fistula  between  the  bladder  and/ 
or  bowel  and/or  vagina. 

10.  In  children,  there  may  be  addi- 
tional late  reactions  as  follows: 

1 . Disturbances  of  bone  and 
tissue  growth. 

2.  Bone  damage  to  pelvis  and 
hips  causing  stunting  of  bone 
growth  and/or  abnormal 
development. 

3.  Second  cancers  developing  in 
the  irradiated  area. 

7.  Male  pelvis 

1 . Early  reactions. 

1 . Inflammation  of  bowel  causing 
cramping  and  diarrhea. 

2.  Inflammation  of  rectum  and  anus 
causing  pain,  spasm,  discharge, 
bleeding. 

3.  Bladder  inflammation  causing 
burning,  frequency,  spasm,  pain, 
and/or  bleeding. 

4.  Skin  changes;  redness,  irritation, 
scaliness,  blistering  or  ulceration, 
coloration,  thickening,  hair  loss. 

5.  Depression  of  blood  count  leading 
to  increased  risk  of  infection  and/ 
or  bleeding. 

6.  In  children,  these  reactions  are 
likely  to  be  intensified  by  chemo- 
therapy before,  during,  or  after  ra- 
diation therapy. 

7.  In  children,  depression  of  blood 
count  leading  to  increased  risk  of 
infection  and/or  bleeding  is  more 
common. 

2.  Late  reactions. 

1 . Bowel  damage  causing  narrowing 
or  adhesions  of  the  bowel  with 
obstruction,  ulceration,  bleeding, 
chronic  diarrhea,  or  poor  absorp- 
tion of  food  elements  and  may  re- 
quire surgical  correction  or 
colostomy. 

2.  Bladder  damage  with  loss  of  ca- 


pacity, frequency  of  urination, 
blood  in  urine,  recurrent  urinaty' 
infections,  pain,  or  spa.sm  which 
may  require  urinar\'  diversion 
and/or  removal  of  bladder. 

3.  Changes  in  skin  texture  and/or 
coloration,  permanent  hair  loss, 
scarring  of  skin. 

4.  Bone  damage  leading  to  fractures. 

5.  Testicular  damage  causing  re- 
duced sperm  counts,  infertility’, 
sterility’,  or  risk  of  birth  defects. 

6.  Impotence  ( loss  of  erection  ) or 
sexual  dysfunction. 

7.  Swelling  of  the  genitalia  or  legs. 

8.  Nerve  damage  causing  pain,  loss  of 
strength  or  feeling  in  legs,  and/or 
loss  of  control  of  bladder  or 
rectum. 

9.  Fistula  betw’een  the  bowel  and 
other  organs. 

10.  In  children,  there  may  be  addi- 
tional late  reactions  as  follows: 

1 . Disturbances  of  bone  and 
tissue  growth. 

2.  Bone  damage  to  pelvis  and 
hips  causing  stunting  of  bone 
growth  and/or  abnormal 
development. 

3.  Second  cancers  developing  in 
the  irradiated  area. 

8.  Skin 

1 . Early  reactions. 

1 . Redness,  irritation,  or  soreness. 

2.  Scaliness,  ulceration,  crusting,  ooz- 
ing, discharge. 

3.  Hair  loss. 

4.  These  reactions  are  likely  to  be  in- 
tensified by  chemotherapy. 

2.  Late  reactions. 

1 . Changes  in  skin  texture  causing 
scaly  or  shiny  smooth  skin,  thick- 
ening with  contracture,  puckering, 
scarring  of  skin. 

2.  Changes  in  skin  color. 

3.  Prominent  dilated  small  blood 
vessels. 

4.  Permanent  hair  loss. 

5.  Chronic  or  recurrent  ulcerations. 

6.  Damage  to  adjacent  tissues,  in- 
cluding underlying  bone  or 
cartilage. 

7.  In  children,  second  cancers  may 
develop  in  the  irradiated  area. 

9.  Extremities 

1 . Early  reactions. 

1 . Skin  changes:  redness,  irritation, 
scaliness,  ulceration,  coloration, 
thickening,  hair  loss. 

2.  Inflammation  of  soft  tissues  caus- 
ing tenderness,  swelling,  and  inter- 
ference with  movement. 

3.  Inflammation  of  joints  causing 
pain,  swelling,  and  limitation  of 
joint  motion. 

4.  In  children,  these  reactions  are 
likely  to  be  intensified  by  chemo- 
therapy before,  during,  or  after  ra- 
diation therapy. 

5.  In  children,  depression  of  blood 
count  leading  to  increased  risk  of 
infection  and/or  bleeding  is  more 
common. 

2.  Late  reactions. 

1 . Changes  in  skin  reaction  and/or 
coloration,  permanent  hair  loss, 
and  scarring  of  the  skin. 

2.  Scarring  or  shrinkage  of  soft 
tissues  and  muscle  causing  loss  of 


flexibility  and  movement,  swelling 
of  the  limb. 

3.  Nerve  damage  causing  loss  of 
strength,  feeling,  or  coordination. 

•i.  Bone  damage  causing  fracture. 

3.  Joint  damage  causing  permanent 
stiffness,  pain,  and  arthritis. 

6.  Swelling  of  limb  below  the  area 
treated. 

7.  In  children,  there  may  be  addi- 
tional late  reactions  as  follows: 

1 . Disturbances  of  bone  and 
tissue  growth. 

2.  Bone  damage  to  limbs  causing 
stunting  of  bone  growth  and/ 
or  abnormal  development. 

3.  Second  cancers  developing  in 
the  irradiated  area. 

10.  Total  body  irradiation 

1 . Early  reactions. 

1 . Loss  of  appetite,  nausea,  vomiting. 

2.  Diarrhea. 

3.  Reduced  and  stick)’  saliva,  swell- 
ing of  the  salivary  glandf  s ),  loss  of 
taste. 

4.  Hair  loss. 

5.  Sore  mouth  and  throat,  difficulty' 
swallowing. 

6.  Permanent  destruction  of  bone 
marrow  leading  to  infection, 
bleeding,  and  possible  death. 

7.  Inflammation  of  the  lung  with 
fever,  dr\’  cough  and  difficulty 
breathing  with  possible  fatal  lung 
failure. 

8.  Damage  to  liver  with  possible  fatal 
liver  failure. 

9.  In  children,  these  reactions  are 
likely  to  be  intensified  by  chemo- 
therapy before,  during,  or  after  ra- 
diation therapy. 

10.  In  children,  depression  of  blood 
count  leading  to  increased  risk  of 
infection  and/or  bleeding  is  more 
common. 

2.  I.ate  reactions. 

1 . Lung  scarring  causing  shortness  of 
breath,  infection,  and  fatal  lung 
failure. 

2.  Cataract  formation  in  the  eyes, 
possible  loss  of  vision. 

3.  Testicular  damage  in  males  caus- 
ing sterility. 

4.  Ovarian  damage  in  females  caus- 
ing premature  menopause  and 
sterility’. 

3.  Increased  risk  of  second  cancer. 
Radiation  Therapy  Disclosure  and  Con- 
sent Form.  The  form  on  pages  33—36  will  be 
used  by  the  physician  or  health  care  provider 
to  inform  the  patient  or  person  authorized  to 
consent  for  the  patient  of  the  possible  risks 
and  hazards  involved  in  the  radiation  therapy 
named  in  the  form. 

LISTB 

The  following  treatments  and  procedures  re- 
quire no  disclosure  by  the  physician  or  health 
care  provider  to  the  patient  or  person  autho- 
rized to  consent  for  the  patient. 

1.  Anesthesia. 

1.  Local. 

2.  Other  forms  of  regional  anesthesia. 

2.  Cardiovascular  system. 

1 . Excision  and  ligation  of  varicose  veins 
of  the  leg. 

3.  Digestive  system. 

1.  Appendectomy. 

2.  Hemorrhoidectomy  with  fistulectomy 
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or  fissurectomy. 

3.  Hemorrhoidectomy. 

4.  Incision  or  excision  of  perirectal 
tissue. 

5.  Local  excision  and  destruction  of  le- 
sion, anus,  and  rectum. 

6.  Operations  for  correction  of  cleft 
palate. 

Repair  of  inguinal  hernia. 

8.  Repair  and  plastic  operations  on  anus 
and  rectum. 

9.  Resection  of  colon  ( segmental ). 

10.  Tonsillectomy  with  adenoidectomy. 

11.  Tonsillectomy  without 
adenoidectomy. 

4.  Ear 

1.  Myringotomy. 

2.  Reconstruction  of  auricle  of  ear  for 
skin  cancer. 

3.  Tympanoplasty  without 
mastoidectomy. 

5.  Endocrine  system. 

( No  procedures  assigned  at  this  time. ) 

6.  Eye. 

1 . Administration  of  topical,  parenteral 
( such  as  rv ),  or  oral  drugs  or  phar- 
maceuticals, including,  but  not  limited 
to,  fluorescein  angiography,  orbital  in- 
jection, or  periocular  injections. 

2.  Removal  of  extraocular  foreign  bodies. 

3.  Chalazion  excision. 

7.  Female  genital  system. 

( No  procedures  assigned  at  this  time. ) 

8.  Hematic  and  lymphatic  system. 

1 .  Biopsy  of  lymph  nodes. 

9.  Integumentary  system. 

1 . Biopsy  of  breast. 

2.  Cutting  and  preparation  of  skin  grafts 
or  pedicle  flaps. 

3.  Removal  or  treatment  of  local  skin  or 
subcutaneous  lesion. 

4.  Excision  of  pilonidal  sinus  or  cyst. 

5.  Suture  of  skin. 

6.  Wide  or  radical  excision  of  skin  lesion 
with  or  without  graft. 

7.  7,-plasty  without  exci,sion. 

8.  Biopsy  of  skin  or  mucous  membrane. 

9.  Incision  and  drainage  of  skin  or 
mucous  membrane  lesion. 

10.  Debridement  of  ulceration  of  the  ,skin. 

10.  Male  genital  system. 

1 . Biopsy  of  testicle. 

2.  Placement  of  testicular  prosthesis. 

3.  Hydrocelectomy  ( removal/drainage  of 
cyst  in  scrotum ). 

4.  Circumcision. 

5.  Cystoscopy. 

11.  Maternity  and  related  cases. 

( No  procedures  assigned  at  this  time. ) 

12.  Musculoskeletal  system. 

1.  Arthrotomy. 

2.  Closed  reduction  without  internal 
fixation. 

3.  Excision  of  lesion,  muscle,  tendon,  fas- 
cia, bone, 

4.  Excision  of  semilunar  cartilage  of  knee 
joint. 

5.  Needle  biopsy  or  aspiration,  bone 
marrow. 

6.  Partial  excision  of  bone. 

Removal  of  internal  fixation  device. 

8.  Traction  or  fixation  without  manipula- 
tion for  reduction. 

13.  Nervous  system. 

1.  Cranioplasty'. 

2.  Lumbar  puncture. 

3.  Closure  of  meningomyelocele. 

4.  Ventriculostomy  with  or  without  air 
ventriculogram. 


5.  Cisternal  puncture  ( diagnostic ). 

6.  Craniectomy  or  craniotomy  for  intra- 
cranial hematoma,  abscess,  or  pen- 
etrating injury'. 

7.  Stereotaxic  surgery  for  dystonia. 

8.  Insertion  of  skeletal  tongs. 

9.  Intravenous  cut-down. 

1 0.  Elevation  of  depressed  skull  fracture. 

11.  Cervical  1-2  puncture  (diagnostic). 

14.  Radiology. 

1 . Injection  of  contrast  media  or  imaging 
media  into  the  spinal  canal  for  diag- 
nostic encephalography  and/or 
cisternography. 

2.  Intravascular  infusion  technique — 
therapeutic. 

3.  Lymphangiography. 

4.  Percutaneous  transhepatic  (liver) 
catheter  placement. 

5.  Discography. 

6.  Venography  ( venogram  ) with  contrast 
media. 

7.  Cholangiography  with  contrast  media. 

8.  Urography  ( LVT ) with  contrast  media. 

9.  Digital  subtraction  angiography  with 
contrast  media. 

1 0.  Radionuclide  scans  and/or  blood  flow 
studies. 

1 1.  G.l.  tract  radiography  and  fluoroscopy. 

12.  Oral  cholecystography. 

1 3.  Eistula  or  sinus  tract  injection. 

14.  Sialography. 

1 5.  Dachrocystography. 

16.  Cystography,  cystourethrography. 

1 7.  Retrograde  and  antegrade  urography. 

18.  l.aryngography,  bronchography. 

19.  Hysterosalpingography. 

20.  E.R.C.P.  (endoscopic  retrograde  cho- 
langio  pancreatography ). 

21.  Galactography. 

22.  T-tube  cholangiography. 

23.  Skeletal  radiography  and/or  fluo- 
roscopy ( skull,  mastoids,  sinuses,  and 
facial  bones;  spine,  ribs,  pelvis; 
extremities ). 

24.  Foreign  body  radiography  and/or 
fluoroscopy. 

25.  Che.st  and  abdomen  radiography  and 
fluoroscopy. 

26.  Portable  radiography/fluoroscopy. 

27.  Pelvimetry,  fetogram. 

28.  Computer  tomography  scan  with  and 
without  contrast  media. 

29.  Ultrasound  and  Doppler  studies. 

30.  Laminography,  polytomography. 

31.  Soft-tissue  radiography,  including  xe- 
rography and  xeromammography. 

32.  Kidney  or  bile  duct  stone  manipula- 
tion through  percutaneous  tube  or 
tube  tract. 

33.  Pacemaker  lead  placement. 

34.  Arthrography. 

35.  Percutaneous  nephrostogram  and/or 
internal  stent  or  external  drainage  of 
the  kidney. 

36.  Percutaneous  transhepatic  cho- 
langiogram  and/or  internal  stent  or  ex- 
ternal drainage  of  the  liver. 

37.  Percutaneous  abscess  drainage. 

15.  Respiratory  system. 

1 . Aspiration  of  bronchus. 

2.  Biopsy  of  lesion  of  larynx,  trachea, 
bronchus,  esophagus. 

3.  Lung  biopsy. 

4.  Needle  biopsy,  lung, 

5.  Segmental  resection  of  lung. 

6.  Thoracotomy. 

7.  Thoracotomy  with  drainage. 

8.  Reduction  of  nasal  fracture. 


9.  Tracheostomy. 

16.  Urinary  system. 

1.  Nephrostomy  (placement  of  drainage 
tubes ). 

2.  Biopsy  of  prostate,  bladder,  or  urethra, 

3.  Cystolithotomy  (surgical  removal  of 
stonejs]  from  the  bladder), 

4.  Cystolitholapaxy  (cystoscopic  crush- 
ing and  removal  of  bladder  stonejs]). 

5.  Cystostomy  (placement  of  tube  into 
the  bladder), 

6.  Urethrotomy  (incision  of  the  urethra), 

7.  Diverticulectomy  of  the  bladder  (re- 
moval of  outpouching  of  the  bladder), 

8.  Diverticulectomy  or  diverticulotomy 
of  the  urethra  ( repair  or  draining  of 
outpouching  of  the  urethra), 

17.  Psychiatric  procedures. 

( No  procedures  assigned  at  this  time, ) 
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Disclosure  and  Consent  For  Radiation  Therapy 


As  a patient,  you  have  the  right  to  be  informed  about  your  condition  and  the  recommended  radia- 
tion therapy  procedure  to  be  used  to  treat  your  condition.  This  disclosure  is  not  meant  to  alarm 
you;  however,  there  are  certain  risks  which  are  associated  with  radiation  therapy.  This  explanation 
is  intended  to  inform  you  of  those  risks  so  that  you  may  give  or  withhold  your  consent  to  the 
recommended  procedure  on  an  informed  basis.  Please  carefully  review  the  following  and  if  you 
choose  to  proceed  with  this  treatment,  sign  this  consent  in  the  space  below: 


I hereby  voluntarily  request  and  authorize  Dr. as  my 

physician,  and  such  associates,  technicians  and  the  health  care  providers  as  they  may  deem  neces- 
sary' to  treat  my  condition  which  has  been  explained  to  me  as: 


I understand  that  my  condition  may  be  treated  with  external  beam  radiation  therapy  alone,  with 
internal  radiation  implant  alone  or  with  both  or  in  planned  combination  with  surgery'  and/or 
chemotherapy. 


I understand  that  the  following  radiation  therapy  procedure(s)  are  planned  for  me  and  I consent 
to  and  authorize  these  procedure(s)  (specify  technique  and  site): 


I further  authorize  the  taking  of  photographs  or  placing  a tattoo  or  skin  marks  necessary  for 
treatment. 


ALL  FEMALES  MUST  COMPLETE:  I understand  that  radiation  can  be  harmful  to  the  unborn  child. 
□ I am,  □ I could  be,  □ I am  not  pregnant. 


I understand  that  there  may  be  side-effects  or  complications  from  radiation  therapy,  either  during 
or  shortly  after  the  course  of  treatment  (“early  reactions”),  or  some  time  later  (“late  reactions” ). 
Any  of  the  side-effects  or  complications  may  be  temporary  or  permanent. 


These  reactions  may  be  worsened  by  chemotherapy  or  surgery  before,  during  or  after  radiation 
therapy  or  by  previous  radiation  therapy  to  the  same  area. 
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Disclosure  and  Consent  For  Radiation  Therapy — Page  2 


Early  and  late  reactions  which  could  occur  as  a result  of  the  procedure(s)  are  listed  below.  With 
few  exceptions,  these  reactions  affect  only  the  areas  actually  receiving  radiation  therapy. 


(Place  listfsj  for  specific  region  or  regions  of  the  body  receiving  radiation  therapy  here.  A single 
form  may  be  used  for  multiple  regions  or  a separate  form  may  be  used  for  each  separate 
region.) 


The  nature  and  purpose  of  the  proposed  procedure,  the  alternative  methods  of  treatment,  and  the 
risks  and  hazards  if  treatment  is  withheld  have  been  explained  to  me  by  my  physician.  I have  had 
the  opportunity  to  discuss  these  matters  with  my  physician  and  to  ask  questions  about  my  condi- 
tion, alternative  methods  of  treatment  and  the  proposed  procedure(s).  I understand  that  no  war- 
ranty or  guarantee  has  been  made  to  me  as  to  result  or  cure. 


Patient/Other  Legally  Responsible  Person  (Signature) 


Date: 


Time: 


A.M. 

P.M. 


Witness 


Address 
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COMMITfEfiTO 

EXCELLENCE 


Presenting 
the  winners  of  the  1989 
Roche  President’s  Achievement  Awards 


Roche  Laboratories  is  proud  to  honor  these  outstanding  sales  representatives, 
chosen  for  their  unparalleled  dedication  to  the  healthcare  field,  professionalism 
and  consistent  high  level  of  performance.  Please  join  us  in  congratulating  these 
exceptional  individuals. 


Deborah  L. 
Brasier 


John  R. 
Hall 


Kermit  J. 
Hoover 


John  H. 
Hunt 


Cathy  B. 
Landry 


Pete  D. 
McGee 


Smith  L.  DonR.  Karl  A. 

Miller  Pettke  Schultz 


Glenn  J. 
Horstdaniel 


! 


Lisa  F. 
McGlone 


James  W. 
Tollett 


Turn  to  the  following  page  and  find  out  how  your  award-winning 
Rnrhp  rpnrespnf.at.ivfi  can  heln  both  vou  and  vour  natients. 


Your  Roche  Representative 
Would  Like  You  To  Have 
Something  That  Will... 


. . . improve  patient  satisfaction  with  office  visits. 

. . . improve  patient  compliance  with  your  instructions. 
. . . reduce  follow-up  calls  to  clarify  instructions. 


Roche  product  booklets  . . . 

• offer  a supplement  to,  not  a substitute  for,  patient  contact. 

• support  your  specific  instructions  to  the  patient. 

• provide  a long-term  reinforcement  of  your  oral  counseling. 

• are  available  in  Spanish. 

Because  you  are  the  primary  source  of  medical  information  for  your  patients, 
we  invite  you  to  look  over  the  Roche  product  booklets  shown  below.  Ask 
your  Roche  representative  for  the  new  catalog  brochure  of  patient  education 
materials  and  for  a complimentary  supply  of  those  booklets  applicable  to  your 
practice,  including  the  WHAT  IF  Book  in  large  type. 


DALMANr  I BACTRIM 


flwiMpMiHCimaeWg 


tonnd  of  tn'imthoprim 
and  lulfometboxaocrfe/RDChr 


ROCHE 

ME 

MEDICATION 

EDUCATION 


Working  today  for  a healthier  tomorrow 


.... 


Sun,  Sand,  Sea  and  Science! 


Outstanding  Medical  Speakers  ^^^Exhibits 
House  of  Delegates  Meeting  Sports  and  Alumni  Events 
Flagship  Cruise/Beach  Party/Dinner  Dance 


The  following  pages  contain  a complete  set  of  registration  forms 

for  the  1990  Annual  Session. 

Make  your  commitment  today 
to  four  days  of  excellent  scientific  programs 
and  exciting  social  events. 


Texas  Medical  Association 
123rd  Annual  Session 
May  10-13,  1990 


1990  Annual  Session  Advance  Registration  Form 


name  (please  print) 

specialty 

address 

city 

State 

zip 

MEMBER 

No  Fee 

NONMEMBER 

Fee 

please  check  all  applicable  spaces  below; 

□ Speaker 

waived 

□ Physician 

□ Speaker 

□ TMA  and  County  Medical  Society 

□ Intern/Resident/Fellow 

□ Scientific  Exhibitor 

Staff  and  Family 

waived 

0 Medical  Student 

□ 50  Year  Club 

□ Physician 

$100 

□ TMA  Officer 

□ HMSS  Representative 

□ Intern,  Resident.  Fellow 

$10 

□ TMA  Delegate 

□ TEXPAC 

□ Medical  Student 

$10 

□ TMA  Alternate  Delegate 

□ TEXPAC  300  Club 

□ Allied  Health  Personnel 

$10 

□ TMA  Councilor 

□ MSS  Executive  Council 

□ Prospective  Exhibitor/Approved  Visitor 

$50 

□ TMA  Vice  Councilor 

□ MSS  Chapter  Officer 

□ Nonmember's  Family  (over  age  21) 

$10 

□ TMA  Board  Member  □ Chairman 

□ MSS  Chairman 

□ TMA  Council  Member  □ Chairman 

□ RPS  Executive  Council 

Mode  of  transportation 

□ TMA  Committee  Member  □ Chairman 

□ RPS  Chairman 

□ car  □ plane 

□ TMA  Trustee 

□ RPS  Councilor 

□ AMA  Member 

□ YPS  Chairman 

□ AMA  Delegate 

□ YPS  Governing  Board 

□ AMA  Alternate  Delegate 

□ CMS  Officer 

Please  complete,  include  registration  fee  if  appropriate  and  return  to  Texas  Medical  Association,  Department  of  Annual  Session  and  Scientific 

Programming,  1801  N.  Lamar  Blvd.,  Austin, 

Texas  78701. 
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Register  by  April  18  and  hav< 
your  name  entered  in  the 
following  drawings: 

Wyndham  Corpus  Christi — 
Weekend  for  Two 

Corpus  Christi  Sheraton 
Marina  Inn — ^Weekend  for  Two 

Corpus  Christi  Marriott — 
Weekend  for  Two 

Water  Street  Seafood  Co., 

Corpus  Christi — Dinner  for  Two 

Lighthouse  Restaurant,  Corpus 
Christi — Lunch  or  Dinner 

Fisherman’s  Wharf,  Corpus 
Christi — Five-Hour  Fishing  Trip 
for  Two  on  the  Wharf  Cat 

Flagship  or  Gulf  Clipper,  Corpn 
Christi — Sightseeing  Cruise 
for  Two 


Advance  Ticket  Reservation  Form 


Return  completed  form  with  check  or  credit  card  information.  Pick  up  tickets  at  the  registration  area  by  2 p.m.  of  previous  day  of  event. 


Number  of  Amount 

Tickets  Enclosed 

Annual  Membership  Luncheon 

Speaker  Steve  Allen,  Jr,  MD 

Installation  of  TMA  President 

Friday,  May  11,  12:30-2  pm 

Bayfront  Plaza  Convention  Center 

$25  per  person  


Beach  Party/Luau 

Food/Sundae  Bar/Entertainment/Cash  Bar 
Friday,  May  11,  5:30-9  pm 
Holiday  Inn-Emerald  Beach 

$15  per  adult/$6  per  child  

Texas  Riviera  Dinner/Dance 

Dinner/Dancing/Entertainment/Cash  Bar 
Friday,  May  11,  7-midnight 
Wyndham  Corpus  Christi 
$35  per  person  (full  evening) 

$7.50  per  person  (dancing  only— after  9 pm) 

no  ticket  Flagship  Cruise 

necessary  Light  Hors  d ’oeuvres/Cash  Bar 

Thursday,  May  10,  5:30-7  pm 
Peoples  St.  T-Head  no  charge 


name 

phone  # 

address 

city 

state 

zip 

Charge  to  my Visa MasterCard  Amount  $ 

Acct.  No Exp.  Date 

Name  on  Card 

Signature 

Ticket  reservation  form  and  payment  must  be  received  by 
April  18.  No  refunds  after  April  25. 

Return  to:  Texas  Medical  Association,  Department  of  Annual 
Session  and  Scientific  Programming,  1801  N.  Lamar  Blvd., 
Austin,  Texas  78701. 


TOTAL  $ 
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Final  Program  Order  Form 


The  Program  and  Abstracts  of  the  123rd  Texas  Medical  Association  

Annual  Session  will  be  available  in  mid-April.  To  order  your  copy  in  name 

advance,  return  form  with  payment  of  $5.00  to  Texas  Medical 

Association,  Department  of  Annual  Session  and  Scientific  address 

Programming,  1801  N.  Lamar  Blvd.,  Austin,  Texas  78701. 

city  state  zip 


4/s 


Headquarters  Hotels  and  Other  Facilities 


lake  your  Reservations  Now! 
quests  will  be  processed  first-come,  first- 
r\’ed  by  the  Housing  Bureau,  Corpus  Christi 
■ea  Comention  and  Tourist  Bureau  through 
computerized  system. 

jmplete  in  full  the  Official  Hoasing  Request 
irm  and  return  it  immediately  to: 

iviA  Housing 

)rpus  Christi  Area  Convention  and 
urist  Bureau 

0 Box  2664 

brpus  Christi,  TX  78403-2664 

3 not  send  housing  form  to  Texas  Medical 

sociation.  This  will  only  delay  your  request. 

Illy  reservations  received  on  the  Official 
)using  Request  Form  will  be  accepted.  Hotels 
11  not  accept  reservations  direcdy,  and  tele- 
one  requests  cannot  be  accepted. 

st  six  hotels  in  order  of  preference. 

;adline  for  reservations  is  April  18. 

anfirmations 

om  confirmations  will  be  sent  to  you  directly 
im  the  hotel  within  three  weeks  of  receipt  of 
■ur  request  by  the  Housing  Bureau.  Please  check 
refully  to  be  sure  all  information  is  correct. 

y)om  Deposits 

) not  send  room  deposit  with  the  Housing 
rm.  Should  a deposit  be  required,  the  hotel 
11  request  it. 

servations  will  be  held  until  6 pm  of  the 
•ival  date  unless  a later  arrival  time  is  indi- 
- ;ed.  If  a deposit  is  required  to  hold  your 
)m  past  6 pm,  you  will  be  notified  at  the 
le  of  confirmation  by  the  hotel.  The  deposit 
)uld  be  mailed  directly  to  the  hotel.  Please 
arantee  with  hotel. 

langes  and  Cancellations 

ly  changes  in  room  reservations,  arrival  or 
[parture  dates  should  be  sent  in  writing 
ectly  to  the  hotel. 

1 

I cancellations  should  be  sent  to  the  Housing 
" reau  immediately  so  that  others  can  be 
3ommodated.  Your  notice  of  cancellation 
ist  be  received  within  48  hours  of  your 
leduled  arrival  or  your  deposit  cannot  be 
unded.  Don’t  be  a no  show! 


Participating  Hotels  and  Codes  Deadline  for 
Reservations — April  18 

1.  Best  Western  Sandy  Shores  Resort  (007) 
3200  Surfside 

Beachfront  hotel  with  four  restaurants 
and  unique  Int’l  Kite  Museum.  Relaxed, 
tropical  setting  four  minutes  from 
Convention  Center. 

$55  Single/Double 

* 2.  Corpus  Christi  Marriott  (002) 

707  North  Shoreline  Blvd. 

Auxiliary  Headquarters.  Casual  elegance 
and  European  chef.  On  bayfront. 
Indoor/outdoor  pool. 

$70  Single/Double 

3.  Embassy  Suites  Hotel  (009) 

4337  South  Padre  Island  Drive 
Family  accommodations,  suite  style, 
located  en  route  to  Padre  Island  beaches. 
Pool,  sauna,  whirlpool,  game  room.  No 
shuttle  service. 

$64  Single/Double 
Children  13  & under  free. 

* 4.  Holiday  Inn — Emerald  Beach  (006) 

1102  South  Shoreline  Blvd. 

Sports  its  own  beach,  indoor  pool, 
children’s  pool,  play  area  and  exercise 
room. 

$58  Single/Double 

5.  La  Quinta  Royale  (004) 

601  North  Water  Street 
One  block  from  bayfront.  Rooms  with 
private  balconies  overlook  10-story  atrium. 
$53  Single/Double 


6.  Quality  Inn  Bayfront  (010) 

411  North  Shoreline  Blvd. 

Overlooks  the  marina  in  the  heart  of  the 
downtown  .shopping  and  business  district. 
Pool.  Pets  allowed. 

$46  Single/Double 

7.  Ramada  Inn  Bayfront  (003) 

601  North  Shoreline  Blvd. 

Relaxed  atmosphere  and  central  location 
overlooking  bayfront. 

$46  Single/Double 

8.  Sheraton  Marina  (005) 

300  North  Shoreline  Blvd. 

View  of  bay  from  every  room.  Shuttle  to 
and  from  beach.  Tennis  courts,  pool. 

$65  Single/Double 

9.  VUla  Del  Sol  Condominiums  (008) 

3938  Surfside  Blvd. 

Beachside  family  condos.  Pools,  hot  tubs, 
barbecue/park  areas.  Kitchen  equipment 
and  maid  service  furnished. 

$55  Bayview/$65  Bayfront 

* 10.  Wyndham  Corpus  Christi  (001) 

900  North  Shoreline  Blvd. 

Ever>'  room  has  a balcony  overlooking  the 
bay.  Near  the  convention  center.  Racquet- 
ball  court,  health  club,  indoor/outdoor 
pool,  children’s  pool. 

$76  Single/Double 

★ Bayfront  Plaza  Convention  Center 
1901  North  Shoreline  Boulevard 

The  above  room  rates  do  not  include  13% 
occupancy  tax. 

‘Headquarters  Hotels 


FOR  HOUSING  BUREAU  USE  ONLY 


MAIL  TO: 


Texas  Medical  Association 
123rd  Annual  Session 
May  10-13,  1990 
Corpus  Christi,  Texas 

OFFICIAL  HOUSING  REQUEST  FORM 


TMA  HOUSING 

PO  Box  2664 

Convention  and  Tourist  Bureau 
Corpus  Christi,  Texas  78403-266< 


« TELEPHONE  REQUESTS  NOT  ACCEPTED. 

• PLEASE  PRINT  OR  TYPE  ALL  ITEMS  TO  ASSURE  ACCURACY. 

• COMPLETE  EACH  PART  BELOW  IN  DETAIL  FOR  CORRECT  AND  RAPID  COMPUTER  PROCESSING. 

• ACKNOWLEDGEMENT  WILL  BE  SENT  TO  INDIVIDUAL  INDICATED  BELOW.  CONFIRMATION  WILL  FOLLOW  FROM  HOTEL. 

• PHOTOCOPY  THIS  FORM  IF  MORE  THAN  THREE  ROOMS  ARE  REQUIRED. 


INSTRUCTIONS:  Complete  requested  data  using  abbreviations  as  necessary. 
(NAME  OF  PERSON  REQUESTING  ROOMS) 


RESERVATION  CUTOFF  DATE 


April  18, 1990 


(LAST  NAME) 

(NAME  OF  COMPANY  OR  FIRM) 

(STREET  ADDRESS  OR  RO.  BOX  NUMBER) 


(CITY) 

(STATE) 

(ZIP— USA) 

(COUNTRY 

(AREA  CODE) 

(PHONE  NUMBER) 

INSTRUCTIONS:  Select  six  Hotels/Motels  of  your  choice.  Request  will  not  be  processed  without  six  choices. 


FIRST  CHOICE  CH 

□ 

□ 

SECOND  CHOICE  EH 

□ 

□ 

(HOTEL  CODE  #) 

(HOTEL  CODE  #) 

FOURTH  CHOICE  EH 

□ 

□ 

FIFTH  CHOICE  EH 

□ 

□ 

(HOTEL  CODE  #)  (HOTEL  CODE  #) 


INSTRUCTIONS: 


1.  PRINT  OR  TYPE  NAMES  OF  ALL  PERSONS  OCCUPYING  EACH  ROOM. 

2.  SELECT  TYPE  ROOM  DESIRED  WITH  ARRIVAL  AND  DEPARTURE  DATES. 

3.  USE  SAME  FORMAT  FOR  ADDITIONAL  ROOM  REQUESTS. 

4.  PRINT  OR  TYPE  LAST  NAME  FIRST. 


THIRD  CHOICE  □ □ [ 

(HOTEL  CODE 

SIXTH  CHOICE  □ □ [ 

(HOTEL  CODEi 


NOTE:  Rooms  are  assigned  on  "First  Come/First  Serve”  basis.  If  none  of  the  choices  listed  are  available,  another  facility  will  be  assigned  based  on  a referral  system  determine 
by  your  association. 

GUARANTEE  LATE  ARRIVAL  BY  CREDIT  CARD 


(Type  of  Card  AE,  MC,  VISA)  (Credit  card  number)  (Expiration  date) 


GUEST  NAME/S  (PRINT  LAST  NAME  FIRST)  P + 1 - Parlor  & one  bedroom  P + 2 - Parlor  & two  bedrooms 

ROOM 

NO.  1 

1 

CHECK  ONE 

Single  Triple 

Double  Ouad 

Twin  P + 1 

_ Dbl/Dbl  _ P + 2 

ARR.  DATE  DEP.  DATE 

2 

ARR.  TIME  □ AM  □ PM  (Check  one 

NOTE:  Reservation  will  be  held  until  6 p.m.  unless  specii 
arrangements  are  made  directly  with  hotel.  The  hotel  ma 
request  a deposit. 

3 

4 

1 

CHECK  ONE 

ARR.  DATE  DEP.  DATE 

ROOM 

2 

Single  Triple 

Double  Quad 

ARR.  TIME  n AM  n PM  (Check  one' 

NOTE:  Reservation  will  be  held  until  6 p.m.  unless  sped: 

NO.  2 

3 

Twin  P + 1 

arrangements  are  made  directly  with  hotel.  The  hotel  ma 

4 

_ Dbl/Dbl  _ P + 2 

request  a deposit. 

1 

CHECK  ONE 

ARR.  DATE  DEP.  DATE 

ROOM 

2 

Single  Triple 

Double  Quad 

ARR.  TIME  n AM  □ PM  (Check  one| 

NOTE:  Reservation  will  be  held  until  6 p.m.  unless  specii 

NO.  3 

3 

Twin  P + 1 

arrangements  are  made  directly  with  hotel.  The  hotel  ma 

4 

_ Dbl/Dbl  _ P + 2 

request  a deposit. 

NOTE:  PLEASE  CHECK  ALL  ITEMS  FOR  ACCURACY 


Texas  Medicine 


American  Physicians  Insurance  Exchange 

MALPRACTICE 

Ifs  an  allegation  that  can  happen  to  anyone. 


You  don't  have  to  stand  alone! 


We  wrote  the  book  on  malpractice  insurance. 
We  started  writing  professional  liability 
insurance  over  12  years  ago,  when  the  other 
insurance  companies  were  looking  for  a way  out. 

Why?  Because  we’re  100%  owned  and 
controlled  by  dentists  and  physicians.  We 
know  you  can’t  operate  your  practice  without 
malpractice  insurance. 


We  know  a good  insurance  company  must 
insure  all  specialties.  And  we  have  never 
settled  a claim  without  an  insured’s  written 
consent.  We  believe  that  you  shouldn’t  have 
to  stand  alone.  If  you’re  concerned  about  your 
insurance  company’s  commitment  to  you, 
give  us  a call  today. 


1301  Capital  of  Texas  Highway,  Suite  #B-300 
Austin,  Texas  78746 
(512)  328-1520 


Nationwide  1-800-252-3628 


In  San  Antonio: 

Bill  Sweet 
(512)  525-0152 


fAedicine  ajid  the  \mcav 


Small  claims — not  short 
changed 

Abraham  Lincoln,  in  his  first  inaugural  address,  stated,  "Why 
should  there  tjot  be  a patient  confidence  in  the  ultimate  jus- 
tice of  the  people?  Is  there  any  better  or  equal  hope  in  the 
world?"( I ) The  Texas  legislature  has  embodied  this  concept 
of  the  justice  of  the  people  by  providing  for  Small  Claims 
Courts.  In  these  courts,  citizens  of  Texas  can  settle  small 
money  disputes  in  an  infonnal  setting  with  speedy  and  fair 
determinations.  This  article  presents  basic  information  for  a 
physician  when  he  or  she  decides  to  use  the  Small  Claims,  or 
"Peoples',”  Court  to  collect  money  due  and  owed  for  profes- 
sional services  rendered. 

Q.  When  should  I use  Small  Claims  Court? 

A.  If  someone  owes  you  money  and  will  not  pay,  you  may  be 
able  to  resolve  the  dispute  in  Small  Claims  Court.  First,  you 
should  try  to  talk  with  the  person  or  send  him  or  her  a letter 
requesting  a reasonable  settlement.  If  these  actions  fail,  you 
should  consider  going  to  Small  Claims  Court. 

Q.  What  is  Small  Claims  Court? 

A.  Small  Claims  Court  is  a judicial  forum  that  hears  and  de- 
cides civil  cases  involving  claims  for  money  in  amounts  of 
82,500  or  less  ( 2 ).  If  the  person  or  business  owes  you  more 
than  82,500,  you  can  still  sue  in  Small  Claims  Court,  but  only 
for  82,500  or  less  of  the  amount.  You  give  up  any  claim  you 
have  to  the  rest  of  the  money  owed  to  you.  If  the  person  or 
busine.ss  owes  you  for  several  different  things  totaling  more 
than  82,500,  however,  you  can  bring  separate  small  claims 
suits  to  collect  all  that  is  owed  to  you. 

Q.  How  do  I locate  a Small  Claims  Court? 

A.  Each  Justice  of  the  Peace  Court  is  also  a Small  Claims  Court, 
and  the  Justice  of  the  Peace  in  each  county  sits  as  judge  of  the 
Small  Claims  Court  ( 3 ).  The  addresses  and  telephone  numbers 
of  these  courts  are  in  the  telephone  directory.  The  Justice  of 
the  Peace  for  your  local  precinct  or  his  or  her  clerk  can  best 
advise  you  and  assist  you  in  properly  filing  your  claim. 

Q.  Who  may  sue  in  Small  Claims  Court? 

A.  Any  person  over  the  age  of  1 8 years.  An  association,  part- 
nership, or  corporation  afso  may  file  a claim  in  Small  Claims 
Court  (4). 


Medicine  and  the  Law  articles  are  intended  to  help  phy,sicians  under- 
stand the  law  by  providing  legal  information  on  selected  topics.  This 
article  is  published  with  the  understanding  that  TMA  is  not  engaged  in 
providing  legal  advice.  When  dealing  with  specific  legal  matters,  read- 
ers should  seek  assistance  from  their  own  attorneys. 


Q.  W ho  may  be  sued  in  Small  Claims  Court? 

A.  Any  person,  association,  partnership,  or  corporation  may  be 
sued  ( 4 ).  The  court  has  juri.sdiction  over  an  individual  if  that 
individual  is  present  in  the  state  of  Texas  or  makes  his  perma- 
nent home  in  the  state.  ITie  court  has  jurisdiction  over  a defen- 
dant that  is  a business  entity’  if  (a)  the  entity’  is  a sole  propri- 
etorship and  the  proprietor  is  present  in  the  state  or  (b)  if  the 
entity’  is  a corporation  and  the  corporation  is  doing  business  in 
the  state  ( 5 ). 

Q.  W^ho  may  not  file  a case  in  Small  Claims  Court? 

A.  An  action  may  not  be  brought  in  Small  Claims  Court  by: 

1.  an  assignee  of  the  claim  or  other  person  seeking  to  bring 
an  action  on  an  assigned  claim; 

2.  a person  primarily  engaged  in  the  business  of  lending 
money'  at  interest;  or 

3.  a collection  agency  or  collection  agent  (6). 

Remember,  the  purpose  of  Small  Claims  Court  is  to  place 

justice  within  the  reach  of  litigants  who  previously  were  de- 
nied such  relief  because  litigation  expense  and  delay  over- 
shadowed their  small  claims.  Its  purpose  is  not  to  provide  a 
forum  for  collection  agents  and  agencies  to  circumvent  the  re- 
quirement of  the  State  Bar  for  attorney  representation. 

Q.  Are  there  certain  cases  that  may  not  be  brought  in  Small 
Claims  Court? 

A.  Only  an  action  for  money  in  which  the  amount  involved, 
exclusive  of  costs,  docs  not  exceed  82,500  may  be  brought. 
TTierefore,  the  Small  Claims  Court  cannot  require  someone  to 
return,  replace,  or  repair  property';  to  do  some  act;  or  to  re- 
frain from  doing  some  act  ( 2 ). 

Q.  (]an  I represent  myself,  can  my  business  manager  handle 
the  case,  or  do  I have  to  use  an  attorney? 

A.  A person  or  corporation  may  be  represented  in  court  by  an 
attorney,  but  an  attorney  is  not  required  (7).  This  court  was 
designed  to  allow  people  to  represent  themselves.  Indeed,  the 
judge  of  the  Small  Claims  Court  has  a statutory  duty  to  assist 
the  litigants  in  developing  the  facts  of  the  case  during  the  hear- 
ing and  may  summon  any  party  to  appear  as  a witness  to  help 
arrive  at  a correct  judgment  and  speedy  disposition  of  the 
case. 

ITie  statute  concerning  Small  Claims  Courts  authorizes  a 
physician  to  represent  himself  or  herself  in  Small  Claims  Court. 
The  statute  also  permits  an  employee  of  an  unincorporated  as- 
sociation, such  as  a professional  association,  to  represent  the 
association  in  the  small  claims  court  so  long  as  the  employee  is 
not  employed  as  a collection  agent.  However,  the  nonlawyer 
employee  of  a professional  association  is  not  authorized  to  rep- 
resent the  individual  physician  who  is  a member  of  an  associa- 
tion in  Small  Claims  Court.  In  such  cases,  the  physician  would 
have  to  retain  an  attorney  ( 8 ). 


Texas  Medicvie 


Q.  Arc  juiA  trials  permitted  in  Small  Claims  Court? 


Q.  What  are  the  fees  involved  with  a Small  Claims  Court  case? 


A.  Either  party  is  entitled  to  a juiy-  trial  if  the  requesting  part\ 
files  a request  with  the  court  not  later  than  one  day  before  the 
hearing  and  at  the  same  time  pays  the  judge  the  jun-  fee  (9 ).  It 
is,  however,  recommended  to  request  a jun  more  than  one 
day  in  advance  of  the  hearing.  It  is  best  to  check  with  the 
court. 

If  a jun-  hears  the  case,  it  will  be  a six-person  jur\  ( 10 ).  ITie 
jur\- — rather  than  the  judge — will  decide  the  facts  of  the  case. 

Q.  Should  I send  a letter  demanding  payment  before  I take  a 
case  to  Small  Claims  Court? 


A.  Upon  filing  the  claim,  the  plaintiff  must  pay  a SIO  filing  fee. 
For  a jur)  trial,  an  additional  SS  must  be  paid.  County  commis- 
sioners set  costs  for  serving  citations,  which,  therefore,  vary- 
from  county  to  county  (13).  The  clerk  of  the  Small  Claims 
Court  can  provide  you  with  the  cost  of  sening  the  citation. 
After  the  trial  or  hearing,  to  enforce  the  judgment  in  favor  of  a 

I.  Statement  of  claim. 


In  the  Small  Claims  Court  of County,  Texas 


A.  It  is  wise  to  try  to  settle  a dispute  before  filing  a lawsuit.  A 
demand  letter  will  be  useful  later  if  a lawsuit  is  necessary-.  It 
will  be  admissible  as  evidence  in  Small  Claims  Court  and  also 
will  help  put  you  in  a favorable  light  as  a person  who  tried  to 
amicably  settle  his  or  her  differences. 

The  letter  should  be  short  and  to  the  point.  It  should,  of 
course,  be  legible,  preferably  typed.  Identify  the  problem  and 
briefly  state  the  facts  as  to  how  your  claim  arose  and  the  settle 
ment  you  are  seeking.  At  all  times  be  civil  and  professional.  In- 
vective, trite  turns  of  phrase  or  degrading  comments  can  only 
wcaken  your  position  and  make  a succe.ssful  resolution  harder 
to  achieve.  Finally,  set  a reasonable  deadline  for  payment  and 
stick  to  it.  ITie  letter  should  be  sent  by  certified  mail,  return 
receipt  requested.  Keep  a copy  of  the  letter  and  the  return  re- 
ceipt. The  letter,  with  proof  of  receipt,  will  be  a valuable  tool 
at  the  hearing  if  a settlement  is  not  reached. 


A.B.,  Plaintiff 
vs 

C.D.,  Defendant 
State  of  Texas 
County  of 


A.B.,  whose  post  office  address  is 

Street  and  Number 


County, 


Cit> 

Texas,  being  duly  sworn,  on  this  oath  deposes  and  says  that 
C.D.,  whose  post  office  address  is 

Street  and  Number 


Cin- 

Texas,  is  justly  indebted  to  him  in  the  sum  of 


County, 


Q.  How  do  1 start  an  action  in  Small  Claims  Court? 


Dollars  and Cents  ( S ), 


A.  To  institute  an  action  in  Small  Claims  Court,  the  claimant  or 
a personal  representative  of  the  claimant  must  appear  before 
the  judge  or  the  clerk  of  the  court  and  file  a statement  of  the 
claim  under  oath. 

The  statement  must  follow  the  form  in  Figure  1 . No  other 
formal  written  pleading  other  than  this  statement  is  required 
(11). 

The  demand  letter  that  previously  was  sent  would  already 
contain  this  information  and  would  ease  the  process  of  filing  a 
complaint. 

Before  filing,  make  sure  you  have  the  correct  legal  name  and 
address  of  the  person  or  business  your  claim  is  against.  If  the 
business  is  a partnership,  name  the  partners  and  the  partner- 
ship. If  the  entity  is  a corporation,  be  sure  to  state  its  exact 
name.  ITie  Texas  Secretary  of  State  is  a ready  resource  to  lo- 
cate the  correct  name  and  person  to  serve  for  a corporation. 
Also  check  with  your  county  clerk  to  see  if  an  assumed  name 
certificate  has  been  filed.  This  is  useful  in  case  the  busine.ss 
name  is  not  the  legal  name. 

Upon  filing  the  statement  and  paying  the  filing  fee,  the  judge 
or  clerk  will  issue  a citation.  Be  prepared  to  tell  the  clerk 
where  the  defendant  is  to  be  found  and  the  approximate  time 
of  day  he  or  she  is  likely  to  be  there.  ITie  suit  may  not  com- 
mence until  the  defendant  is  served  with  a citation  (12). 


for 


( here  the  nature  of  the  claim  should  be  stated  in  concise  form 
and  without  technicality,  including  all  pertinent  dates),  and 
that  there  are  no  counter  claims  existing  in  favor  of  the  defen 

dant  and  against  the  plaintiff,  except 


Plaintiff 

Subscribed  and  sworn  to  before  me  this day  of 

, 19 


Judge 

By; 


Clerk 
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plaintiff  in  cases  where  a defendant  does  not  pay  immediately, 
a writ  of  execution  would  cost  S5  per  page. 

Q.  What  happens  if  either  party  fails  to  appear  for  the  hearing? 

A.  If  a defendant  who  has  been  served  with  a citation  fails  to 
appear,  the  judge  will  enter  a default  judgment  for  the  plaintiff 
in  the  amount  proved  to  be  due.  ITie  plaintiff  must  appear  and 
be  ready  to  prove  his  or  her  claim.  Be  sure  to  bring  appropri- 
ate documents  and  witnesses,  llie  judge  may  set  aside  the  de- 
fault judgment  if,  not  later  than  the  10th  day  after  the  default 
judgment  is  signed,  the  defendant  files  with  the  court  a written 
motion  showing  good  cause  for  setting  aside  the  judgment. 

If  the  plaintiff  does  not  appear,  the  judge  may  enter  an  order 
dismissing  the  action  without  prejudice.  The  judge  may  set  the 
case  for  trial  if,  not  later  than  the  10th  day  after  the  judge  dis- 
misses the  action,  the  plaintiff  files  with  the  court  a written 
motion  showing  good  cause  to  set  aside  the  dismissal  (14). 

Q.  Once  1 am  set  for  trial,  if  something  comes  up,  may  1 get  a 
postponement? 

A.  Yes,  but  the  judge  will  grant  a postponement,  or  conti- 
nuance, only  for  “good  cause  shown.”  (15) 

Q.  What  happens  at  the  trial? 

A.  If  both  parties  appear  at  the  trial  ( called  a hearing ),  the 
judge  will  hear  the  case.  The  proceedings  are  informal,  with 
the  sole  objective  of  dispensing  speedy  justice  between  the 
parties  (16). 

ITie  plaintiff  will  first  present  his  or  her  side  of  the  case.  He 
or  she  should  present  to  the  court  any  documents  or  testi- 
mony of  witnesses  that  support  his  or  her  claim.  After  the 
plaintiff  presents  his  or  her  case,  the  defendant  will  have  an 
opportunity  to  present  his  or  her  side  of  the  case. 

Both  plaintiff  and  defendant  may  ask  questions  of  the  other 
side  and  any  witnesses.  ITie  judge  is  under  a duty  to  help  de- 
velop the  facts  at  the  hearing  and  consequently  may  ask  ques- 
tions to  clarity  some  of  the  points  necessary'  to  reach  a fair 
decision  (17). 

After  the  judge  or  jury'  has  heard  the  facts  from  both  sides, 
including  the  witnesses,  and  everyone  has  had  their  say,  the 
judge  will  announce  his  or  her  verdict  in  the  case,  or  if  it  is  a 
jury  trial,  the  jury'  will  deliver  its  verdict. 

Q.  What  type  of  facts  should  1 present  at  the  hearing? 

A.  Although  you  are  required  only  to  present  your  story  in 
your  own  words,  you  should  support  your  case  by  presenting 
any  relevant  documents  or  papers.  'Hie  documents  would  in- 
clude any  written  contracts,  any  letters  that  passed  between 
the  parties  ( like  a demand  letter ),  bills,  cancelled  checks,  or 
medical  records  that  would  indicate  a service  was  performed, 

Q.  Does  the  Medical  Practice  Act  prevent  me  from  using  con- 
fidential medical  records  to  collect  a fee  in  Small  Claims  Court? 


A.  The  Medical  Practice  Act  and  the  Rules  of  Evidence  permit 
a physician  to  use  medical  records  to  the  extent  necessary  to 
collect  a fee  for  a professional  service  rendered  to  a patient  ( 18 ). 

Q.  How'  should  1 conduct  myself  at  trial? 

A.  Always  remember  the  hearing  (trial)  is  an  informal  one. 
Relax  and  be  yourself. 

A few  dos  and  don’ts: 

1 . Do  be  brief.  Do  not  be  long-winded. 

2.  Do  not  be  an  amateur  lawyer.  If  you  try  to  act  like  a law- 
yer, you  may  end  up  being  treated  like  a lawyer.  Your  case  will 
depend  on  your  presentation  of  the  facts  and  not  your  knowl- 
edge of  the  law. 

3.  Do  be  polite  at  all  times.  Do  not  interrupt  the  judge,  the 
other  party',  or  any  of  the  witnesses.  You  want  to  present  the 
image  of  the  caring  professional,  not  a rude,  inconsiderate  nit- 
picker. 

4.  Do  not  quickly  turn  down  any  compromise  the  judge 
suggests.  Compromise  may  be  the  only  way  to  achieve  some 
element  of  satisfaction  in  your  case.  The  judge  is  trying  to  “do 
right.”  If  you  become  inflexible,  you  may  not  recover  at  all  or 
as  much.  Consider  settlement  suggestions  by  the  judge. 

Q.  What  happens  if  1 win  my  case? 

A.  If  you  win  your  case,  the  defendant  is  to  pay  the  judgment 
and  court  costs  immediately.  If  the  defendant  does  not  pay  the 
money  as  awarded  by  the  court,  then  it  is  up  to  the  plaintiff  to 
get  the  constable  to  collect  the  amount  of  the  judgment  and 
costs  (19). 

After  30  days  from  the  decision  in  the  case,  if  the  defendant 
has  not  appealed  the  case  to  County  Court  or  asked  the  judge 
for  a new  trial,  the  plaintiff  can  ask  the  clerk  to  issue  execution 
to  enforce  the  judgment  ( 20 ).  The  writ  of  execution  is  the 
legal  authority  for  a sheriff  or  constable  to  seize  property  to 
satisfy  a judgment. 

Q.  What  happens  if  the  defendant  wins?  Can  1 appeal? 

A.  If  the  judgment  is  for  the  defendant,  the  plaintiff  will  re- 
cover no  money  and  must  pay  court  costs  (21).  Either  the 
plaintiff  or  defendant  may  appeal  the  final  judgment  to  the 
county  court  or  the  county  court  at  law  if  the  amount  in  con- 
troversy, exclusive  of  costs,  exceeds  S20  (22).  The  trial  on  ap- 
peal is  de  novo  ( the  case  starts  over  as  if  it  had  never  been 
tried  before ).  No  further  pleadings  are  required  and  the  proce- 
dure is  the  same  as  in  Small  Claims  Court.  All  costs  previously 
paid  accrue  until  judgment  is  rendered  on  the  appeal.  The 
judgment  of  the  county'  court  or  county  court  at  law  on  the 
appeal  is  final  (23). 

The  following  glossary  may  be  useful  in  understanding  ac- 
tions in  Small  Claims  Court  (24): 

Attachment — The  seizure  of  property  for  payment  of  a judg- 
ment ordered  by  the  court. 

Citation — The  notice  issued  by  a judge  that  requires  a de- 
fendant to  appear  and  answer  the  plaintiffs  complaint. 
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Continuance — Postponement  of  an  action  or  hearing  sched- 
uled before  the  court. 

Counterclaim — llie  defendant's  claim  against  the  plaintiff, 
as  a response  to  the  original  complaint. 

Court  costs — The  fee  charged  by  the  court  to  process 
records  and  cover  other  expenses  incurred  by  the  court. 
Default  judgment — A decision  by  the  court  in  favor  of  the 
person  filing  the  claim  (plaintiff)  when  the  defendant  fails  to 
appear  at  the  trial. 

Defendant — The  person  being  sued. 

Dismissal — The  court’s  decision  to  terminate  a case  before 
entering  judgment  (for  example,  if  the  plaintiff  does  not  ap- 
pear), If  an  action  is  dismissed  with  prejudice,  it  cannot  be  re- 
filed, If  an  action  is  dismissed  without  prejudice,  the  action 
may  be  brought  again  before  the  court. 

Evidence — Proof,  either  written  or  spoken,  presented  by  ei- 
ther party  at  the  trial  or  hearing  that  has  an  effect  on  the  case 
before  the  court. 

Execution  (or  enforcement) — The  order  issued  to  a sheriff 
or  constable  to  carry  out  the  judgment  of  the  court;  for  ex- 
ample, to  take  and  sell  property  of  the  person  who  owes  a 
court  judgment  to  collect  the  amount  of  money  owned, 
Clearing — A court  proceeding  in  w hich  the  judge  decides  a 
particular  issue  in  a case  or  the  outcome  of  the  case. 

Judgment — The  court’s  decision  of  the  outcome  of  a par- 
ticular case. 

Jurisdiction — The  court’s  authority’  to  hear  and  decide 
cases,  A Small  Claims  Court  has  jurisdiction  if  the  parties  to  the 
case  are  each  requesting  no  more  than  S2,500  from  the  other 
and  the  action  is  a claim  for  monetary  damages. 

Plaintiff — The  person  filing  an  action  with  the  court. 
Settlement — An  agreement  reached  between  the  two  parties 
before  the  court  hearing. 

Subpoena — An  order  for  a witness  to  appear  at  court. 

Suit — An  action  or  case  filed  with  the  court. 

Vacate — Making  a judgment  or  court  order  ineffective. 
Venue — The  proper  location  of  the  court  in  which  to  sue. 
Usually,  it  is  the  court  in  the  county  in  which  the  defendant 
lives  or  the  court  in  the  county’  where  the  transaction  took 
place  or  where  a contract  was  to  be  performed. 

Witness — A person  called  to  testify’  at  the  court  for  one  of 
the  parties  at  issue.  An  expert  witness  is  a person  who  is  spe- 
cially trained  in  the  subject  at  issue. 

Writ — A written  order  issued  by  the  court  and  directed  to 
the  sheriff  or  other  officer  authorized  by  law  to  execute  the 
order  stated  in  the  writ. 

Conclusion 

Small  Claims  Court  is  the  “layman’s”  court.  It  can  be  a useful 
tool  for  a physician  seeking  to  end  the  frustration  of  try  ing  to 
collect  small  amounts  of  money  due  and  owed  for  professional 
services  rendered, 

C,J,  FRANCISCO  III,  JD 

TMA  Assistant  General  Counsel 
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Report  of  the  Special  Task  Force 
To  Study  Not-For-Profit  Hospitals 
and  Unsponsored  Charity  Care 

Texas  not-for-profit  hospitals  recently  received  intense  scru- 
tiny regarding  their  involvement  in  charity-related  contribu- 
tions when  Texas  Attorney  General  Jim  Mattox  fonned  the 
Task  Force  to  Study  Not-for-Profit  Hospitcds  and  Unsponsored 
Charity  Care.  This  article  details  the  task  force’s  recommen- 
dations concerning  charity  care  obligations  of  Texas  not-for- 
profit  hospitals.  Setting  the  stage  for  these  recommendations 
was  a broad  definition  of  charitable  services  that  included 
costs  for  delivering  services  to  indigents  and  for  providing 
community  services  to  fulfill  the  hospital  's  charitable,  reli- 
gious, educational,  research,  or  eleemosynary  purposes.  The 
task  force  unanimously  agreed  that  a mandated  level  of 
charity  care  was  incongruent  with  the  hospitals’  itidividual 
missions  and  specific  community  needs,  but  they  supported 
the  formation  of  standard  accounting  procedures  for  chari- 
table services  and  the  voluntary  submission  of  their  mission 
statements  to  the  attorney  general  of  Texas.  While  the  hospi- 
tals’ role  in  providing  charitable  services  is  very’  important, 
the  task  force  emphasized  that  the  overall  need  for  adecpiate 
financing  and  reimbursement  of  health  care  is  a societal 
problem  thcd  needs  specific  state  and  federal  actions. 


From  both  national  and  state  perspectives,  access  to  health 
care  is  a major  problem.  During  the  past  decade  the  number  of 
uninsured  Americans  rose  from  26  million  to  37  million  per- 
sons, one  third  of  whom  live  below  the  poverty  line  ( 1,2).  Be- 
cause of  rising  health-care  costs  and  growing  numbers  of 
Americans  working  at  low-paying  jobs  that  do  not  offer  health 
coverage,  the  lack  of  medical  insurance  has  spread  beyond  the 
officially  “poor”  to  the  middle  class. 

Between  1980  and  1987,  US  hospitals  provided  from  $4.5 
billion  to  $9.5  billion  in  uncompensated  care  ( 1 ) — a 100%  in- 
crease at  the  same  time  that  Medicaid  and  Medicare  were  re- 
ducing  their  reimbursements  to  hospitals.  A disproportionate 
share  of  the  uncompensated  burden  fell  on  public  and  not-for- 
profit  hospitals  (3),  Ethercdge  and  Sulvetta  discovered  that  al- 
though public  hospitals  accounted  for  20%  of  total  charges  for 
all  ho.spital  care  and  22%  of  all  beds  in  1985,  they  provided 
40%  of  the  total  dollar  amount  of  uncompensated  care  (4). 
Lewin,  however,  determined  that  not-for-profit  hospitals  pro- 
vided the  bulk  of  charity'  care  in  the  US.  In  1985  not-for-profit 
hospitals  provided  62%  of  the  total  amount  of  uncompensated 
care  ( 3 )•  Not  surprisingly,  hospitals  that  provided  high  vol- 
umes of  uncompensated  care  were  tw  ice  as  likely  to  experi- 
ence financial  difficulties  ( 4 ). 

In  Texas,  problems  related  to  health  care  have  taken  on 
Texas-size  proportions.  The  number  of  Texans  living  below  the 
federal  poverty  level  in  the  1980s  rose  from  14.6%  to  18.4%. 


Of  the  3- 1 million  persons  affected,  more  than  one  third  are 
children.  Many  of  these  Texans,  especially  the  2.8  million  lack- 
ing health  insurance,  are  also  ineligible  for  health-related  gov- 
ernmental entitlement  programs.  If  they  lived  in  other  states 
they  would  qualify  for  some  governmental  programs,  but  not 
so  in  Texas.  This  growth  in  uncompensated  care  in  Texas  is  a 
critical  burden  for  not-for-profit  and  public  hospitals.  It  in- 
creased from  S418.5  million  in  1984  (5)  to  SI. 3 billion  in 
1988  (6).  This  figure  represents  roughly  10%  of  the  nation’s 
total  uncompensated  care  costs  (7). 

Although  20%  of  Texans  live  in  rural  areas  and  suffer  a pov- 
erty rate  that  is  50%  higher  than  their  urban  neighbors,  they 
are  served  by  only  10%  of  the  state’s  nurses  who  live  and  work 
in  rural  counties,  according  to  information  from  the  Texas  De- 
partment of  Health.  Of  the  82  Texas  hospitals  that  closed  from 
October  1983  to  1989,  40  served  rural  residents.  Fifty-one 
rural  counties  don’t  have  a hospital,  while  63  of  1 19  rural 
counties  each  have  only  one  hospital,  but  those  facilities  each 
have  less  than  50  beds  and  are  at  high  risk  of  closure.  Ninety - 
two  rural  counties  have  no  obstetrical  services — a sad  fact  in  a 
state  that  has  25%  ( 36,000)  of  all  the  annual  uninsured  births 
in  the  nation.  Fourteen  counties  do  not  have  doctors  in  active 
medical  practice.  These  findings  reveal  the  unraveling  of  health 
systems  in  rural  areas.  Clearly,  the  funding  of  indigent  care  at 
the  rural  lev  el  is  failing  and  so  is  the  general  infrastructure  for 
delivering  health  care  to  the  public. 

ITie  difficult  plight  of  inner-city  and  nonprofit  and  public 
hospitals,  which  sometimes  must  function  at  capacity,  is  be- 
coming increasingly  apparent.  It  is  evidenced  by  the  frequency 
with  which  these  hospitals  must  notify  local  ambulances  to 
“drive  by.”  These  urban  hospitals,  which  have  been  the  tradi- 
tional providers  of  last  resort  for  the  poor  and  the  first  resort 
for  trauma,  burn,  and  neonatal  patients,  may  soon  rival  their 
rural  counterparts  in  reducing  services  and  closing  their  doors. 
ITie  city  hospitals  in  jeopardy  are  those  that  qualify  as  “dis- 
proportionate share”  hospitals  with  heav'}'  caseloads  of  Medi- 
caid and  charity  care. 

The  growth  in  uncompensated  care  is  a critical  concern  for 
all  Texas  hospitals;  however,  the  burden  is  not  equally  shared. 
Approximately  80%  of  the  uncompensated  care  is  provided  by 
roughly  10  of  the  state’s  largest  urban  public  hospitals  (8).  The 
problems  confronting  Texas’  rural  hospitals  and  public  urban 
teaching  hospitals  demonstrate  the  precarious  status  of  these 
“safety-net”  hospitals  for  the  poor  and  uninsured. 

Those  problems  coupled  with  the  tax  break  afforded  some 
hospitals  prompted  Attorney  General  Jim  Mattox  to  investigate 
several  not-for-profit  hospitals  concerning  the  volume  of 
charity  care  they  provide.  In  one  well-publicized  case,  a hospi- 
tal was  found  to  be  in  noncompliance  with  Texas  laws  govern- 
ing not-for-profit  organizations  (9).  The  case  launched  Texas 
into  a debate  similar  to  those  already  raging  in  other  states  and 
nationally  over  standardizing  the  definition  of  charity  care. 

Fhe  attorney  general  of  Texas,  charged  by  the  state  constitu- 
tion, statute,  and  common  law  with  protecting  the  public’s  in- 
terest in  charities,  initiated  a series  of  investigations 
concerning  several  not-for-profit  hospitals.  The  investigations 
revealed  significant  differences  in  the  volume  of  charity  care 
provided  by  tax-exempt,  not-for-profit  hospitals.  While  some 
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hospitals  provided  charity  care  in  an  explicit  manner,  others 
offered  little  to  none. 

The  findings  prompted  the  attorney  general  to  appoint  in 
July  1988  the  Task  Force  to  Study  Not-for-Profit  Hospitals  and 
Unsponsored  C'harity  Care  in  Texas.  The  task  force  was  co- 
chaired by  Mr  David  Hitt,  president  and  chief  executive  officer 
of  Methodist  Hospital  in  Dallas,  and  Ron  ).  Anderson,  MD, 
president  and  chief  executive  officer  of  Parkland  Memorial 
Hospital,  also  in  Dallas.  The  task  force  was  comprised  of  nearly 
100  persons  including  hospital  administrators,  medical  profes- 
sionals, community  leaders,  and  elected  officials.  It  was  orga- 
nized into  eight  regional  committees  and  a statewide  study 
group.  Public  hearings  were  held  in  each  of  the  regions  to 
complement  the  work  of  the  regional  committees. 

The  attorney  general  charged  the  task  force  with  making 
recommendations  on  four  charity  care  issues  to  the  71st  legis- 
lative session:  (a)  defining  charity  care  and  the  services  that 
should  fall  within  that  definition;  (b ) developing  standard  ac- 
counting procedures  for  charity'  care;  (c)  determining  the 
level  of  charity  care  a not-for-profit  hospital  should  contribute 
in  order  to  warrant  its  tax-exempt  status;  and  ( d ) determining 
how  the  government  could  assist  in  providing  everyone  access 
to  health  care. 

Defining  charity  care  and  services 

The  task  force  viewed  charity  care  in  a broader  framework 
than  that  included  in  commonly  used  definitions  of  charity 
care,  bad  debt,  and  uncompensated  care.  Their  definition, 
adapted  from  the  work  of  Lewin  and  associates  ( 3 ),  recognized 
two  categories  of  charitable  services — un.sponsored  charity 
care  and  community  services.  First,  unsponsored  charity  care, 
as  defined  by  the  task  force,  includes  the  unreimbursed  cost  of 
services  to  the  financially  and  medically  indigent.  “Financially 
indigent”  means  uninsured  and  underinsured  patients  ac- 
cepted for  care  with  no  obligation  or  a discounted  obligation 
to  pay  for  services  rendered  based  on  the  hospital’s  formal  eli- 
gibility system  which  may  include  (a)  income  levels  and 
means  testing  (indexed  to  an  accepted  standard  such  as  the 
Federal  Poverty  Guidelines ),  or  ( b ) other  criteria  for  determin- 
ing a patient’s  inability  to  pay  that  are  consistent  with  the  hos- 
pital’s mission  and  established  policy.  “Medically  indigent” 
refers  to  patients  who  are  responsible  for  their  other  living  ex- 
penses, but  whose  medical  and  hospital  bills,  after  payment  by 
third-party  payers  (where  applicable),  exceed  (a)  a specified 
percentage  of  the  patient’s  annual  gross  income  (catastrophic- 
medical  expenses)  in  accordance  with  the  hospital’s  eligibility 
system;  or  (b)  other  criteria  for  determining  a patient’s  in- 
ability to  pay  that  are  consistent  with  the  hospital’s  mission 
and  established  policy. 

The  task  force  determined  that  patients  should  be  classified 
as  financially  or  medically  indigent  during  any  point  in  the 
aecounting,  evaluation,  or  collection  process  or  at  any  time 
the  applicable  financial  information  became  available  to  the 
hospital. 

Unsponsored  charity  care,  according  to  the  task  force,  also 
includes  the  unreimbursed  costs  of  care  or  the  unreimbursed 
costs  that  represent  the  difference,  if  any,  between  the  hospi- 
tal’s cost  of  providing  care  and  the  amount  of  reimbursement 


received  for  patients  eligible  for  federal,  state,  and  local  gov- 
ernment entitlement  programs  including  but  not  limited  to 
Medicaid,  Medicare,  Champus,  CIDC  (Chronically  111  and  Dis- 
abled Children’s  Program),  MIHIA  (Maternal  Infant  Health 
Improvement  Act),  and  SLIAG  (State  Legislation  Impact  Assis- 
tance Grant),  when  the  services  provided  to  such  patients  ex- 
ceed or  are  outside  specific  coverage  limits  and  no  additional 
insurance  coverage  or  entitlement  is  available. 

The  “cost  of  care”  refers  to  the  unreimbursed  costs  for  care 
rather  than  discounts  from  charges.  “Unsponsored  charity' 
care”  was  not  to  include  bad  debts  or  commercial  discounts. 
“Bad  debts”  include  the  uncollected  billed  charges  for  services 
rendered  to  those  patients  who  do  not  quality'  under  the  un- 
sponsored charity'  care  definition.  Commercial  discounts  were 
defined  as  discounts  made  available  by  the  hospital  to  specified 
persons,  entities,  or  classes  of  persons  for  commercial  purposes. 

Second,  unsponsored  charity'  care  also  included  community 
services.  “Community'  services  ” includes  nonrevenue-  and 
revenue-producing  services  not  intended  to  be  self-supporting, 
when  such  services  are  provided  with  charitable  or  commu 
nity  service  intent  and  not  for  marketing  purposes;  serve  pri- 
marily patients  identified  by  the  hospital’s  eligibility'  system  as 
financially  indigent,  medically  indigent,  or  eligible  for  govern- 
ment entitlements;  or  otherwise  serve  the  hospital’s  charitable, 
religious,  educational,  research,  or  eleemosynar)  purposes 
such  as  care  for  the  indigent,  sick,  and  other  patients  with  spe- 
cial needs,  provision  of  medical/nursing  education  or  other 
health  professional  education,  or  participation  in  research  and 
community  service. 


Developing  standard  accounting  procedures 

To  address  charge  number  two,  the  Hospital  Data  Advisory 
Committee  of  the  Texas  Department  of  Health  was  urged  to 
adopt,  pursuant  to  existing  state  law.  Article  4438e,  the  defini- 
tion of  charitable  services  recommended  by  the  task  force  and 
to  utilize  that  definition  to  incorporate  standard  reporting  and 
data  collection  methods  for  charity  care  into  the  health  depart- 
ment’s annual  ho.spital  survey. 

Preliminary  to  the  Texas  Department  of  Health’s  work  on 
standard  accounting  procedures  was  a survey  conducted  of 
Texas  hospitals  by  the  LBJ  School  of  Public  Affairs  at  The  Uni 
versity  of  Texas  at  Austin.  The  initial  study  provided  a baseline 
of  community  services  offered  by  public,  not-for-profit,  and 
private  hospitals  in  Texas. 

Defining  the  range  of  community'  services  provided  by  Texas 
public  and  not-for-profit  hospitals  was  done  for  the  first  time 
through  this  process. 


6P 


Determining  a level  of  charity  care 

In  addressing  the  attorney  general’s  third  charge  ( the  deter- 
mination of  a fair  level  of  charity'  care  provision  for  not-for- 
profit  hospitals ) the  task  force  determined  that  it  would  be  im- 
possible to  equitably  establish  an  across-the-board  minimum  of 
charitable  care.  The  capacity'  and  ability,  not  just  the  willing- 
ness, of  any  hospital  to  offer  charitable  care  depends  on  the 
adequacy  of  other  public  facilities  in  the  area,  on  the  compre- 
hensiveness of  the  state’s  or  county  ’s  indigent  care  programs, 
on  its  mix  of  other  patients,  and  on  the  amount  of  services  and 
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revenues  available  for  this  purpose.  Some  not-for-profit  hospi- 
tals were  already  providing  significantly  more  charity  care  than 
any  realistic  minimum  that  would  be  set.  Some  not-for-profit 
hospitals,  because  of  financial  strain  or  location,  would  struggle 
to  meet  a minimum  requirement. 

The  task  force  recognized  the  responsibility  of  hospital  trust- 
ees to  fulfill  the  hospital’s  mission  regarding  the  provision  of 
charitable  or  community  services.  The  task  force  also  recog- 
nized that  trustees  must  exercise  appropriate  responsibility  to 
protect  the  financial  viability  of  the  hospital.  Therefore,  the 
task  force  recommended  that  all  tax-exempt  (public  and  not- 
for-profit)  hospitals  develop,  or  revise,  their  mission  state- 
ments to  show  that  the  trustees  have  considered  their  fiduciary 
responsibility  and  have  developed  policies  to  carry  out  the 
hospital’s  charitable  purposes.  The  task  force  requested  and  re- 
ceived the  support  of  the  Texas  Hospital  Association  and  the 
Texas  Association  of  Public  and  Non-Profit  Hospitals,  which 
urged  their  members  to  send  a copy  of  their  mission  state- 
ments to  the  attorney  general  and  to  make  them  available  to 
the  public  on  request. 

Determining  government  interventions 

Possibly  the  most  important  question  the  task  force  considered 
was  how  governments  can  help  individuals  who  are  ineligible 
for  governmental  programs  and  unable  to  afford  private 
insurance. 

The  task  force  learned  of  the  major  disparity  in  the  receipt 
of  federal  funds  for  the  Texas  Medicaid  program.  For  example, 
for  every  dollar  Texans  pay  in  federal  taxes,  the  state  gets  back 
only  71  cents,  whereas  Montana  gets  back  SI. 85,  New  York 
SI. 33,  and  Pennsylvania  SI. 03. 

While  Medicaid  represents  the  largest  single  source  of  fed- 
eral money  for  the  state,  Sl  .l  billion  in  1987,  Texas  ranks  the 
lowest  of  all  states  in  per  capita  spending  (SI  14.50 ) for  Medi- 
caid. In  comparison.  New  York  gets  S5l6  per  capita  and  Michi- 
gan gets  S209,  while  the  US  average  is  SI 95  per  capita.  Texas, 
which  has  6.9%  of  the  nation’s  population,  received  only  3 7% 
of  all  federal  Medicaid  expenditures  in  1985.  With  18%  of  the 
Texas  population  living  under  federal  poverty  levels,  the  dis- 
parity becomes  even  more  dramatic. 

The  Texas  Medicaid  program  provides  health  benefits  to 
fewer  than  30%  of  the  poor  people  in  the  state,  even  though 
the  71st  Texas  Legislature  extended  Medicaid  coverage  to 
~/0  pregnant  women  and  their  young  children  if  the  woman’s  in- 
come  does  not  exceed  133%  of  the  poverty  level.  Approxi- 
mately 50%  of  Texans  applying  for  Medicaid  benefits  are 
rejected  through  strict  eligibility  standards  and  a complicated, 
6-page  application  process. 

Because  of  its  penurious  approach  to  Medicaid,  Texas  is 
losing  out  on  federal  funding.  Each  additional  state  dollar  allo- 
cated to  the  Medicaid  program  would  be  matched  with  SI. 50 
in  federal  dollars.  Recognizing  that  all  these  latter  monies  are 
also  tax  dollars  and  not  gifts,  the  task  force  recommended  that 
Texas  strive  to  achieve  equity  among  other  states  in  obtaining 
matching  federal  dollars  to  care  for  our  poor. 

The  task  force  recommended  that  Medicaid  coverage  be  ex- 
tended to  pregnant  women  and  children  up  to  age  8 whose 
family  incomes  are  less  than  185%  of  the  poverty  level.  Fur- 


ther, it  recommended  establishing  a system  of  additional  com- 
pensation to  hospitals  that  treat  severely  ill  or  injured 
Medicaid  patients  in  need  of  extensive  care.  The  current  reim- 
bursement formula  is  based  on  a cost  average  and  fails  to  rec- 
ognize the  severity  of  a patient’s  illness.  The  task  force  also 
recommended  that  the  standard  dollar  amount  for  rural  hospi- 
tals be  increased  since  they  currently  are  reimbursed  signifi- 
cantly less  than  urban  hospitals. 

The  diverse  needs  of  the  state’s  rural  and  inner-city  hospitals 
cannot  be  resolved  by  simply  expanding  the  Medicaid  pro- 
gram. That  approach  will  not  result  in  coordinated  regional 
systems  for  trauma,  burn,  or  neonatal  ICU  care.  Developing  a 
rational  approach  to  these  needs  will  require  new  sources  of 
state  funding  and  new  authorizing  legislation. 

Other  needs  to  be  addressed  include  the  shortages  in  health 
manpower  and  the  impact  of  malpractice  issues  on  access  to 
health  care. 

Conclusions 

The  task  force  recognized  that  the  organized  medical  staff  of 
public  and  not-for-profit  hospitals  provide  an  as  yet  un- 
measured but  significant  amount  of  charitable  services  to  their 
communities.  A hospital  cannot  carry  out  its  mission  without 
an  effective  and  fair  relationship  with  its  physicians.  Clearly, 
hospitals  and  physicians  need  to  advocate  jointly  for  logical 
systems  of  reimbursement  to  protect  patients  in  need.  Hospital 
trustees,  administrators,  and  staff  physicians  also  need  to  be 
vested  in  the  communitarian  and  charitable  missions  of  their 
hospitals  for  the  good  of  the  patients  and  the  community.  With 
the  information  available  from  this  task  force’s  work,  it  is  now 
time  to  define  a societally  responsible  level  of  health  care  that 
should  be  available  to  all  Texans.  Through  business  and  civic 
leadership,  advocacy  groups,  philanthropy,  and  legislative  ac- 
tion, an  explicit  definition  can  be  developed  through  demo- 
cratic debate.  We  must  find  the  will  to  go  through  this  process 
and  fund  this  level  of  care  with  a fair  and  broad-based  tax.  The 
task  force  findings  indicate  that  time  is  short  and  inattention  to 
this  problem  will  lead  us  further  into  crisis. 
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President  and  Chief  Executive  Officer,  Parkland  Memorial  Hospital,  5201  Harry 
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L.  LEE  LANKFORD,  MD 

DAVID  J.  ZEHR,  MD — Microsurgery 

ARNOLD  V.  DIBELLA,  MD — Wrist  Derangements 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  214  823-5351 
LANKFORD  ZEHR  DIBELLA  HAND  SURGERY  ASSN. 


KENNETH  D.  GLASS,  MD,  FACS 

Hand  Surgery  and  Reconstructive  Surgery  of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 

Dallas,  Texas  75235;  214  631-7488 

Medical  City  Dallas,  Suite  C-200,  7777  Forest  Lane,  Dallas,  Texas 
75230;  214  661-4797 


NUCLEAR  MEDICINE 


HERBERT  C.  ALLEN,  MD,  FACNM 

Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston.  Texas  77030;  713  790*0540 
Diplomate  American  Board  of  Nuclear  Medicine 


NUCLEAR  MEDICINE  LABORATORIES  OF 
TEXAS 

Texas  Medical  Center,  641 1 South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic  Radioactive 
Tests  In:  Hematology,  Thyroidology,  Endocrinology,  Gastroenterology, 

Cardiology,  Neurology,  Neurosurgery,  Urology,  Ophthalmology,  Obstetrics- 
Gynecology  and  Non-Invasive  Nuclear  Cardiology 

Herbert  C.  Allen,  Jr.,  MD,  FACNM,  Director— 713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


WILLIAM  J.  VAN  WYK,  MD,  PA 

Surgery  of  the  Hand 

803  West  Terrell,  Fort  Worth,  Texas  76104 
Telephone  817  877*31 1 3 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 
Microsurgery  & Reimplantation 

Baylor  Medical  Plaza.  3600  Gaston  Ave.,  Suite  303,  Dallas,  Texas  75246; 

214  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  8116,  Dallas,  Texas 
75230;  214  661*7010 


REGIONAL  HAND  CENTER  FOR  WEST  TEXAS 
AND  EASTERN  NEW  MEXICO 

Royce  C.  Lewis,  Jr.,  MD 

3702  21  street 

Lubbock,  Texas  79410:  806  795-8261 


NEUROLOGICAL  SURGERY 


DRS.  LONG,  SCOTT,  & COON 
NEUROSURGERY  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 

R.  Gordon  Long,  MD,  FACS 
Bennie  B.  Scott,  MD.  FACS 
John  V.  Coon,  MD,  FACS 

Diplomates  American  Board  of  Neurological  Surgery 

Baylor  Medical  Plaza,  605  Barnett  Tower,  3600  Gaston  Avenue. 

Dallas.  Texas  75246;  Telephone  214  826-7060 


OPHTHALMOLOGY 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD  Gary  Edd  Fish.  MD 

William  B,  Snyder,  MD  Rand  Spencer,  MD 

William  L,  Hutton.  MD  Bradley  F.  Jost  MD 

Dwain  G.  Fuller.  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

7150  Greenville  Ave.,  Dallas,  Texas  75231 ; 214  692-6941  or  800  872-2020 
3600  Gaston  Avenue,  Dallas,  Texas  75246;  214  821-4540 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

281 1 Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 


TEXAS  EYE  INSTITUTE 

Disease  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  MD 
Alan  C,  Baum,  MD 
R.  Edwin  Pitts.  MD 
William  L.  Decker,  MD 
Gynette  C.  Master,  MD 

7777  Southwest  Freeway,  Suite  916,  Houston,  Texas  77074 
713  777-7145 

7647  Bellfort,  Suite  One,  Houston,  Texas  77061 
713  644-2747 

1111  Hwy  6,  Suite  26,  Sugar  Land,  Texas  77478 
713  242-8841 

12121  Richmond  Ave.,  Suite  317,  Houston,  Texas  77082 
713  556-5757 


LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 


ORTHOPAEDIC  FOOT  SURGERY  AT  DALLAS 

Surgery  & Diseases  of  the  Foot  and  Ankle 

Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane.  Suite  105,  Dallas  75231 ; 214  369-4361 


RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 

Limited  to  Retina  and  Vitreous 

1200  Binz,  Suite  400,  Houston,  Texas  77004 
713  528-1122 


SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road  Dallas,  Texas  75235;  214  350-7500 


Richard  E.  Jones,  MD 
Donald  M.  Mauldin,  MD 
James  B.  Montgomery,  MD 
Kevin  Gill.  MD 
James  L.  Ough,  MD 


Scott  L.  Blumenthal,  MD 
Scott  O,  Paschal,  MD 
L.  T.  Johnson,  MD 
Kenneth  Driggs,  MD 


VITREO-RETINAL  CONSULTANTS  OF  TEXAS 

Harold  Granek,  MD 
Gary  M.  Cowan,  MD 

Diplomates,  American  Board  of  Ophthalmology 


Diseases  and  Surgery  of  the  Retina  and  Vitreous 

1021  Washington  Avenue,  Fort  Worth,  Texas  76104;  817  332-6200 


ARTHUR  M.  CLEMENTS,  MD 

Surgery  & Diseases  of  the  Eye 
Diplomate  American  Board  of  Ophthalmology 

211  Medical  Drive,  Suite,  Fredericksburg.  Texas  78624 
512  997-6535 


ORTHOPEDIC  SURGERY 


L.  Ray.  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
Wynne  M.  Snoots,  MD 
R.  Stephen  Curtis,  MD 
James  R.  Sackett,  M.D. 


William  A.  Bruck,  MD 
W.Z.  Burkhead,  Jr.,  MD 
Richard  D.  Schubert,  MD 
John  A.  Baker.  MD 


W.B.  CARRELL  MEMORIAL 
CLINIC  ASSOCIATED 

Orthopedic  Surgery 

A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204;  214  220-2468 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas;  817  335-4316 

Louis  J.  Levy,  MD,  PA 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M,  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton.  MD 


J.  Price  Brock.  Jr,  MD 
Robert  L.  Dickey,  MD 

ORTHOPEDIC  ASSOCIATES  OF  ABILENE 

1701  Pine  Street,  Abilene,  Texas  79601 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr.  MD 

E.  E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.R.  Vavrin,  MD  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-8284 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Huntly  G.  Chapman,  MD  James  W.  Brodsky,  MD 

Phitlip  E.  Hansen.  MD  Kurt  W.  Rathjen,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue.  Suite  303,  Dallas,  Texas  75246;  214  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  21 1 6 
Dallas.  Texas  75230;  214  661-7010 


RICHARD  G.  BUCH,  MD 

Fellowship  Trained  Orthopedic  Oncology 

Infections  and  Major  Joint  Reconstruction-Custom  Implants 

Southwest  Professional  Building,  5920  Forest  Park,  Suite  525,  Dallas,  Texas  75235 
(214)  351-9831 

Professional  Plaza  III.  10  Medical  Parkway,  Suite  301,  Dallas,  Texas  75234  (214)  247-0655 


PEDIATRIC  OPHTHALMOLOGY 


Robert  D.  Gross,  MD,  FAAP 

Children’s  Eye  Specialists,  PA 

Medical  and  Surgical  Eye  Diseases  in  Children 

Eye  Muscle  Imbalances  in  Adults 

800  Fifth  Ave — Suite  420,  Fort  Worth,  Texas  76104-7304 
8 1 7 336-0900  Metro  988-7700 


PHYSICAL  MEDICINE  & REHABILITATION 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitafion 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  512  226-2424 


THE  INSTITUTE  FOR  REHABILITATION 
AND  RESEARCH  (TIRR) 

In  the  Texas  Medical  Center,  Houston,  Texas 

Comprehensive  care  hospital  specializing  in  rehabilitation  care  for 
persons  disabled  by  injury  or  disease.  Inpatient  and  outpatient 
services. 


Spinal  Cord  Injury 
Head  Injury 
Amputee 
Stroke 
Pediatric 
Cerebral  Palsy 


Sports  Arts  Center 

Restorative  Surgery 

Scoliosis 

Spina  Bifida 

Neurophysiology 

Neuromuscular 


Accredited  by  ; Joint  Commission  on  Accreditation  of  Hospital  Organizations 
Commission  on  Accreditation  of  Rehabilitation  Facilities 


Patient  Services  Coordinator;  713  797-5922  or  1-800-44REHAB 


SAN  ANTONIO  WARM  SPRINGS 
REHABILITATION  HOSPITAL 

5105  Medical  Drive,  San  Antonio,  Texas  78229 
(51 2)  691  -01 00  1 -800-451  -1350 

Comprehensive  Inpatient  and  Outpatient  Physical  Rehabilitation  for 
Adults  and  Children  and  Electrodiagnostic  Evaluation 

Alex  C.  Willingham,  MD,  Medical  Director 

Brian  C.  Buck,  MD,  Pediatric  Rehabilitation  Director 

Rick  Marek,  Administrator 


PLASTIC  SURGERY 


RADIATION  ONCOLOGY 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks.  MD.  FACS  James  B.  Stafford,  IV.  MD,  FACS 

Jonathan  J.  Dora,  MD.  FACS  David  A.  Lee.  MD 

David  J.  Katrana.  DDS.  MD,  FACS  Steven  M,  Hamilton,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin.  Suite  750.  Houston,  Texas  77030:  713  795-5575 


PSYCHIATRY 


GONZALO  A.  AILLON,  MD 

Psychiatry-Bilingual 

3450  Wheatland  Road,  Suite  120 
Dallas,  Texas  75237;  214  296-6241 


RADIATION  ONCOLOGY  OF  THE  SOUTHWEST 

• Complete  Radiotherapy  Services;  Inpatient-Outpatient  Care 

• External  or  Internal  Irradiation  (implants) 

• Specialized  in  combination  therapy  surgery-irradiation 
chemotherapy-irradiation 

• Bilingual  personnel 

Carlos  H.  Fernandez,  MD 

Diplomate  American  Board  of  Therapeutic  Radiology 

Practice  Limited  to  Radiation  Oncology 

Telephone  (day  or  night)  713  988-2194 

7777  Southwest  Freeway,  Suite  636,  Houston.  Texas  77074 


RHEUMATOLOGY 


RICHARD  G.  JAECKLE,  MD 

Psychiatry 

Diplomate.  ABPN:  Psychiatry 
Diplomate,  ABPN:  Child-Adolescent 

Presbyterian  Professional  Building  II.  Suite  404 

8220  Walnut  Hill  Lane,  Dallas,  Texas  75231 ; 214  696-0964 


DON  E.  CHEATUM,  MD,  FACP,  FACR 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St, 

Dallas.  Texas  75204;  214  823-4151 


TIMBERLAWN  PSYCHIATRIC  HOSPITAL 

Inpatient  and  Outpatient  Services  for  Adult,  Child  and  Adolescent, 

Substance  Abuse.  Short-Term,  ACCEL,  and  Alternative  Care 


Doyle  I.  Carson,  MD 
Byron  L.  Howard,  MD 
Mark  J.  Blotcky,  MD 
Keith  H.  Johansen.  MD 
Jerry  M.  Lewis.  Mb 
Robert  D.  Bennett,  MD 
Ernest  N.  Brownlee,  MD 
Cherye  C.  Callegan,  MD 
Tom  G.  Campbell,  MD 
Harold  A.  Cronson,  MD 
Kathleen  B.  Erdman,  MD 
Babette  F.  Farkas,  MD 
Joseph  P.  Gaspari,  MD 
Patricia  G.  Isbell.  MD 
Dons  E.  Jensen,  MD 
Jon  N.  Kamphaus,  MD 
Rodger  Kobes,  MD 

P.  0.  Box  11288,  4600 

214  381-7181 


David  J.  Korman,  MD 
Debra  H.  Korman,  MD 
Jerry  M.  Lewis,  III.  MD 
W.  Miller  Logan,  MD 
Ruth  A.  MarDock,  MD 
Conway  L.  McDanald,  MD 
Gerald  A.  Melchiode,  MD 
Edgar  P.  Nace,  MD 
Don  C.  Payne,  MD 
Glen  T.  Pearson,  MD 
Carolyn  Z.  Rheiner,  MD 
Larry  G.  Shadid,  MD 
Kathleen  S.  Sheehan,  MD 
Kathryn  A.  Sommerfelt,  MD 
Mark  P.  Unterberg.  MD 
Mary  Watts,  MD 


Boulevard,  Dallas,  TX  75228 

1-800-426-4944 


DALLAS  PSYCHIATRIC  ASSOCIATES 

Inpatient  & Outpatient  Services 

• Adult,  Adolescent  and  Child  Psychiatry 

• Alcohol  and  Chemical  Dependency 

• Medical  Stress  & Chronic  Pain 

• Intensive  Outpatient  Programs  for  Alcohol  & Chemical 

• Dependency,  Aftercare  & Relapse  Management 

• Day  Treatment  Program  & Therapeutic  School  for  Adolescents 

• Emergency  Evaluation  Services 


Larrie  Arnold,  MD 
Howard  Cohen.  MD 
Gary  Etter,  MD 
Ronald  Flesichmann.  MD 
Bradford  M.  Goff,  MD 
Fred  L.  Griffin.  MD 
Joan  R.  Hebeler.  MD 
Lynne  Inman.  MD 
R.  Sanford  Kiser.  MD 


Prema  Manjunath,  MD 
Gretchen  Megowen,  MD 
Gary  Morton.  MD 
William  M.  Pederson,  MD 
Jaime  Quintanilla,  MD 
Leslie  H.  Secrest,  MD 
Dawn  Shogren.  MD 
Angela  M.  Wood.  MD 
John  M.  Zimburean,  MD 


Offices  : Brookhaven  Psychiatric  Pavilion  of  RHD  Memorial  Medical  Center,  Medical  City, 
Irving  Health  Care  System  Phone  214  247-1150 


THORACIC  SURGERY 


ALLAN  L.  GRAHAM,  MD,  FACS* 
ROBERT  W.  MILEY,  MD,  FACS 
RICHARD  L SHEPHERD,  MD,  FACS 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 

'Also  certificate  of  special  qualification  in  general  vascular  surgery, 
American  Board  of  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

515  South  Adams,  Fort  Worth,  Texas  76104:  817  332-7878 


RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS,  MD 

Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza.  Barnett  Tower.  3600  Gaston  Avenue. 
Suite  404.  Dallas.  Texas  75246;  214  827-3890 
Hours  by  Appointment 


UROLOGY 


FORT  WORTH  UROLOGY  CLINIC 

Hugh  Lamensdorr.  MD  J.  Daniel  Johnson.  MD 

Ira  N.  Hollander.  MD  A.E.  Thurman.  MD 

Diplomates  of  American  Board  of  Urology 
Fellows  American  College  of  Surgery 

Box  1 1 340.  1415  Pennsylvania  Ave,.  Fort  Worth.  Texas  761 09 
817  336-5711 


^ TcxasMedical 
^ Association 

Offering  you  annually  more 
than  1,200  hours  of  accredited 
CME  courses 

PHYSICIANS  CARING  FOR  TEXANS 

...another  service 
of  your  association 

DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  MD.  PA 
Donald  J.  Logan,  MD.  PA 
Donald  L.  McKay,  MD,  PA 
Christopher  D.  Fetner,  MD.  PA 

Diplomates  of  American  Board  of  Urology 

Medical  City  Dallas.  7777  Forest  Lane,  Suite  230.  Dallas,  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours 
St.  Paul  Professional  Building.  5959  Harry  Hines  Blvd.,  Suite  700 
Dallas,  Texas  75235  Telephone:  214-634-8541 


SOUTHWEST  UROLOGY  ASSOCIATES 

Adult  and  Pediatric  Urology 

Ted  Boone,  MD 
Warren  M.  Greene,  MD 

DIplomates  of  American  Board  of  Urology 

221  W,  Colorado,  #440,  Dallas,  Texas  75208;  214  948-3101 
3450  W.  Wheatland  Road,  #60,  Dallas,  Texas  75211 


James  T,  Coggins,  MD 
Wm.  A.  Freeborn,  MD 


C.F.  SKRIPKA,  JR,  MD,  FACS 

Urology,  Neurourology,  Endourology,  Male  Sexual  Dysfunction,  Laser 
Surgery,  & ESWL. 

1101  North  19th,  Suite  114,  Abilene,  Texas  79601 
915  673-5726 


DIRECTORY  RATES  & DATA:  Space  is  available 
to  TMA  members  at  $80.00  per  column  inch  per 
month  and  listings  must  run  for  a minimum  of  six 
months.  A discount  of  5%  is  allowed  for  six 
months’  advance  payment.  New  listings,  changes, 
or  cancellations  should  be  sent  to  Diane  L. 

Bolling,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701.  Deadline  is  the  1st  of 
the  month  preceding  publication  month. 
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The  interest  shown  by  the  folks  at  Physician 


ALLERGY 


NORTH  CENTRAL  TEXAS 

Allergist  needed  to  assume  established  practice 
in  attractive  North  Central  Texas  metropolitan 
area  Enioy  excellent  life  style  with  many  social, 
cultural  and  recreational  opportunities,  good 
schools:  International  airport. 


ANESTHESIOLOGY 


NORTHEAST  TEXAS 

Busy  regional  medical  center  In  attractive,  pro- 
gressive NE  Texas  community  of  27,000  (refer- 
ral area  150,000)  seeks  BE/BC  anesthesiologist 
Modern  200-bed  hospital  with  latest  technology 
Shared  call  coverage  Strong  economy, 
excellent  schools:  many  recreational  and  social 
opportunities 


EMERGENCY  MEDICINE 


NORTHEAST  TEXAS 

Busy  regional  medical  center  In  attractive,  pro- 
gressive NE  Texas  commun.ty  of  27,000  (refer- 
ral area  150,000)  seeks  BE/BC  director  of 
emergency  services.  Modern  200-bed  hospital 
with  latest  technology.  Competitive  Income  and 
benefits.  Strong  economy,  excellent  schools: 
many  recreational  and  social  opportunities 


FAMILY  PRACTICE 


NORTHEAST  TEXAS 

Regional  medical  center  seeks  BC  family  physi- 
cians to  establish  FP  group  In  progressive  com- 
munity of  27,000  (referral  area  150,000),  Strong 
diversified  economy,  excellent  schools:  many 
recreational  and  social  opportuntles.  Modern 
hospitals.  Incentive  package,  including  assist- 
ance with  office  building 

WITHIN  ONE  HOUR  OF  DALLAS 

Two  family  physicians  seek  third  associate  for 
group  practice  near  lake  area.  Attractive,  fully 
equipped  office.  Ultra-modern  hospital.  Shared 
call,  competitive  Incentive  package  to  qualified 
physician 

NEAR  AUSTIN  AND  SAN  ANTONIO 

Community  of  5,000  (referral  area  24,000) 
seeks  board  certified  family  physician.  Shared 
call  with  two  other  family  physicians:  OB  need- 
ed. Financially  sound.  30-bed  hospital  offering 
competitive  Incentive  package  to  qualified 
physician, 

EAST  TEXAS 

Community  of  approximately  3,500  (referral 
area  14,000)  seeks  board  certified  family  physi- 
cian Shared  call  with  two  board  certified  physi- 
cians No  OB  Financially  sound,  48-bed  hospital 
in  community.  Recreational  mecca:  hunting, 
fishing,  water  sports.  Competitive  incentive 
package  to  qualified  physician. 


DALLAS 

Established  fee-tor-service  practice  available 
for  assumption.  Full  scope  of  family  medicine, 
except  OB  Average  gross  $320K  -i-  annual- 
ly Bilingual  (Spanish)  skills  helpful  Retiring 
physician  will  introduce.  Financing  available  to 
qualified  candidate 

WEST  TEXAS 

Two  board  certified  family  physicians  seek 
third  associate  for  busy  practice  OB  prefer- 
red Friendly  town,  good  schools.  Within  35 
minutes  of  larger  city.  Very  lucrative  financial 
situation.  Excellent  for  pilot  physician, 

PANHANDLE 

Texas  community  of  8,000  (referral  area 
16,000)  seeks  BC  FPs  for  group  One  young 
BC  physician  recently  recruited,  available  for 
call  sharing.  New  hospital  under  construction. 
Sound  economy,  good  schools,  airport. 
Generous  incentive  package  including  Income 
guarantee,  relocation,  office  space,  more. 

SOUTH  TEXAS 

Within  one  hour  of  San  Antonio  — south  Texas 
community  seeks  BE/BC  family  practitioner. 
This  modern  medical  center  has  a service  area 
of  20,000  OB  Is  available,  but  not  required. 
Hunting,  fishing  (fresh  and  salt  water)  and 
other  recreational  activities  abound  in  this 
area.  Forty-two  bed  hospital  will  offer 
generous  Incentive  package  to  qualified  can- 
didate. 


GENERAL  SURGERY 


PANHANDLE 

Community  of  8,000  (referral  area  16,000) 
seeks  board  certified  general  surgeon.  Near- 
by surgeon  available  for  call  sharing  New 
hospital  under  construction  Sound  economy: 
good  schools:  airport.  Generous  incentive 
package  including  Income  guarantee,  reloca- 
tion allowance,  office,  more. 

SW  LOUISIANA 

Community  of  approximately  3,000  (referral 
area  6,000)  seeks  BE  / BC  general  surgeon 
This  friendly  community  Is  located  within  20 
minutes  of  a large  metropolitan  area  and  is 
ideally  suited  for  a hunter  and/or  fisherman. 
Generous  Incentive  package  to  qualified  can- 
didate. including  Income  guarantee,  relocation 
allowance,  office  and  more. 


INTERNAL  MEDICINE 


EAST  TEXAS 

Two  BC  internists  seek  compatible  associate 
for  group  practice  in  community  of 
approximately  12,000  (referral  area  50,000) 
Shared  call  and  overhead  Ultra-modern, 
100-bed  hospital  Attractive  community:  many 
social  and  recreational  opportuntles  One  hour 
from  Dallas  Competitive  Incentive  package 


Resource  Network  was  very  much  appreciated  by  my 
wife  and  me  at  a time  when  we  needed  not  only  pro- 
fessional expertise,  but  understanding  and  encour- 
agement, as  well.  It  was  apparent  to  us  that  our  best 
Interest  was  most  Important  to  them.” 

Don  Wikoff,  M.D.  (Urologist) 
Paris,  Texas 


WEST  TEXAS 

Five  American  trained,  board  certified  internists 
seek  compatible  associate  for  busy  group  prac- 
tice In  Texas  community  of  100,000  + . Office 
adiaceni  to  modern  250-bed  hospital  Excellent 
call  arrangement,  salary  and  benefits.  Full 
associate  status  in  second  year 

NORTHEAST  TEXAS 

Medical  staff  of  regional  medical  center  seeks 
board  certified  internist  Shared  call  with  other 
internists  Office  adjacent  to  modern  200-bed 
hospital  Progressive,  family-oriented  com- 
munity w/strong,  diversified  economy:  excellent 
schools.  Many  social  and  recreational  oppor- 
tunities. Generous  incentive  package 


NEUROLOGY 


NORTHEAST  TEXAS 

Regional  medical  center  serving  150,000  seeks 
BE/BC  neurologist  for  associate  practice  (or 
solo  sharing  call)  with  BC  neurologist.  Pro- 
gressive, family-oriented  community  with 
strong,  diversified  economy,  excellent  schools. 
Many  social  and  recreational  opportunities. 
Generous  incentive  package  to  qualified 
physician 


OBSTETRICS  / GYNECOLOGY 


EAST  TEXAS 

Recently  trained,  board  certified  OB/GYN  seeks 
compatible  associate  for  practice  in  communi- 
ty of  approximately  1^000  (referral  area 
50,000)  Shared  call  and  overhead.  Ultra- 
modern, 100-bed  hospital  Attractive  commun- 
ity: many  social  and  recreational  opportunities 
One  hour  from  Dallas,  Competitive  incentive 
package. 


ORTHOPEDIC  SURGERY 


EAST  TEXAS 

Board  certified  orthopedic  surgeon  seeks  com- 
patible associate  for  practice  in  community  of 
approximately  12,000  (referral  area  50,000), 
Shared  call  and  overhead  Well-equipped,  ultra- 
modern, 100-bed  hospilal  Attractive  communi- 
ty: many  social  and  recreational  opportunities. 
One  hour  from  Dallas  Competitive  incentive 
package  to  qualified  physician. 

EAST  TEXAS 

Medical  staff  of  100-bed  hospilal  seeks  ortho- 
pedic surgeon  tor  referral  area  of  approximately 
50,000  Attractive  community  of  14,000  with 
strong,  diversified  economy  Excellent  fishing 
and  hunting  One  hour  from  Dallas.  Competitive 
incentive  package  to  qualified  physician. 


OTOLARYNGOLOGY 


EAST  TEXAS 

Community  of  approximately  12,000  (referral 
area  50,000)  seeks  board  certified  ENT  to 
establish  service.  Ultra-modern,  100-bed 
hospital  Young,  well-trained  medical  staff  sup- 
portive of  new  physician  Attractive  communi- 
ty: many  social  and  recreational  opportunities 
One  hour  from  Dallas.  Hospital  offering  com- 
petitive incentive  package  to  qualified  physician 


NORTH  DALLAS 

Medical  staff  of  modern  hospital  in  Dallas 
suburb  seeks  board  certified  ENT  Good 
demographics  for  sound  patient  base 
Excellent  opportunity  Hospital  will  sponsor 
competitive  Incentive  package  to  qualified  can- 
didate 


PEDIATRICS 


NORTHEAST  TEXAS 

Dynamic  group  of  American  trained,  BC 
pediatricians  seek  fourth  associate  for  group 
practice  in  attractive  community  of  27,000 
(referral  area  150,000).  Progressive,  family- 
oriented  community  with  strong,  diversified 
economy:  excellent  schools.  Social  and 
recreational  opportunities  abound  Modern 
hospitals  Shared  call:  excellent  income  and 
benefits,  early  partnership, 

FORT  WORTH,  TEXAS 

Medical  staff  in  well  established  metroplex 
hospital  seeks  BE/BC  pediatrician  to  establish 
nucleus  of  single  specialty  group  Solo  prac- 
tice option  also  available  Competitive  incen- 
tive package  from  hospital  and  medical  staff 
support  will  be  offered  to  qualified  candidates. 


PULMONARY  MEDICINE 


WEST  TEXAS 

Five  man  group  of  American  trained,  board 
certified  internists  seeks  compatible 
pulmonary  medicine  associate.  Community  of 
100,000-1-  Office  adjacent  to  modern 
250-bed  hospital  Shared  call,  excellent 
income  and  benefits  Full  associate  status  in 
second  year. 


DIAGNOSTIC  RADIOLOGY 


NORTHEAST  TEXAS 

Busy  radiology  group  seeks  fourth  associate 
All  modalities,  including  MRI  and  interven- 
tional Comprehensive  benefits  package  and 
early  partnership  Attractive,  progressive  com- 
munity of  27,000  with  strong,  diversified 
economy:  excellent  schools  Many  social  and 
recreational  opportunities. 

NORTH  CENTRAL  TEXAS 

Medical  staff  and  hospital  located  in  attrac- 
tive rural  community  90  miles  from  Fort  Worth 
(population  15,000)  seek  BC/BE  radiologist  to 
perform  full  range  of  diagnostic  radiology, 
ultrasound  and  nuclear  medicine  Area  known 
for  recreational  activities,  e g,  hunting,  fishing 
and  fresh  water  diving.  Generous  incentive 
package  is  available  to  qualified  physician. 


RHEUMATOLOGY 


NORTHEAST  TEXAS 

Medical  staff  of  regional  medical  center  seeks 
board  certified  rheumatologist  to  establish  ser- 
vice in  referral  area  of  at  least  150,000  Refer- 
rals from  six  orthopedic  surgeons  and 
approximately  90  other  physicians  in  the  com- 
munity Strong  economy,  excellent  schools: 
many  recreational  and  social  opportuntles 
Modern  hospitals.  Generous  incentive  pack- 
age. to  qualified  physician. 


Classified  Advertising 


OPPORTUNITIES  AVAILABLE 


Academic/Government 

Associate  Director — Family  Practice  Residency  Program 

new  university  and  community  based  family  practice  program 
is  seeking  a residency  trained,  board  certified  family  physician 
to  join  our  spirited  and  dedicated  faculty  as  a full-time  mem- 
ber. Responsibilities  include  in-patient  and  out-patient  teach- 
ing, educational  program  development  and  administrative  du- 
ties. Attractive  salary  and  benefit  package.  Please  send  CV  to 
Harold  T.  Pruessner,  M.D.,  Chairman.  Department  of  Family 
Practice  and  Community  Medicine.  University  of  Texas  Medi- 
cal School  at  Houston,  6431  Fannin,  Room  6.100,  P.  O.  Box 
20708,  Houston,  Texas  77225.  The  University  of  Texas  Health 
Science  Center  at  Houston  is  an  Equal  Opportunity  Employer. 
Women  and  minorities  are  encouraged  to  apply. 

Medical  Director  of  Family  Practice/Occupational  Health 
Faculty  Office — Medical  Director  is  needed  lor  an  expanded 
office  for  the  comprehensive  care  of  private  patients  which 
also  includes  employee  and  student  health  of  the  University  of 
Texas  Health  Science  Center  at  Houston.  The  office  will  be 
the  model  office  for  training  of  family  physicians  in  a newly  ini- 
tiated family  practice  residency  program  and  clinical  research 
by  the  department.  Attractive  salary  and  benefit  package. 
Please  send  CV  to  Harold  T.  Pruessner.  M.D.,  Chairman,  De- 
partment of  Family  Practice  and  Community  Medicine,  Uni- 
versity of  Texas  Medical  School,  6431  Fannin,  Room  6.100, 
P.O.  Box  20708,  Houston,  Texas  77225.  The  University  of 
Texas  Health  Science  Center  at  Houston  is  an  Equal  Oppor- 
tunity Employer.  Women  and  minorities  are  encouraged  to 
apply. 

Predoctoral  Director — The  Department  of  Family  Practice 
and  Community  Medicine,  University  of  Texas  Medical  School 
at  Houston,  has  immediate  opening  for  a residency  trained, 
board  certified  family  physician  for  the  position  of  Predoctoral 
Director.  Duties  include  teaching,  curriculum  development,  re- 
search and  direct  patient  care  in  an  established  family  prac- 
tice department  with  graduate  and  undergraduate  programs. 
Applicants  should  send  credentials  and  CV  to  Harold  T.  Pru- 
essner, M.D..  Chairman,  Department  of  Family  Practice  and 
Community  Medicine,  University  of  Texas  Medical  School  at 
Houston,  6431  Fannin.  Room  6.1090,  P.O.  Box  20708,  Hous- 
ton. Texas  77225.  The  University  of  Texas  Health  Science 
Center  at  Houston  is  an  Equal  Opportunity  Employer.  Women 
and  minorities  are  encouraged  to  apply. 

Family  practice  faculty  needed — The  Department  of  Family 
Practice  and  Community  Medicine  at  the  University  of  Texas 
Medical  School  at  Houston  is  seeking  board  certified  family 
physicians  for  clinical  faculty  positions.  The  clinical  skills 
needed  are  for  the  comprehensive  practice  of  family  medicine 
and  for  teaching  of  medical  students  and  family  practice  resi- 
dents. Attractive  salary  and  benefit  package.  Please  send  CV 
to  Harold  T.  Pruessner.  M.D..  Chairman,  Department  of  Fam- 
ily Practice  and  Community  Medicine,  University  of  Texas 
Medical  School  at  Houston,  6431  Fannin,  Room  6.100,  P.O. 
Box  20708,  Houston,  Texas  72225.  The  University  of  Texas 
Health  Science  Center  at  Houston  is  an  Equal  Opportunity 
Employer.  Women  and  minorities  are  encouraged  to  apply. 

Lubbock  State  School — Staff  physician  with  current  Texas 
license.  Excellent  benefits:  40-hour  workweek,  malpractice 
protection,  paid  holidays,  vacation/sick  accruals,  retirement, 
tax  sheltered  Income  program.  Salary  negotiable,  includes 
augmentation.  Contact  Liz  Smitten,  Director  Human  Re- 
sources. Lubbock  Slate  School.  P.  0.  Box  5396,  Lubbock,  TX 
79417-5396.  806  763-7041.  EOE. 


Emergency  Medicine 

Needed:  Emergency  physicians.  North  Central  Texas  area, 
full  and  part-time.  For  an  ^plication  call  817  336-8600  or 
write  Emergency  Medicine  Consultants,  PA;  1525  Merrimac 
Circle,  Suite  107,  Fort  Worth,  Texas  76107. 

Emergency  Physician — Local  Houston  ER  group  needs  ex- 
perienced ER  physician.  Fee-for-service  with  guarantee. 
Contact  Greater  Houston  Emergency  Physicians  Associates, 
P O.  Box  7445,  Houston,  Texas  77248;  713  869-6235. 

San  Angelo — Outstanding  opportunity  in  minor  emer- 
gency/family  practice  clinics.  Guaranteed  $100,000  for  4-day 
week,  13  hr.  days,  50  weeks/year.  Profit  sharing  above  guar- 
antee. Contact  Wayne  Williams.  MD,  915  942-8611,  Sham- 
rock Clinics,  4208  College  Hills,  San  Angelo.  Texas  76904. 

Texas:  Emergency  Medicine,  Dallas/Fort  Worth  and  East 
and  West  Texas — Full-time  and  part-time  positions  available 
with  EmCare,  a progressive  physician-oriented  group  com- 
mitted to  excellence  in  emergency  medicine.  Opportunities  in- 
clude staff  and  directorship  positions,  in  high  volume.  Level  1 
Trauma  Centers,  as  well  as  smaller  community  hospitals.  We 
offer  very  desirable  geographic  locations  including  the  Dallas/ 
Fort  Wodh  area.  East  Texas,  Amarillo,  Austin,  Abilene,  Hous- 
ton/Galveston, and  Athens.  Competitive  compensation  rates 
range  from  $86,000  to  $200,000  annually.  Positions  are  also 
available  for  primary  care  physicians  in  clinic  settings  in 
Amarillo,  and  the  Dallas/Ft.  Worth  area.  Contact  Anne  Reese 
or  Kay  Brienzi,  EmCare,  Inc.,  1717  Main  Street,  Suite  5200, 
Dallas,  Texas  75201 ; 800-527-21 45  or  21 4 761-9200. 


TEXAS  MEDICUS,  P.A. 
HOUSTON,  DALLAS  & NORTH  TEXAS 

Texas  Medicus  is  currently  seeking 
physicians  interested  in  emergency 
medicine  positions  throughout  Texas. 

If  interested  please  call 
1-800-486-3763 


17-physician  muiti-speciaity  group  need  services  of  an 

experienced  physician  to  do  2 to  4 nights  a week  of  emer- 
gency room  duty  in  a small  to  medium  sized  emergency  room. 
Most  weekends  off.  Excellent  guaranteed  salary  and  benefits. 
Relocation  allowance  available.  Please  send  CV  to:  Malone 
and  Hogan  Clinic,  Personnel  Department,  1501  West  11th 
Place,  Big  Spring,  Texas  79720,  or  call  Penny  Phillips,  Admin- 
istrator, 915-267-6361. 

TEXAS:  Full-time  and  part-time  emergency  department 
positions  available  at  224  bed  hospital.  Recreational  area 
north  of  Dallas.  Excellent  compensation  including  malpractice 
insurance.  Benefit  package  available  to  full-time  physicians. 
Contact:  Emergency  Consultants,  Inc.,  2240  S.  Airport  Blvd, 
Room  29,  Traverse  City,  Ml  49684:  1-800-253-1795  or  in 
Michigan  1-800-632-3496. 

Southern  California — Full  time  urgent  care  physician,  BP/ 
BC  in  primary  specialty.  Modern  attractive  clinic,  with  diversi- 
fied case  load.  Excellent  consultative  back  up.  High  hourlies, 
profit-sharing,  paid  malpractice.  Contact  Jane  Dressier,  Cali- 
fornia Emergency  Physicians,  2101  Webster  Street,  Suite 
1050,  Oakland,  CA  94612,  800-842-2619. 

Austin,  Texas — Physician  full  or  part-time,  flexible  schedul- 
ing, minor  emergency  center.  Send  CV  to:  PO  Box  10155, 
Austin,  TX  78766-0155. 

TEXAS,  Greenville:  Emergency  Medicine  Directorship  and 
full-time  staff  position  available,  located  approximately  40 
miles  northeast  of  Dallas.  Greenville  has  a population  of 
25,000  and  affords  a relaxed  country  atmosphere.  Beautiful 
new  Emergency  Department  in  136-bed  facility  with  annual 
ED  volume  of  approximately  15,000.  Attractive  compensation 
package  with  hourly  guarantee  and  fee-for-service  arrange- 
ment, professional  liability  insurance  provided.  Excellent 
health,  life,  disability  package  available  to  full-time  indepen- 
dent contractors.  Directorship  provides  attractive  monthly 
stipend.  Contact  Bernadette  Kypke  or  Kay  Brienzi,  EmCare, 
Inc.,  1717  Main  Street,  Suite  5200,  Dallas,  Texas  75201. 
800  527-2145  or  214  761-9200. 


Family/General  Practice 

Excellent  opportunity  for  family  practitioner  in  Hamlin, 
Texas,  a community  of  over  3,000  population  with  a large 
drawing  area.  Modern  clinic  and  well  equipped  twenty-five 
bed  hospital.  Unique  compensation  package.  Enjoy  a more 
relaxed  life  style  in  West  Texas.  Contact:  Chuck  Latham,  Ad- 
ministrator, Hamlin  Memorial  Hospital,  R O.  Box  387,  Hamlin, 
Texas  79520;  915  576-3646. 

Beaumont-Family  Physician — A busy,  well-established, 
board-certified  Family  Physician,  in  Beaumont,  is  now  seek- 
ing a BC/BE  associate  to  join  his  expanding  practice.  Flexible 
financial  arrangements.  There  are  also  two  group  opportuni- 
ties available.  Send  your  CV  to;  Manager,  Professional  Rela- 
tions, Dept.  II-4A,  P.  0.  Box  1438,  Louisville,  KY  40201-1438. 


PHYSICIAN  WANTED 

*F/T  Family  Practitioner  with  Texas  License; 

BE  BC  Preferred  Hospital  In-Patient  Care  on 
a Rotational  Basis 

*No  Financial  Investment  Necessary 
‘Very  Competitive  Salary 

The  Facility  is  located  in  a very  pleasant  community 
(Population  18,000)  at  the  loot  of  the  Texas  Hill 
Country,  70  miles  southwest  of  San  Antonio. 

Send  CV  with  references  to:  Executive  Director, 
Uvalde  County  Clinic,  Inc.,  1009  Garner  Field  Rd., 
Uvalde,  Texas  78801.  EOE 


Well-established  reputable  multispecialty  clinic  is  seek- 
ing a family  practice  physician,  preferably  American  gradu- 
ate. Clinic  located  in  a thriving  industrialized  area  30  minutes 
from  Houston  and  15  minutes  from  Galveston.  Close  prox- 
imity to  excellent  educational  facilities,  universities,  colleges 
and  recreational  areas.  May  begin  immediately.  Excellent  sal- 
ary, income  proportional  to  effort.  Please  forward  C.V.  or  con- 
tact Dr.  Cochrane,  Beeler-Manske  Clinic.  P.  O.  Box  3333, 
Texas  City,  Texas  77592-3333:  409  948-8521  (Collect). 

Locum  Tenens — Family  Practice.  Experienced.  AAFP. 
ABFP.  Quality  Professional  Liability  Insurance.  Competitive 
rates.  References.  Nuway  Health  Services,  4 Lakefront 
Shores,  Athens.  Texas  75751. 214  677-5302. 


Family  Practice/Internist  opportunities  located  in  Abilene 
and  San  Antonio.  Both  are  out-patient  clinics  with  Monday- 
Friday  8 a.m. — 5 p.m.  schedules.  No  weekends  or  holidays. 
No  hospital  responsibility.  Approximately  25-30  patients  are 
scheduled  by  appointment  each  day.  Guaranteed  rate  of  re- 
imbursement plus  monthly  overage  based  on  volume.  Yearly 
CME  allowances,  low  cost  occurrence  malpractice  insurance 
and  assistance  with  relocation.  For  more  information  contact 
Ben  Hatten,  Spectrum  Emergency  Care,  Inc.,  P.  O.  Box 
27352,  St.  Louis.  MO  63141,  1-800-325-3982  ext.  3004. 

San  Antonio,  Texas — A BC/BE  Family  Physician  is  needed 
to  join  a large,  multi-specialty  group  that  provides  prepaid 
medical  services  to  over  55,000  subscribers  in  greater  San 
Antonio.  Competitive  salary,  36-hour  work  week  and  excellent 
benefits.  For  more  information,  send  your  curriculum  vitae  to: 
Gordon  Crawford,  Manager,  Professional  Relations,  Dept. 
II-4B.  P.  O.  Box  1438,  Louisville,  KY  40201-1438.  Or  call 
TOLL-FREE  1-800-626-1590. 

Family  Physician  Needed  at  new  clinic  between  Tyler  and 
Dallas.  No  OB,  No  hospital  call.  50  hour  week-Guarantee 
$100,000  first  year.  Malpractice  paid.  Partnership  available. 
Affiliated  with  Mother  Frances  Hospital  in  Tyler.  For  informa- 
tion call  Marty  Jenkins,  Morris  Medical  Clinic,  214  567-4841. 

Denton  State  School — Has  immediate  opportunity  for  a full 
time  Staff  physician.  Excellent  benefits.  Please  submit  re- 
sume in  confidence  to  Denton  State  School,  P.  O.  Box  368, 
Denton,  TX  76202-0368  or  contact  Claudia  at  817  387-3831, 
ext.  3374  or  Linda  at  ext.  3381 . Equal  Opportunity  Employer. 


locum  tenens: 

“the  Interim  solution” 

hy  make  a long-term 
commitment  before  you 
really  want  to?  Until  you’re  ready 
to  “sign  on  the  bottom  line’’... 
enjoy  freedom,  flexibility,  and 
professional  satisfaction  as  a 
PRN  locum  tenens  physician. 
Call  us  toll-free  for  details. 

The  PRN 

Physicians 

of  Texas 
1-800-531-1122 


A general  practice,  family  practice  or  internal  medicine 

physician  needed  to  be  added  as  a second  physician  for  the 
Industrial  and  Family  Medicine  Clinic  of  Our  Lady  of  the  Lake 
Regional  Medical  Center.  Baton  Rouge.  Louisiana.  This  grow- 
ing walk-in  clinic  serves  industrial  clients  and  other  diverse 
family  patients.  The  position  offers  a nice  compensation  pack- 
age with  additional  benefits.  Inquiries  may  be  made  to  Foster 
A.  Sanders,  M.D.,  Medical  Director  at  504  765-7000.  Position 
to  be  filled  immediately.  Send  curriculum  vitae  to  Dr.  Foster 
Sanders,  7777  Hennessey  Blvd.,  Medical  Plaza,  Suite  404, 
Baton  Rouge,  LA  70808. 

Available  Immediately:  Unexpected  vacancy  in  fully 
equipped  office.  Family  Practice  or  Internal  Medicine.  Central 
Texas,  Universal  City.  Send  resume  to:  P.  O.  Box  852,  San 
Marcos,  TX  78666 

Primary  Care  Doctors  Needed  Immediately:  for  Dallas/Fort 
Worth  area,  Houston  and  Austin  areas  and  other  desirable  lo- 
cations in  Texas.  For  further  information  contact:  Jerry  Lewis, 
The  Lewis  Group,  1227  N.  Valley  Mills,  Suite  200,  Waco.  TX 
76710.  1-800-666-1377, 

Family  Practice — Many  excellent  practice  opportunities  in 
several  metro  and  urban  locations  throughout  Texas  and  in 
Louisiana.  For  details  call  Dr.  Bush  713  683-2056.  Health 
Care  Specialties  Group,  2600  N.  Loop  West,  Suite  620,  Hous- 
ton, TX  77092. 


Internal  Medicine 

Expanding  17-physiclan  multi-specialty  group  has  excel- 
lent opportunity  for  an  Inlernisl.  We  offer  a high  first-year  sal- 
ary in  addition  to  benefits  with  no  lirst-year  expenses.  If 
interested,  send  CV  to  Malone  and  Hogan  Clinic.  1501  West 
nth  Place,  Big  Spring,  TX  79720  or  call  Penny  Phillips,  Ad- 
ministrator at  1-800-262-6361 

Internists — Excellent  practice  opportunities  available  in  met- 
ropolitan and  suburban  areas  of  Texas.  Liberal  income  guar- 
antees and  benefits.  For  details  call  Dr.  Bush  713  683-2054 
Health  Care  Specialties  Group,  2600  N.  Loop  West,  Suite 
620,  Houston.  TX  77092. 

Internist  Wanted — to  share  active  practice.  No  investment 
required.  Benefits  and  partnership  opportunity.  Alameda  Mall- 
Clear  Lake  Area,  Houston,  TX  Send  resume  to:  Medical  Prac- 
tice. P.  O.  Box  750574,  Houston,  TX  77275-0574. 


Obstetrics/Gynecology 

Immediate  Need  for  OB  GYN-Solo  practice  with  shared  call 
coverage.  Guaranteed  income  with  outstanding  benefit  pack- 
age. Progressive  hospital  with  new.  state-of-the-art  OB  unit. 
Primary  Market  60,000;  Secondary  Market  98,000.  Excellent 
opportunity — No  HMO's.  No  PPO's,  No  Mal-Practice  Crisis. 
Reply  to  Jackie  Rowles,  300  E.  Crockett.  Cleveland,  TX 
77327.  1-800-635-0187. 

Outstanding  practice  opportunities  in  metropolitan  as  well 
as  rural  area  of  Texas.  Excellent  income  guarantees  and 
other  benefits  provided.  Call  Dr.  Bush  at  713  683-2054. 
Health  Care  Specialties  Group,  2600  N.  Loop  West,  Suite 
620,  Houston,  TX  77092. 


Pediatrics 

Pediatrician — Vacation  area  near  the  ocean  and  Mexico.  En- 
joy practice  in  a modern,  spacious,  custom  built  clinic  with  lab, 
x-ray.  Pleasant  hours,  good  beginning  salary,  ownership  pos- 
sible. Contact  Adele  Bromiley,  MD,  2335  Central  Blvd., 
Brownsville.  TX  78520:  512  546-3126. 

Pediatricians — Several  desirable  practice  opportunities. 
Northwest  and  East  Texas  locations.  $84,000  guarantee  plus 
other  benefits.  Call  Dr.  Bush  713  683-2054.  Health  Care  Spe- 
cialties Group,  2600  N.  Loop  West,  Suite  620,  Houston,  TX 
77092. 


Psychiatry 

Psychiatrist — Busy  practitioner  in  Houston,  Texas  seeking  a 
high  quality  associate,  who  possess  an  old  fashion  work  ethic. 
Outstanding  opportunity  for  right  individual.  If  interested,  send 
CV  to  David  Schnitzer.  Twelve  Oaks  Hospital,  4200  Ports- 
mouth, Houston,  Texas  77027. 


Radiology 

Expanding  17-physician  multi-specialty  group  has  excel- 
lent opportunity  for  a Radiologist  in  West  Texas  community  of 
25,000.  We  offer  a competitive  guaranteed  salary  with  no  first 
year  expenses  in  addition  to  benefits.  Moving  allowance  also 
available.  Send  CV  to:  Malone  and  Hogan  Clinic,  Personnel 
Department,  1501  West  11th  Place,  or  call.  Penny  Phillips, 
Administrator,  1 -800-262-6361 . 


Radiologist  needed  for  busy  1 72-bed  acute 
care  hospital  in  the  Dallas,  Texas  area. 
Services  provided  include  nuclear  medicine, 
CT  scanning,  ultrasound,  angiography,  and 
busy  emergency  room  in  addition  to  busy 
inpatient  load.  Outstanding  opportunity. 

Reply  To:  Ad  #746  TEXAS  MEDICINE, 
1801  North  Lamar,  Austin,  TX  78701 


Other  Opportunities 

Positions  Available-Seeking  BC'BE,  general  internist, 
HEM  ON.  PS.  endocrinologist  to  join  an  established  multi- 
specialty  (non-prepaid)  clinic  in  South  Central  Texas.  Contact 
Leroy  W.  Kitch,  Administrator,  Skinner  Clinic,  124  Dallas 
Street.  San  Antonio,  Texas  78205. 

We  have  full  and  part-time  locum  tenens  opportunities 
available  in  all  specialties  with  guaranteed  incomes  and  paid 
malpractice.  For  more  information,  contact  John  Smith, 
Locum  Tenens,  Inc.  (A  Division  of  Jackson  and  Coker),  400 
Perimeter  Center  Terrace,  Suite  760  TMLT9.  Atlanta,  GA 
30346,  telephone  1-800-544-1987. 


PRIVATE 

PRACTICE  OPPORTUNITIES 

Family  Practice 
OB/Gyn 
Otalaryngology 

CONTACT:  JACKIE  ROWLES 
300  E.  Crockett 
Cleveland,  TX  77327 
1-800-635-0187 


South  Texas  Multispecialty  Group — 10  physician  group  in 
San  Antonio.  Excellent  practice  opportunities  for  BC  BE  phy- 
sicians: OBG,  pediatrics,  FP.  Well-established  25  year  old 
practice  rapidly  expanding  into  multispecialty  group  due  to  in- 
creased patient  base.  Design  award-winning  new  facility 
offering  complete  lab,  x-ray.  family  practice,  general  surgery, 
cardiology,  PM  & R,  and  ophthalmology  services  already  es- 
tablished. Texas  licensed  and  Medicare  certified  out-patient 
surgery  center  on  site.  Enlarging  present  facility  and  will  open 
satellite  office  in  future.  Guaranteed  salary  and  competitive 
benefits  including  professional  liability,  administrative  and 
staff  support,  affiliation  with  large  community  hospitals,  and 
call  sharing  opportunities.  Requires  well-rounded  abilities  in 
both  out-patient  and  hospital  practice.  Dedication  to  high 
quality,  excellent  patient  empathy  and  communication  skills 
mandatory.  Leadership  skills  and  entrepreneurial  interest  in 
practice  desirable.  Tremendous  growth  potential.  Send  CV 
references  and  current  photo  to  Cyndi  Padilla.  Administrator. 
Gonzaba  Medical  Group,  720  Pleasanton  Road.  San  Antonio. 
Texas  78214. 

General  Surgeon — Board  Certified,  sought  to  establish  pri- 
vate practice  associated  with  99-bed  hospital  in  West  Texas 
town  of  12,000  plus.  Income  guarantee  and  other  financial  in- 
centives are  available.  Contact:  Thomas  R.  Hochwalt,  CEO. 
Cogdell  Memorial  Hospital.  Cogdell  Center.  Snyder.  TX 
79549;  915  573-6374. 


WANTED: 

Physician  willing  to  establish  a practice  of 
family  medicine,  who  is  willing  to  relocate 
to  the  Texas  Panhandle  Area.  Nice  office 
space  and  guaranteed  financial  package  is 
available.  Practice  is  located  in  Spearman, 
Texas  which  is  the  county  seat  of  Hansford 
County. 

Agriculture,  oil  and  ranching  are  the  primary 
industries.  The  school  system  is  excellent  and 
the  quality  of  life,  particularly  for  a family  is 
excellent. 

If  interested  send  C.V.  or  call  Albert 
LaRochelle,  Hospital  Administrator, 
Hansford  County  Hospital,  707  S.  Roland, 
Spearman,  TX  79081.  Phone  806-659-2535. 


We  have  Texas  opportunities  in  all  primary  care  specialties, 
excellent  quality  of  life  and  compensation.  Reply  with  CV  to: 
Medical  Support  Services,  8806  Balcones  Club  Dr..  Austin. 
TX  78750;  Office  1-800-288-7420,  24  Hr.  Fax  512-331-6741. 

Expanding  17-physician  multi-specialty  group  has  excel- 
lent opportunity  for  an  Anesthesiologist.  We  offer  a high  first- 
year  salary  in  addition  to  benefits  with  no  first-year  expenses. 
If  interested,  send  CV  to  Malone  and  Hogan  Clinic,  1 501  West 
11th,  Big  Spring,  TX  79720  or  call  Penny  Phillips,  Admin- 
istrator at  1-800-262-6361. 


EXCELLENT  PRACTICE  OPPORTUNITY, 

Two  physician  practice  looking  for  third 
partner  in  Bryan/College  Station,  Texas. 
Population  approximately  100,000  with 
drawing  area  of  250,000.  Send  curriculum 
vitae  to  Central  Texas  Heart  Center,  1301 
Memorial  Drive,  Bryan,  Texas  77802. 


College  Station — A Gastroenterologist  is  needed  to  estab- 
lish private  practice  here  in  offices  next  to  our  new  100-bed 
hospital.  Generous  financial  assistance.  For  more  information 
send  your  CV  to:  Gordon  Crawford,  Manager.  Professional 
Relations,  Dept.  II-4A,  500  West  Mam  Street,  Louisville.  KY 
40201-1438.  Or  call  TOLL-FREE  1-800-626-1590 

Needed  immediately  for  hill  country,  east  and  coastal 
Texas,  Excellent  opportunities  in  all  specialties  with  good  fi- 
nancial packages.  Contact  Practice  Dynamics,  P.  O.  Box 
821398,  Houslon,  Texas  77282.  713  531-0911,  1-800-933- 
0911. 

Invasive  Cardiologist — needed  immediately  in  several  loca- 
tions. Outstanding  benefits  with  excellent  guarantees.  Please 
call  Dr.  Bush  713  683-2054.  Health  Care  Specialties  Group, 
2600  N.  Loop  West,  Suite  620,  Houston,  TX  77092, 


OPPORTUNITIES  SOUGHT 


4 years  full-time  ER,  5 years  Family  Practice.  ACLS,  ATLS, 
APLS  certified.  Seeking  moderate  volume  ER.  Fee-for- 
service.  Rural  East  Texas.  Prefer  private  group  or  will  start. 
Currently  ER  Director  with  OA  experience.  Contact  Ad  Box 
#754,  TEXAS  MEDICINE,  1801  North  Lamar,  Austin,  TX 
78701 , 


FOR  SALE  OR  LEASE 


Medical  Equipment 

Ultrasounds — Linear,  Sector  and  Dual.  X-ray,  cell-counters 
(QBC),  chemistry  aniyz,  fiber-optic  scopes  and  much,  much 
more.  MedExchange  214  824-5040  FAX  214  823-9428, 
Buy'SeirService. 

Medical  Equipment  For  Sale:  Olympus  XQ10  gastroscope- 
as  good  as  new.  Ideal  for  office  endoscopies.  $7000.00. 
Olympus  IT20L  therapeutic  colonoscope-never  used.  Terms 
negotiable.  Call  409  774-7666. 

Antique  German  Microscope  (abt.  1920),  brass  finish,  man- 
ufactured by  Schuetz  A.G.,  Kassel,  in  original  wood  cabinet, 
with  several  lenses  and  accessories.  Functional  in  every  way. 
Great  for  display  or  use.  Also  medical  instruments  from  the 
30's  all  German/Austrian  made.  Call  21 4-239-9489  after  5 pm 
or  weekends. 

Complete  office  furnishings  and  equipment  for  sale  in- 
cluding holter  monitis,  eccho,  filing  cabinets,  waiting  area, 
typewriters  etc.  some  new.  Also  Volvo  1986  car.  Call 
915  697-9425. 

For  Sale:  Seimans  Mammomat  B.  Bennet  Mammography, 
Ausonics  Micro  Imager  1000  with  Doppler,  ADX  Analyzer, 
OEC  C-Arm,  Technicare  MCU  Ultrasound,  G.E.  RT  3000, 
G.E.  Polarix  2 C-Arm,  Medasonics  Vasculab,  complete  oph- 
thalmology suite,  R&F  rooms,  and  much  much  more.  For 
more  information  contact  MEDEXCHANGE  at  214  824-5040, 
FAX  214  823-9428  Located  at  3021  Carmel,  Dallas,  TX 
75204.  We  Also  Buyl 


Office  Space 

For  sale  or  lease:  4000  sq.  foot  medical  office  building  Seton 
vicinity  . . Austin  Retina  Associates.  Call  512  451-0236. 

Ownership  Opportunity:  50%  ownership  interest  in  4,831 
SF  medical  office  building  at  8300  Research  available  for 
under  $20,000  plus  50%  of  note  payment  and  pro-rata  share 
of  expenses.  Up  to  3,558  SF  available  for  use  by  another 
medical  professional  sharing  ownership  and  occupancy  with 
well-established  dentist.  Call  Bob  Benning  at  512  476-9900, 


Practices 

Thriving,  mature  ophthalmology  practice  in  northern 
suburb  of  Dallas-Fort  Worth  metroplex.  Fastest  growing 
county  in  area.  Well-trained  staff.  Ail  cultural  amenities.  Im- 
portant aspects  negotiable.  Seller  will  work  part-time  1-2 
years  for  smooth  transition.  If  interested,  please  send  CV  and 
any  other  pertinent  information  or  questions  in  cover  letter  to 
George  E.  Holladay,  MD,  525  Bryan  Street,  Denton,  Texas 
76201:817  383-2607 

Selling  Your  Practice?  We  offer  on-site  appraisals,  practice 
brokerage,  physician  recruiting,  and  partnership  buy-in  ser- 
vices. We  can  help  you  make  the  right  decisions.  For  a free 
brochure,  call  or  write:  Practice  Dynamics,  P.  0.  Box  821398, 
Houston,  Texas  77282:  713  531-091 1 or  1-800-933-091 1 

Family  Medical  Practices  For  Sale:  West  Central  Texas 
near  Abilene  area,  small  community,  excellent  practice: 
Dallas  Lake  Highlands  Area,  beautiful  medical  complex,  pos- 
sible associateship/buy-in.  Contact  Gary  Clinton,  Practice 
Sales- Appraisals  214  327-7765. 


PRIVATE  PRAQICE  OPPORTUNITIES 

(in  a#  specialties) 

Texas  & Sunbeft  States 


CaH  1-800-284-4560 

Houston  786-3722  R e u b e 

B r o n s t e i 


or  serxj  CV:  11140  Westheimer 
Suite  144 

Houston.  TX  77042 


& Associates 


Abilene,  Texas — Oncologist-A  well-established  and  ex- 
tremely busy  Oncologist  in  this  west  Texas  community  of 
100,000  is  now  seeking  an  associate.  Send  CV  to:  Manager. 
Professional  Relations.  Humana  Inc.,  Dept.  11-4,  500  West 
Main  Street.  Louisville.  KY  40201-1438.  Or  call  TOLL-FREE 
1-800-626-1590. 

Cardiologist — Invasive/Non-invasive  BC  BE  to  join  two  BC 
cardiologists  located  in  southwest  Houston.  Good  salary, 
fringe  benefits,  partnership  after  two  years.  Send  CV  to 
P.  McKenzie,  7737  Southwest  Fwy.,  Suite  900,  Houston,  TX 
77074. 


Very  active  family  practice  for  sale — Retiring  after  30 
years,  same  location.  Located  in  town  of  25,000-75  miles 
north  of  Dallas.  200  bed  hospital  with  excellent  consultants  in 
all  fields.  Terms  flexible.  Will  infroduce  fo  patients.  Contact  Ad 
Box  #741,  TEXAS  MEDICINE.  1801  N,  Lamar,  Austin.  TX 
78701 . 

Well-established  solo  OB-GYN  practice  in  Central  Texas 
(university  community).  600.000  collections,  no  Medicaid, 
excellent  coverage.  Office  for  sale  or  lease.  Will  introduce  to 
the  best  patients  in  Texas.  Loyal  staff  will  remain  with  practice 
if  desired.  Contact  Ad  #751 , Texas  Medicine,  1801  N.  Lamar. 
Austin,  TX  78701. 


Texas — Busy  solo  Gynecology-Family  Practice  for  sale.  Busy 
35-becl  city  hospital  and  E.R.  Can  practice  OB  if  desires.  City 
population  10,000,  good  hunting,  fishing,  twenty  minutes  to 
resort  lake.  Owner  retiring.  Very  reasonable  packages  or 
separate  deal  (house  and  practice).  Ninety-miles  from  Fort 
Worth.  Phone  817  549-7755  or  549-6103. 

Well-established,  “turn-key”  fully-equipped  family  practice 
in  high  volume  traffic  area  suitable  for  any  specialty.  Excellent 
gross,  net.  Amarillo,  Texas,  nice  small  city  (175,000)  with 
good  schools,  hospitals,  economy,  climate.  Robert  Rod- 
riguez. MD,  806  358-8213  after  6pm. 

Very  active  family  practice  for  sale — 15  years  on  same  lo- 
cation, small  town  12  miles  from  city  of  100,000  with  tertiary 
hospitals.  Excellent  consultants  in  all  fields  with  three  univer- 
sities. Contact  Gary  Clinton  214  327-7765. 


LEGAL  SERVICES 


Advertising  Rates  & Data:  Regular  classified  advertising 
sells  for  $2.00  per  word,  minimum  25  words  or  $50.,  per  issue. 
We  do  not  count  articles  (a,  an,  the).  Display  classified  adver- 
tising sells  for  $95.  per  column  inch,  per  month.  A variety  of 
typefaces,  logos  and  borders  may  be  used  in  display  classi- 
fied ads.  Ad  box  numbers  can  be  substituted  for  formal  ad- 
dresses upon  request  at  no  extra  cost.  Name  and  address  of 
ad  box  number  listings  cannot  be  given  out  unless  specific 
permission  to  do  so  has  been  given.  The  advertising  office  will 
not  contact  ad  box  number  holders  except  by  mail.  Federal 
laws  prohibit  references  to  race,  color,  religion,  sex,  natural 
origin,  or  age  unless  bona  fide  occupational  qualifications. 
Copy  deadline  is  the  1st  of  the  month  preceding  publication. 
Send  copy  to  Diane  L.  Bolling,  Classified  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


DISCIPLINARY  PROBLEMS? 

Attorney  with  1 5 years  experience  as  staff  and 
trial  attorney  (assistant  attorney  general)  for  the 
Texas  State  Board  of  Medical  Examiners  is 
now  available  to  represent  physicians  who 
have  license  or  disciplinary  problems  with  that 
agency  or  your  hospital. 

Contact;  Bill  Campbell,  Attorney  at  Law, 

7406  Potters  Trail,  Austin,  TX  78729; 
or  (512)  335-8000  (leave  message). 

LICENSED  TO  PRACTICE  BEFORE  U.S. 
SUPREME  COURT 

Not  certified  by  the  Texas  Board  of  legal  spe- 
cialization. 


BUSINESS  AND  FINANCIAL 

SERVICES 


Physician’s  signature  ioans  to  $50,000.  Up  to  seven  years 
to  repay.  No  prepayment  penalties.  Prompt,  courteous  ser- 
vice. Competitive  fixed  rate.  Physicians  Service  Association, 
Atlanta,  Georgia.  Toil  free  1-800-241-6905.  Serving  MDs  for 
over  10  years. 

Transition  Consuiting  Services — Specializing  in:  practice 
appraisal,  contract  structuring,  opportunity  assessment  and 
practice  sales  assistance.  20  years  experience  with  health 
professionals.  Lewis  Flealth  Profession  Services.  1221 
Abrams  Rd.,  Suite  31 8.  Richardson,  TX  75081 . 214  437-1 180. 


TERM  LIFE  INSURANCE 


Age  At 

First  Year 

Purchase 

Premium 

25 

$500 

30 

500 

35 

560 

40 

630 

45 

720 

50 

1220 

55 

1900 

FIRST  INTERNATIONAL  LIFE 
INSURANCE  COMPANY 


1-800-543-3289 
In  Houston  713-686-5433 


CONTINUING  EDUCATION 


FLEX-SPEX  Exam  PREPARATION— May  1990  one  week 
course,  Norfolk,  Virginia,  Emphasis  cluster  cases  new  format, 
testing  sessions.  Review  Center,  P.  O.  Box  767,  Friendswood, 
TX  77546,  713  482-8597. 


“Plant  a tree 
for  your 
tomorrow” 


JTeople  often  ask  me 
what  they  can  do  to  help  the 
environment. 

Well,  there’s  a simple  thing 
that  each  one  of  us  can  do.  Plant 
a tree. 

Trees  clean  the  air  we  breathe, 
and  help  keep  the  atmosphere 
in  balance,  which  makes  life 
possible. 

Plant  a tree  for  your  tomorrow 
...  for  your  children . . . and  for 
the  earth. 

For  your  free  brochure,  write: 
Trees  for  America,  The  National 
Arbor  Day  Foundation, 
Nebraska  City,  NE  68410. 


John  Denver  for 

I The  National 
[Aihor  Day  Foundation 
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COURSES 

Dermatology 

May  11-13,  1990 

TEXAS  DERMATOLOGlCiAL  SOCIE  lY 

MAY 

TMA  ANNUAL  SESSION  SCIENTIFIC  PROGRAMMING 

Endocrinology  and  Metabolism 

The  following  continuing  medical  education  courses  will  be  offered 
during  TMA’s  123rd  Annual  Session,  May  10—  13.  1090.  in  Corpus 

C^hristi.  Most  courses  are  scheduled  in  the  Ba\front  Plaza  Convention 

May  11,  1990 

SECTION  ON  ENDOCRINOLOGY 

Center;  others  will  be  held  in  adjacent  hotels.  For  further  information, 
contact  Dale  VCillimack,  CAE,  Director,  Department  of  Annual  Session 
and  Scientific  Programming,  TMA,  1801  N Lamar  Blvd,  Austin,  TN 

May  12,  1990 

SYMPOSRIM  ON  PI  FUITARY  DISORDERS 

^8^01  (SI 2)  -i^7-6^0-t. 

Family  Medicine 

Adolescent  Medicine 

May  11,  1990 

S3  MPOSIUM  ON  SCHOOL  HEALTH 

May  10.  1990 

TEXAS  ACADEM3'  OF  FAMILY  Pm  SICIANS  SEMINAR  Fee  S85  TAFP 
AAFP  members,  S9S  physician  nonmembers,  S30  resident  TAFP  AAFP 
members,  S-iO  resident  nonmembers 

Aerospace  Medicine 

May  11,  1990 

SECTION  ON  FAMILY  PRACTICE 

May  12.  1990 

FLYING  PED  SICIANS  ASSOCIATION  SOUTHWEST  REGION 

Gastroenterology 

Alcoholism 

May  10,  1990 

May  12,  1990 

SECTION  ON  DIGESTFV'E  DISEASES 

S\ilPOSIUM  ON  DYSFUNCTIONAL  FAMILY 

Geriatrics 

May  10,  1990 

SYMPOSIUM  ON  PRACTICE  OF  MEDICINE  & HEALTH  OF  MARRIACJE 

May  12,  1990 

SYMPOSIUM  ON  GERIAI  RICS 

Allergy  and  Immunology 

Hematology 

May  12,  1990 

SECTION  ON  ALLERGY,  ASTHMA  AND  CLINICAL  IMMUNOLOGY 

May  10,  1990 

SYMPOSIUM  ON  BLOOD  BANKING  AND  BLOOD  TRANSFUSION 

Anesthesiology 

Internal  Medicine 

May  12-13,  1990 

TEXAS  SOCIEIY  OF  ANESTHESlOl.OCilSTS 

May  11,  1990 

SECTION  ON  INTERNAL  MEDICINE 

Cardiovascular  Disease 

Legal  Medicine 

May  10,  1990 

SYMPOSIUM  ON  CARDIOVASCUIAR  DISEASES 

May  10,  1990 

SYMPOSIUM  ON  MEDICINE  AND  HIE  lAW 

Chest  Disease 

Nephrology 

May  11,  1990 

SECTION  ON  DISEASES  OF  THE  CHEST 

May  1 1,  1990 

RENAL  PED  SICIANS  OF  TEXAS  SCIENTIFIC  PROGRAM 

Colon  and  Rectal  Surgery 

Neurology 

May  12,  1990 

SECTION  ON  COLON  AND  RECITAL  SURGER3 

May  11-12,  1990 

sEcrrioN  ON  neurology 

Critical  Care  Medicine 

Neurosurgery 

May  10-12,  1990 

ADVANCED  CARDIAC  LIFE  SUPPORT  PROVIDER  COliRSE  Fee  S200 

May  10,  1990 

BASIC  LIFE  SUPPORT  FOR  PHYSICIANS.  Fee  S50 

May  11-12,  1990 

SECn  iON  ON  NEUROLOGICAL  SURCiERY 
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Nuclear  Medicine 


Surgery 


May  10,  1990  May  11,  1990 

SMVIPOSIIIM  ON  MEDICAL  ASPECTS  OF  NUCLEAR  WEAPONS  SECTION  ON  SURGERY 


May  12,  1990 

SECTION  ON  NUCLEAR  MEDICINE 

Obstetrics  and  Gynecology 

May  12,  1990 

JOINT  SESSK9N:  SECTION  ON  OBSTETRICS  AND  GYNECOLOGY  AND 
COMMITTEE  ON  MATERNAL  AND  CHILD  HEALTH 

Occupational  Medicine 

May  10,  1990 

WORKERS  COMPENSATION 
May  11-12,  1990 

SECTION  ON  OCCUPATIONAL  MEDICINE 
Oncolog)' 

May  12,  1990 
SECTION  ON  ONCOLOGY 

Ophthalmology 

May  11-12,  1990 

SECTION  ON  OPHTHALMOLOGY 

Orthopedic  Surgery 

May  11,  1990 

TEXAS  ORTHOPAEDIC  ASSOCdATION/TEXAS  SOC;iETY  OF  SPORTS 
MEDICINE  SCIENTIFIC  PROGRAM 

Otolaryngology 

May  11-12.  1990 

SECTION  ON  OTOIARYNGOLOGY 

Pathology 

May  12,  1990 

SECTION  ON  PATHOLOGY 

Pediatrics 

May  12,  1990 
SECTION  ON  PEDIATRICS 

Physical  Medicine  and  Rehabilitation 

May  12,  1990 

SECTION  ON  PHYSICAL  MEDICINE  AND  REHABILITATION 
Plastic  Surgery 
May  12-13,  1990 

SECTION  ON  PIASTIC,  RECONSTRUCTIVE,  AND  MAXILLOFACIAL 
SURGERY 

Preventive  Medicine  and  Public  Health 

May  11,  1990 

SECTION  ON  PUBLIC  HEALTH 

Psychiatry 

May  1 1,  1990 

SECTION  ON  PSYCHIATRY 
Sports  Medicine 
May  11,  1990 

SYMPOSIUM  ON  SPORTS  MEDICINE 


Urology 

May  1 1.  1990 
SECTION  ON  UROLOGY 

Other  Courses 

May  10,  1990 

SYMPOSIUM  ON  ACCESS  TO  HEALTHCARE 
May  1 1,  1990 

RISK  PREVENTION  SKILUS  WORKSHOP.  Fee  SI 95 
May  10,  1990 

EMERGENT  MANAGEMENT 
May  11,  1990 

TEXAS  TRANSPLANTATION  SOCIETY 
May  13,  1990 

THE  BASICS  OF  SEARCHING  MEDLINE.  Fee  SI 00 
JUNE 

Anesthesiology 
June  9-10,  1990 

SEVENTH  ANNLIAL  PAIN  SYMPOSIUM.  Lubbock,  Tex.  Contact  Vicki 
Hollander,  Office  of  Continuing  Medical  Education,  Texas  Tech  Univer- 
sity Health  Sciences  Center,  Lubbock,  TX  79430  (806)  743-2929 

Cardiology 

June  7-9,  1990 

CARDIOLOGY  CONFERENCE.  Lake  Tahoe,  Nev.  Fee  S3 15.  Credit 
Category  1,  AMA  Physician’s  Recognition  Award;  17.5  hrs.  Contact 
American  College  of  Cardiology,  Extramural  Programs,  Dept  5080, 
Washington,  DC  20061  5080  (301 ) 897-5400,  ext  228 

June  13—  16,  1990 

ADVANCED  ECHOCARDIOGRAPHY  AND  DOPPLER  ULTRASOUND 
1990.  San  Diego.  Fee  S455.  Credit  Category  1,  AMA  Physician’s  Recog- 
nition Award;  23.5  hrs.  Contact  American  College  of  Cardiology,  Extra- 
mural Programs,  Dept  5080,  Washington,  DC  20061-5080  (301 ) 
897-5400,  ext  228 

June  18-22,  1990 

TWO  DIMENSIONAL  ECHOCARDIOGRAPHY  AND  CARDIAC  DOP- 
PLER. Lake  Buena  Vista,  Fla.  Fee  S495.  Credit  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  27  hrs.  Contact  American  College  of 
Cardiology,  Extramural  Programs,  Dept  5080,  Washington,  DC 
20061-5080  (301  ) 897-5400,  ext  228 

Dermatology 

June  8-9,  1990 

ADVANCES  IN  SKIN  CANCER  MANAGEMENT.  San  Francisco.  Fee 
S250.  Credit  Category  1,  AMA  Physician’s  Recognition  Award;  10  hrs. 
Contact  Extended  Program  in  Medical  Education,  Registration  Office, 
Room  C-124,  University  of  California,  San  Francisco,  CA  94143-0742 

Emergency  Medicine 

June  25-29,  1990 

EMERGENCY  MEDICINE  SYMPOSIUM  III.  Hilton  Beach  and  Tennis  Re- 
sort, San  Diego.  Fee  8450,  5-day  symposium,  8300  3-day  symposium, 
8225  2-day  symposium.  Category  1,  AMA  Physician’s  Recognition 
Award,  Category  1 , American  College  of  Emergency  Physicians,  Pre- 
scribed Hours,  American  Academy  of  Family  Physicians,  Category  2-D, 
American  Osteopathic  Association.  Contact  Office  of  Continuing  Medi- 
cal Education,  University  of  California,  San  Diego,  School  of  Medicine, 
M 017,  La  Jolla,  CA  92093-0617,  (619)  534-3940 


Texas  Medicine 


Family  Practice 
June  2.  1990 

FAMll.’^  PR,\CT1CE:  Cl.INIC'.Al,  ENCOl'NTERS  1990.  I hc  University  of 
Texas  Southwestern  Medical  Center,  Dallas.  S95.  Category’  1 , AMA  Phy- 
sician's Recognition  Award;  ■■  hours,  Catntact  Freddie  Heitman,  Cain- 
tinning  Education,  UTSMC;,  S323  Uariy  Hines  Blvd,  Dallas,  TX  ■’323S 
(214)688-2166 

Obstetrics  and  Gynecology 

June  10-13,  1990 

FIFTH  ANNUAL  SOL'TH  PADRE  ISLAND  OB/CATM  SEMINAR  Sheraton 
Hotel,  South  Padre  Island,  Tex.  Contact  Vicki  Hollander,  Office  of  Con- 
tinuing Medical  Education,  Texas  Tech  University  Health  Sciences  Cen- 
ter, Lubbock,  TX  ^9-1.30  (806)  743-2929 

June  13- IS,  1990 

ISSUES  IN  PAIN  CARE.  South  Padre  Island,  Tex.  Fee  8.373.  Credit  Cate- 
gory I,  AMA  Physician's  Recognition  Award;  16  hrs.  Contact  Office  of 
Caintinuing  Medical  Education,  Scott  & White  Memorial  Hospital,  2401 
S 31st  St,  Temple,  TX  ^6308  (81~)  '’74 -t083 

June  28-30,  1990 

HIGHLIGHTS  IN  WOMEN'S  HEALTH  CARE.  Hotel  Eldorado,  Santa  Fe, 
NM.  Fee  8.373.  Credit  Categoiy  1,  AMA  Physician's  Recognition  Award; 
16  hrs.  Contact  Sharon  Stermer,  Office  of  Continuing  Medical  Educa- 
tion. Scott  & White  Memorial  Hospital,  2401  S .31st  St,  Temple,  TX 
76508  (817)  774-40'’3 

Oncology 

June  ^-8,  1990 

SEVENTH  SYMPOSIUM  ON  NUTRITION  AND  CANCER.  Clark  Clinic 
Bldg  Auditorium,  M.D.  Anderson  Cancer  Center,  Houston.  Contact  Jeff 
Rasco,  Conference  Services,  Box  131,  M.D.  Anderson  Cancer  Center, 
1315  Holcombe  Blvd,  Houston,  TX  77030  (‘^13)  792-2222 

Ophthalmology 

June  1-2,  1990 

3RD  ANNLIAL  CONTACT  I-ENS  COLIRSE.  Washington  LIniversity’  Medi- 
cal Center,  St  Louis.  Contact  Cathy  Caruso,  Office  of  Continuing  Medi- 
cal Education,  Washington  University  School  of  Medicine,  660  South 
Euclid,  Box  8063,  St  Louis.  MO  631 10  ( 1-800)  325-9862 

Otolaryngology 

June  14—16,  1990 

UPDATES  IN  OTOLAR'f'NGOLOGY.  San  Luis  Hotel,  Galveston.  Tex 
Categoiy  1,  AMA  Physician's  Recognition  Award;  14  hours.  Contact 
Martha  Berlin,  The  University  of  Texas  Medical  Branch,  Office  of  Con- 
tinuing Education  J-34,  7101  Shearn  Moody  Plaza,  Galveston,  TX 
77550  (409)  761-2934 

Pediatrics 

June  11-15,  1990 

ACUTE  CARE  PEDIATRICS.  Mariner's  Inn,  Hilton  Head  Island.  SC.  Con- 
tact Tamara  Greiner.  Baylor  College  of  Medicine,  Office  of  Continuing 
Education,  One  Baylor  Plaza,  Houston,  TX  77030  (713)  798-6020 

June  21-23,  1990 

39TH  ANNUAL  PEDIATRIC  REVIEW.  San  Luis  Hotel,  Galveston,  Tex. 
Contact  Gayle  Norris,  The  University  of  Texas  Medical  Branch,  Office 
of  Continuing  Education  J-34,  7101  Shearn  Moody  Plaza,  Galveston,  TX 
77550  (409)  761-2934 

June  21-22,  1990 

PEDIATRIC  ADVANCED  LIFE  SUPPORT.  Fee  8225.  Credit  Categoty  1, 
AMA  Physician's  Recognition  Award;  13  hrs.  Contact  Office  of  Continu- 
ing Medical  Education,  Scott  & White  Memorial  Hospital,  2401  S 31st 
St.  Temple,  TX  76508  (817)  774-3197 

Urology 

June  2-7,  1990 

BASIC  SCIENCES  FOR  UROLOGY  RESIDENTS,  University  of  Virginia. 
Charlottesville,  Va.  Fee  8.300.  Categoiy  1,  AMA  Physician's  Recognition 


Award;  10-30  hours.  Caintact  Kim  Ishee,  AUA  Office  of  Education.  6"'3(l 
W Loop  .South,  Ste  900,  Bellaire,  I'X  7740 1 (^13)  663-7300 

June  7-9,  1990 

FRONTIERS  IN  ENDO.SURGERY:  FLEXIBLE  ENDO.SCOP),  LASER  SUR 
(iERY,  AND  ENDOllROI.OfilCAL  TECHNIQUE.S  Washington  Univer 
sity  Medical  ('.enter,  St  I.oitis.  (amtact  ('athy  Caruso,  Office  of 
Continuing  Medical  Education.  Vi'ashington  University  School  of  Medi- 
cine, 660  .South  Euclid.  Bo.x  8063,  St  Louis.  MO  6,31  10  ( 1-800) 
323-9862 

JULY 

Advanced  Cardiac  Life  Support 

July  16- n.  1990 

Scott  & White  Memorial  Hospital,  Temple,  Tex.  Fee  8U^3  Credit  C.ate- 
goiy  1,  AMA  Physician's  Recognition  Award;  13  hrs.  Contact  Office  of 
Continuing  Medical  Education,  Scott  & (X'hite  Memorial  Hospital,  2a0l 
S .31st  St,  Temple,  TX  76308  (81'’)  774-.3197 

Advanced  Trauma  Life  Support 

July  12-13,  1990 

Scott  & White  Memorial  Hospital,  Temple,  Tex.  Fee  8^73.  Credit  (iate- 
goty  1,  AMA  Physician's  Recognition  Award;  1,3  hrs.  Contact  Office  of 
Continuing  Medical  Education,  Scott  & VC'hite  Memorial  Hospital,  2-i0l 

5 31st  St,  Temple,  TX  ^6308  (81^)  ^■'-1-319^ 

Obstetrics  and  Gynecology 
July  28- Aug  3,  1990 

ISSUES  IN  PRENATAL  DIAGNOSIS  AND  MANAGEMENT  Snowmass  Vil 
lage,  Colo  Fee  8473.  Credit  Categoiy  1,  AMA  Physician's  Recognition 
Award;  23  hrs.  Contact  Office  of  (xintinuing  Medical  Education.  Scott 

6 White  Memorial  Hospital,  2-i01  S 31st  St,  Temple,  TX  "’6308  (817) 
774-4083 

July  20- Aug  1,  1990 

2ND  ANNUAL  TEXAS  TECH  UNTV'F.RSm’  OB/GTO  SYMPOSIUM  Jack 
son  Hole,  Wyo.  Fee  8230.  Credit  Categoiy  1.  AMA  Physician's  Recogni 
tion  Award;  1 3 hours.  Contact  V’icki  Hollander,  Office  of  Continuing 
Medical  Education,  Texas  Tech  University  Health  Sciences  Center,  Lub- 
bock, I'X  79430  ( 806 ) 742-2929 

Oncology 

July  16-18,  1990 

MEDICAL  APPLICATIONS  (4F  lASER  IRRADIATION:  DOSIMETRY 
PROBLEMS.  Clark  Clinic  Bldg  Auditorium.  M D.  Anderson  ('ancer  (Ym- 
ter.  Houston.  Contact  Jeff  Ra,sco,  (xinference  Services,  Box  131.  M D 
Anderson  (;ancer  (Ymter,  1313  Holcombe  Blvd.  Houston,  TX  "’"'O.SO 
(713)  792-2222 

Pathology 

July  14.  1990 

PIACENTAL  PATHOLOGY  AND  lABORA'TOR)  INSPECTION  SEMI 
NAR.  Marriott  Riverwalk  Hotel,  San  Antonio,  Tex.  Credit  Categoiy  1. 
AMA  Physician's  Recognition  Award;  8 hrs.  (x)ntact  Nancy  Swinney. 
Texas  Society  of  Pathologists,  1801  N Lamar  Blvd,  Austin,  TX  "'B^Ol 
(312)  477-6704 

Sports  Medicine 

July  3-7,  1990 

8TH  ANNUAL  INNOVATIONS  IN  SPORTS  MEDICINE.  San  Luis  Hotel, 
Galveston,  Tex.  Contact  Gayle  Norris,  The  University  of  Texas  Medical 
Branch,  Office  of  Continuing  Education  J-.34,  7i()i  Shearn  Moody 
Plaza,  Galveston,  TX  77330  ( -t09 ) ^6 1 2934 

AUGUST 

Emergency  Medicine 

Aug  20-24,  1990 

EMERGENCY  MEDICINE  SYMPOSIUM  IT  U .lolla  Marriott  Hotel,  La 
Jolla,  Calif  Fee  8430,  3-day  .symposium,  8300  .3-day  symposium,  8223 
2-day  symposium.  Categoiy  1 . AMA  Physician's  Recognition  Award. 
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Contact  Office  of  Catntinuing  Medical  Education,  University  of  Califor- 
nia, San  Diego,  School  of  Medicine,  M-Ol"',  La  Jolla,  CA  92093-0617, 
(619)  33-4-3940 

General  Medicine 

Aug -4,  1990 

CANCER;  PREVENTION  AND  EARI.Y  DETECTION.  VC  estin  Hotel  Gal- 
leria, Dallas.  Eee  S93  practitioners,  830  residents  with  letter  of  verifica- 
tion. Category’  1 , AMA  Physician’s  Recognition  Award;  hours.  Contact 
Diane  Pitkin.  Continuing  Medical  Education,  St  Paul  Medical  Center, 
3909  Harry  Hines  Blvd,  Dallas  ^3233  (214)  8'^9-3'^89 

Internal  Medicine 

Aug  3-10,  1990 

NINTH  ANNUAL  INTERNAL  MEDICINE  REVIEW'  FOR  THE  PRIMARY 
CARE  PHYSICIAN.  South  Padre  Island.  Tex.  Pee  8-423.  Credit  Category' 
1,  AMA  Physician's  Recognition  Award;  23  hrs.  Contact  Office  of  Con- 
tinuing Medical  Education,  Scott  & White  Memorial  Hospital,  2401  S 
31st  St,  Temple,  TX  76308  (81'')  774-2330 

JUNE-AUGUST 

Risk  Management 

For  information  on  the  following  courses,  contact  Rosemary  Gafner, 
EdD.  Paracommunications,  Inc,  2300  City  West  Blvd,  Ste  300,  Hous- 
ton, TX  77030  (713)  789-3373 

Porensic  Obstetrics 
June  8,  1990,  Dallas 
June  23,  1990,  San  Antonio 
July  13,  1990,  San  Antonio 
July  21,  1990,  Amarillo 
July  27,  1990,  Corpus  Christ! 

Aug  10,  1990,  Harlingen 
Aug  1 3,  1 990,  El  Paso 
Aug  18,  1990,  San  Angelo 
Aug  23,  1990,  Austin 

Medico-Legal  Issues  in  Medical  Risk  Management 

June  9,  1990,  Dallas 

July  14,  1990,  San  Antonio 

July  28,  1990,  Corpus  Chri.sti 

Aug  1 1,  1990.  Harlingen 

Quality  Assurance  and  Proper  Charting  in  Medical  Risk  Management 
July  14,  1990.  San  Antonio 
July  28,  1990,  Corpus  Christ! 

Aug  1 1,  1990,  Harlingen 

Principles  Of  Medical  Risk  Management  For  Physicians 

June  8.  1990,  Dallas 

June  23.  1990.  San  Antonio 

July  13.  1990.  San  Antonio 

July  21,  1990,  Amarillo 

July  27,  1990,  Corpus  Christ! 

Aug  10,  1990,  Harlingen 
Aug  13,  1990,  El  Paso 
Aug  18,  1990,  San  Angelo 
Aug  23,  1990,  Austin 

Techniques  of  Reducing  the  Prequency  of  Medico-Legal  Lawsuits  Using 

Paracommunications  and  Neurolinguistics 

June  9,  1990,  Dallas 

June  14,  1990,  Lufkin 

June  20,  1990, Lubbock 

June  21,  1990,  San  Angelo 

July  14,  1990,  San  Antonio 

July  19,  1990,  Wichita  Falls 

July  28,  1990,  Corpus  Christ! 

Aug  1 1,  1990,  Harlingen 
Aug  16,  1990,  El  Pa.so 
Aug  23,  1990,  New  Orleans 


SEPTEMBER 

Advanced  Cardiac  Life  Support 

Sept  10-  11.  1990 

Scott  & W'hite  Memorial  Hospital,  Temple,  Tex.  Fee  8175.  Credit  Cate- 
gory 1 , AMA  Physician's  Recognition  Award;  1 3 hrs.  Contact  Office  of 
Continuing  Medical  Education,  Scott  & W hite  Memorial  Hospital,  2401 
S 31st  St,  Temple,  TX  76508  (817)  774-4083 

Advanced  Trauma  Life  Support 

Sept  13-14,  1990 

Scott  & White  Memorial  Hospital,  Temple,  Tex.  Fee  8475.  Credit  Cate- 
gory 1 , AMA  Physician’s  Recognition  Award;  1 7 hrs.  Contact  Office  of 
Continuing  Medical  Education,  Scott  & White  Memorial  Hospital,  2401 
S 31st  St,  Temple,  TX  "^OSOS  (817)  774-4083 

General  Practice 

Sept  28-29,  1990 

NEliROLOGY  POR  THE  PRIMARY  CARE  PED  SICIAN.  Hyatt  Regency 
Hotel.  San  Antonio,  Tex.  Pee  8230.  Credit  Category'  1,  AMA  Physician’s 
Recognition  Award;  1 1 hrs.  Contact  Office  of  Continuing  Medical  Edu- 
cation, Scott  & W hite  Memorial  Ho.spital,  2401  S 31st  St,  Temple,  TX 
76308  (817)  774-4083 

Internal  Medicine 

Sept  4-8,  1990 

1 3TH  ANNUAL  UPDATE  IN  INTERNAL  MEDICINE.  The  University  of 
Texas  Southwestern  Medical  Center,  Dallas.  Fee  TBA.  Credit  TBA. 
Contact  Rose  Bayles,  UTSMC,  Department  of  Continuing  Education, 
3323  Harry'  Hines  Blvd,  Dallas,  TX  73233  (214)  688-2166 

General  Surgery 

Sept  1 3,  1 990 

SURGICAL  INPECTIONS.  Grand  Kempinski  Hotel,  Dallas.  Fee  893. 
Credit  Category'  1 , AMA  Physician’s  Recognition  Award;  7 hours.  Con- 
tact Diane  Pitkin,  Continuing  Medical  Education,  St  Paul  Medical  Cen- 
ter, 3909  Harry  Hines  Blvd,  Dallas,  TX73233(214)  879-3789 

Internal  Medicine 

Sept  4-8,  1990 

13TH  ANNUAL  UPDATE  IN  INTERNAL  MEDICINE.  Dallas.  Contact 
Rose  Bayles,  Continuing  Education,  The  University  of  Texas  Southwest- 
ern Medical  Center,  3323  Harry  Hines  Boulevard,  Dallas,  TX  73234 
(214)688-2166 

Obstetrics  and  Gynecology 

Sept  13-13,  1990 

COLPOSCOPY  W'ORKSHOP.  Contact  June  Bovill,  Continuing  Educa- 
tion, The  Liniversity  of  Texas  Southwestern  Medical  Center,  3323 
Harry'  Hines  Boulevard,  Dallas,  TX  73234  ( 214 ) 688-2166 

Sept  20-21,  1990 

SEVENTEENTH  ANNUAL  PERINATAL  SEMINAR.  Scott  & White  Memo- 
rial Hospital,  Temple,  Tex.  Fee  870.  Credit  Category  1 , AMA  Physician’s 
Recognition  Award;  1 1 hrs.  Contact  Office  of  Continuing  Medical  Edu- 
cation, Scott  & W'hite  Memorial  Hospital,  2401  S 31st  St,  Temple,  TX 
76508  (817)  774-4083 

Oncology 

Sept  14-16,  1990 

PAIN  MANAGEMENT.  Houstonian  Hotel,  Houston.  Contact  Jeff  Rasco, 
Conference  Services,  Box  131,  M.D.  Anderson  Cancer  Center,  1515 
Holcombe  Blvd,  Houston,  TX  77030  (713)  792-2222 

Sept  30-Oct  4,  1990 

SEVENTH  INTERNATIONAL  LYMPHOKINE  WORKSHOP.  St  Anthony 
Hotel,  San  Antonio,  Tex.  Contact  Jeff  Rasco,  Conference  Services,  Box 
131,  M.D.  Anderson  Cancer  Center,  1515  Holcombe  Blvd,  Houston,  TX 
77030  (713)  792-2222 


Te.vrts  Medicine 


Psychiatry- 
Sept  2-1-28,  I WO 

(X)URSE  t)N  Al.CX)Ht)l.lSM.  IISAF  Regional  Hospital,  Sheppard  Air 
Force  Base,  Tex.  Credit  (iategtiry  1 , AMA  Physician’s  Recognition 
Award;  2-1  hrs.  (Contact  Ft  t'.ol  John  F.  Butler,  IISAF  Regional  Hospital, 
Sheppard S(iHMA,  Sheppard  Air  Force  Base,  FX  "’631  l-S.30()  (81"') 
8S1-2'’1‘S 

OCTOBER 

Emergency  Medicine 
Oct  26-17,  IWO 

SIXTH  ANNUAL  FMERCiENCY  MEDICINE  RI.V1E\X  San  Antonio,  Tex. 
Fee  S2S0.  Credit  Category  1,  AMA  Physician’s  Recognition  Award;  12 
hrs.  Ciontact  Office  of  Ciontinuing  Medical  Education,  Scott  & White 
Memorial  Hospital,  2-l01  S .31st  St,  Temple,  TX  ""hSOR  (Rl"”)  77-i -i083 

Gastroenterology 

Oct  3-6,  IWO 

GASTROENTEROIXXiY  UPDATE.  Westin  Hotel,  Dallas.  Contact  Rose 
Bayles,  Office  of  Continuing  Education.  The  University  of  Texas  South- 
western Medical  Center,  3.323  Harry  Hines  Blvd,  Dallas,  TX  "^3233 
(214)688-2166 

General  Practice 

Oct  19-20,  1990 

SIXTH  ANNIIAL  WOMEN’S  HEALTH  CARE.  Texas  A&M  College  of 
Medicine.  College  Station,  Tex.  Fee  SI 50.  Credit  Category  1,  AMA  Phy- 
sician’s Recognition  Award;  8 hrs.  Ciontact  Office  of  Continuing  Medi- 
cal Education,  Scott  & W hite  Memorial  Hospital,  2-i01  S 31st  St, 
Temple,  TX  76308  ( 8 1 "’ ) 774  -K)83 

Radiology 

Oct  26-28,  1990 

DIAGNOSTIC  RADlOLOCiY  UPDATE.  Doubletree  Hotel,  Dallas.  Con- 
tact Dolly  Christensen,  Dept  of  Radiology.  The  University  of  Texas 
Southwestern  Medical  Center,  3.323  Harry  Hines  Blvd,  Dallas,  TX 
^3233  (214)  590-86:3 


VIDEO  PROGRAMS  EOR  CME  CREDIT 


AMERICAN  MEDICAL  TELEVISION 

American  Medical  Television  is  shown  every’  Sunday  10  am—  12  Noon 
EST  on  the  Discovery  Channel.  Instructions  for  obtaining  Category  1 
credit  are  provided  during  the  programming.  Contact  Melissa  Shear, 
American  Medical  Association,  Divi.sion  of  Communications  and  Radio, 
Television  and  Film  Services,  3,33  N Dearborn  St,  Chicago,  IL  60610 
(312)  643-4393.  AMA  Video  Clinic  tapes  also  are  available  on  loan 
from  the  Texas  Medical  Association’s  Library.  Contact  Carolyn 
Thompson,  TMA  Library,  1801  N latmar  Blvd,  Austin,  TX  78"'01  (312) 
477-6704,  ext  193. 

April 

Apr  1,  1990,  10  am- 11  am 

AMA  VIDEOCLINIC:  IMMUNOLOGY  Category  1,  AMA  Physician’s  Rec- 
ognition Aw’ard;  2 hours 

Apr  1,  1990,  11  am-ll:.30  am 

AMA  UPDATE:  NUTRITION  IN  PREVENTIVE  MEDICINE 

Apr  1,  1990,  11:30  am- 12  noon 

AMA  SPECIAL  REPORT  ON  PRACTICE  PARAMETERS 

Apr  8.  1990,  10  am—  1 1 am 

AMA  VIDEOCLINIC:  NEW'  CONCEPTS  FOR  THE  SELECTION  OF  ANTI 
ARRITVTHMIC  AGENTS.  Category  1 , AMA  Physician’s  Recognition 
Award;  2 hours 


Apr  8,  1990,  1 1 am—  I 1:30  am 

AMA  UPDATE:  inPER'FENSlON,  A NEW  PERSPECI IVE.  Category  I, 
AMA  Physician’s  Recognition  Award;  0.3  hours 

Apr  8,  1990,  1 1:30  am—  12  noon 

AMA  SPECIAL  REPORT:  NEW'  ERON'I  IERS  IN  DlAC.NOS  l 1C  LMA(,1N( 
Apr  13,  1990,  10  am  - 1 1 am 

A.MA  SPECIAL  PRESENTA'I  ION:  DNA  PROBES  IN  FHE  PRACTKIE  OF 
MEDKXNE 

Apr  13,  1990,  1 1 am-  1 1:.30  am 
AMA  UPDATE 

Apr  13,  1990,  1 1:30  am-  12  noon 

AMA  SPECIAL  REPORT:  STD'S,  A SILENT  EPIDEMIC 

Apr  22,  1990,  10  am-  10:,30  am 

AMA  UPDATE:  THROMBOL4  TlC;  THERAP4',  AN  IMMEDIATE  RE- 
SPONSE TO  ML  Category  1,  AMA  Physician’s  Recognition  Award; 

0.3  hours 

Apr  22.  1990.  10:.30  am-  1 1 am 

AMA  UPDATE:  ADVANCES  IN  PA  I'HOGENESIS,  DIAGNOSIS  AND 
TREATMENT  OF  GALLSTONE  DISEASE.  Category  1 , AMA  Physician’s 
Recognition  Award;  0.3  hours 

Apr  22,  1990,  1 1 am-  1 1 .30  am 

AMA  SPECIAL  REPORT:  STRONG  MEDICINE 

Apr  22,  1990,  1 1:30  am—  12  noon 

AMA  SPECIAL  UPDATE:  ADVANCES  IN  THE  liNDERSTANDING  .AND 
TREATMENT  OF  ALLERGIC  RHINITIS 

Apr  29,  1990,  10  am-  10:.30  am 

AMA  SPECIAL  REPORT:  HFV  BLOOD  TEST  CtlUNSELlNG 

Apr  29,  1990,  10:,30  am—  1 1 am 
AMA  SPECIAL  REPOR'I 

Apr  29,  1990,  1 1 am-  12  noon 
W ASHINGTON  MEDICAL  ROUNDS 

TELECONFERENCE  NETWORK  OF  TEXAS 

April 

Apr  12, 1990 

SKIN  ITIMORS.  Fee  $"^3  for  I —3  people,  SIO  per  each  additional  per- 
son. Category  1,  AMA  Physician’s  Recognition  Award;  1 hour.  Contact 
Kathy  Dick,  The  University’  of  Texas  Health  Sciences  Center,  '""O.S 
Floy’d  Curl  Drive,  San  Antonio,  TX  ~828-t-“’9^8  ( 312 ) 36‘’-2"’00 

Apr  26,  1990 

OFFICE  PROCEDURES  IN  DERMATOLOGY  Fee  S-’S  for  1-3  people, 
SIO  per  each  additional  person.  Category’  1,  AMA  Phy.sician's  Recogni 
tion  Award;  1 hour.  Contact  Kathy  Dick,  The  llniv  ersity  of  Texas 
Health  Sciences  Center,  7703  Floyd  Curl  Drive,  .San  Antonio,  TX 
7828-1-7978  (312)  367-2700 

Ma-y 

May  10,  1990 

COSMETIC  DERMATOLOG’)'.  Fee  S^^S  for  1-3  people,  SIO  per  each 
additional  person.  Category’  1 , AMA  Physician’s  Recognition  Award,  1 
hour.  Contact  Kathy  Dick,  The  University  of  Texas  Health  Sciences 
Center,  7703  Floyd  Curl  Drive,  San  Antonio,  TX  •'8284-79':'8  ( 31 2 ) 
367-2700 

June 

June  7,  1 990 

OTOIAR'V'NGIC  EMERGENCIES.  Fee  S73  for  1-3  people,  SIO  per 
each  additional  person.  Category’  1,  AMA  Physician’s  Recognition 
Award;  1 hr.  Contact  Kathy  Dick,  The  University’  of  Texas  Health  Sci- 
ences Center,  7703  Floyd  Curl  Drive,  San  Antonio,  TX  ~828-i-79'’8 
(312)  367-2700 
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June  21,  1990 

TINNITUS.  Fee  S75  for  1 — 5 people,  SIO  per  each  additional  person. 
(;ategor\’  1,  AMA  Physician  s Recognition  Award;  1 hr.  Contact  Kathy 
Dick,  The  finiversity  of  Texas  Health  Sciences  Center,  7703  Floyd  Curl 
Drive,  San  Antonio,  TX  78284-7978  (512)  567-2700 

July 

July  5,  1990 

DIAGNOSIS  AND  MANAGEMENT  OE  VIRAL  HEPATITIS.  Fee  S75  for 
1—5  people,  SIO  per  each  additional  person.  Category  1,  AMA  Physi- 
cian's Recognition  Award;  1 hr.  Contact  Kathy  Dick,  The  University  of 
Texas  Health  Sciences  Center,  7703  Floyd  Curl  Drive,  San  Antonio,  TX 
78284-7978  (512)  567-2^00 

July  19,  1990 

MANAGEMENT  OE  PEPTIC  ULCER  DISEASE.  Eee  S75  for  1-5  people, 
SIO  per  each  additional  person.  Category'  1,  AMA  Physician’s  Recogni- 
tion Award;  1 hr.  Contact  Kathy  Dick,  The  University  of  Texas  Health 
Sciences  Center,  7703  Floyd  Curl  Drive,  San  Antonio,  TX  7828-4-7978 
(512)567-2700 

August 

Aug  2,  1990 

MANAGEMENT  OF  COMPLICATIONS  OF  CIRRHOSIS.  Fee  S75  for 
1-5  people,  $ 1 0 per  each  additional  person.  Category  1 , AMA  Physi- 
cian’s Recognition  Award;  1 hr.  Contact  Kathy  Dick,  The  University  of 
Texas  Health  Sciences  Center,  7703  Floyd  Curl  Drive,  San  Antonio,  TX 
78284-7978  (512)  567-2700 

Aug  16,  1990 

GALUSTONES  AND  RELATED  DISEASES.  Fee  S75  for  1-5  people,  SIO 
per  each  additional  person.  Category’  1 , AMA  Physician’s  Recognition 
Award;  1 hr.  Contact  Kathy  Dick,  The  Liniversity  of  Texas  Health  Sci- 
ences Center,  7703  Floyd  Curl  Drive,  San  Antonio,  TX  78284-7978 
(512)  567-2700 


Aug  30,  1990 

GASTROENTERITIS. Fee  $75  for  1 — 5 people,  $10  per  each  additional 
person.  Category’  1 , AMA  Physician’s  Recognition  Award;  1 hr.  Contact 
Kathy  Dick,  The  University  of  Texas  Health  Sciences  Center,  7703 
Floyd  Curl  Drive,  San  Antonio,  TX  78284-7978  (512)  567-2700 

VHS  VIDEOTAPE  PROGRAMS  FROM  THE  TMA  LIBRARY 
Following  are  recently  added  titles  to  the  Texas  Medical 
Association  Library  videotape  collection.  Contact  Carolyn 
Thompson,  TMA  Library,  1801  N Lamar  Blvd,  Austin,  TX  78701 
(512)  477-6704,  ext  195. 

BONE  MARROW  TRANSPLANTATION  OF  A PATIENT  WITH  AIDS, 
NCME  Tape  #560.  17  min.  Network  for  Continuing  Medical  Educa- 
tion, 1989. 

CHOOSING  TO  EOREGO  ARTIEICIAL  NUTRITION,  NCME  Tape  #561. 
16  min.  Network  for  Continuing  Medical  Education,  1989. 

EVALUATION  AND  MANAGEMENT  OF  PRURITUS  IN  HLV  INFECTED 
PATIENTS,  NCME  Tape  #560.  5 min.  Network  for  Continuing  Medical 
Education,  1989. 

THE  GESTATIONAL  DIABETIC  PATIENT:  IDENTIEICATION  AND 
TREATMENT,  NCME  Tape  #560.  16  min.  Network  for  (Continuing 
Medical  Education,  1989. 

HEALING  THE  HEALER;  RECOGNIZING  AND  AIDING  THE  IMPAIRED 
PHD'SICIAN,  NCME  Tape  #561.  17  min.  Network  for  Continuing  Medi- 
cal Education,  1990. 

INSULIN  THERAPY  EOR  DIABETES  MELLITUS.  GUIDELINES  EROM 
THE  AMERICAN  DIABETES  ASSOCIATION,  NCME  Tape  #562.  45  min. 
Network  for  Continuing  Medical  Education,  1990. 

A guide  to  the  use  of  insulin  for  treatment  of  both  insulin-dependent 
and  non-insulin-dependent  diabetes  mellitus.  Discusses  types,  charac- 
teristics, and  side  effects  of  insulin;  treatment  strategies  for  common 
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SCOTT&WHITE 


#4%  TEXAS  A&M  UNIVERSITY 
College  of  Medicine 


SIXTH  ANNUAL 
FAMILY  MEDICINE  REVIEW 


STOUFFER  AUSTIN  HOTEL 

AUSTIN,  TEXAS 


APRIL  18-22,  1990 

With  Discussions  of  Clinical  Topics  In 

Cardiology  Pediatrics 

Oncology  Otolaryngology 

Gynecology  Gastroenterology 

Sports  Medicine  Infectious  Diseases 

Pulmonary'  Obstetrics 


For  more  information  or  to  register,  contact:  Office  of  Continuing  Medical  Education,  Scott  and  White 
Temple,  Texas  76502,  (817)  774-4073. 


Texas  Medicine 


and  difficult  clinical  situations;  and  methods  of  physician  and  patient 
monitoring.  Category'  1,  AMA  Physician’s  Recognition  Award;  2 hours. 

UPDATE  ON  PERIPHERAL  VASC;ilIj>tR  DISEASE:  BALLOONS,  lASERS, 
AND  MECHANICAL  DEVICES,  NC:ME  Tape  #561.  15  min.  Network  for 
Continuing  Medical  Education,  1990. 


PRACTICE  MANAGEMENT  WORKSHOPS 


The  following  are  practice  management  workshops  and  seminars  spon- 
sored by  the  Texas  Medical  Association.  For  further  information,  con- 
tact the  Dept  of  Practice  Management,  Texas  Medical  A,ssociation, 

1801  N Umar  Blvd,  Austin,  TX  78'^01  (512)  477-6704, 

APRIL 

RISK  PREVENTION  SKILLS.  Category  1 , AMA  Physician's  Recognition 

Award;  1 5 hours 

Apr  3,  1990,  Midland 

Apr  4,  1990,  Dallas 

Apr  5,  1990,  Abilene 

UNDERSTANDING  AND  IMPROVING  3RD  PARIA'  REIMBURSEMENT. 

Category  1 , AMA  Physician’s  Recognition  Award;  6 hours 

Apr  10,  1990,  Austin 

Apr  1 1,  1990,  San  Antonio 

Apr  17,  1990,  Houston 

Apr  18,  1990,  Fort  Worth 

Apr  20,  1990,  Tyler 

Apr  24,  1990,  Dallas 

Apr  25,  1990,  Amarillo 

Apr  27,  1990,  Corpus  Christ! 

MAY 

RISK  PREVENTION  SKILLS.  Category  1,  AMA  Physician’s  Recognition 

Award;  1 5 hours 

May  10,  1990,  Corpus  Christ! 

May  22,  1990,  El  Paso 

JUNE 

RISK  PREVENTION  SKILLS.  Category  1 , AMA  Physician’s  Recognition 
Award;  1 5 hours 
June  4,  1990,  Tyler 
June  5,  1990,  Austin 

BASIC  ICD  9-CM  CODING 

June  4,  1990,  Austin 

June  6,  1990,  San  Antonio 

June  8,  1990,  Tyler 

June  1 1,  1990,  Corpus  Christ! 

June  12,  1990,  Houston 
June  14,  1990,  Dallas 
June  18,  1990,  Lubbock 


CALENDAR  OF  MEETINGS  ■Denotes  Texas  Meetings 


APRIL 

AMERICAN  ACADEMA’  OF  NEUROLOGY  ANNUAL  MEETING,  Miami 
Beach,  Fla,  Apr  30— May  6,  1990.  Contact  AAN,  2221  University  Ave 
SE,  Ste  335,  Minneapolis,  MN  55414  (612)623-8115 

AMERICAN  ASSOCIATION  OF  NEUROLOGICAL  SURGEONS  ANNUAL 
MEETING,  Nashville,  Tenn,  Apr  29— May  3,  1990.  Contact  AANS,  22  S 
Washington  St,  Park  Ridge,  IL  60068  (312)  692-9500 

■AMERICAN  COLLEGE  OF  OCCUPATIONAL  MEDICINE  ANNUAL 
MEETING,  Houston,  Apr  27-May  4,  1990.  Contact  ACOM,  55  W 
Seegers  Rd,  Arlington  Heights,  IL  60005  (312)  228-6850 


■TEXAS  CTIAP  I’ER,  AMERICAN  COLLEGE  OF  EMERCiENCY  PHYSI 
(TANS,  South  Padre  Island,  Tex,  Apr  26—29,  1990.  (Contact  Kathrym 
Dykgraaf,  1231  Greenway,  Ste  320,  Irving,  I’X  75038  (214)  580-0367 

AMERICAN  COLLEGE  OF  PHY  SICIANS  SCIENTIFIC  MEETING,  Chi 
cago,  Apr  26-29,  1990.  Contact  A(;P,  4200  Pine  St,  Philadelphia,  PA 
19104  ( 1-800)  523-1546 

AMERICAN  SOCIETY  OF  COLON  AND  RECTAL  SURCiEONS  SCIEN- 
TIFIC MEETING,  St  Louis,  Apr  29-May  4,  1990.  Contact  ASCRS,  800  E 
Northwest  Hwy,  Ste  1080,  Palatine,  IL  60067  (312)  359-9184 

■TEXAS  RADIOLOGICAL  SOCIETY'  ANNUAL  MEETING,  San  Antonio, 
Tex,  Apr  20-22,  1990.  Contact  Iris  Wenzel,  1801  N Lamar  Blvd,  Aus- 
tin, TX  7870 1(512)  477-6704 

■TEXAS  SURGICAL  SOCIETY  SEMI  ANNUAL  MEETING,  Galveston, 

Tex,  Apr  1 — 3,  1990.  Contact  John  W.  Roberts,  MD,  2401  S 31st  St, 
Temple,  TX  76508  (817)  774-2760 

■TEXAS  UROLOGICAL  SOCIETY’  ANNUAL  MEETING,  Lake  Texoma, 
Tex,  Apr  28—30,  1990.  Contact  Nancy  Swinney,  1801  N Lamar  Blvd, 
Austin,  TX  7870 1 (512)  477-6704 

MAY 

AMERICAN  ACADEMY'  OF  PEDIATRICS  SPRING  SESSION,  Seattle,  Apr 
28— May  3,  1990.  (Contact  Dept  of  Education,  AAP,  Box  92'’,  Elk  Grove 
Village,  IL  60009-0927  ( 1-800 ) -133-9016 

■AMERICAN  COLLEGE  OF  PHY  SICIAN  EXECUTIVES  NATIONAL  CON- 
FERENCE, San  Antonio,  Tex,  May  16-19,  1990.  Contact  ACPE,  4890  W 
Kennedy  Blvd,  Ste  200,  Tampa,  EL  33609-2575  ( 1-800)  562-8088 

AMERICAN  UROLOGICAL  ASSOCIATION  ANNUAL  MEETING,  New 
Orleans,  May  13—17,  1990.  Contact  Alice  Henderson,  6750  W Loop 
South,  Ste  900,  Bellaire,  TX  77401  ( "’1 3 ) 665-7500 

FEDERATED  AMBULATORY  SURGERY  ASSOCIATION  ANNUAL  MEET- 
ING, Anaheim,  Calif,  May  2-5,  1990.  Contact  FASA,  700  N Fairfax  St, 
Ste  520,  Alexandria,  VA  22314  (703)  836-8808 

■INTERNATIC4NAL  COLLEGE  OF  SURGECYNS  ANNUAL  MEETING,  San 
Antonio,  Tex,  May  4-5,  1990.  Contact  Amy  Fox,  1516  North  I^ike 
Shore  Drive,  Chicago,  IL  60610  (312)  ■'87-6274 

■TEXAS  ACADEMY'  OF  FAMILY  PHYSICIANS  PRE-TMA  MEETING,  Cor- 
pus Christ!,  Tex,  May  10,  1990.  Contact  Carlisle  Pearson,  8733  Shoal 
Creek  Blvd,  Austin,  TX  78766  (512)451-8237 

■TEXAS  ASSOCIATION  OF  NEUROLOGICAL  SURGEONS  ANNUAL 
MEETING,  Corpus  (Christ!,  Tex,  May  11  — 12,  1990.  Contact  Jeffrey  D. 
Cone,  MD,  714  N Polk,  Amarillo,  TX  7910''  (806)  3^3-3177 

■TEXAS  DERMATOLOGICAL  SOCIETY'  SPRING  MEETING,  Corpus 
Christi,  Tex,  May  11  — 13,  1990.  Contact  M.  Alan  Menter,  MD,  500  Sam- 
mons Twr,  Dallas,  TX  75246  (214)  826-8390 

■TEXAS  DIABETES  AND  ENDOCRINE  ASSOCIATION  ANNUAL  MEET 
ING,  Corpus  Christi,  Tex,  May  1 1,  1990.  Contact  Richard  Berger,  MD, 
7777  Forest  Ln,  Ste  4,  Dallas  752  (214)  661-7077 

■TEXAS  MEDICAL  ASSOCIATION  ANNUAL  SESSION,  Corpus 
Christi,  Tex,  May  10—13,  1990.  Contact  Mrs  Dale  Willimack,  Texas 
Medical  Association,  1801  N I,amar  Blvd,  Austin,  TX  "78701  (512) 
477-6704 

■TEXAS  NEUROLOGICAL  SOCIETY'  ANNUAL  MEETING,  Corpus 
Christi,  Tex,  May  11  — 12,  1990  Contact  Alexander  R.  Lim,  MD,  3006 
Alameda,  Corpus  Christi,  TX  78404  (512)  883- 1 73 1 

■TEXAS  OPHTHALMOLOGICAL  AS,SOClATION  ANNUAL  MEETING, 
Corpus  Christi,  Tex,  May  11  — 12,  1 990.  Contact  Iris  Wenzel,  1801  N 
Lamar  Blvd,  Austin,  TX  "78701  (512)  477-6704 

■TEXAS  ORTHOPAEDIC  ASSOCIATION  ANNUAL  MEE  TING,  Corpus 
Christi,  Tex,  May  11  — 12,  1990.  Contact  Donna  Parker,  1801  N Lamar 
Blvd,  Austin,  TX  78701  (512)  477-6704 
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■ TEXAS  PEDIA  TRIC  SOCIETY'  INTEREM  MEE  TINCi,  Corpus  C;hristi, 
Tex.  May  11  — 12,  1990.  (x)ntact  Mary  Greene,  TE\S,  1801  N Tamar 
Blvd,  Austin.  TX  ^R'^Ol  ( 5 1 2 ) 47‘^-6704 

■ TEXAS  SOCdE  IY  OF  ANESTHESIOLOGISTS  IN  TERIM  MEETING,  Cor- 
pus Christi,  Tex,  May  12-13,  1990.  Contact  Ann  Becker,  1905  N 
Lamar  Blvd,  Ste  10^,  Austin.  TX  ■'8"’05  (512)  -t "'8- 1659 

■TEXAS  SOC1ET5’  OF  PlAtSTlC  SURGEONS  ANNUAL  MEETING,  Cor 
pus  Christi,  Tex,  May  10—  1 1,  1990.  Contact  Donna  Parker,  1801  N 
Lamar  Blvd,  Austin,  TC  '^870 1 (512)  4^7-6^04 

■TEXAS  TRANSPIANTATION  SOCIETi'  INTERIM  MEETING.  Corpus 
('hristi,  Tex,  May  1 1,  1990.  Contact  Iris  Wenzel,  1801  N Lamar  Blvd, 
Austin,  TX  ^8'’0 1 (512)  -4'^^-6’0-4 

AMERICAN  UROLOGICAL  AS.SOCIATION  ANNUAL  MEETING,  New 
Orleans,  May  1 3—  17,  1990.  Contact  Alice  Henderson,  ALIA  Office  of 
Education,  6750  W Loop  South,  Ste  900,  Bellaire,  TX  ■’"'-lOl  ( "’1  3 ) 
665-7500 

JUNE 

TEXAS  ACADEM5’  OF  FAM1L5  PETLSICIANS  SUMMER  SYMPt)SIUM, 
Washington.  DC, .June  20—27,  1990.  Contact  Carlisle  Pearson,  8733 
Shoal  Creek  Blvd,  Austin,  TX  ■^H^66  ( 512  ) -t5 1-823'^ 

SOUTHERN  ORTHOPEDIC  ASSOCIATION,  Hyatt  Regency  Hotel,  Maui, 
Hawaii,  June  6—  10,  1990.  Contact  Kathy  McLendon,  Southern 
Orthopedic  Association,  35  Lakeshorc  Dr,  PO  Ih)x  190088,  Bir- 
mingham, AL  3521 9-0088  (205)945-1 848 

■TEXAS  TRANSPIAN  TATION  SOCIEIA  ANNUAL  MEETING,  Austin, 
Tex,  June  21-2-1,  1990.  Contact  Iris  Wenzel,  1801  N lamar  Blvd,  Aus- 
tin. TX  ^8‘’0 1 (512)  477-6'’0-i 
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Exclusive  endorsement  by  the 
Texas  Medical  Association 

The  Texas  Physicians’  Retirement  Plan,”  designed  exclu- 
sively for  members  by  Paine Webber/Rotan  Mosle,  is  the 
only  retirement  planning  program  endorsed  by  the 
Association.  With  a SEP  plan  you’ll  receive  these  benefits: 

• Tax-deductible  contributions. 

• Maximum  annual  contribution  of  15%  of 
compensation  up  to  $30,000  per  person. 

Tax-deferred  compounding  of  earnings. 

• Flexible  contributions. 

Superior  service  that 
simplifies  your  planning 

A PaineWebber/Rotan  Mosle  Investment  Executive, 
specially  trained  to  service  the  retirement  planning 
needs  of  Association  members,  will  work  with  you  to 
eliminate  the  confusion  and  shorten  the  process  of  retire- 
ment planning.  It  all  adds  up  to  full  service  retirement 
planning:  quality,  flexibility,  and  a cost  lower  than  you’d 
probably  find  on  your  own.  Call  today  and  find  out  how  we 
could  save  you  time  and  money. 


For  more  information  call  (800)  999-7740. 

PaineV(^bber/  ROTANMOSLE 

A Subsidiary  of  PaineWehher 


Member  SIPC 


Texas  Medicine 


According  to  the  U.S.  Department  of  Health  and  Human  Services,  animal  research  has  helped 
extend  our  life  expectancy  by  I).8  years.  Of  course,  how  you  choose  to  spend  those  extra  years  is  up  to  you 


Texas 
Society  for 
Biomedical 
Research 

P.O.  Box  28147, 


San  Antonio,  Texas  78284 


Some  hospitals  have  to 
make  up  a histoiy  like  outs. 


Timberlawn  Psychiatric  Hospital  has 
been  the  traditional  source  of  treatment  for 
mental  health  problems  among  adults, 
children  and  adolescents  since  1917.  Our 
campus,  located  on  over  30  wooded  acres  in 
Dallas,  is  designed  to  provide  an  atmosphere 
conducive  to  recovery. 

Timberlawn  offers  short-term 
inpatient  and  outpatient  treatment,  long-term 
care,  adult  and  adolescent  substance  abuse 
programs,  a health  professionals  program,  an 
executive  program,  and  residential  aftercare. 


Timberlawn  Psychiatric  Hospital  has 
been  a leader  in  psychiatry  in  Dallas  and  the 
Southwest  for  over  70  years.  For  treatment 
and  counseling,  choose  the  hospital  that  is  a 
Dallas  tradition,  Timberlawn  Psychiatric 
Hospital. 

For  your  patients'  convenience,  evaluations 
may  be  done  at  any  of  our  four  locations:  the  main 
hosvital  campus  in  Dallas,  the  Timberlawn  North 
Dallas  Center,  the  Timberlawn  Las  Colinas  Center, 
or  Timberlawn  at  The  Aerobics  Center. 


TIMBERLAWN 

PSYCHIATRIC  HOSPITAL 


A COMPREHENSIVE  CENTER 
FOR  TREATMENT,  EDUCATION 
AND  RESEARCH 


4600  Samuell  Blvd.  • P.O.  Box  11288  • Dallas,  Texas  75223  • (214)  381-7181  • 1-800-426-4944 
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Risk  management:  What  yon  know  can  HELP  you! 

28  Wlio’s  treating  this  patient,  me  or  the  cost  containment  folks? 

33  The  case  for  squeaky  clean  records 
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Charging.  Dodging.  Challenging. 
Guarding.  One  side  on  the  offensive. 
One  side  on  the  defensive. 

When  the  press  faces  off  against 
public  figures,  it  sometimes  seems  like 
a sporting  event.  But  it’s  more  serious 
than  that.  Because  often,  at  the  heart 
of  the  issue  is  the  First  Amendment. 
And  its  guarantees  of  a free  press. 

Some  say  the  rights  of  the  press 
should  be  taken  away.  They  say  the 


press  goes  too  far.  Sometimes  even  the 
press  questions  how  far  is  too  far. 

Others  say  the  rights  of  the  press 
protect  the  rights  of  the  people.  Your 
right  to  be  informed  about  things  that 
affect  your  life  and  your  right  to  decide. 

The  debate  will  continue. 

But  one  thing  is  for  sure.  You  won’t 
always  agree  with  what  the  press  has 
to  say. 

And  it’s  your  right  not  to. 


To  learn  more  about  the  role  of  a 
free  press  and  how  it  protects  your 
rights,  contact  the  First  Amendment 
Center  at  1-800-542-1600. 

If  the  press 
didn’t  tell  us, 
wiio  would? 


A public  service  message  of  The  Ad  Council  and  The  Society  of  Professional  Journalists. 


American  Physicians  Insurance  Exchange 

MALPRACTICE 

It’s  an  allegation  that  can  happen  to  anyone. 


You  don’t  have  to  stand  alone! 


We  wrote  the  book  on  malpractice  insurance. 
We  started  writing  professional  liability 
insurance  over  12  years  ago,  when  the  other 
insurance  companies  were  looking  for  a way  out. 

Why?  Because  we’re  100%  owned  and 
controlled  by  dentists  and  physicians.  We 
know  you  can’t  operate  your  practice  without 
malpractice  insurance. 


We  know  a good  insurance  company  must 
insure  all  specialties.  And  we  have  never 
settled  a claim  without  an  insured’s  written 
consent.  We  believe  that  you  shouldn’t  have 
to  stand  alone.  If  you’re  concerned  about  your 
insurance  company’s  commitment  to  you, 
give  us  a call  today. 


1301  Capital  of  Texas  Highway,  Suite  #B-300 
Austin,  Texas  78746 
(512)  328-1520 


Nationwide  1-800-252-3628 


In  San  Antonio: 

Bill  Sweet 
(512)  525-0152 


PUT  THE  TRUST  IN  US 

THAT  OTHERS  PUT  IN  YOU 


YOU  work  hard  to  maintain  the  trust  and 
confidence  of  your  patients.  We  work  just 
as  hard  to  maintain  your  trust  and  confidence. 


TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 


Created  and  endorsed  by  the  Texas  Medical  Association 


Since  1955,  TMAIT  has  arranged  for  Major 
Medical,  Life,  Disability,  Office  Overhead 
and  Personal  Accident  Insurance  for  Texas 
physicians,  their  families,  and  staff  members. 

TMAIT  offers  you  Safety,  Financial 
Stability,  Excellent  Service,  and  Reliability. 
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Coping  with  medical  liability 

For  more  than  30  years  I liave  been  involved  in  the  pursuit  of 
solutit)ns  for  the  medical  liability  problems  of  doctors.  At  the 
beginning  of  the  malpractice  insurance  crisis  in  the  19”'0s,  the 
AMA  Office  of  Cieneral  (ioimsel  authored  several  tort  reform 
measures  which  in  various  forms  were  subsequently  enacted 
in  practically  ever)  state  through  the  efforts  of  state  medical 
asst)ciations.  Much  of  this  legislation  is  m)w  the  law  of  the 
land,  although  the  legislation  to  cap  the  amount  recoverable  in 
medical  liabilin-  litigation  has  been  declared  unconstitutional 
in  several  states. 

Minor  modifications  in  tort  law  ;iffecting  medical  liabilit)’ 
have  been  enacted  in  recent  years,  but  fundamental  changes 
necessan  to  promote  the  public  interest  are  still  on  the  draw- 
ing board.  Legislation  needs  to  be  enacted  to  prevent  the 
double  dipping  that  allows  .some  injured  patients  to  recover 
medical  expenses  that  have  already  been  paid  by  government 
or  private  insurance.  Recovery'  should  be  limited  to  economic 
damages.  Large  awards  for  pain  and  suffering,  loss  of  consor- 
tium, and  the  like  should  be  eliminated.  I'hey  do  not  serve  as 
deterrents,  as  claimed  b\  plaintiff  lawyers,  but  only  to  raise  the 
cost  of  liability  insurance  which  is  eventually  paid  by  the 
public. 

An  efficient  system  for  compensating  victims  of  medical  ac- 
cidents would  call  for  prompt,  periodic  payments  of  the 
injured  party's  net  economic  lo.ss.  I'he  early  death  of  the  re- 
cipient of  a multimillion  dollar  lump  sum  award  can  produce  a 
massive  windfall  for  next  of  kin.  Also,  families  and  those  re- 
sponsible for  the  care  of  disabled  patients  often  prove  in- 
capable of  wisely  managing  a lump  sum  award,  so  that  the 
money  may  be  squandered  or  used  for  other  purposes.  Large 
settlements  and  judgments  should  be  paid  in  periodic  pay- 
ments that  cease  upon  the  death  of  the  recipient. 

Plaintiff  lawyers  customarily  charge  one  third,  and  some- 
times more,  of  the  gross  amount  of  the  recovery  before  court 
costs,  expert  witness  fees,  and  other  costs  of  litigation  are  de- 
ducted. Hie  theory  is  that  the  contingent  fee  of  a substantial 
part  of  the  recovery  will  offset  those  malpractice  claims  which 
result  in  no  recovery.  In  point  of  fact,  however,  plaintiff  law- 
yers who  .specialize  in  medical  liability'  customarily  reject  com- 
^ paratively  small  claims  of  $30, 000  or  less,  and  they  likewise 

reject  larger  claims  where  they  believe  the  chance  of  recovery 

is  slim.  ITie  vast  majority  of  medical  liability  claims  arc  settled 
either  because  the  claim  is  valid  or  settlement  is  less  costly 
than  the  costs  of  defense.  Fewer  than  5%  of  all  claims  arc  tried 
to  verdict,  (ionsidering  that  out-of-court  settlements  in  some 
states  have  reached  highs  of  more  than  S3  million,  and  judg- 
ments in  litigation  have  exceeded  $10  million,  it  is  time  for 
legislatures  and  the  courts  to  clo.sely  scrutinize  attorney’s  fees 
for  rea.sonableness.  .Million-  and  multi-million-dollar  settle- 
ments and  verdicts  for  totally  disabled  victims  of  medical  acci- 
dents can  produce  uncon.scionable  contingent  fees. 

Obviously,  the  most  effective  way  to  resolve  the  problems 
linked  to  medical  liability  is  to  avoid  medical  mishaps  wher- 
ever possible.  Lhis  concept  has  taken  hold  and  doctors  and 


hospitals  nationwide  are  now  cc^nducting  seminars  and  confer- 
ences to  promote  better  patient  care  by  applying  recognized 
principles  of  risk  management.  More  than  ever  before,  doctors 
of  all  ages  are  participating  in  continuing  medical  education. 
Most  doctors  today  are  routinely  performing  surgical,  medical, 
and  diagnostic  procedures  that  were  unknown  when  they  at- 
tended medical  school  or  trained  as  residents. 

New  medical  procedures  provide  new  areas  of  practice 
where  mistakes  may  occur  and  where  even  some  established 
medical  .specialists  may  find  that  they  have  insufficient  expe- 
rience to  deal  with  unexpected  complications.  The  medical 
profession  is  meeting  the  challenge  of  modern  technology 
through  incrca.sed  emphasis  on  continuing  education  and  peer 
review.  Physicians  are  more  aware  of  their  responsibility  to  the 
public  and  the  profession  to  provide  meaningful  peer  review 
in  the  hospital  setting,  even  when  dealing  with  colleagues  who 
are  clo.se  friends.  In  brief,  effective  risk  management  proce- 
dures, continuing  medical  education,  and  peer  review  are  top 
priorities  that  are  now  aggressively  pursued  by  organized 
medicine. 

In  Texas,  placing  a cap  on  the  amount  that  may  be  recov- 
ered in  a tort  action  based  upon  negligence  has  been  declared 
to  be  unconstitutional.  Caps  can  be  justified  only  when  there  is 
no  need  to  prove  negligence,  as  in  worker’s  compensation  leg- 
islation. In  my  opinion  the  establishment  of  a sy.stem  of  limited 
compensation  for  the  victims  of  certain  designated  medical 
mi.shaps,  but  not  for  all  iatrogenic  injuries  irrespective  of  fault, 
is  .socially  desirable.  Further,  I believe  we  should  dispense  with 
proof  of  negligence  in  situations  where  experience  has  demon- 
strated that,  with  rare  exceptions,  juries  find  that  the  defendant 
doctor  was  negligent.  For  example,  no-fault  legislation  would 
be  appropriate  for  birth-related  neurological  injuries  caused  by 
the  deprivation  of  oxygen,  or  mechanical  injury  occurring  in 
the  course  of  labor,  delivery,  or  resuscitation  in  the  immediate 
post-delivery  period,  which  renders  the  infant  permanently 
and  substantially  mentally  and  physically  impaired.  Compensa- 
tion should  be  limited  to  economic  damages.  There  should  be 
a cap  on  the  amount  of  future  damages,  full  payment  for  pre- 
trial damages  to  encourage  early  settlements,  and  provision  for 
periodic  payments  to  cease  upon  the  death  of  the  recipient. 
Limitations  upon  attorneys’  fees  .should  be  included. 

I want  to  thank  Rae  Vajgert,  managing  editor,  and  Rocky 
Wilcox,  TMA  general  counsel,  for  letting  me  join  them  as  a 
gue.st  editor  in  producing  this  issue  of  Texas  Medicine  devoted 
to  risk  management,  and  also  for  the  opportunity  to  express 
my  views  on  tort  reform. 

BERNARD  D.  HIRSH,  JD 

\X  ildman,  Marrold.  Allen  & Dixon,  22S  West  Wacker  Drive,  Cihieago,  IL  60606. 
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Risk  management  objective 
is  to  prevent  mistakes 

Risk  management  is  concerned  with  judgment  errors  and  criti- 
cal omissions;  it  involves  more  than  peer  review  to  catch  the 
mistakes  of  colleagues.  The  objective  is  to  prevent  mistakes. 

We  are  grateful  to  our  guest  editor,  Bernard  D.  Hirsh,  JD, 
and  the  attorneys  in  the  TMA  Office  of  the  General  Counsel  for 
their  assistance  in  the  production  of  this  issue  of  Texcis  Medi- 
cine devoted  to  medical  risk  management.  Our  purpose  is  not 
to  instruct  in  the  nuances  of  the  law  pertaining  to  medical  pro- 
fessional liability,  but  to  call  attention  to  practices  which  have 
resulted  in  preventable  malpractice  claims.  Win  or  lose,  medi- 
cal liability  claims  are  costly  and  involve  situations  in  which 
patients  are  dissatisfied  with  doctors’  services,  with  or  without 
justification. 

A preventable  medical  maloccurrence  may  be  due  to  the 
negligence  of  the  physician  or  other  health  care  professional, 
or  the  failure  of  the  patient  to  communicate  or  follow  instruc- 
tions. As  lawy  ers  are  often  involved  in  the  process  of  determin- 
ing responsibility  for  bad  outcomes,  they  can  assist  in  medical 
risk  management  programs.  However,  development  of  effective 
patterns  for  successful  medical  risk  management  is  primarily 
the  task  of  the  medical  profession — those  who  are  licensed 
and  trained  to  practice  medicine. 

At  the  request  of  the  Texas  Medical  Association  the  legis- 
lature has  supported  the  medical  profession’s  risk  management 
activities.  It  has  provided  financial  incentives  for  physicians  to 
participate  in  risk  management  programs  by  establishing  an  in- 
surance premium  discounting  system.  This  system  requires  ad- 
mitted medical  liability  insurance  carriers — the  Texas  Medical 
Liability  Trust  and  the  Texas  Medical  Liability  Insurance  Under- 
writing Association  (JUA ) — to  discount  their  premiums  to 
physicians  who 

— Provide  10%  or  more  “charity  care  or  services,”  as  de- 
fined by  HB  18*,  and 

— Maintain  a $100,000/8300,000  professional  liability  in- 
surance policy,  and 

— Apply  for  the  discount  30  days  before  the  term  of  the 
policy,  and 


•To  qualify,  a physician  must  render  “charity  care  or  services  ' in  at 
least  10%  of  his  or  her  patient  encounters  during  the  policy  year  in 
which  the  claim  was  made.  The  care  or  services  must  be  under; 

a.  The  Indigent  Health  Care  and  Treatment  Act  (Article  4-t38f,  Ver- 
non's Texas  Civil  Statutes ); 

b.  I'he  Medicaid  program  under  (;hapter  32,  Texas  Human  Re- 
sources C;ode; 

c.  The  Maternal  and  Infant  Health  Improvement  Act  (Article  -t-r-tTy, 
Vernon's  Texas  Civil  Statutes  ); 

d.  The  Chronically  111  and  Disabled  Children  Services  Act  (Article 
4419c,  Vernon's  Texas  fiivil  Statutes );  or 

e.  A contract  with  a migrant  or  community  health  center  that  re- 
ceives funds  under  42  IJSC  2S3b  and  254c. 


— Complete  15  hours  of  qualified  continuing  education  in 
risk  reduction  and  patient  safety  subjects  related  to  the 
health  care  professional's  practice  during  the  term  of  the 
policy. 

State  policy  encourages  physicians  to  redouble  their  efforts 
in  incorporating  risk  management  principles  into  their 
practices. 

Texas  physicians  are  to  be  congratulated  tor  their  efforts  and 
interest  in  effective  risk  management.  I’he  opportunity  to  en- 
hance these  efforts  ( and  receive  immediate  financial  relict  for 
doing  so)  is  here.  Take  advantage  of  it! 

JOHN  A.  MANGOS,  MD 

Chairman,  Texas  Medicine  Editorial  Committee,  Department  of  Fediatries,  TT 
Health  Science  fienter,  Floyd  Curl  Drive,  San  Antonio,  TX  ’82«-i 


Tort  reform  is  essential 
to  protect  Texas’  legal  system 

Medical  malpractice  claims  have  created  an  important  indu.stry 
W'hosc  participants  include  insurers,  claimants,  plaintiff  and 
defense  lawyers,  and  doctors  who  offer  themselves  tor  hire  as 
expert  medical  witne.sses.  'They  share  more  than  $5  billion  an- 
nually in  insurance  premiums. 

For  the  past  15  years,  settlements  and  judgments  awarded 
by  the  courts  for  medical  professional  liability  claims  hav  e in- 
creased nearly  four  times  the  rise  in  the  consumer  price  index, 
and  insurance  premiums  have  escalated  at  least  correspond- 
ingly. Occasional  lulls  in  the  upward  movement  in  the  fre- 
quency and  amount  of  claims  in  the  past  have  always  proven 
to  be  temporary. 

Tort  reform  is  necessary.  The  existing  legal  system  is  costly, 
wasteful,  unfair,  and  unpredictable.  I'he  plaintiffs'  bar  defends 
status  quo  by  saying  that  since  lay  people  lack  the  ability  to 
judge  a physician's  competence,  the  courts  ser\e  as  a sub- 
stitute for  the  marketplace  in  w eeding  out  incompetent  and 
careless  doctors.  There  is  no  evidence  to  substantiate  this  ar- 
gument. I.ay  judges  and  juries,  and  a courtroom  battle  between 
opposing  medical  experts  do  not  provide  a substitute  tor  ob- 
jective peer  review. 

Neither  is  there  merit  to  the  argument  that  elamages  tor  pain 
and  suffering  serve  to  punish  "bad”  doctors.  Such  payments  tor 
damages  punish  all  policyholders,  and  in  the  final  analysis  it  is 
the  public  who  pays  through  higher  health  care  fees,  and  in 
the  case  of  government  health  care  programs,  througli  taxes. 

Sensible  tort  reform  requires  that  plaintiffs  who  are  injured 
as  a result  of  medical  negligence  should  be  fairly  compensated 
for  their  actual  economic  losses.  Awards  for  future  economic 
damages  .should  be  made  during  the  projected  life  of  the  plain- 
tiff and  cea.se  upon  death  in  order  to  avoid  unearned,  ticx-free 
windfalls  to  survirors.  Legal  fees  and  payments  to  expert  medi- 
cal witnes.ses  should  be  fairly  regulated  as  should  their  qualifi 
cations  to  test  iff'. 
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It  is  not  enough  to  invalidate  agreements  to  pay  medical  ex- 
perts or  treating  physicians  an  amount  for  their  services  that  is 
contingent  upon  the  outcome  of  litigation.  Such  agreements 
should  be  dealt  with  as  misdemeanors  under  an  appropriate 
statute. 

Trial  court  fact-finding  is  the  toughest  part  of  the  judicial 
function.  It  is  here  that  courthouse  government  is  least  satis- 
factory’. It  is  here  that  most  of  the  very  considerable  amount  of 
judicial  injustice  suffered  by  physicians  defending  against  al- 
leged malpractice  occurs.  It  is  here  that  tort  reform  is  sorely 
needed  to  protect  the  Texas  legal  system  from  hired  guns  from 
out-of-state  who  earn  a livelihood  as  professional  medical  wit- 
nesses while  hiding  their  bias  and  advocacy  under  academic 
credentials. 

MAX  C:.  BUTTER,  MD 

Prcsidcnl.  Texas  Medical  Association,  1801  N l^mar  Blvd,  Austin.  TX  78701 


Should  the  jury  be  eliminated 
in  malpractice  suits? 

Would  doctors  fare  better  if  malpractice  claims  were  adjudi- 
cated by  a government  agency,  similar  to  a worker’s  compensa- 
tion commission,  instead  of  trial  by  jury'? 

ITie  vast  majority'  of  medical  profe.ssional  liability'  claims  are 
settled  or  otherwise  dispo.sed  of  before  or  during  trial  and  do 
not  reach  the  jury’.  The  experience  of  a major  law  firm  that  has 
defended  doctors  in  133  jury'  trials  that  have  gone  to  verdict 
over  a period  of  10  years  indicates  that  physician-defendants, 
generally,  are  treated  fairly  by  juries.  In  most  cases,  doctors 
represented  by’  the  firm’s  lawy  ers  were  absolved  of  charges  of 
negligence  even  in  instances  where  patient  injuries  were  ,so  se- 
vere that  a finding  of  negligence  by  the  jury’  could  have  sup- 
ported a multimillion  dollar  verdict. 

From  june  1979  to  June  1989,  lawy  ers  in  the  firm  tried  133 
jury'  ca,ses  that  went  to  verdict.  A jury'  found  the  defendant 
doctor  not  guilty  in  102  cases  and  guilty'  in  26  cases;  a hung 
jury'  unable  to  reach  a verdict  occurred  in  five  cases. 

In  14  ca,ses  where  the  plaintiff  demanded  a settlement  of 
SI  million  to  more  than  S5  million,  the  jury  brought  in  a ver- 
dict of  not  guilty'  for  the  physician.  Of  the  26  cases  in  which 
the  jury’  returned  a verdict  for  the  plaintiff,  the  jury'  awarded 
the  plaintiff  less  than  the  demand  for  settlement  in  24  cases, 
and  slightly  more  than  plaintiff’s  settlement  demand  in  two 
cases. 

In  .seven  cases  where  the  jury’  awarded  amounts  ranging 
from  SI  million  to  nearly  S5  million,  the  jury’s  verdict  was  less 
than  the  plaintiff s demand  and  in  one  case  slightly  more  than 
the  plaintiff^s  demand.  All  of  these  cases  involved  severe  and 
painhil  injury’  requiring  round-the-clock  lifetime  nursing  care 
and  substantial  evidence  of  negligence.  In  seven  cases  in  which 
settlement  offers  of  55,000  to  5100,000  were  made  on  behalf 
of  the  defendants,  the  jury’  returned  not  guilty’  verdicts. 


I'he  jury’  experience  of  one  law  firm  in  defending  malprac- 
tice claims  obviously  cannot  be  assumed  to  be  a statistically 
valid  sample  of  all  lawy  ers  engaged  in  malpractice  defense.  But 
even  allowing  for  a wide  range  of  differing  legal  experience  in 
defending  medical  liability  claims,  the  experience  of  even  one 
major  law  firm  in  handling  a large  volume  of  claims  over  a 10- 
year  period  indicates  that,  generally,  juries  are  not  biased 
against  doctors.  An  exception  may  exist  in  situations  where 
there  is  substantial  evidence  of  negligence,  and  injuries  require 
lifetime  nursing  and  medical  care.  In  these  situations,  juries  are 
swayed  by  a rule  of  sympathy. 

Perhaps  a government  agency  or  administrative  law  judges 
adjudicating  medical  liability  claims  might  be  more  temperate 
than  juries  before  making  multimillion  dollar  damage  awards. 
However,  attorneys  who  do  defense  work  in  areas  of  the 
law  where  administrative  bodies  adjudicate  claims  complain 
that,  statistically,  defendants  lose  more  often  than  they  are 
vindicated. 

DONALD  P.  WILCOX,  JD 

(icneral  Coun.scl,  Tcxa.s  Medical  Association,  1801  N Lamar  Blvd,  Austin,  TX 
7870 1 - 


Distinguished  legal  expert 
is  issue’s  guest  editor 

Guest  Editor  Bernard  D.  Hirsh,  JD,  provided  legal  advice  to  the 
American  Medical  Association’s  policymaking  bodies  for  more 
than  30  years;  for  more  than  20  of  those  years  he  was  the  asso- 
ciation's general  counsel.  Texas  Medicine  is  extremely  fortu- 
nate to  have  such  a distinguished  legal  expert  as  guest  editor 
for  this  special  issue  on  risk  management. 

In  the  mid  1970s,  Mr  Hirsh  directed  the  development  of  the 
AMA  tort  reform  model  legislative  package,  which  served  as 
the  basis  for  legislative  reform  in  the  50  states  later  in  that 
decade. 

He  is  an  honorary'  fellow  of  the  American  College  of  Legal 
Medicine  and  the  first  honorary  member  of  the  American  So- 
ciety of  Medical  As.sociation  Counsel.  He  is  of  counsel  to  the 
firm  of  Wildman,  Harrold,  Allen  & Dixon,  Chicago,  which 
handles  many  medical  liability  cases  across  the  country  for 
major  insurers. 

The  editors  are  grateful,  too,  for  the  extensive  contributions 
of  Donald  P.  ( Rocky  ) Wilcox,  Texas  Medical  Association  Gen- 
eral Counsel,  and  his  staff,  toward  the  success  of  this  issue. 

RAF  VAJGER'T 

Managing  Lditor,  Texas  Medicine.  Texas  Medical  Association,  1801  N laimar  Blvd, 
Austin.  TX  78701 
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170  Reasons  To  Come  To  Houston,  Texas 


Excellent  opportunities  exist  to  join  our  established,  multi-specialty  group  located  in  the  heart 
of  the  Texas  Medical  Center.  With  over  35  specialties  and  170  physicians  utilizing  several 
hospitals,  this  well-respected  group  offers  a competitive  benefits  and  salary  compensation 
package  which  includes  an  incentive  bonus  program  based  on  performance.  Houston  is  the 
nation's  fourth  largest  city  and  offers  many  advantages,  including  affordable  housing,  excellent 
schools,  colleges  and  universities,  and  a vibrant  cultural  atmosphere. 


Current  openings  include: 


Orthopedics 
Internal  Medicine 

Radiology 


Family  Practice 
Allergy 

OBIGYN 


Urology 


Occupational  Medicine 


Send  your  letter  and  CV  in  confidence  to: 


r 


^ 

Sandra  Vega 

Physician  Recruitment  Services 
Kelsey-Seybold  Clinic,  P.A. 

1709  Dryden,  18th  Floor 
Houston,  Texas  77030 
800-231-6421 

^ J 


An  Equal  Opportunity  Employer 
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You  know  you’re  Past  President 
when  . . . 

You  know  you’re  Past  President  of  Texas  Medical  Association 

when: 

— you  glance  at  your  TMA  charge  card  and  find  it  has 
expired. 

You  know'  you’re  Past  President  when: 

— your  TMA  FAX  machine  has  been  idle  for  four  months  ex- 
cept for  one  hilarious  cartoon  which  a staff  member  has  sent 
you,  and  TMA  calls  and  asks  you  to  carry’  the  FAX  machine 
across  town  to  the  new  chairman  of  TMA  Board  of  Trustees. 

\ ou  know  you’re  Past  President  when: 

— you  call  TMA  and  the  one  answering  asks,  “How  did  you 
spell  your  name  again?”  (Yep,  all  this  has  happened! ) 

You  know’  you’re  Past  President  when: 

— someone  calls  your  office  and  says  your  dedicated  TMA 
telephone  line  has  been  discontinued — and  by  the  way,  will 
you  disconnect  your  modem  and  printer  and  computer  and 
bring  them  with  you  next  time  you  come  to  Austin? 

You  know’  you’re  Past  President  when: 

— you  go  to  a TMA  meeting  at  a hotel,  and  instead  of  finding 
yourself  in  the  Presidential  Suite  with  a cheese  and  fruit  bas- 
ket, you  have  a nice  room  with  a thick  wide  door  into  the 
bath,  a high  sink  and  stool,  rails  on  the  walls,  and  a red  but- 
ton that  says,  “Push  for  help.” 

You  know’  you’re  Past  President  when: 

— you  sleep  better  at  night,  spend  more  time  in  your  home 
town,  get  fewer  irate  letters,  and  start  making  a living  again. 

You  know’  you’re  Past  President  when: 

— you  miss  going  all  over  the  State  of  Texas  and  meeting 
such  w’onderful  doctors  and  spouses  and  execs  and  working 
w ith  the  marvelous  TMA  staff  and  I'MA  leaders. 

And  you  know  you’re  Past  President  when: 

— people  important  to  you  tell  you  that  you’ve  done  a good 

job  as  President.  It  makes  it  all  worthwhile,  and  Lillian  and  1 
did  enjoy  it  greatly.  Thank  you! 

VAl.  F BORUM,  MD 

Past  President.  Texas  Medical  As,soeiati()n,  4701  Boulder  Run.  Port  Worth.  TX 

^6109 


Ophthalmologist  challenges 
optometrists’  cost  claims 

Organized  optometry  has  been  promoting  the  idea  that  routine 
eye  examinations  can  be  done  more  cheaply  by  optometrists 
than  by  medical  doctors.  To  advance  these  claims,  a couple  of 
studies  are  being  distributed  from  a unit  of  the  State  College  of 
Optometry,  State  University  of  New  York.  You  may  expect  the 
promotion  to  appear  in  Texas. 

The  claim  of  inexpensiveness  may  in  fact  be  true,  but  it 
overlooks  the  differences  between  an  optometric  examination 
and  a comprehensive  medical  eye  examination — as  well  as  the 
considerable  savings  that  result  from  correct  initial  diagnosis 
by  a medical  doctor  and  prompt  medical  treatment. 

Viewed  from  a broad  perspective,  every  physician  recog- 
nizes that  these  claims  of  cost  savings,  involving  eye  care  in 
this  instance,  ignore  those  areas  frequently  overlooked  when 
any  type  of  medical  examination  or  treatment  is  proposed  by 
nonmedical  health-care  workers.  Professional  medical  care  is 
an  economy,  both  in  financial  terms  and  for  the  overall  welfare 
of  the  patient. 

BRUCE  E.  SPfVEY,  MD 

Executive  Vice  Pre.sident,  American  Academy  of  Ophthalmology,  65S  Beach 
Street,  PO  Box  7424,  San  Francisco,  CA  94120-7424. 


I say  ‘measles,’ 
you  said  ‘rubeola’ 

The  word  “rubeola”  was  recently  used  in  Texas  Medicine 
(page  19,  January'  1990)  to  discuss  management  of  measles 
outbreaks. 

“Measles”  is  the  preferred  term,  used  alone  and  unqualified. 

( The  “other”  disease  is  ““rubella” — completely  different  words 
for  different  diseases ).  ITie  words  rubeola  and  rubella  are 
too  similar,  and  lead  to  confusion.  Indeed,  those  who  speak  ro- 
mance languages  use  the  term  rubeola  for  what  we  call 
rubella — and  they  invented  the  words! 

In  summary,  we  should  forget  old  synonyms  and  help  en- 
lighten the  health  professions  as  well  as  the  lay  public. 

ARIEL  J.  THOMANN,  MD 

Kciscy-Seybold  Clinic,  PA,  NASA/Johnson  Space  Center,  Mail  Code:  SD  22.  Hous- 
ton, TX  ^70S« 
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Because  safety 

cannot  be  taken  for  granted 

in  H2-antagonist  therapy 


Minimal  potential  for 
drug  interactions 

Unlike  cimetidine  and  ranitidine,' 
Axid  does  not  inhibit  the  cytochrome 
P-450  metabolizing  enzyme  system 

Swift  and  effective 
H2-antagonist  therapy 

■ Most  patients  experience 
pain  relief  with  the  first  dose^ 

■ Heals  duodena!  ulcer 
rapidly  and  effectively"'^ 

■ Dosage  for  adults  with  active 
duodena!  ulcer  is  300  mg  once  nightly 
(150  mg  b.i.d.  is  also  available) 

References 
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AXID® 

nizatidine  capsules 

Brief  Summary.  Consult  the  package  literature  tor  complete 
Information. 

Indications  and  Usage:  l.  Active  duodenal  ulcer-toi  up  to  eight  weeks 
of  treatmenl  Most  patients  heal  within  four  weeks. 

2.  Maintenance  therapy -lor  healed  duodenal  ulcer  patients  at  a 
reduced  dosage  ol  1 50  mg  h.s.  The  consequences  of  therapy  with  Axid 
for  longer  than  one  year  are  not  known. 

Contraindication:  Known  hypersensitivity  to  the  drug.  Use  with  caution 
in  patients  with  hypersensitivity  to  other  Hj-receptor  antagonists. 
Precautions:  Generai-I.  Symptomatic  response  to  nizatidine  therapy 
does  not  preclude  the  presence  ol  gastric  malignancy. 

2.  Dosage  should  be  reduced  in  patients  with  moderate  to  severe 
renal  insufficiency. 

3.  In  patients  with  normal  renal  function  and  uncomplicated  hepahc 
dysfunchon,  the  disposition  of  nizatidine  is  similar  to  that  in  normal 
subjects. 

Laboratory  Tests -False-positive  tests  for  urobilinogen  with  Multistix* 
may  occur  during  therapy. 

Drug  Interacbons -No  interactions  have  been  observed  with  theophyl- 
line, chlordiazepoxide.  lorazepam,  lidocaine,  phenytoin,  and  warfarin.  Axid 
does  not  inhibit  the  cytochrome  P-450  enzyme  system,  therefore,  drug 
interacbons  mediated  by  inhibition  of  hepatic  metabolism  are  not  expected 
to  occur.  In  pabents  given  very  bigh  doses  (3,900  mg)  of  aspirin  daily, 
increased  serum  salicylate  levels  were  seen  when  nizatidine.  150  mg 
b.i.d.,  was  administered  concurrently. 

Carcinogenesis.  Mutagenesis,  Impairment  ol  Fertility -A  two-year  oral 
carcinogenicity  study  in  rats  with  doses  as  high  as  500  mg/kg/day 
(about  80  bmes  the  recommended  daily  therapeutic  dose)  showed  no 
evidence  ol  a carcinogenic  effect  There  was  a dose-related  increase  in 
the  density  of  enterochromaffin-like  (ECL)  cells  in  the  gastric  oxyntic 
mucosa.  In  a two-year  study  in  mice,  there  was  no  evidence  of  a 
carcinogenic  effect  in  male  mice,  although  hyperplastic  nodules  of  the 
liver  were  increased  in  the  high-dose  males  as  compared  with  placebo. 
Female  mice  given  the  high  dose  of  Axid  (2.000  mg/kg/day.  about  330 
limes  the  human  dose)  showed  marginally  statistically  significant 
increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  ol  the  other  dose  groups.  The  rate  ol 
hepabc  carcinoma  in  the  high-dose  animals  was  within  the  historical 
conbol  limits  seen  for  the  strain  of  mice  used.  The  female  mice  were 
given  a dose  larger  than  the  maximum  tolerated  dose,  as  indicated 
by  excessive  (30%)  weight  decrement  as  compared  with  concurrent 
conbols  and  evidence  of  mild  liver  injury  (transaminase  elevabons).  The 
occurrence  of  a marginal  finding  at  high  dose  only  in  animals  given 
Axid*  (nizabdine.  Lilly) 


an  excessive  and  somewhat  hepatotoxic  dose,  with  no  evidence  of  a 
carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day.  about  60  times  the  human  dose),  and  a negative 
mutagenicity  battery  are  not  considered  evidence  ot  a carcinogenic 
potential  lor  Axid. 

Axid  was  not  mutagenic  in  a bahery  ol  tests  performed  to  evaluate  its 
potential  genetic  toxicity,  including  bacterial  mutation  tests,  unxheduled 
DNA  synthesis,  sister  chromatid  exchange,  mouse  lymphoma  assay, 
chromosome  aberration  tests,  and  a micronucleus  test 

In  a two-generation,  perinatal  and  postnatal  ferblity  study  in  rats,  doses 
of  nizabdine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the 
reproducbve  performance  of  parental  animals  or  their  progeny. 

Pregnancy -Teratogenic  Elfects- Pregnancy  Category  C-Oral  repro- 
ducbon  studies  in  rats  at  doses  up  to  300  bmes  the  human  dose  and  in 
Dutch  Belted  rabbits  at  doses  up  to  55  times  the  human  dose  revealed 
no  evidence  ol  impaired  fertility  or  teratogenic  effect;  but,  at  a dose 
equivalent  to  300  times  the  human  dose,  heated  rabbits  had  aborbons, 
decreased  number  ol  live  fetuses,  and  depressed  fetal  weights.  On  intra- 
venous administration  to  pregnant  New  Zealand  White  rabbits,  nizabdine 
at  20  mg/kg  produced  cardiac  enlargement  coarctation  of  the  aorbc 
arch,  and  cutaneous  edema  in  one  fetus,  and  at  50  mg/kg,  it  produced 
ventricular  anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly, 
and  enlarged  heart  in  one  letus.  There  are,  however,  no  adequate  and 
well-conholled  studies  in  pregnant  women.  It  is  also  not  known  whether 
nizatidine  can  cause  fetal  harni  when  administered  to  a pregnant  woman 
or  can  affect  reproducbon  capacity.  Nizabdine  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to 
the  fetus. 

Nursing  Mof/iers-Studies  in  lactating  women  have  shown  that 
0.1%  of  an  oral  dose  is  secreted  in  human  milk  in  proporbon  to  plasma 
concentrabons.  Because  of  growth  depression  in  pups  reared  by  healed 
lactabng  rats,  a decision  should  be  made  whether  to  disconbnue  nursing 
or  the  drug,  taking  into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  (Tse-Satety  and  etfecbveness  in  children  have  not  been 
established. 

Use  in  Elderly  Pafienfs-Healing  rates  in  elderly  patients  were  similar 
to  those  in  younger  age  groups  as  were  the  rales  ot  adverse  events  and 
laboratory  test  abnormalihes.  Age  alone  may  not  be  an  important  factor 
in  the  disposition  ol  nizatidine.  Elderly  patients  may  have  reduced 
renal funcbon. 

Adverse  Reactions:  Clinical  hials  of  varying  durations  included  almost 
5,000  pabents.  Among  the  more  common  adverse  events  in  domesbc 
placebo-conholled  hials  ot  over  1,900  nizatidine  patients  and  over  1,300 
on  placebo,  sweating  (1%  vs  0.2%),  urbcaria  (0.5%  vs  <0.01%),  and 
somnolence  (2.4%  vs  1.3%)  were  significantly  more  common  with 
nizatidine.  It  was  not  possible  to  determine  whether  a variety  ol  less 
common  events  was  due  to  the  drug. 

Axid*  (nizabdine,  Lilly) 


Hepatic -HegaloceWuiai  injury  (elevated  liver  enzyme  tests  or  alkaline 
phosphatase)  possibly  or  probably  related  to  nizatidine  occurred  in  some 
pabents.  In  some  cases,  there  was  marked  elevabon  (>500  lU/L)  in  SGOT 
or  SGFT  and,  in  a single  instance,  SGPT  was  >2,000  lU/L  The  incidence 
of  elevated  liver  enzymes  overall  and  elevabons  ol  up  to  three  times 
the  upper  limit  of  normal,  however,  did  not  signibcanby  diher  from  that 
in  placebo  patients.  Hepatitis  and  jaundice  have  been  reported.  Ail 
abnormalihes  were  reversible  after  disconbnuation  of  Axid. 

Cardiovascular -\i\  clinical  pharmacology  studies,  short  episodes 
ot  asymptomatic  ventricular  tachycardia  occurred  in  two  individuals 
administered  Axid  and  in  three  unhealed  subjects. 

C/VS- Rare  cases  ol  reversible  mental  confusion  have  been  reported. 

Endocnne-CImical  pharmacology  studies  and  conholled  clinical  hials 
showed  no  evidence  ot  antiandrogenic  activity  due  to  nizatidine 
Impotence  and  decreased  libido  were  reported  with  equal  hequency  by 
pabents  on  nizatidine  and  those  on  placebo.  Gynecomasha  has  been 
reported  rarely. 

Hematologic -Fatal  thrombocytopenia  was  reported  in  a patient 
heated  with  nizatidine  and  another  Hj-receptor  antagonisL  This  patient 
had  previously  experienced  ffirombocytopenia  while  taking  other  drugs. 
Rare  cases  of  thrombocytopenic  purpura  have  been  reported. 

/nfegumen/a/- Sweating  and  urticaria  were  reported  significantly 
more  frequently  in  nizabdine-  than  in  placebo-heated  pabents.  Rash  and 
exfoliabve  dermatitis  were  also  reported. 

Hypersensitivity -As  with  other  H;-receptor  antagonists,  rare  cases  ol 
anaphylaxis  following  nizatidine  administration  have  been  reported 
Because  cross-sensitivity  among  this  class  has  been  observed,  H2-receptor 
antagonists  should  not  be  administered  to  those  with  a history  of  hyper- 
sensitivity to  these  agents.  Rare  episodes  of  hypersensibvity  reacbons 
(eg,  bronchospasm,  laryngeal  edema,  rash,  and  eosinophilia)  have  been 
reported. 

Otber-Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was 
reported.  Eosinophilia,  fever,  and  nausea  related  to  nizabdine  have  been 
reported. 

Overdosage:  Overdoses  ot  /Lxid  have  been  reported  rarely.  If  overdosage 
occurs,  activated  charcoal,  emesis,  or  lavage  should  be  considered  along 
with  clinical  monitoring  and  supportive  therapy.  Renal  dialysis  for  four 
to  six  hours  increased  plasma  clearance  by  approximately  84%. 
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TMA  IN  ACTION 


TMA  appeals  Burditt 
transfer  case  to  Washington 

Texas  Medical  Association  has  carried  its 
legal  challenge  of  the  federal  law  con- 
cerning emergency  medical  treatment 
and  active  labor  to  a US  Department  of 
Health  and  Human  Services  Appeals 
Panel  in  Washington,  DC.  'Hie  panel  is 
expected  to  rule  sometime  this  summer 
on  TMA’s  assertion  that  the  law  denies 
physicians  fair  and  objective  peer  review 
of  decisions  to  tran.sfer  emergency  pa- 
tients to  other  hospitals.  The  panel  of 
three  HHS  attorneys  met  March  6 to  hear 
the  case  on  appeal  after  an  HHS  adminis- 
trative law  judge  issued  an  unfavorable 
ruling  in  July  1989. 

The  case  revolves  around  the  HHS  In- 
spector CieneraTs  accusation  that  Victoria 
obstetrician/g\'necologist  Michael  T.  Bur- 
ditt, MD,  illegally  tran.sferred  a patient  in 

Michael  L liiintitl.  Ml),  (seated)  ret'iews  documents 
conceniinfi  bis  case  before  a US  Department  of 
Health  and  Human  Sen  ices  appeals  hoard  With  Dr 


December  1986  and  the  imposition  of  a 
820,000  fine.  Dr  Burditt  decided  to  trans- 
fer Rosa  Rivera,  an  indigent,  nonaligned, 
pregnant  woman,  from  DeTar  Hospital, 
Victoria,  to  John  Sealy  Hospital,  Gal- 
veston, because  he  feared  her  unborn 
child  was  growth-retarded  and  would 
need  more  care  than  could  be  provided 
in  Victoria.  The  chief  obstetrics  resident 
at  John  Sealy  Hospital  had  accepted  the 
transfer  and  had  given  medication  in- 
structions to  Dr  Burditt  to  administer  to 
the  patient,  Mrs  Rivera  gave  birth  in  the 
ambulance.  The  ca,se  is  the  nation’s  first 
test  of  the  law,  designed  to  prohibit  pa- 
tient “dumping”  by  requiring  hospitals  to 
provide  treatment  to  stabilize  a patient’s 
emergency  condition,  treat  the  labor,  or 
provide  an  “appropriate  transfer  ” to  an- 
other medical  facility.  The  consequences 
for  violation  include  civil  money  penal- 
ties for  both  the  ho.spital  and  its  “respon- 
sible physician.” 

TMA  leaders  have  publicly  rejected  pa- 
tient transfers  for  nonmedical  reasons, 
and  before  the  federal  law  was  enacted, 

Burditt  are  ( left  to  right)  attorneys  Donald  P. 

(Pock)  ) Wilcox.  Hugh  M Barton,  and  DeWitt  .Alsup 
( Photo  by  Anna  Ng  ) 


the  association  supported  a state  law  en- 
acted in  1985  requiring  general  hospitals 
and  licensed  physicians  to  provide  emer- 
gency treatment  regardless  of  a patient’s 
economic  status,  race,  religion,  or  na- 
tional ancestry.  But,  the  1986  federal  law 
has  been  administered  by  the  HHS  office 
of  the  Inspector  General  in  a manner  that 
avoids  the  regular  quality  review  process 
of  professional  review  organizations 
( PROS ). 

AMA  Board  of  Trustees  member  Nancy 
Dickey,  MD,  Richmond,  who  was  chair- 
man of  TMA’s  Physician-Patient  Advocacy 
Committee  at  the  time  the  group  re- 
viewed Dr  Burditt’s  case,  said,  “Certainly, 
we  are  not  advocating  transferring  for 
monetary'  purposes  or  transferring  when 
it’s  medically  inappropriate,  but  it  is  im- 
perative that  we  not  have  a process  that 
so  threatens  physicians  that  they  become 
fearful  of  transferring  patients  even  when 
it’s  in  the  patient’s  best  medical  interest.” 

TMA  has  briefed  the  Texas  Con- 
gressional delegation  on  Dr  Burditt’s 
ca.se,  and  one  of  the  state’s  foremost 
obstetrician/gy  necologists,  a leading  au- 
thority on  perinatal  tran.sfers,  has  asked 
the  federal  panel  to  consider  his  amicus 
curiae  brief  William  J.  McGanity,  MD, 
Galveston,  wrote,  “The  implication  of 
this  judgment  against  Dr  Burditt  and  the 
new  federal  tran.sfer  law  . , . will  destroy 
our  Regional  Perinatal  Program  in  South 
Past  and  East  Texas  by  in  effect  making  it 
a federal  offen.se  to  accomplish  maternal/ 
fetal  transport  of  pregnant  patients  with 
any  uterine  contractions  if  [the  patient] 
were  to  live  off  Galveston  Island.” 

Dr  McGanity  was  head  of  the  Ob- 
stetric.s/Gynecology  Department  at  John 
.Sealy  Hospital,  Galveston,  at  the  time 
Rosa  Rivera  and  her  fetus  were  accepted 
for  transfer.  He  is  director  of  The  Univer- 
sity of  Texas  Medical  Branch  Regional 
Perinatal  Program,  with  the  primary  mis- 
sion to  provide  prenatal  and  intrapartum 
medical  care  to  uninsured,  medically  in- 
digent mothers  and  their  newborn 
infants  in  a 26-county,  largely  rural  geo- 
graphic area  of  more  than  5(),()()()  .square 
miles.  The  Galveston  ho.spital  was  desig- 
nated in  1986  as  the  Texas  Maternal  and 
Infant  Health  Improvement  Act  of  1985 
Level  11  and  III  facility  for  eight  addi- 
tional counties,  including  Victoria 
County,  where  Dr  Burditt  treated  Rosa 
Rivera. 
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At  press  time,  the  panel  had  not  de- 
cided \\  hether  to  consider  Dr  MeGanin  s 
written  comments.  I'MA  has  hied  a brief 
with  the  panel  in  support  of  accepting 
the  amicus  brief,  arguing  that  this  impor- 
tant information  should  not  be  sup- 
pressed. ITie  HHS  In.spector  General  s 
attorneys  are  seeking  to  block  this  infor- 
mation from  being  considered  by  the 
panel. 

Meanwhile,  the  AMA,  Texas  Hospital 
Association,  and  California  Medical  A,sso- 
ciation  have  joined  in  the  legislative 
effort,  and  the  Children’s  Defense  Fund  is 
reviewing  the  case  and  discussing  its 
concerns  with  Health  Ciare  Financing  Ad- 
ministration Administrator  Gail  Wilen,sky, 
PhD.  Senator  Phil  Gramm  ( D Tex  ) has 
written  HHS  Secretary’  Dr  Louis  Sullivan 
and  asked  HCFA  to  remedy  TMA’s  con- 
cerns through  administrative  rules.  ITie 
as,sociation  aLso  is  working  to  obtain  sig- 
nificant changes  to  a patient  transfer  law 
that  takes  effect  July  1.  1990.  Pa,s.sed 
without  practicing  physician  input  or 
Congressional  debate,  the  new  law  pro- 
vides for  greatly  increa,sed  liability  for 
physicians,  including  “on-caH  " physi- 
cians, a “non-discrimination”  clause  to 
prevent  “reverse  dumping,  ” and  an  ex- 
panded definition  of  “stabilization  ” that, 
when  applied  to  women  in  labor,  could 
virtually  preclude  any  tran,sfers  to  terti- 
ary facilities. 

Dr  Burditt’s  4-hour  hearing  in  Wash- 
ington “was  a lot  longer  than  every  body 
expected,”  the  physician  said.  One  of  the 
points  under  debate  is  whether  the  pa- 
tient was  in  labor  at  the  time  of  the  trans- 
fer. Dr  Burditt  noted,  “The  government 
attorneys  spent  a lot  of  time  arguing 
about  statutory'  labor’  versus  medical  la- 
bor, which  seems  absolutely  ridiculous  to 
me.  1 guess  doctors  are  going  to  have  to 
carry  attorneys  around  with  them  to  an- 
swer their  legal  questions  before  they 
make  a medical  decision.” 

Dr  Burditt  has  devoted  countless  hours 
to  the  case,  which  he  could  have  ended 
with  a S2,()()0  negotiated  settlement. 

“But  that’s  tine,”  he  said.  “It’s  all  worth  it 
to  fry'  to  get  this  re.solved  to  every  body’s 
benefit.” 

He  added,  “None  of  this  would  have 
been  ptxssible  without  'I'MA.  'The  lob- 
byists and  attorneys  have  been  just 
super.” 

Jacksonville  obstetrician/gynecologist 


Tim  Field,  MD,  who  accompanied  Dr 
Burditt  and  I’MA  staff  to  Washington, 
described  the  proceedings  as  "eye- 
opening.” “It  really  hits  home  when 
you’re  sitting  in  a federal  court,  and 
they’re  deciding  what  kind  of  medical 
care  is  going  to  be  given  across  the  coun- 
try,” he  said. 

Dr  Field,  who  has  been  in  practice  4 
years,  chose  a rural  practice  because  he 
likes  the  rewards  of  providing  personal 
care.  “My  patients  know’  that  99%  of  the 
time.  I’m  going  to  be  taking  care  of 
them,”  he  said.  Looking  ahead  to  the  im 
pact  of  government  intervention  on  him 
self  and  other  young  physicians,  he 
added,  “I  have  an  as,sociate  here,  the  only 
other  OB  in  our  county,  w ho  has  been  in 
practice  many  years.  He  told  me  that  this 
case  is  in  the  back  of  his  mind,  and  that 
he’s  considering  dropping  OB.  Certainly, 

I don’t  want  to  be  left  alone  dealing  with 
it.  If  our  more  experienced  associates  are 
scared  out  of  practice,  I think  you’re 
going  to  find  a lot  of  younger  physicians 
saying.  No  way  am  1 going  to  do  this  ei- 
ther’ ITiey  re  either  going  to  change 
their  practices  or  they’re  going  to  move 
into  big  groups  in  the  cities  like  a bunch 
of  sheep.  It’s  already  happening.  ITiere 
are  very’  few’  people  who  want  to  be  out 
in  a rural  practice.” 

Dr  Field  has  been  an  active  member  of 

Jacksonville  ohstetrician/fi^ynecologist  Tim  T'ielil. 
MD.  listens  to  attorneys  disemsiny  Dr  Michael 
liurititt's  aTTeal  in  Washington.  DC  ( Photo  by 
Anna  Ng  ) 


organized  medicine  and  serves  as  vice 
president  of  the  Cdierokee  Ciounty  Medi- 
cal Society.  I le  shares  Dr  Burditt’s  view’ 
that  FMA’s  involvement  in  the  ca,se  has 
been  helpful.  “TMA,  in  my  opinion,  is 
doing  a better  job  than  anybody  else  in 
helping  determine  where  medicine  is 
going  and  ,speaking  up  for  the  physician,” 
he  said.  “Most  people  I have  come  in 
contact  w’ith  think  TMA  is  a stalwart  or- 
ganization that  really  does  its  homework. 
ITiey  know  w’hat  they’re  talking  about.  1 
think  the  association  was  well  within  its 
duties  to  get  involved  in  this  landmark 
case  because  it’s  not  just  one  obstetrician 
in  Texas.  ITiis  is  going  to  iittect  all  of 
Texas  and  the  whole  country’. 

“ TMA  certainly  should  be  credited  tor 
stepping  in  saying,  'We  want  to  help,  and 
we’re  behind  you.’  It  w’ould  be  very’  hard 
for  an  individual  to  do  this.  And,  Tm  not 
just  talking  about  the  finances.  It  would 
be  very’  hard  to  put  up  with  all  this  if  you 
didn’t  have  some  people  say  ing.  We 
think  you’re  right,  too.  We  ought  to  keep 
pursuing  it.’” 

If  the  federal  panel  should  uphold  the 
administrative  law’  judge’s  ruling  against 
Dr  Burditt,  he  is  willing  to  continue  the 
fight  in  the  United  States  Court  of  Ap 
peals  ( Fifth  Circuit ) in  New’  Orleans.  "It 
is  .something  that  should  be  fought  be 
cause  it’s  just  wrong,”  he  said. 

TMA  breaks  ground 

for  new  headquarters  building 

Texas  Medical  As,sociation  broke  ground 
for  its  new’  building  during  ceremonies 
April  4 at  the  site  of  the  future  offices  at 
ISth  and  Ciuadalupe  Streets,  Austin. 

TMA  plans  to  construct  a 12(),00() 
square-foot,  lO-story’  office  tower  that 
will  include  six  floors  of  office  space  and 
four  floors  of  parking.  The  building  will 
be  located  on  a half  block  of  land  at  the 
southwest  corner  of  the  intersection  ol 
1 Sth  and  Ciuadalupe.  'The  association  pur- 
chased the  land  in  November  1988. 

I’he  groundbreaking  ceremonies  began 
with  a welcome  from  Drue  O.D.  Ware, 
MD,  Fort  Worth,  chairman  of  the  TMA 
Board  of  Trustees.  Other  speakers  in 
eluded  Austin  American  Statesman  pub 
lisher  Roger  S.  Kintzel,  chairman  of  the 
(ireater  Austin  Cdiamber  of  Ciommerce; 
Max  C.  Butler,  MD,  Houston,  president  of 
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The  next  time  you're  trying  to  pin 
tlow'ii  a trieky  diagnosis,  eonsiilt 
with  a eolleague  at  The  Uni\'ersity 
of  Texas  Medieal  Braneh  (UTMB) 


at  Galveston.  Direct  access  to  fac- 
ulty physicians  in  all  disciplines  is 
available  Monday  through  Friday, 
7:00  a.m.  to  7:00  p.m. 

For  information,  telephone  consul- 
tation, or  referral . . . 

UT-MED  Consultation  Services 
1(800)  FACULTY 
1(409)  761-5000 
A free  service  of  UT-MED. 


Lrr-MEDs„ 

The  Group  Practice  of  Medicine  at  UTMB 


TMA;  Merle  W.  Delmer,  MD,  San  Antonio, 
ehairman  of  'I'MA’s  Task  Foree  on  New 
Building;  and  Mrs  Betty-  llaisten.  Beau 
mont,  president  t)f  the  TMA  Auxiliary. 

“'ITiis  new  building  is  symbolic'  of  the 
commitment  physicians  have  for  the  ad- 
vancement of  medical  care  in  this  state 
and  of  physicians  earing  for  Texans,”  Dr 
Ware  said.  “It  will  provide  facilities  to  ac- 
commodate staff  and  programs  needed  to 
fulfill  that  commitment  both  now  and  in 
the  future.” 

Construction  of  the  building  is  sched- 
uled to  be  completed  by  late  spring 
1991.  HKS  Inc  of  Dallas  designed  the 
building  ITie  interior  architect  is  RTG/ 
Partners  Inc  of  Austin.  Austin  Commer- 
cial is  the  general  contractor,  and  Tram- 
mel Crow  Co  is  the  project  manager. 

The  association  plans  to  occupy 

90.000  square  feet,  with  the  remaining 

30.000  square  feet  to  be  leased  until 
needed  by  TMA. 

The  ground  floor  will  contain  a 300- 
seat  auditorium  and  an  exhibit  on  medi- 
cal history.  Display  cases  will  contain 
rare  medical  books,  old  surgical  instru- 
ments, and  other  artifacts  from  the  asso- 
ciation’s archives. 

The  association’s  50,000-volume  clini- 
eal  library  will  be  located  on  the  fifth 
floor.  Other  facilities  will  include  an 
audio  recording  studio  for  producing 
public  service  announcements,  a print 
shop,  and  numerous  meeting  rooms. 

TMA’s  first  permanent  offices  were  set 
up  in  Fort  Worth  around  1903.  ITie  asso- 
ciation moved  to  Austin  in  1948,  initially 
occupying  a three-story  Victorian  house 
in  the  Bremond  Block  at  7th  and  Guada- 
lupe Streets.  In  1952,  TMA  moved  into 
its  current  building  at  1801  N La- 
mar Blvd. 

Since  1952,  TMA  membership  has  in- 
creased from  6,000  to  more  than  29,000 
physicians  and  medical  students.  ITie  as- 
sociation’s staff  has  grown  from  2 1 to 
153  during  the  same  period.  During  the 
early  1970s,  TMA  purchased  three  build- 
ings across  Martin  Luther  Kang  Blvd  from 
the  main  building  to  accommodate 
needed  programs  and  an  expanding  staff, 
but  association  leaders  realized  new  facil 
ities  eventually  would  have  to  be  found. 
In  1975,  the  Board  of  Trustees  estab- 
lished a building  fund  to  help  meet  fu- 
ture needs. 

I’he  June  issue  of  Texas  Medicine  will 


include  a feature  story  on  the  new  build- 
ing, as  well  as  photo  coverage  of  the 
groundbreaking  ceremonies. 


AIM  IN  ACTION 


AMA  unveils  proposal 
to  strengthen,  reform  health  care 

ITie  American  Medical  Association  has 
unveiled  a 1 6-point  proposal  to 
strengthen  and  reform  the  American 
health  care  system  by  improving  access 
to  affordable,  quality  health  care  services, 
llie  proposal,  “Health  Access  America,” 
calls  for  substantial  reforms  of  the  Medi- 
care and  Medicaid  systems  and  required 
employer-provided  insurance. 

“We  are  facing  a serious  dilemma  in 
this  country'  today  because  over  30  mil- 
lion of  our  citizens  lack  health  insurance 
coverage,”  said  Alan  R.  Nelson,  MD,  presi- 
dent of  the  AMA.  “Our  proposal  is  the 
start  of  a comprehensive  effort  to  repair 
the  flaws  in  our  system  while  continuing 
to  provide  the  high  quality'  care  that  the 
majority  of  Americans  have  always 
known.” 

“Our  proposal  is  a comprehensive  plan 
to  address  the  real  weaknesses  of  our 
health  system.  However,  it  is  only  a first 
step  to  bring  together  everyone  who  has 
an  interest  in  this  problem,”  said  James  S. 
Todd,  MD,  acting  executive  vice  presi- 
dent of  the  AMA.  “My  hope  is  to  see  di- 
verse opinions  on  this  problem.  1 expect 
disagreements  and  evolution,  but,  in  the 
end,  1 believe  a consensus  will  emerge 
that  will  indeed  strengthen  our  health 
care  system.” 

Among  the  16  points  in  the  proposal, 
the  AMA  calls  for  changes  to  the  current 
professional  liability  system,  establishing 
professionally  developed  practice  pa- 
rameters, and  placing  the  Medicare  pro- 
gram on  a prefunded  basis  to  avoid 
projected  bankruptcy  by  the  turn  of  the 
century. 

“Health  Access  America  " also  proposes 
to  create  uniform  eligibility  standards  for 
Medicaid  patients  based  solely  on  in 
come  below  the  poverty  level  and  to 
create  a fiscally  sound  Medicare  program. 
Both  private  and  public  insurance  would 


be  required  to  provide  a designated  level 
of  benefits. 

ITie  AMA  proposal  w ould  create  a sys- 
tem of  state  risk  pools  to  provide  group 
insurance  policies  for  uninsurable  per- 
sons, small  businesses,  and  others  unable 
to  afford  individual  insurance  policies.  A 
series  of  tax  incentives  and  rebates  from 
employers  would  reward  employees  for 
economic  health  care  ch«)ices  and  re- 
duce over-insuring  and  over-utilization  of 
health  services.  Health  care  benefits  man- 
dated by  each  state  would  be  replaced  by 
federally  established  standard  benefits  de- 
signed to  provide  uniform  services  na- 
tionwide and  reduce  costs  associated 
with  state  legislated  benefits. 

In  addition,  the  AMA  plan  would 
amend  the  Employee  Retirement  Income 
Security  Act  (ERISA)  to  establish  equal 
standards  and  requirements  for  ERISA 
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plans  that  presently  ;ifleet  state-regulated 
health  insurance  policies,  prov  iding  fair 
competition  between  insurers. 

Several  of  the  AMA  proposals  to  reform 
Medicare  already  have  been  introduced 
in  the  House  of  Representatives  and 
others  will  be  presented  in  the  future,  ac- 
cording to  Dr  Nelson.  “ The  AMA  intends 
to  move  forward  vigorously  in  the  com- 
ing year  to  join  all  interested  parties  in  a 
dialogue  to  strengthen  the  American 
health  care  system  and  provide  high 
quality'  care,  at  reasonable  cost,  for  every' 
American,”  he  said. 

“The  individual’s  freedom  of  choice  re- 
mains a cornerstone  of  the  American  sy  s- 
tem— a system  that  does  not  place 
restrictions  on  where  or  from  whom  pa- 
tients can  seek  medical  service,  nor 
allows  others  to  dictate  choices  to  pa- 
tients,” Nefson  said.  “Our  present  system 
does  not  provide  aeee.ss  to  everyone,  and 
revision  is  badly  needed.  How'ever,  it  is 
our  belief  that  it  would  be  counterpro- 
ductive to  fix'  aspects  of  our  system  that 
are  not  broken  but.  in  fact,  w'ork  well.” 

Dr  Nelson  cited  freedom  of  choice,  indi 
vidualized  patient  care,  technological  ad- 
vances, a strong  research  community, 
and  superlative  medical  education  as  the 
major  strengths  of  the  US  system. 

“Our  biggest  problems  are  access,  in- 
creasing costs,  and  over-regulation,  ” Dr 
Todd  said.  “'ITie  responsibility  to  improve 
our  system  belongs  to  evcry'one,  and  we 
encourage  government,  insurance,  medi- 
cal, and  all  other  interested  parties  to 
join  in  this  dialogue  to  rejuvenate  and 
strengthen  the  American  health  care 
system." 

Videotape  encourages  students 
to  pursue  medical  careers 

“Science  and  Art  in  the  Name  of  Healing” 
is  a new  videotape  designed  to  encour- 
age high  school  and  college  students 
to  pursue  careers  in  medicine.  It  was 
produced  by  the  American  Medical  As.so- 
eiation's  Division  of  I'ndergraduate 
Medical  Fducation  in  conjunction  with 
the  Association  of  American  Medical 
C'olleges. 

riie  video  includes  interviews  with 
students  at  medical  schools  throughout 
the  country.  Students  and  physicians  de- 
scribe their  daily  experiences  and  dial 


lenges  and  the  rewards  of  a medical 
career. 

The  tape  will  be  used  in  conjunction 
with  printed  materials  directed  at  cither 
high  school  or  college  students.  The 
packet  will  contain  practical  information 
about  a medical  career. 

“This  tape  tries  to  counteract  some  of 
the  negative  attitudes  about  medical 
school  and  medicine  as  a career,”  said 
Barbara  Barzansk-y,  PhD,  assistant  director 
of  the  Division  of  Undergraduate  Medical 
F-dueation. 

Fhc  tape  “is  primarily  a motivational 
tool,  show  ing  students  the  various  career 
opportunities  available  in  the  medical 
held  and  emphasizing  the  diversity  of  stu- 
dents entering  the  medical  profession  to- 
day, ” she  said. 

The  division  hopes  physicians  who 
speak  to  students  will  use  the  tape  in  pre- 
sentations. It  plans  to  work  with  various 
sections,  including  residents,  medical  stu- 
dents, medical  .schools,  and  young  physi- 
cians, as  well  as  other  groups  in  the 
federation,  to  develop  a w ide  range  of 
speakers  to  use  the  materials. 


IIHAi:ni  LINE 


Physicians’  help  needed 
to  combat  pesticide  poisoning 

Hie  Texas  Department  of  Agriculture 
( FDA  ) is  seeking  the  support  of  Fexas 
health  care  workers  in  combating 
pesticide-related  illnesses.  While  little 
data  is  available  on  the  .scope  of  the  prob- 
lem in  Texas,  estimates  are  that  more 
than  300,000  IN  farmworkers  experience 
pesticide-related  illness  each  year. 

Acute  occupational  pesticide  poi.son- 
ing  is  a reportable  disease  under  the 
1983  Texas  Occupational  Disease  Re- 
porting Act.  Physicians  and  laboratory' 
directors  must  provide  case  reports  in- 
cluding the  patient’s  name,  addre.ss,  age, 
sex,  race,  diagnosis,  and  date  of  diagnosis. 
Fhe  reports  may  be  made  to  local  health 
authorities,  regional  Texas  Department 
of  Health  ( I’DH ) staff,  or  directly  to 
the  Bureau  of  Disease  Control  and 
Fpidemiology  at  FDH  by  calling 
U8()()-232-8239. 


Treatment  and  management  informa- 
tion is  available  from  the  Statewide  Poi- 
son Control  Center  ( 1-800-392-8548)  or 
the  North-Central  Texas  Poison  Control 
Center  ( 1-800-441-0040).  A publication 
by  the  Environmental  Protection  Agency, 
Recognition  and  Management  of  Pesti- 
cide Poisotihigs*  is  considered  an  excel- 
lent reference  for  the  medical  practi- 
tioner who  treats  pesticide  poi.soning  on 
an  emergency  basis.  An  article  in  the 
April  1988  issue  of  Texas  Medicine^  dis- 
cusses the  incidence,  recognition,  and 
control  of  acute  occupational  pesticide 
poisoning. 

The  Texas  Agricultural  Hazard  Com- 
munication Act,  passed  in  1987  and  com- 
monly known  as  the  “Farmworker  Right- 
to-Know  Law,”  is  intended  to  improve 
the  diagnosis  and  treatment  of  pesticide- 
related  illness  by  providing  farmworkers, 
farmers,  and  health  care  providers  with 
important  information  about  common 
pesticides  used  on  Texas  crops,  the 
health  effects  of  these  pesticides,  and 
ways  to  minimize  pesticide  exposure. 

One  of  the  more  critical  aspects  of  the 
law  is  that,  during  emergency  situations, 
attending  medical  personnel  may  obtain 
information  immediately  from  agricul- 
tural employers  about  any  pesticide  cov- 
ered under  the  law. 

As  mandated  by  the  law,  TDA  is  pro- 
viding farmworkers  with  pesticide  infor- 
mation in  the  form  of  “crop  sheets.” 
These  sheets,  written  in  both  Spanish  and 
English,  list  the  pesticides  most  com- 
monly used  on  each  crop,  their  chemical 
classifications,  the  months  of  application, 
and  acute  and  chronic  symptoms,  basic 
safety’  and  emergency  procedures,  impor- 
tant telephone  numbers  for  poison  con- 
trol centers  and  ease  reporting,  and  a 
summary  of  agricultural  workers’  rights 
under  the  law.  Workers  are  encouraged 
to  bring  crop  sheets  to  clinics,  emer- 
gency rooms,  and  physicians’  offices 
when  they  seek  medical  care. 

Further  information  about  pesticide 
poisoning  is  available  from  the  Texas  Dc- 


*Morgan  DP:  Recognition  and  Management  of 
Pesticide  Poisonings,  ed  3,  Washington,  DC, 
US  Covernment  Printing  Office,  1982. 

tBrender  JD,  Honchar  PA,  Alexander  CE, 
Beauchamp  RA:  Occupational  pesticide  poi- 
soning: reportable  disease  in  Texas.  Tex  Med 
8-4(4):  29- 35,  1988. 
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Entrusting  the  protection  of  your  medical  practice  to  an  insurer  is  one  of 
the  most  important  business  decisions  you  will  make.  Your  future  may  be  ^ 
affected  by  die  choice  you  make  today.  Sobering  statistics  indicate  that  you 
could  be  involved  in  a bability  claim  or  lawsuit  during  the  course  of  your 
medical  career.  You  need  a strong  partner  like  TMLT. 


It  makes  good  sense  to  team  up  with 
TMLT.  Your  concerns  are  our  concerns.  We 
take  very  seriously  the  protection  of  your 
medical  practice,  providing  assurance  and 
strong  claims  defense  with  individual 
attention. 

Ip  today’s  complex  legal  environment, 
that  insures  your  health  care  lia- 
g ^ms  should  not  watch  from  the 
be  in  the  game  with  you.  You 
I a^ake.  The  criteria  for  se- 
diould  iKit  be 


Remember  that  a liability  coverage  con- 
tract is  only  as  good  as  the  intent  and  integ- 
rity of  the  organization  who  offers  that  cov- 
erage. Pick  TMLT,  a strong  partner  you  can 
trust. 

Contact  us  to  learn  more  about  health 
care  liability  protection  plans  for  individu- 
als and  groups,  prior  acts  coverage,  pre- 
mium payment  options  including  monthly, 
quarterly  and  annual,  and  risk  management 
programs.  Let  us  tell  you  more  about 
TMLT’s  “Partners  in  liTist”  phdGfiophj 
:i|^d  proven  trac|  ^ stability  j " 


TEXAS  M E D I C A L L I A B 1 L 1 T Y , T R U S T 

P.O.  Box  14746  Austin,  Texas  78761 

“A  health  care  liability  claim  trust  created  by  the  Texas  Medical  Association.’ 

Statewide  Services  Center:  1-800-580-TMLT 


partmcnt  of  Agriculture,  Right-to-Ktiow 
Program,  FO  Box  12847,  Austin,  TX 
^871  1,  (512)  46,^-7547. 


Texas  task  force  to  target 
fraudulent  AIDS  treatments 

Hie  US  Food  and  Drug  Administration 
( FDA ) and  the  Texas  Department  of 
Health  ( 'rDH  ) are  cosponsoring  an  AIDS 
Fraud  Workshop  later  this  month  as  a be- 
ginning point  in  developing  a task  force 
to  help  combat  fraudulent  AIDS  treat- 
ments. Recent  national  estimates  place 
the  cost  of  AIDS  fraud  at  S 1 — 1 5 billion 
per  year. 

Fexas  is  one  of  1 7 states,  in  addition  to 
the  District  of  Columbia  and  Puerto  Rico, 
selected  by  the  FDA  to  develop  task 
forces  to  monitor  the  promotion  and 
marketing  of  fraudulent  AIDS  drugs  and 
therapies.  Data  collected  by  each  ta,sk 
force  will  be  distributed  to  all  state 
health  agencies  through  a telecom 
munication  network  operated  by  the  FDA. 

According  to  the  FDA,  the  task  forces 
will  dis.seminate  information  on  ap- 
proved drugs  and  therapies,  collect  infor- 
mation on  fraudulent  drugs  and  therapies 
being  used,  provide  law  enforcement 
agencies  with  information  to  prosecute 
perpetrators  of  fraud,  and  sensitize  per- 
sons working  with  AIDS  patients  to  the 
magnitude  of  the  problem. 

Kenneth  C.  Davis,  chief  of  drug  inves- 
tigation at  TDIl's  Division  of  Food  And 
Drugs,  echoed  the  FDA  goals  for  the  task 
force.  "The  Texas  task  force  will  have  a 


dual  charge  of  education  and  enforce- 
ment. It  is  important  that  we  educate 
health  professionals  and  others  about  the 
extent  of  fraudulent  AIDS  treatment  in 
Fexas.  but  we  must  also  enforce  the  law 
in  order  to  protect  the  health  and  finan- 
ces of  people  with  AIDS.”  He  stressed 
that  his  department’s  interest  is  in  prose- 
cuting the  manufacturers  and  purveyors 
of  fraudulent  AIDS  treatments,  not 
people  with  AIDS  who  may  be  users  and 
victims  of  the  treatments. 

Participants  in  the  workshop,  who  will 
be  prospective  task  force  members,  will 
include  representatives  of  the  follow  ing 
groups: 

— community  based  organizations  con- 
ducting education  and  outreach  pro- 
grams directed  at  persons  with  AIDS  or 
AlDS-related  complex  (ARC); 

— health  care  professionals  involved  in 
the  care  and  treatment  of  persons  with 
AIDS  or  ARC; 

— state  and  local  health  agencies 
that  regulate  or  license  manufacturers 
and/or  distributors  of  drugs  and  medical 
devices; 

— the  Texas  Attorney  General’s  Office, 
to  provide  task  force  members  w ith  an 
overview  of  state  enforcement  pow  ers 
and  applicable  laws  and  to  initiate  legal 
action  w'here  indicated; 

— the  US  Postal  Inspector’s  Office,  to 
provide  enforcement  powers  and  appli 
cable  laws  and  possible  actions  against 
the  sale  and  distribution  of  suspected 
fraudulent  products  by  mail. 

For  further  information  about  the 
Fexas  AIDS  Fraud  Task  Force,  or  to  re- 


port suspected  fraudulent  AIDS  treat- 
ments, contact  Ken  Davis,  Drug  In- 
vestigations, Division  of  Food  And  Drugs, 
Texas  Department  of  Health,  1 100  W 
49th  St,  Austin,  ITi  78756,  telephone 
(512)  458-7248. 


MEDICAL  ECONOMICS 


TMA  supports  additional  funds 
for  Human  Services 

In  a letter  to  Sen  Chet  Brooks  (D-Pasa- 
dena ),  TMA  President  Max  C.  Butler,  MD, 
has  asked  the  Texas  Legislature  to  appro- 
priate funds  to  meet  the  projected  $77 
million  shortfall  the  Texas  Department  of 
Human  Services  faces  in  the  current  fiscal 
year.  Senator  Brooks  is  chairman  of  the 
Senate  Committee  on  Health  and  Human 
Services. 

Dr  Butler  wrote: 

“ITie  legislature  and  the  Texas  Board 
of  Human  Services  have  taken  major 
strides  forward  in  expanding  and 
strengthening  the  safety'  net  for  the 
poorest  of  our  citizens.  Often  those  ac- 
tions have  gone  beyond  the  federal  man- 
dates, showing  a major  commitment  in 
providing  care  to  the  poor. 

"1  do  not  believe  anyone  could  have 
fully  anticipated  the  impact  that  would 
be  felt  from  expanded  eligibility  to  preg- 
nant mothers  and  children,  streamlined 
eligibility  to  assist  the  poor  in  meeting 
basic  needs,  and  a commitment  to  care 
for  frail  elderly,  disabled,  and  medically 
needy  individuals.  However,  all  of  these 
positive  steps  were  implemented  to  close 
the  gap  between  unmet  needs  and  avail- 
able resources. 

“ ITie  department  is  facing  a projected 
deficit  of  approximately  $77  million  and 
has  provided  some  potential  areas  of  sav- 
ing that  could  be  considered.  However, 
all  of  these  savings  would  have  a direct 
impact  on  services  to  our  most  needy 
citizens  by  reducing  necessary'  services 
and  stepping  backward  from  our  societal 
commitments.  Implementing  any  of  the 
potential  reductions  or  freezes  in  current 
or  federally  mandated  expansions  will 
only  serve  to  loosen  the  safety  net  for  the 
poor  and  w'iden  the  gap  in  services  the 
legislature  has  attempted  to  close.  Texas 


PRIME  PUTS  USH  IN  YOUR  POCKET 

/^rime  Health  Care  Financial  prefunds  your  insurance  receivables 
and  processes  the  claims.  We  increase  your  total  collectibles,  decrease  your 
practice  overhead,  and  provide  complete  claims  processing  management. 
The  result?  You  keep  much  more  of  the  revenue  your  practice 


generates. 


With  a free  call,  you  can  find  out  how: 

1 -800-345-3879 

Prime  Heaith  Cam  Financiai 

5956  Sherry  Lane  • Dallas,  Texas  75225 
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A Few  Doctors  Still  Think 
It’s  Smart  To  Own  A Car! 


PRICE: 

PURCHASE 

OPTION: 


MONTHLY 

PAYMENT: 

(approximate) 


BUY: 
’25,000 
NA 
’822 


PRICE: 

PURCHASE 

OPTION: 

(at  36  mos.  lease) 


MONTHLY 
PAYMENT: 

(approximate) 

YOU  SAVE  $342  PER  MO.  X 36  MOS.  = $12,312 


LEASE: 
’25,000 
11,900 

’480 


•14,074 

Savings  To  Lease 

FUTURE  VALUE  OF  LEASE  PAYME^  SAVINGS  ASSUMING  9%  RETURN: 

Some  Of  Autoflex’s  Exclusive  Features 


★ Delivered  to  your  home  or 
office 

★ No  down  payment 

★ No  security  deposit 

★ Closed  end  lease 

★ Trade  Ins/We  will  purchase 
your  present  vehicle. 


CALL  LOUIS  MURAD 

1-800-634-0304 

IN  DALLAS  (214)  234-0304 


iVuto//6iy 


M 

E 

D 

1 

C 

A 

L ' 

«■ 

E 

A 

S 

1 

N 

0 J 

cannot  aJibrd  to  withdraw  from  in- 
creased access  to  care  that  will  nega- 
tively affect  those  most  in  need  of  care. 

“ ITie  Texas  Medical  Association  ap- 
plauds legislative  efforts  to  expand  ser- 
vices and  provide  access  to  needed  care. 
ITiis  is  why  we  believe  that  the  current 
and  federally  mandated  level  of  eligibilin 
and  service  must  be  maintained.  TMA  be- 
lieves that  the  legislature  must  maintain 
its  commitment  to  human  services  and 
make  the  necessary'  funds  available  to 
meet  the  projected  deficit.  We  support  a 
permanent  solution  to  the  budget  short 
fail  by  legislative  action  to  appropriate 
additional  funds  to  meet  the  projected 
S7"’  million  in  state  funds  needed  for 
fiscal  year  1990  and  an  additional  appro- 
priation at  a later  date  to  cover  IT  1991 
deficits. 


“Alternatively  we  would  support  legis- 
lative action  to  bring  IW  1991  funds  for- 


1-800-CALL-EDF 


ward  to  cover  the  FA'  1990  shortfall,  llie 
legislature  could  then  consider  an  enter 
gency  appropriation  during  the  regular 
session  to  meet  the  service  needs  for 
fiscal  year  1991  at  a time  when  projec- 
tions for  the  second  year  of  the  biennium 
may  be  more  accurate. 

“TMA  realizes  the  gravity  of  the  deci- 
sions you  face,  but  we  believe  these  are 
the  only  viable  actions  that  can  be  con- 
sidered if  Texas  is  to  maintain  its  in- 
creased stature  in  human  services.  We 
offer  our  full  support  in  maintaining  the 
level  of  human  services  and  our  assis- 
tance to  you  and  your  committee.” 


New  contract  requires 
TMF  review  of  readmissions 

Texas  Medical  Foundation  has  begun  a 
new  three-year  contract  under  the  Peer 
Review  Organization  Third  Scope  of 
Work.  Among  several  modifications  in 
the  Third  Scope  is  a requirement  that 
TMF  review  50%  of  all  readmissions  to 
the  hospital  within  30  days  of  a previous 
admission.  If  a discharge  screen  is  failed 
or  incomplete  care  is  suspected,  TMF 
must  issue  a potential  Level  111  quality  in- 
quiry', which  is  the  highest  severity'  level 
and  carries  a 25-point  score. 

TMF  also  is  required  to  do  a 5%  retro- 
spective review  of  procedures  certified 
through  preprocedure  review. 

Texas  Medical  As.sociation’s  Physician 
Patient  Advocacy  Committee  has  re- 
viewed the  new  requirements,  which 
took  effect  April  1 , and  recommended  to 
the  House  of  Delegates  that  TMA  submit 
a resolution  to  the  American  Medical  As- 
sociation asking  the  Health  Care  Financ- 
ing Administration  to  (a)  allow  physician 
representation  in  PRC)  corrective  action 
meetings  or  hearings;  ( b ) stop  the  auto- 
matic issuance  of  Level  111  severity 
ratings  on  readmissions  within  30  days  of 
a previous  admission;  and  (c)  rescind  the 
requirement  for  preprocedure  certifica- 
tion in  the  PRC)  program. 

nie  House  of  Delegates  was  to  con- 
sider the  proposals  during  its  meeting 
May  10—  1 3 in  Ciorpus  Christi. 


CAI^ITM  COMMENl'S 


Legislature  will  debate  CME 
requirement,  McKinney  predicts 

Representative  Mike  McKinney,  MD, 

( D-Centerv'ille ) predicts  that  the  next 
Texas  Legislature  will  consider — but  not 
approve — a continuing  medical  educa- 
tion requirement  for  relicensure. 

Speaking  at  I’exas  Medical  Associa- 
tion’s 1990  continuing  medical  education 
( CME ) conference.  Dr  McKinney  said  he 
expects  the  issue  to  surface  during  con- 
firmation hearings  for  nominees  for  the 
Texas  State  Board  of  Medical  Examiners 
and  resurface  during  the  debate  sur- 
rounding the  Medical  Practice  Act,  which 
is  up  for  sunset  review  in  1993- 

Dr  McKinney  said  he  supports  man- 
datory' CME,  not  necessarily  as  a require- 
ment for  relicensure,  but  perhaps  as  a 
requirement  for  hospital  staff  privileges. 
“Continuing  medical  education  truly  is 
for  one  purpose — to  provide  better 
health  care, ' he  said.  “If  we  keep  our 
focus  there,  we’ll  all  be  better  served.” 

The  physician-legislator  also  addressed 


Representative  Mike  McKitiney,  MD.  (D  Centerville) 
predicts  that  the  next  legislature  will  consider 
mandatory  continuing  medical  education 
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the  CMK  provisions  of  House  Bill  18,  the 
Omnibus  Rural  Health  c:are  Rescue  Act, 
which  he  authored.  Under  its  prov  isions, 
physicians  who  t;ike  at  least  1 5 hours  in 
risk  management  CME  and  meet  other 
requirements  are  eligible  for  state  indem 
nilication  of  up  to  SI ()(),()()()  in  liability 
claims  and  a malpractice  insurance  pre- 
mium discount.  Texas  Medical  Associa- 
tion played  a key  role  in  the  interim  task 
force  that  recommended  most  of  the  pro 
visions  in  the  bill  and  helped  draft  the 
legislation. 

To  meet  the  CME  requirement  for  in 
demnification  and  the  discount,  the 
course  must  be  approved  by  the  Texas 
State  Board  of  Insurance,  Dr  McKinney- 
said.  TMA  offers  a course  that  has  the  re- 
quired approval.  ITie  amount  of  the  pre 
mium  discount  has  not  yet  been  set,  and 
Dr  McKinney  observed,  “We  re  having  a 
hard  time  getting  the  state  board  to 
understand  that  this  is  not  a request.  It's 
the  law.” 

Dr  McKinney  also  shared  his  thoughts 
on  other  issues  that  will  come  before  the 
next  legislature,  the  most  important  of 
which,  he  said,  is  the  availability  and  ;tf- 
fordability  of  health  insurance.  The  issue 
will  be  debated  in  Washington,  DC,  as 
well  as  Austin,  he  said.  “You  don’t  have 
to  have  insurance,  and  you  don’t  have  to 
have  money  to  get  sick  or  hurt,  ” Dr 
McKinney  .said.  He  .speculated  that  the 
debate  will  put  employers  and  em 
ployees  at  odds,  ““  . . . and  the  insurance 
companies  will  make  a profit  no  matter 
w’ho  wins.” 

TMA’s  1990  Regional  CME  Conference 
drew  approximately  140  administrators 
and  physicians  to  Austin’s  Radisson  Plaza 
Hotel,  March  29—30.  In  addition  to  Dr 
McKinney’s  discussion  of  legislation,  the 
program  included  presentations  on  ““'ITie 
Changing  Face  of  JCAIK),”  ““Strengthen- 
ing Your  Hospital  nirough  Quality  As- 
surance and  CME,”  “Adding  Spark  and 
Substance  to  CME  Programming,  ” “ Bridg 
ing  the  Gap  Between  Hospital  Marketing 
and  CME,  ” and  other  topics. 

TEXPAC  membership  sets 
new  record  in  1989 

The  Texas  Medical  Political  Action  Com- 
mittee (TEXPAC)  set  a new-  record  in 
1989  with  7,920  physician  members  and 


2,002  auxiliary  members,  a total  of  9,922 
members.  Hie  I’EXPAC  300  Cdub,  com- 
prising members  who  contribute  at  least 
S300,  reached  548  physician  members 
and  28  auxiliary  members  for  a total 
of  576. 

Contributions  for  1 989  totaled 
S"’83,603,  with  TEXPAC  leading  the  na- 
tion’s state  medical  a,ssociation  PACs  in 
all  categories  of  membership. 


NEWSMAKERS 


H.  RANDOLPH  BA1LE4’,  MD,  has  been  ap- 
pointed to  the  1 2-member  American 
Board  of  Colon  and  Rectal  Surgery . Dr 
Bailey  is  a colon  and  rectal  surgeon  in 
Houston. 

R.  LEE  CIARK,  MD,  Houston,  recently 
was  the  recipient  of  The  Gib.son  D.  Lewis 
Award  for  Excellence  in  Cancer  Control. 
Dr  Clark  was  president  of  ITie  University 
of  Texas  M.D.  Anderson  Chancer  Center 
for  32  years.  He  earned  a reputation  as  a 
physician,  scientist,  administrator,  and 
ambassador  for  cancer  control. 

MARGO  DENKE,  MD,  Dallas,  appeared 
on  “CBS  I’his  Morning,  ” on  February'  20, 
1990,  to  comment  on  the  results  of  a 
Gallup  survey  that  reported  many  Ameri 
cans  are  not  eating  as  healthily  as  they 
should  be.  Dr  Denke  is  assistant  profes.sor 
of  internal  medicine  at  The  flniversity  of 
Texas  Southwestern  Medical  School  and 
a specialist  in  the  Center  for  Human 
Nutrition. 

GERALD  D.  DODD,  JR,  MD,  Houston,  is 
president-elect  of  the  American  (dancer 
Society  (ACS).  Dr  Dodd,  chairman  of  the 
Division  of  Diagnostic  Imaging  at  The 
University-  of  Texas  M.D  Andenson  Can- 
cer (ienter,  will  assume  the  presidcncy 
at  the  annual  meeting  of  the  ACS  in 
November. 

DONALD  J.  FERNBACH,  MD,  recently  re- 
ceived the  Award  for  Cdinical  Activities  in 
Cancer  Control  at  the  Third  Annual  Gib- 
son D.  I.ew’is  Award  for  Excellence  in 
Cancer  Control  program.  Dr  Fernbach 
heads  the  hematology  and  oncology-  sec- 


tion of  the  department  of  pediatrics  at 
Bay  lor  College  of  Medicine. 

ROBER  T HALEY,  MD,  Dallas,  has  been 
named  head  of  the  new  Task  Force  for  In 
fection  Control  Indicators  of  the  Joint 
Commission  on  Accreditation  of  Health- 
care Organizations.  Dr  Haley  is  associate 
professor  of  internal  medicine  and  direc- 
tor of  epidemiology-  at  I’he  flniversity  of 
Texas  Southwestern  Medical  School. 

WILLIAM  T.  HILL,  MD,  will  receive  this 
month  the  1990  Distinguished  Alumnus 
Award  from  the  flniversity-  of  Arkansas  at 
Monticello.  Dr  Hill,  a pathologist  in 
Houston,  has  served  as  chairman  of  the 
Texas  Medical  Association  Council  on 
Scientific  Affairs. 

Five  physicians  who  served  on  a Texas 
Department  of  Health  advi.sory  commit- 
tee for  a total  of  95  years  were  honored 
at  a recent  retirement  reception.  Health 
Commissioner  ROBER  T BERNSTEIN, 

MD,  presented  appreciation  plaques  to 
MATTHEW  E.  KREISLE,JR,  MD;  A.A. 
TERRY,  MD;  CHARI.ES  B.  DILDY,  MD;  AL- 
BERT A.  TISDALE,  MD;  and  JOHN  A. 
BOSTON,  JR,  MD,  all  of  Au.stin,  for  their 
work  on  the  Medical  Advi.sory-  Board,  and 
thanked  them  for  their  contribution  to 
the  people  of  Texas.  ITie  Medical  Ad- 
visory- Board  reviews  the  medical  reports 
of  medically-impaired  drivers  to  deter 
mine  whether  there  is  a medical  rea.son 
to  recommend  the  revtication  of  their 
driver’s  license. 

CHARLES  A.  LeMAIST’RE,  MD,  Houston, 
president  of  TTie  Liniversity  of  Texas  M.D. 
Anderson  Ciancer  Center,  was  named  Mr 
South  Texas  1 990  by  the  Washington’s 
Birthday  Cielebration  As.sociation  on  Feb- 
ruary- 16  in  Laredo. 

GUNTER  K.  VON  NOORDEN,  Houston, 
presented  the  plenary-  lecture  at  the  re- 
cent Pan-Arab  Congress  of  Ophthalmol 
ogy-  in  (;airo.  He  aLso  was  honored  with 
the  1 990  Gold  Medal  of  the  Saudi 
Ophthalmological  Society. 
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Family  therapy 
for  colic 

The  excessive  crying  of  colic  puts  a strain  on 
the  most  loving  family-and  often  on  their 
physician  as  well.  And  whatever  the  cause  of 
colio,  one  fact  is  clear: 

Gas  is  often  part  of  the  colic  problem. 

New  Phazyme  Drops  contains  simethicone, 
which  can  safely  break  up  gas  and  bring  baby 
relief.  That's  why  it  can  help  whenever  colic 
is  a problem. 

Significantly  reduces  crying  of 
colicky  infants.’ 


Frequency  of  crying  attacks  Ampliturje  of  crying  attacks 


Period  of  therapy  (days)  Period  of  therapy  (days) 

Placebo  therapy  . Active  therapy 
p values  (active  vs  placebo)  NS  - Not  signitlcant  •p<CI05  tp<  002  tp<001 


Double-blind,  randomized,  placebo-controlled  study 

Priced  25%  below  the  leading  brand. 

This  significant  price  advantage  will  be 
particularly  important  to  parents,  since  they 
may  be  relying  on  Phazyme  Drops  for  up  to 
three  months.  And  it's  naturally  flavored- 
something  else  they'll  appreciate. 


NEW 


Phazyme 
[)rops 

Helps  you  through 
the  colic  phase. 


(simethicone/ 

antigas) 


1.  Kanwaljit  SS,  Jasbir  KS.  Simethicone  in  the  management  of  infant  colic. 
Practitioner  1988:232:508 
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DFATIIS 


CARLOS  F.  ARAZ07A,  MD,  El  Paso  ortho 
pcdic  surgeon.  Died  Februan’  1990; 
age  81.  Dr  Arazoza  was  a 1939  graduate 
of  the  Sehool  of  Medicine  of  Havana 
(Cuba)  I'niversitv’.  He  served  his  intern- 
ship and  residency  at  R E.  'Hiomason 
General  Hospital  in  El  Paso. 

ROBERT  P.  CAMPBELL,  MD,  San  Antonio 
pulmonaiy-  diseases  specialist.  Died  Janu- 
ar>-  18,  1990;  age  77.  In  1940,  Dr  Camp- 
bell graduated  from  Georgetown  Llni- 
versity  in  Washington,  DC.  He  served  an 
internship  and  residency'  at  Brooke  Gen- 
eral Hospital,  Ft  Sam  Houston,  and  com- 
pleted his  residency  at  Mercy  Hospital  in 
Chicago.  Dr  Campbell  retired  from  the 
US  Army  in  1972  as  a colonel  after  more 
than  30  years  active  service. 

FRANK  C.  GOODWIN,  MD,  retired  Lub 
bock  internist  Died  February  14,  1990; 
age  "^3.  Dr  Goodwin  graduated  in  1941 
from  Northwestern  University  School  of 
Medicine  in  Chicago.  He  served  his  in- 
ternship and  residency  at  Milwaukee 
County-  ( Wis)  General  Hospital.  During 
World  War  11,  Dr  Goodwin  served  in  the 
IIS  Army  Air  Corps.  He  was  an  honorary- 
Texas  Medical  Association  member. 

JACK  C.  HARPER,  MD,  retired  Dallas  fam- 
ily practitioner.  Died  March  8,  1990;  age 
82.  Dr  Harper  received  his  medical  de- 
gree in  1932  from  Baylor  University- 
College  of  Medicine.  He  served  his 
internship  at  Baylor  Hospital  and  resi- 
dency at  the  Naval  Medical  School  in 
Bethesda,  Md.  During  World  War  11,  Dr 
Harper  served  with  the  US  Nav-y-. 

HENRY  LOUIS  HILGARTNER,  MD,  re- 
tired Austin  ophthalmologist.  Died  Janu- 
ary 23,  1988;  age  87.  Dr  Hilgartner 
graduated  in  1927  from  Johns  Hopkins 
University  School  of  Medicine.  He  served 
an  internship  at  The  Church  Home  and 
Infirmary-  in  Baltimore,  Md.  Dr  Hilgartner 
served  in  the  medical  corps  during 
World  War  11.  He  was  an  honorary-  mem- 
ber of  Texas  Medical  Association. 

MARY  WITT  HUGHES,  MD,  retired  Tex- 
arkana orthopedic  surgeon.  Died  Febru- 


ary 6,  1990;  age  ’’1.  Dr  Hughes  was  a 
1942  graduate  of  ITie  University  of  Texas 
Medical  Branch  at  Galveston.  She  served 
her  internship  and  residency  at  Charity- 
Hospital  in  New  Orleans.  Dr  Hughes  was 
an  honorary  Texas  Medical  Association 
member. 

JOHN  M.  JERNIGAN,  MD,  retired  Fort 
Worth  specialist  in  general  preventive 
medicine.  Reported  deceased.  In  1944,  Dr 
Jernigan  received  his  medical  degree  from 
the  Liniversity  of  Mary-land.  He  served  an 
internship  at  University-  Hospital  in  Balti 
more  and  a residency  at  Prince  George’s 
General  Hospital  in  Cheverly,  Md. 

JAMES  L.  JOHNSON,  MD,  retired  Dallas 
specialist  in  physical  medicine  and  re- 
habilitation, formerly-  of  Amarillo.  Died 
January  24,  1990;  age  71.  Dr  Johnson 
graduated  in  1944  from  The  University  of 
Texas  Southwestern  Medical  School  at 
Dallas.  He  served  an  internship  at  Harris 
Memorial  Methodist  Hospital  in  Fort 
Worth  and  a residency  with  the  US  Vet- 
erans Administration  in  McKinney,  Tex. 

Dr  Johnson  served  with  the  US  Army- 
from  1945  to  1946  and  from  1951 
to  1952. 

JAMES  AUBRY  LITTLE,  MD,  retired 
Wichita  Falls  family  practitioner.  Died 
February  20,  1990;  age  93.  Dr  Little  was 
a 1925  graduate  of  l^e  University-  of 
Texas  Medical  Branch  at  Galveston.  He 
served  an  internship  at  City  County-  Hos- 
pital in  Fort  Worth.  Dr  Little  served  with 
the  US  Army-  during  World  War  I and 
with  the  Texas  State  Guard  during  World 
War  11.  He  was  an  honorary-  member  of 
Texas  Medical  Association 

DAIEL  E.  MARKEL,  MD,  Gatesville  in- 
ternist. Died  February-  1 1,  1990;  age  42. 

In  1984,  Dr  Markel  graduated  from  Oral 
Roberts  School  of  Medicine  in  Tulsa, 

Okla.  He  served  a residency  at  Scott  & 
White  Hospital  in  Temple. 

EDWIN  E.  MIDDLETON,  MD,  retired 
Abilene  general  surgeon.  Died  March  3, 
1989;  age  77.  Dr  Middleton  received  his 
medical  degree  in  193^  from  North- 
western University-  School  of  Medicine  in 
Chicago.  He  served  an  internship  at 
Harper  Hospital  in  Detroit  and  a resi- 
dency at  Kings  County  Hospital  in 


Brookly  n,  N3'.  During  World  War  II,  Dr 
Middleton  served  w ith  the  US  Army. 

LEONARD  B.  OUTIAR,  JR,  MD,  Wharton 
obstetrician  and  gy  necologist.  Died  Feb- 
ruary- 9,  1990;  age  58.  Dr  Outlar  grad- 
uated in  195"^  from  Baylor  University- 
College  of  Medicine.  He  served  his 
internship  and  residency  at  Jefferson 
Davis  Hospital  in  Houston,  and  another 
residency  at  George  Washington  Uni- 
versity Hospital  in  Washington,  DC.  Dr 
Outlar  served  with  the  US  Air  Force  from 
1959  to  1961. 

C;ARL0S  J.G.  PERRY,  MD,  San  Antonio 
psychiatrist.  Died  July  1,  1989;  age  57.  Dr 
Perry  received  his  medical  degree  from 
the  University-  of  Kansas  in  1958.  He 
served  an  internship  at  Tripler  US  Army 
Hospital  in  Honolulu  and  a residency 
at  Menninger  School  of  Psychiatry-  in 
Topeka,  Ktm.  Dr  Perry  had  served  with 
the  US  Air  Force  since  1962. 

JAMES  PRICE,  MD,  ophthalmologist,  re- 
cently of  Lutz,  Fla,  and  formerly  of  Lub 
bock.  Died  February-  10,  1990;  age  5-t.  Dr 
Price  was  a 196,3  graduate  of  Thomas 
Jefferson  University-  College  of  Medicine 
in  Philadelphia.  He  served  an  internship 
at  Geissinger  Medical  Center  in  Danville, 
Pa,  and  a residency-  at  Georgetow  n fini 
versify  Medical  School  in  Washington, 
DC.  Dr  Price  served  with  the  US  NavT 
from  1954  to  195"^. 

BERNARD  RlCHMt)ND,  MD.  retired 
Irving  family  practitioner.  Died  Septem- 
ber 26,  1989;  age  "'0.  In  1955,  Dr  Rich 
mond  graduated  from  The  University  of 
Texas  Medical  Branch  at  Cialveston.  He 
.served  an  internship  with  the  US  Public- 
Health  Service  in  New-  Orleans. 

DAVID  DOUGIAS  SALMON,  MD,  retired 
Decatur  radiologist.  Died  February  1, 
1990;  age  "'6.  Dr  Salmon  received  his 
medical  degree  in  1938  from  the  Univer 
sity-  of  Tennessee  in  Memphis.  He  served 
his  internship  and  residency-  at  Charity- 
Hospital  in  New  Orleans.  During  World 
War  II,  Dr  Salmon  served  with  the 
US  Army. 

lAW'RENCE  F SCHUHMACHER,  JR,  MD, 
retired  Hou.ston  anesthesiologist.  Re- 
ported deceased.  Dr  Schuhmacher  gradu 
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ated  in  1933  from  the  University  of 
Kansas  Medical  School.  He  served  an  in- 
ternship at  Fifth  Avenue  Hospital  in  New 
York  City  and  a residency  at  the  Lahey 
Clinic  in  Boston.  During  World  War  II,  Dr 
Schuhmacher  served  with  the  US  Army. 

RAYBURN  J.  VAN  SICKI.E,  MD,  retired 
Longview  general  practitioner.  Died  Janu- 
ary' 31,  1990;  age  90.  Dr  Van  Sickle 
graduated  in  1930  from  Baylor  University' 
College  of  Medicine.  He  served  an  in- 
ternship at  Worley  Hospital  in  Pampa. 
During  World  War  I,  Dr  Van  Sickle  served 
with  the  US  Armed  Forces.  He  was  an 
honorary  member  of  Texas  Medical 
Association. 


GRADY  M.  WALLACE,  MD,  retired  Lub- 
bock ophthalmologist.  Died  February'  9, 
1990;  age  77.  In  1939,  Dr  Wallace  re- 
ceived his  medical  degree  from  the  Llni- 
versity  of  Tennessee  in  Memphis.  He 
served  an  internship  at  St  Vincent’s  Hos- 
pital in  New  York  City  and  a residency 
at  the  US  Marine  Hospital.  Dr  Wallace 
served  with  the  US  Public  Health  Service 
during  World  War  IF  He  was  an  honorary' 
member  of  Texas  Medical  Association. 


Medical  Equipment  Leasing 

— Find  out  how  sensible  it  really  is! 


High  technology  equipment  allows  you  to 
provide  quality  medical  care  right  from  your 
office.  But  it  comes  with  some  expense  and 
risk.  What  makes  diagnostic  and  economic 
sense  today  may  not  in  five  years. 

Bell  Atlantic  TriCon  Medical  Finance  can  answer 
the  difficult  questions  with  a variety  of  finance 
options  that  help  you  acquire  what  you  need 
economically.  With  our  leasing  program  you  can 


have  the  use  of  state-of-the-art  medical 
equipment  without  having  to  second  guess  the 
future.  At  the  end  of  the  lease  period,  you  can 
decide  if  the  equipment  is  still  valuable  to  you.  If 
it  is,  you  can  purchase  it  at  a pre-determined 
price.  If  it  is  not,  simply  return  it  to  Bell  Atlantic. 

We  know  how  to  take  the  pain  out  of  equipment 
acquisition.  Call  for  a comparative  quote  and 
special  low  member  rates. 


TexasMedical 

As.sociation 


PHYSICIANS  CARING  FOR  TEXANS 


A member  service  offered  through 

©Bell  Atlantic 

TriCon  Leasing 


financial  pain  relief  call:  1-800 


Medical  Finance 
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The  medical  liability 
insurance  crisis: 
how  it  began 


Economic  pressures,  ciworeness  thnt  physicieins  can 
he  sited  improved  medical  care,  and  increased  pa- 
tient e.xpectations  have  led  to  the  skyrocketing  lia- 
bility insurance  costs  physicians  face  today.  In  the 
early  days  when  the  doctor  could  offer  hope  hut 
little  medicine,  patients  were  not  inclined  to  sue 
for  medical  failures. " But  with  the  Great  Depres- 
sion. World  War  II,  more  recent  medical  advances 
changed  the  patient  physician  relationship.  Pa- 
tients had  gained  the  expertise  of  specialists,  hut 
often  lost  the  personal  relationship  they  once 
shared  with  their  primaty  physician.  Thus,  when 
treatments  were  unsuccessful,  the  patient  often- 
times blamed  the  physician.  Insurance  premiums 
( and  patient  costs)  increased,  while  patients  be- 
came even  more  aivare  that  physicians  were  cov- 
ered by  insurance.  This  article  reviews  key' 
economic,  medical,  and  social  events  that  led  to 
the  present  medical  liability  insurance  crisis. 


Most  everyone  has  seen  reproductions  of  Sir 
l.uke  Fildes’  ( 1843-  1927)  greatly  loved 
picture  The  Doctor,  which  he  painted  in 
1891.  The  pensive  doctor  with  hand  on  chin  is 
seated  at  the  side  of  a sick  child  in  crisis  lying  on  a 
bed  fashioned  of  chairs,  while  the  worried  parents 
hover  tearfully  in  the  shadowy  background.  The 
scene  is  the  cottage  of  an  impoverished  English  fish- 
erman, but  it  might  just  as  well  have  been  the  home 
of  a poor  Texas  farmer.  We  can  speculate  that  the 
doctor  journeyed  many  miles  by  horse  and  wagon 
through  rain  or  sleet  to  attend  his  little  patient.  But 
his  armamentarium  for  the  treatment  of  pneumonia 
was  sparse,  and  in  the  main  he  offered  hope,  com- 
passion, and  pray'er.  The  doctor  of  a century  ago  had 
few  of  the  tools  that  modern  medicine  has  given  to- 


dav's  physician.  Antibiotics  and  other  wonder  drugs 
were  more  than  tw'o  generations  in  the  future. 

In  1891,  the  technology,  drugs,  and  most  surgical 
procedures  that  give  rise  to  the  malpractice  claims 
we  now  experience  were  unknown.  Sir  Luke’s  doc- 
tor knew  that  patients  never  sued  reputable  doc- 
tors. Only  charlatans  and  quacks  had  need  to  fear 
the  law.  ITie  ethical  physician  was  concerned  out  of 
compassion,  not  fear,  of  legal  retribution  if  he  made 
an  honest  mistake  or  human  error. 


Before  World  War  II 

The  half  century’  preceding  World  Warall  was  a pe- 
riod of  rapid  growth  in  the  development  of  personal 
injury  law  and  claims  arising  out  of  industrial  and 
automobile  accidents.  Physicians  enjoyed  relative 
freedom  from  this  legal  turmoil.  Medicine  was  not 
viewed  as  a business,  and  it  was  more  than  a profes- 
sion; medicine,  like  the  ministry,  was  a calling.  A 
public  attitude  prevailed  that  althougli  physicians 


generally  fared  better  economically  than  most  other 
people  they  were  deserving  of  what  they  earned. 

Ilie  decade  before  the  entry  of  the  Ihiited  States 
in  World  War  II,  known  as  the  Cireat  Depression, 
witnessed  the  development  of  the  Ihiited  States  as  a 
litigious  .society.  Vast  poverty  and  unemployment 
were  responsible  for  provoking  claims  for  personal 
injury  that  in  better  times  miglit  have  been  ignored. 
There  was  an  abundance  of  lawy  ers  eager  to  pursue 
the.se  claims  on  a contingent  fee  arrangement.  How- 
ever, physicians  during  this  period  were  not  targeted 
for  malpractice  claims  unless  there  was  over 
whelming  evidence  of  careless  and  reckless  treat- 
ment. A law’y  er  dependent  for  his  livelihood  on 
contingent  fees  simply  could  not  ;iftbrd  to  take  on 
litigation  where  the  possibility’  of  a recovery’  was  re- 
mote. Althougli  many  physicians  might  privately  ac- 
knowledge the  malpractice  of  a colleague,  they 
were  reluctant  to  do  so  in  a courtroom.  Generally, 
the  public  seemed  to  be  unaware  that  even  a highly 
skilled  and  reputable  doctor  could  be  sued  for  in- 
jury’ due  to  negligence. 

As  could  be  expected,  the  drafting  of  thousands 
of  physicians  for  military’  service  in  W'orld  War  II 
created  a shortage  on  the  home  front.  But  the  re- 
turn of  these  physicians  to  civilian  life  after  the  war 
was  not  enough  to  satisfy’  public  demand  for  health 
services  stimulated  by  group  health  plans  subsidized 
by  employers  who  could  now  take  a t;Lx  deduction 
for  the  cost.  Another  major  factor  in  the  release  of 
the  pent-up  demand  for  medical  .services  was  the 
explosion  in  new  technology’  that  made  possible  the 
treatment  of  numerous  human  ailments  and  condi- 
tions that  previously  defied  succc.s.sful  treatment. 
More  people  were  seeing  physicians  more  fre- 
quently and  benefiting  by  what  phy’sicians  had  to 
offer.  For  a variety’  of  illne.sscs,  cure,  not  merely 
comfort,  could  now  be  provided. 
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The  1950s 

Hie  1950s  brought  great  prestige  to  the  medical 
profession  for  extending  and  improving  the  quality’ 
of  life,  and,  at  the  same  time,  financial  reward,  llie 
public  press  extolled  and  often  exaggerated  the 
“miraculous  ” achievements  of  medical  science.  As  a 
consequence,  where  treatment  was  more  frequently 
successful,  patients  began  to  attribute  failure  to  mal- 
practice. Sometimes  even  in  cases  where  treatment 
from  a medical  standpoint  produced  a good  result, 
malpractice  was  claimed  because  the  patient’s  un- 
realistic expectations  had  not  been  met. 

As  specialization  intensified  in  the  195()s,  patients 
experienced  a less  personal  relationship  with  the 
specialist  who  tended  only  to  part  of  their  medical 
needs.  Besides,  they  expected  more  from  a spe- 
cialist than  from  a family  physician.  The  public  rec- 
ognized and  respected  medicine’s  achievements  in 
new  technology’,  but  an  awarene.ss  began  that  doc- 
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tors  could  be  sued  for  negligence,  that  they  carried 
liability  insurance  to  protect  their  financial  re- 
sources like  other  people  in  business  or  who  drove 
automobiles.  It  was  the  start  of  an  anathema  that  has 
ever  since  blemished  the  sanctity  of  the  physician- 
patient  relationship.  ITie  1950s  introduced  a stream 
of  malpractice  claims  that  has  increased  dramati- 
cally from  year  to  year,  both  in  number  and  in  dam- 
ages sought. 

By  1957,  some  medical  spokesmen  were  alarmed 
enough  to  declare  the  existence  of  a “crisis”  in  mal- 
practice claims  and  the  cost  of  professional  liability 
insurance.  Compared  to  the  incidence  of  claims  in 
1989  it  was  hardly  a crisis,  but  compared  to  pre- 
World  War  11  experience,  a crisis  did  in  fact  exist. 
Physicians  were  warned  of  the  hazards  of  practice 
without  liability  insurance.  Although  physicians  re- 
sented sharp  increases  in  premiums,  for  most  physi- 
cians 1957  premiums  were  lower  than  what  they 
paid  for  automobile  liability'  coverage.  Despite  the 
upsurge  in  claims,  a major  medical  liability  insurer 
continued  to  recommend  $5,000/810,000  coverage 
to  its  policyholders  as  adequate. 

Also  in  the  1950s  many  personal  injury'  lawyers 
were  vocal  in  making  it  known  that  out  of  concern 
for  maintaining  amicable  relations  with  physicians 
in  their  community  they  declined  malpractice 
claims.  Probably  the  real  reason  was  that  testimony 
of  expert  witnesses  was  necessary  and  the  prepara- 
tion for  malpractice  litigation  was  far  more  difficult 
than  for  other  personal  injury'  cases  and  frequently 
unsuccessful.  But  other  lawy  ers  found  malpractice 
an  area  of  practice  in  which  they  could  specialize, 
receive  referrals  from  other  lawy  ers,  and  develop  a 
lucrative  expertise.  Time  proved  them  right,  and  in 
the  years  that  have  followed,  lawyers  who  specialize 
in  malpractice  claims  rank  with  other  specialists  at 
the  top  of  the  legal  profession  in  their  capacity  to 
make  money, 

“Conspiracy  of  silence” 

It  was  35  years  ago  that  the  plaintiffs’  bar  fired  its 
first  salvo  in  a series  of  confrontations  charging  the 
medical  profession  with  a “conspiracy  of  silence”  to 
keep  physicians  from  testify'ing  against  each  other  in 
malpractice  litigation.  It  was  contended  that  as  a 
consequence  plaintiffs  were  denied  justice  even  in 
the  face  of  flagrant  malpractice.  ITie  battle  cry'  of 
““conspiracy  of  silence  " was  heard  in  a series  of  land- 
mark cases  in  which  plaintiffs  were  successful  in 
convincing  courts  to  di.spense  with  expert  medical 
testimony  where  malpractice  was  apparent  even  to 
laymen,  and  also  in  relaxing  the  qualifications  previ- 
ously required  before  a medical  expert  was  allowed 
to  testify. 

line  accusative  connotation  of  the  phrase  “con- 
spiracy of  silence, ’’  that  physicians  had  deliberately 
joined  together  to  obstruct  justice,  was  vehemently 


denounced  as  false  by  the  American  Medical  Asso- 
ciation. While  it  is  true  that  plaintiffs’  lawy  ers  had 
difficulty'  in  finding  local  medical  experts  who  were 
willing  to  testify  against  their  colleagues,  the  situa- 
tion was  in  no  way  due  to  any  concerted  agreement 
among  physicians. 

Most  physicians  prefer  not  to  be  medical  wit- 
nesses. They  resent  waiting  in  court  to  testify  when 
they  could  be  seeing  patients.  They  find  the  cross- 
examination  process  of  the  adversary'  system  di- 
rected at  their  credibility  and  qualifications  to  be  es- 
pecially repugnant. 

In  public  forums  and  in  state  legislatures  where 
tort  reform  is  being  debated,  the  confrontation  be- 
tween the  plaintiffs’  bar  and  the  medical  profession 
continues  unabated,  but  no  longer  do  plaintiffs  have 
reason  to  complain  about  a dearth  of  expert  medi- 
cal witnesses.  An  estimated  5,000  physicians  earn 
most  or  a substantial  part  of  their  livelihood  as  paid 
expert  medical  witnesses. 

Legal  journals  are  replete  with  the  advertisements 
of  physicians  and  enterprises  that  offer  the  services 
of  medical  experts.  Many  of  these  advertisements 
offer  the  services  of  individuals  with  impressive  cre- 
dentials who  are  trained  in  both  law  and  medical 
specialties  and  are  available  for  expert  medical  testi- 
mony anywhere  in  the  United  States.  Fees  for  their 
services  range  from  about  8500  for  reviewing  the 
merits  of  a proposed  claim  to  83,000  a day  for  par- 
ticipating in  the  trial  of  a case. 

The  continumg  crisis 

Medical  malpractice  liability  has  been  in  a continu- 
ing state  of  controversy  and  crisis  ever  since  mal- 
practice insurance  premiums  skyrocketed  in  1974 
with  increases  up  to  500% . Several  factors  ac- 
counted for  the  sudden  need  to  increase  premiums. 
For  several  years  the  premiums  charged  were 
grossly  inadequate,  claims  had  increased  dramati- 
cally both  in  size  and  frequency,  and  a sharp  in- 
crease had  taken  place  both  in  the  utilization  of 
health  services  and  in  the  number  of  health  care 
providers.  In  the  decade  preceding  1974,  the  courts 
substantially  liberalized  the  rules  for  recovering 
damages  due  to  medical  maloccurrences.  Juries  be- 
came more  aware  that  insurance  carriers  and  not 
defendant  physicians  would  be  responsible  for  more 
generous  awards.  While  insurance  companies  were 
experiencing  record  underwriting  losses,  a deep 
drop  in  stock  prices  in  1974  exacerbated  the  situa- 
tion. The  insurance  industry  experienced  substan- 
tial losses  on  investments  which  had  been  looked  to 
not  only  for  offsetting  underwriting  losses  but  for 
producing  investment  profits  in  the  lag  time  be- 
tween the  receipt  of  premiums  and  the  payment  of 
claims. 

'Fhe  1974  drop  in  stock  prices  led  some  insurers 
to  curtail  their  underwriting  activities  or  to  leave 


Texas  Medicine 


the  malpractice  insurance  market.  Many  physicians 
were  unable  to  obtain  coverage  or  simph  unable  to 
pay  the  cost  ot  coverage  that  \\  as  available.  Physi 
eian-ownetl  insurance  carriers  rapidly  came  into 
existence  to  till  the  gap  and  the  American  Medical 
Association  entered  the  reinsurance  market  by 
creating  a subsidiarv  to  offer  reinsurance.  Following 
rate  increases  of  several  hundred  percent  in 
and  ly’S,  rates  remained  relatively  stable  with  only 
gradual  premium  increases  until  high  interest  rates 
took  a shaqi  tumble  in  198-t.  Coupled  with  the  fall 
in  interest  rates,  the  continuing  severity  of  premium 
loss  ratios  activated  another  round  of  sharp  in- 
creases in  malpractice  insurance  rates.  Subse- 
quentlv,  the  October  19,  198”’,  stock  market  crash 
added  fuel  to  an  already  overheated  financial  di- 
lemma. Insurance  rates  are  tied  to  the  investment 
expertise  and  failures  of  the  insurance  industrv’. 

Volatility  of  insurance  rates 

VC’hen  insurance  rates  double  or  even  triple  over 
night  or  in  the  span  of  a few  years,  physicians  expe- 
rience cash  flow  problems  and  are  unable  to  pass 
through  these  increases  in  higlier  fees.  Eventually 
physicians  as  a group  reflect  increased  premium 
costs  like  other  costs  of  busine.ss  in  their  charges  to 
health  care  consumers  and  taxpayers  who  bear  the 
cost  of  government  health  care  programs.  But  in  the 
meantime,  many  individual  physicians  experience  fi- 
nancial hardships  or  even  choose  early  retirement. 
Infrequent  huge  premium  increases  create  a prob- 
lem for  individual  physicians  because  they  are  hard 
to  pa.ss  along  to  patients. 

Expenditures  for  health  care  in  the  I'nited  States 
are  projected  at  more  than  SSOO  billion  for  1988. 
According  to  the  AMA  Office  of  General  Counsel, 
the  direct  cost  of  malpractice  liability  coverage  for 
physicians  and  hospitals  is  approximately  1 % ot  the 
annual  expenditures  for  health  care,  shared  equally 
by  both.  AMA  figures  indicate  that  combined  pre- 
mium costs  for  physicians  and  hospitals  have  been 
running  at  approximately  1%  of  total  health  care 
expenditures  since  at  least  1968  and  that  ot  this 
amount,  injured  victims  of  medical  malpractice  net 
only  about  26%  after  deducting  legal  fees  and  other 
costs  of  litigation.  Eurthermore,  part  of  what  mal- 
practice award  recipients  receive  can  be  expected 
to  be  dissipated  by  family  and  friends,  and  a very 
substantial  part  of  the  amount  recovered  often  ends 
up  with  their  survivors. 

nie  wheels  of  justice  move  slow  ly,  particularly  in 
large  urban  areas  and  in  cases  scheduled  for  jury 
trial.  Prolonged  litigation  and  uncertainty  of  out- 
come are  stressful  for  both  physician-defendants 
and  patient-plaintiffs.  Under  the  existing  legal  sys- 
tem, providing  for  the  victims  of  medical  accidents 
is  much  like  a lottery.  In  similar  circumstances  one- 
jury  may  find  negligence  while  another  will  not. 


The  expertise  of  counsel,  or  simply  the  luck  ot  the 
draw  in  selecting  a jury,  may  explain  why  a jury  in 
one  case  awards  SI  million  in  damages,  and  in  an- 
other case  where  the  facts  are  substantially  identical 
a jury  awards  several  million  dollars. 

Important  changes  in  the  legal  system  come 
slowly  by  evolution.  Tort  reform  is  accomplished 
in  steps,  but  it  nevertheless  must  be  pursued  ag 
gressively  it  it  is  to  be  accomplished.  A legal  system 
in  which  74  cents  out  of  every  insurance  dollar  is 
spent  on  administration,  transaction  costs,  and  legal 
fees,  etc,  and  only  the  remaining  26  cents  is  actualh 
available  to  malpractice  victims,  is  .sorely  in  need  of 
tort  reform. 


PLASTIC  SURGEONS... 

ARE  YOUR  INSURANCE  RECEIVABLES  A PROBLEM? 

The  Law  Offices  of  J.D.  Johnson  & Associates 
enforces  the  rights  of  Plastic  Surgeons,  and  other 
physicians  throughout  Texas,  against  insurance 
companies  who  have  withheld  medical  benefits 
owed  on  valid  claims  for  services  provided  by  the 
physician.  Our  legal  experts  have  recovered  a 
substantial  amount  of  money  on  claims  which 
were  unreasonably  denied,  in  whole  or  in  part,  for 
such  typical  excuses  as: 

• The  service(s)  provided  was  cosmetic/non-functional 

• The  service(s)  provided  was  not  medically  necessary 

• The  physician’s  fees  exceed  reasonable  and  customary 

We  offer  a flexible  contingency  arrangement 

NO  RECOVERY...NO  CHARGE  TO  PHYSICIAN 

If  your  insurance  receivables  have  become  a 
problem. ..J.D.  Johnson  & Associates  welcomes  the 
opportunity  to  discuss  your  situation. 

The  Law  Offices  of  (713)521-0105 

J.D.  Johnson  & Associates  FAX  (713)  529-4867 
Attorneys  at  Law 

No  designation  has  been  made  by  the  Texas  Board  of  Legal  Specialization 
for  a certificate  ot  special  competency  in  this  area. 
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This  article  describes  the  activities  of  physicians 
who  offer  their  services  for  hire  as  witnesses  and 
consultants  to  attorneys  in  malpractice  litigedion. 
Cases  illustrating  the  extent  of  the  problem  are 
discussed  along  with  legal  and  ethical  restrictions 
on  witnesses  and  contingent -fee  payment  of  medi- 
colegal considtants.  A common  belief  is  that  the 
ever-presetd  threat  of  malprcwtice  litigation,  which 
hangs  over  the  heads  of  physicians  like  the  sword 
of  Damocles,  is  due  to  avaricious  lauyers,  unre- 
alistic expectations  of  patients,  and  the  reckless 
generosity  of  juries  with  other  people's  money.  But 
physicians  also  have  exacerbated  a troublesome 
situation,  done  is  the  universal  reluctance  of  doc- 
tors to  testify  against  other  doctors. 


The  specialization  of  lawyers  in  malpractice 
litigation  has  been  well  publicized,  but  what 
has  received  .scant  attention  is  that  several 
thousand  physicians  offer  their  services  for  hire  as 
expert  medical  witnesses  and  consultants  in  mal- 
practice litigation.  Iliese  physicians  compete  ag- 
gressively for  business  by  advertising  in  law  journals 
and  in  direct-mail  advertising  to  lawyers.  Some  of 
the  advertisers  are  individuals  claiming  prestigious 
medical  credentials  while  other  advertisers  arc  mal- 
practice litigation  consulting  firms  that  offer  lawy  ers 
the  services  of  a vast  stable  of  board-certified  doc- 
tors in  every’  medical  specialty. 

The  “professional”  medical  witness 
rite  physician  who  earns  all  or  a substantial  part  of 
his  livelihood  by  testify  ing  frequently  in  lawsuits  has 
been  described  as  a “professionar’  medical  witness. 
Because  of  the  incentive  to  provide  convincing  tes- 
timony favorable  to  the  party  paying  his  fee,  there  is 
ample  reason  why  opposing  legal  counsel  would 
want  to  show  the  jury’  that  the  witness  is  a profes- 
sional witness  rather  than  an  ordinary’  practitioner 
whose  appearance  in  court  is  merely  incidental  to 
his  practice  in  treating  patients. 

Professional  medical  witnesses  who  testify  for 
plaintiffs  have  proven  to  be  a formidable  problem 
for  lawy  ers  who  defend  physicians  in  malpractice 
actions.  I’hey  are  usually  well  prepared  in  the  areas 
of  medicine  in  which  they  testify’.  Ihey  research 
medical  literature,  they  are  unruffled  by  cross- 
examination,  and  they  know  the  tactics  that  cross- 
examiners use  in  attacking  the  credibility  of  wit- 
nesses.  Professional  w itnesses  are  accustomed  to 
and  comfortable  in  the  courtroom  environment. 

Professional  medical  experts  who  earn  their 
living  by  testify  ing  are  expected  to  support  the 
claims  of  the  party  for  whom  they  testify’  while  at 
the  same  time  avoiding  any  testimony  that  would  be 
considered  nonsense  by  the  scientific  community  . 


Their  skill  is  to  enhance  one  version  of  the  truth 
over  the  other.  The  basic  problem  is  that  there  is  no 
system  of  peer  review  for  expert  medical  witnesses. 
Legislation  that  w’ould  restore  the  locality’  rule  as  a 
qualification  for  medical  witnesses  would  go  far  in 
restoring  the  judicial  process  as  a truth-seeking  pro- 
ceeding rather  than  a battle  between  experts  whose 
primary  professional  skill  lies  in  presenting  per- 
suasive testimony. 

For  example,  the  April  1989  issue  of  Trial,  the 
monthly  publication  of  the  Association  of  Trial  Law- 
yers of  America,  contains  52  advertisements  offering 
the  services  of  medical  experts  for  testify  ing  in  mal- 
practice cases.  Two  advertisements  are  of  particular 
interest.  ITie  Medical  Quality’  Foundation  claims  a 
roster  of  “3000  Board  Certified  Medical  Experts  in 
all  specialties,  nationwide,  to  review  medical 
records,  prepare  written  reports  and  testify.”  JD-MD, 
Inc,  boasts  “3600  Board  certified  specialists  to  re- 
view' and  testify,  all  states,  all  specialties,  impeccable 
credentials.  1 3,000  satisfied  attorneys  since  1975.” 
Fhe  same  advertisements  have  appeared  regularly  in 
the  American  Bar  Association  Journal  and  state  bar 
publications. 

Both  the  Medical  Quality'  Foundation  and  JD-MD, 
Inc,  were  recently  involved  in  litigation  challenging 
contingent-fee  agreements  for  medical  services 
based  upon  the  outcome  of  litigation.  In  Dupree  v 
Malpractice  Research,  Inc,  d/h/a  The  Medical 
Quality  Foundation  ( 1 ),  the  parents  of  Leslie  Du- 
pree brought  a medical  malpractice  suit  for  injuries 
she  suffered  during  birth.  To  locate  necessary’  and 
qualified  experts  to  evaluate  and  provide  expert 
medical  testimony  to  support  the  action,  the  plain- 
tiffs’ attorney  responded  to  an  advertisement  in  the 
Michigan  Bar  Journal  placed  by  Dr  H.  Barry' Jacobs, 
doing  business  as  the  Medical  Quality  Foundation  in 
Herndon,  Va. 

ITie  plaintiffs  sought  to  rescind  two  contracts  that 
they  had  entered  into  with  the  defendant  Medical 
Quality  Foundation  through  its  agent.  Dr  H.  Barry’ 
Jacobs.  Under  the  terms  of  the  first  contract,  the 
Medical  Quality’  Foundation  was  to  provide  expert 
witnesses  and  advice  on  trial  strategy’  to  the  plain- 
tiffs and  their  attorney  in  a medical  malpractice  ac- 
tion relating  to  the  birth  of  Leslie  Dupree.  The 
defendant  was  to  be  compensated  for  its  services 
pursuant  to  a schedule  of  fees  and  costs  to  be  paid 
in  advance,  and  a contingent  fee  of  20%  of  the 
plaintiffs’  recovery’  in  the  malpractice  action. 
Liquidated  damages  of  SIO.OOO  were  also  provided 
by  the  contract  in  the  event  that  plaintiffs  failed  to 
pay  the  contingent  fee. 

ITie  second  contract  was  similar  to  the  first  ex- 
cept in  two  respects.  The  plaintiffs’  attorney  was 
made  a party’  to  the  second  contract  and  was  per- 
sonally obligated  to  pay  the  contingent  fee.  The  sec- 
ond contract  also  eliminated  the  liquidated  damages 
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provision,  thereby  leaving  the  plaintiffs  liable  for  tin 
speeitied  additional  damages  if  they  breaehed  the 
eontraet. 

Subsequently,  the  plaintiffs  settled  the  malprac- 
tice action  for  S1'’0,0()0  ;ifter  they  had  paid  the  de- 
fendant Medical  Quality  Foundation  S2,77S  in  fees 
and  costs.  The  plaintiffs  refused  to  pay  the  addi- 
tional 20%  contingent  fee  and  instead  filed  this  law- 
suit to  invalidate  the  contracts  with  the  defendant, 
Ihe  trial  court  held  that  the  contracts  were  void 
since  they  violated  public  policy.  The  Michigan 
Court  of  Appeals  affirmed,  finding  such  contingent- 
fee  contracts  so  repugnant  to  established  Michigan 
public  policy,  as  expressed  by  statutes,  court  rules, 
and  court  opinions,  that  to  permit  recover)'  would 
defeat  or  subvert  those  public  policies  and  threaten 
the  integritv’  of  the  judicial  system.  The  court  of  ap- 
peals in  its  opinion  cited  the  Michigan  statutorv’ 
scheme  and  a statute  that  makes  “it  a misdemeanor 
for  an  expert  witness  to  testifv'  on  a contingent-fee 
basis  in  an  action  alleging  medical  malpractice.”  Ihe 
court  said  that  the  statute  is  “a  clear  expression  of 
the  public’s  aversion  to  such  arrangements  as  they 
provide  an  obvious  incentive  for  the  manufacture  of 
favorable  testimony.” 

In  Polo  By  Shipley  v Gotchel  ( 2 ),  the  New  Jersey 
Superior  Court  found  a contract  similar  to  those 
executed  in  DuPree  to  be  void  as  against  public  pol 
icy  under  almost  identical  circumstances.  In  Polo, 
the  minor  plaintiffs  guardian,  upon  recommenda- 
tion of  counsel,  engaged  a medicolegal  consulting 
service,  JD-MD,  Inc,  to  assist  in  locating  medical  ex- 
perts to  review  and  testify  as  to  the  medical  aspects 
of  a malpractice  action  against  the  plaintiffs  deliver- 
ing obstetrician.  As  in  Dupree,  the  agreement  with 
JD-MD,  executed  by  the  guardian  and  her  attorney, 
set  forth  an  extensive  list  of  fees  and  charges  pay 
able  to  JD-MD,  in  addition  to  a 6%  contingent  fee 
on  the  plaintiffs  eventual  gross  recover)',  which  was 
held  to  be  void. 

The  court  relied  upon  an  opinion  from  the  New 
Jersey  Advisor)’  Committee  on  Professional  Ethics 
which  in  turn  had  relied  upon  the  American  Medi 
cal  Association  Council  on  Ethical  and  Judicial  Af- 
fairs concerning  contingent  physician  fees.  That 
opinion  states: 

If  a physician’s  fee  for  medical  service  is  con- 
tingent on  the  successful  outcome  of  a claim, 
there  is  the  ever-present  danger  that  the  physi- 
cian may  become  less  of  a healer  and  more  of  an 
advocate.  Accordingly,  a physician’s  fee  for  medi- 
cal .services  should  be  based  on  the  value  of  the 
service  provided  by  the  physician  to  the  patient 
and  not  on  the  uncertain  outcome  of  a contin 
gency  that  does  not  in  any  way  relate  to  the  value 
of  the  medical  service  ( 3 ) 


'Ihe  Committee  on  Professional  Ethics  concurred 
with  the  AMA  Judicial  Council  and  reasoned  that  an 
attorney  should  not  contravene  the  medical  guide- 
lines by  assisting  in  a contingent-fee  agreement  with 
a doctor. 

Although  the  courts  in  Texas  have  yet  to  address 
the  issue  of  medical-legal  consulting  firms,  the  State 
Bar  of  Texas  has  clear  rules  and  opinions  on  this 
issue.  On  March  1 1,  1988.  the  Ethics  Committee  of 
the  State  Bar  of  Texas  issued  opinion  number  458, 
holding  that  an  attorney  who  aids,  assists,  or  permits 
a client  to  enter  into  a contingency-fee  agreement 
with  a “medical  legal  consulting  firm”  that  provides 
various  services,  including  the  providing  of  expert 
testimony,  violates  the  Texas  Code  of  Professional 
Responsibility  DR  7-109.  The  attorney’s  participa- 
tion in  a contingent-fee  arrangement  between  a cli- 
ent and  a medicolegal  consulting  firm  gives  the 
appearance  of  an  impropriety  as  well  as  presents 
problems  in  the  areas  of  fee  .splitting,  excessive  fees, 
loss  of  attorney  controls,  and  payment  of  contingent 
fees  in  exchange  for  expert  testimony  ( 4 ).  I’hat  pro- 
vision is  now  embodied  in  rule  3.04(b)  of  the  new 
Texas  Disciplinar)’  Rules  of  Professional  Conduct 
which  provides,  in  part,  that  a lawyer  shall  not  pay 
or  acquiesce  in  the  offer  or  payment  of  compensa- 
tion to  a witness  or  other  entity  contingent  upon 
the  content  of  the  testimony  of  the  witness  or  the 
outcome  of  the  case. 

Similarly,  the  medical  profession  looks  with  dis- 
favor on  contingent-fee  arrangements  for  physician 
expert  witnesses.  Section  9.0“'  of  the  "Current 
(Opinions”  of  the  Council  on  Ethical  and  Judicial  Af- 
fairs of  the  American  Medical  Association  ( 1989) 
states  unequivocally:  “It  is  unethical  for  a physician 
to  accept  compensation  that  is  contingent  upon  the 
outcome  of  litigation.” 

Conclusion 

Physicians  should  look  beyond  the  contract  that 
concerns  themselves  and  a medical-legal  consulting 
firm.  A physician  should  review  the  entire  relation- 
ship between  physician  expert,  legal  consulting 
firm,  plaintiff,  and  plaintiffs  attorney.  A physician 
should  always  deport  himself  or  herself  in  an  ethical 
manner  and  should  not  allow  himself  or  herself  to 
enter  a relationship  where  any  professional  may 
be  violating  the  ethical  standards  of  his  or  her 
professions. 
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Incentires  to  sparingly  order  diagnostic  tests, 
make  referrals  to  specialists,  or  discharge  patients 
early,  expand  exposure  to  medical  professional  li- 
ability. Discharging  a patient  prematurely  from  a 
hospital,  or  denying  a patient  referral  to  a spe- 
cialist because  ofUMO  or  government  budgetary 
considerations  is  no  defense  to  sidjstandard  treat- 
ment Such  accusations  are  difficult  to  defend.  Not 
only  is  there  the  issue  of  negligence  in  denying 
proper  care  bid  also  the  conflicting  interest  of  de- 
riving financial  profit  from  the  denial  of  adecpiate 
care.  This  article  documents  these  liability  risks  for 
physicians  and  those  who  seek  to  manage  their 
treat  men  t decisions. 


To  curtail  the  rising  costs  of  health  care,  the 
federal  government  and  other  third-party 
payers  use  a variety  of  tactics  to  inject  hnan- 
cial  criteria  into  the  clinical  decision-making  pro- 
cess of  physicians,  hconomists,  cost  accountants, 
and  statisticians  are  the  unseen  consultants  whose 
influence  is  present  when  an  attending  physician 
decides  what  diagnostic  tests  are  essential,  what 
therapy  is  appropriate,  and  when  the  patient  should 
be  discharged  from  the  hospital. 

Medicare,  Medicaid,  and  the  various  state  and  fed 
eral  laws  that  pro\'ide  health  service  programs  rec- 
ognize only  a single  standard  of  quality  for  health 
care.  The  same  is  true  for  services  pro\  ided  by  an 
IlMt).  It  is  tenuous  to  argue  that  the  informed  con- 
sent rule  offers  protection  against  tort  liability  when 
a patient  agrees  to  the  cost-control  provisions  of  a 
health-care  delivery  system,  such  as  an  HMO.  Pa- 
tient welfare  is  always  top  priority  and  patients  en- 
tering an  HMO  system  expect  and  are  entitled  to 
the  same  quality  of  care  as  that  offered  under  the 
fee-fbr-service  system. 

I'he  tradition  in  the  United  States  is  that  no  sick 
or  injured  person  .should  be  denied  essential  health 
care  because  of  cost.  Hie  judicial  system  is  not 
likely  to  tolerate  governmental  or  private  health 
care  plans  that  purport  to  provide  the  same  health 
care  benefits  for  all  participants  and  at  the  same 
time  mandate  a two-tier  standard  of  quality — one 
for  those  able  to  pay  for  cost  overruns  that  exceed 
financial  criteria  and  the  other  for  less  financially 
able  patients. 

Cionsider  the  dilemma  of  Dr  Grant  ( not  his  real 
name ) who  practices  in  an  underprivileged  urban 
area  in  I'exas.  His  patients  are  frequently  debilitated 
and  require  more  attention  than  most  patients.  He 
has  a record  at  the  hospital  for  ordering  more  diag- 
nostic tests  for  his  Medicare  and  Medicaid  patients 
than  his  colleagues.  Also,  his  patients  are  usually 
ho.spitalized  longer  than  DRG  norms.  Dr  (irant  was 
told  by  the  chief  of  staff  that  he  had  best  improve 


his  record  because  his  patients  were  costing  the 
hospital  a great  deal  of  money.  He  was  reminded  in 
a not  too  subtle  way  of  his  age  and  that  the  younger 
surgeons  had  little  difficulty  in  staying  within  DRGs. 
Dr  Grant  interpreted  these  remarks  to  mean  that  his 
hospital  privileges  might  be  in  jeopardy  and  that  a 
record  was  being  built  against  him.  By  way  of  addi- 
tional background,  the  hospital  had  a financial  ar- 
rangement with  the  organized  medical  staff  to  .share 
the  savings  in  keeping  costs  below  DRG  levels. 

Later,  a malpractice  claim  brought  against  Dr 
Grant  and  the  hospital  alleged  that  the  death  of 
Maria  Lopez  was  attributable  to  her  premature  dis- 
charge from  the  hospital.  After  a difficult  operation 
due  to  her  obesity,  and  8 days  of  hospitalization. 

Dr  Grant  discharged  her.  Under  ordinary  circum- 
stances, were  it  not  for  DRG  pressures  and  the  ad- 
monition he  had  received  from  the  chief  of  staff,  he 
would  have  hospitalized  her  for  an  additional  3 or  4 
days.  I'he  following  day  her  stitches  broke  while  she 
was  alone  at  home,  and  uncontrolled  hemorrhage 
led  to  her  death.  The  evidence  indicated  that  if 
Maria  Lopez  had  remained  in  the  hospital,  the  hem- 
orrhage could  have  been  easily  arrested  and  blood 
given  if  needed. 

Settlement  negotiations  brought  out  the  fact  that 
Dr  Grant  would  have  kept  Maria  Lopez  hospitalized 
longer  were  it  not  for  the  fact  that  the  hospital  was 
pressuring  him  because  of  kxsses  due  to  his  exceed- 
ing DRGs,  but  that  it  did  not  order  him  to  discharge 
her.  Nevertheless  the  hospital  contributed  S50,000 
to  the  8300,000  settlement. 

Dr  Grant’s  rea,son  for  di.scharging  Maria  Lopez  ear- 
lier than  dictated  by  his  best  medical  judgment  is 
understandable  but  not  legally  excu.sable.  Cost- 
containment  measures  that  have  the  propensity  to 
lower  the  acceptable  standard  of  care,  or  lead  to 
malpractice  liability,  must  be  resisted.  At  the  same 
time,  excessive  hospitalization  and  testing  that  is 
wasteful  needs  to  be  dealt  with  effectively  by  peer 
reviewers.  In  Knapp  v Palos  Community  Hospital 
( 1 ),  the  Illinois  appellate  court  held  that  the  hospi- 
tal privileges  of  physicians  who  over-utilized  hospi- 
tal facilities  could  be  justifiably  terminated.  The 
defendant  hospital  had  denied  reappointment  to 
three  internists  who  practiced  as  a group.  Their  ex- 
cessive use  of  lung  .scans,  medications,  diagnostic 
tests,  pacemakers,  and  pulmonary  angiograms  was 
considered  wasteful.  The  doctors’  peers  found  that 
the  plaintiffs’  over-utilization  of  the  hospital  resulted 
in  hospitalizations  that  were  50%  longer  and  costs 
that  were  3 1 % greater  than  those  of  the  other  staff 
members. 

In  Wickline  v California  ( 2 ),  the  plaintiff,  Lois 
Wickline,  was  a patient  covered  under  the  state  of 
C^alifornia’s  medical  assistance  program  known  as 
Medi-Cal.  Wickline  alleged  that  her  right  leg  had  to 
amputated  due  to  complications  that  arose  follow- 
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ing  her  premature  hospital  diseharge  brought  about 
by  the  state’s  Medi-Cal  preeertiheation  program.  Dr 
Polonsky  performed  two  surgical  procedures  on 
Vi'ickline.  one  to  remove  part  of  her  aorta  and  re- 
place it  with  a I’etlon  graft,  and  later  the  same  day  a 
procedure  to  remove  a blood  clot  in  her  right  leg. 

VC'ickline’s  recover)  ;iftcr  the  operations  was 
“stormy.”  Five  davs  later,  because  ot  severe  pain  she 
was  returned  to  the  operating  room  where  Dr 
PolonskT  performed  a lumbar  sympathectomy. 
Medi-C:al's  preeertiheation  program  initially  autho- 
rized a 10-day  stay  for  Wickline.  Dr  Polonsky  re- 
quested an  8-day  extension  as  medically  necessar)’. 
Four  additional  days  were  approved.  After  her  dis- 
charge, the  patient  developed  complications  and 
was  readmitted,  but  the  complications  had  reached 
a point  where  they  could  not  be  remedied  and  her 
right  leg  was  amputated.  Dr  Polonsky  testihed  at 
trial  that  had  the  patient  stayed  in  the  hospital  for 
the  additional  4 extra  days  that  he  had  requested, 
the  deterioration  would  have  been  noticed  and  am- 
putation of  the  leg  would  not  have  been  necessary'. 

Dr  Polonskw  was  not  a defendant  in  the  litigation. 

In  holding  for  the  State  of  California  the  appellate 
court  said; 

The  patient  who  requires  treatment  and  who  is 
harmed  when  care  which  should  have  been  pro- 
vided is  not  provided  should  recover  for  the  inju- 
ries suffered  from  all  those  responsible  for  the 
deprivation  of  such  care,  including,  when  appro- 
priate, health  care  payers,  lliird  party  payers  of 
health  care  services  can  be  held  legally  account- 
able when  medically  inappropriate  decisions  re- 
sult from  defects  in  the  design  or  implementation 
of  cost  containment  mechanisms  as,  for  example, 
when  appeals  made  on  a patient’s  behalf  for  medi- 
cal or  ho.spital  care  are  arbitrarily  ignored  or  un- 
reasonably disregarded  or  overridden.  However, 
the  physician  who  complies  without  protest  with 
the  limitations  imposed  by  a third-party  payer, 
when  his  medical  judgment  dictates  otherwise, 
cannot  avoid  his  ultimate  re.sponsibilitv  for  his  pa- 
tient’s care.  He  cannot  point  to  the  health  care 
payer  as  the  liability  scapegoat  when  the  con.se- 
qucnces  of  his  own  determinative  medical  deci- 
sions go  sour. 

The  court  also  noted  Dr  Polonsky’s  role; 

There  is  little  doubt  that  Dr  Polonsky  was  in 
timidated  by  the  Medic-Cal  program  but  he  was 
not  . . . powerless  to  act  if  other  action  was  re- 
quired under  the  circumstances.  It,  in  his  medical 
judgment,  it  was  in  his  patient’s  best  interest  that 
she  remain  in  the  acute  care  hospital  setting  for 
an  additional  four  days  beyond  the  extended  time- 
period  originally  authorized  by  Medi-Cial,  Dr 


Polonsky  should  have  made  some  effort  to  keep 
Wickline  there. 

Utilization  review  restrictions 
Some  HMO  and  PPO  contracts  and  group  health 
benefit  plans  covering  patients  will  not  reimburse 
the  patient  or  physicians  without  prior  authoriza- 
tion for  certain  tests  or  procedures.  Physicians  must 
be  careful  in  agreeing  to  conditions  on  their  treat- 
ment plans.  Just  because  the  third-party-  payer 
threatens  not  to  approve  the  treatments  considered 
necessary-  by  the  physicians  does  not  relieve  the 
physician  from  the  obligation  to  inform  the  patient 
of  his  recommended  treatment  or  plan.  A C.alifornia 
case  illustrates  the  dilemmas  physicians  face  when 
they  go  against  their  best  judgment  and  standard 
practice  to  accommodate  a third-party  payer’s 
restrictions: 

A 4()-year-old  male  was  diagnosed  as  having  a 
pituitary  tumor.  Radiation  therapy  was  recom- 
mended. Fhe  patient  was  a member  of  a group 
health  plan  and  w-as  referred  to  an  independent 
radiologist  for  treatment.  Because  the  group  plan 
w'ould  not  reimbur.se  for  computerized  tomogra- 
phy, the  radiologist  manually  charted  the  location 
of  the  tumor,  amount  of  radiation  and  points  ot 
administration.  The  manual  charting  of  the  tu- 
mor’s location  was  inaccurate  and,  as  a result  ot 
radiation  necrosis  ot  the  optic  nerve,  the  patient 
went  blind.  In  addition,  he  developed  a residual 
tumor.  The  extra  cost  of  the  computerized  to- 
mograph, which  perhaps  would  have  saved  this 
man’s  eyesight,  was  S5().  'Hie  resulting  lawsuit 
against  the  radiologist  was  found  indefensible  and 
settled  for  a substantial  sum  ( 3 ) 

Risk-sharing  incentives 

Other  ca.ses  involving  the  tension  between  financial 
incentives  and  .s;ife  medical  practice  are  being  tried 
at  this  time. 

In  Bush  V Dcike  ( -* ) a .seven-count  complaint  has 
been  filed  against  a Michigan  HMO  seeking  damages 
and  charging  that  the  failure  to  timely  diagnose  cer- 
vical cancer  is  a result  of  the  risk-sharing  incentives 
set  forth  in  the  contract  between  the  HMO,  the  pro- 
fessional service  corporation  (IFA),  and  the  physi- 
cian. Under  the  contract,  a referral  pool  was  created 
wherein  the  gains  and  losses  from  the  referral  pool 
were  shared  between  the  HMO  and  the  IFA.  'nit- 
plaintiff  contends  that  the  financial  incentives  for 
limiting  services  by  specialists,  not  admitting  to  hos- 
pitals, and  the  audits  on  use  of  Fapanieolaou  tests 
subverted  the  observance  of  accepted  standard  ot 
practice.  Fraudulent  breach  of  trust  on  the  part  of 
the  contracting  parties  is  afso  alleged  in  that  the  na- 
ture of  these  arrangements  w ere  not  disclosed  to 
the  patient.  In  addition,  the  HMO  is  being  charged 
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with  tortious  interference  in  the  physician-patient 
relationship. 

A similar  case  in  litigation  includes  Teto  v US 
Healthcare,  Inc  (4),  where  a class  action  suit  has 
been  filed  on  behalf  of  all  members  of  the  HMO 
since  Jan  1,  1982,  against  the  HMO  and  its  subsidi- 
aries. Among  the  charges  are  misrepresentation 
(failure  to  disclose  risk-sharing  arrangements  in 
which  referral  expenses  and  inpatient  hospital  care 
were  charged  to  the  primary'  care  physicians ) in 
violation  of  the  federal  Racketeer  Influenced  and 
Corrupt  Organizations  Act  ( RICO ) and  mail  fraud. 

Another  case  involves  an  allegation  of  negligent 
referral.  In  Harrell  v Total  Health  Care,  Inc  ( 5 ),  the 
plaintiff  sued  a urologist  for  negligence  and  an  HMO 
corporation  for  negligent  selection,  claiming  that 
the  HMO  had  placed  the  urologist  on  its  referral  list 
without  reviewing  his  credentials  or  reputation.  The 
plaintiff  alleged  that  the  urologist  was  the  defendant 
in  numerous  malpractice  cases,  four  of  which  were 
concluded  in  favor  of  the  plaintiff  patients.  The  jury 
entered  a verdict  against  the  urologist  for  SI  mil- 
lion. The  corporation  successfully  avoided  a trial  on 
the  merits  by  asserting  statutory  immunity’  under 
Missouri  law. 

Conclusion 

Physicians  who  allow  financial  criteria  to  interfere 
with  their  best  clinical  judgment  are  surrendering 
their  professional  independence  and  compromising 
the  quality'  of  their  services.  Physicians  face  conflicts 
between  what  is  best  for  the  patient,  avoiding  in- 
creased exposure  for  themselves  to  malpractice  lia 
bility,  and  yielding  to  financial  criteria  urged  by 
accountants  and  economists  on  behalf  of  third  par- 
ties, As  succinctly  stated  in  the  Wickline  case: 

While  we  recognize,  realistically,  that  co,st  con- 
sciousness has  become  a permanent  feature  of  the 
health  care  system,  it  is  essential  that  cost  limita- 
tion programs  not  be  permitted  to  corrupt  medi- 
cal judgment. 

ITiere  are  precautions  that  a physician  can  take  to 
protect  his  or  her  patients  and  limit  his  or  her  own 
legal  liability: 

1.  As  you  develop  good  rapport  with  your  pa- 
tients and  show  your  respect  and  concern  for  their 
well-being,  alert  them  not  to  be  surprised  if  their 
health  benefit  plans  question  the  necessity  for  pro- 
posed tests,  procedures,  or  hospitalization. 

2.  Document  efforts  to  provide  third-party  payers 
with  complete  and  accurate  information  about  the 
patient’s  condition. 

3.  Promptly  alert  the  patient  or  whoever  is  in 
charge  of  the  patient  if  hospitalization,  diagnostic 
testing,  or  treatment  beyond  that  approved  by  the 


third-party  payer  is  medically  necessary.  Document 
these  efforts. 

4.  Assist  the  patient  in  exercising  his  appeal 
rights  to  receive  the  benefits  to  which  he  is  entitled. 
Document  these  efforts. 

5.  Do  not  agree  to  cost-containment  measures 
that  will  interfere  with  your  fiduciary  duty  to  rec- 
ommend and  provide  appropriate  medical  care  for 
your  patients. 

6.  Advise  your  patients  that  you  too  are  attentive 
to  costs  and  will  provide  that  rationale  for  your 
recommended  test,  etc,  to  the  health  benefit  plan 
managers,  but  that  you  will  not  compromise  your 
medical  judgment  to  appease  third-party  payers  and 
their  cost  concerns.  Document  this  advice  by  using 
forms  such  as  the  following. 

Suggested  forms  for  explaining  insurance  plans  to  patients. 


Financial  Information  to  My  Patients 

The  health  insurance  plan  under  which  you  have  certain  benefits 
includes  strict  criteria  for  coverage  of  medical,  hospital,  and  other 
services.  It  is  not  always  possible  to  anticipate  when  services  will 
be  covered,  or  when  coverage  will  be  denied  Sometimes  an  appeal 
from  a decision  denying  coverage  is  necessary  before  coverage  is 
authorized 

1 will  work  with  you  and  the  administrators  of  your  health  bene- 
fit plan  so  that  coverage  problems  can  be  minimized.  When  1 am 
aware  that  you  may  not  be  covered  for  a proposed  test,  procedure, 
or  hospitalization,  1 will  advise  you 

I do  not  deny  my  patients  needed  medical  diagnosis  and  treat- 
ment due  to  the  financial  determination  of  health  benefit  plan  ad- 
ministrators Just  as  it  is  my  custom  to  discuss  proposed  medical 
tests  and  procedures  with  you,  please  feel  free  to  discuss  financial 
and  plan  coverage  problems  with  me 


John  Doc.  MI) 

Original  given  to  patient  or  responsible  relative  on 
( Copy  filed  in  patient’s  chart ) 


Financial  Disclosure  Statement 

Dear  Dr  Doe, 

I understand  that  my  health  benefit  plan  ( will ) ( may ) not  cover  the 

( tests ) ( procedures ) ( hospitalization ) ( ) 

recommended  by  you. 

Nevertheless,  I request  you  to  take  those  steps  you  deem  appro- 
priate in  my  treatment  and  understand  that  the  cost  of  some  or  all 

( tests ) ( procedures ) ( hospitalization ) ( ) 

ultimately  (may)  (will ) be  my  responsibility. 

Cost  estimates: 


( Patient  or  re.sponsible  adult’s  signature ) 

( File  in  patient's  chart ) 
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Dallas/Fort  Worth  Metroplex 
Surgeon/Anesthesiologist  Billing 
Service 

• Facsimile  machine  provided  for  contract  period 

• Verify  insurances  as  claims  are  received, 

• Computerized  claims  processing 
• Anesthesiologist  professional  fee  calculation 

• Claims  sent  daily,  weekly  or  as  requested, 

• Follow  up  on  claim  with  insurance  company 

• All  collected  revenues  are  deposited  to  your  account 
• Secondary  insurance  claims  are  sent  upon  receiving  payment 
from  primary  insurance 
• Patient  statement  sent  monthly 
• Follow  up  on  patient  outstanding  account 
• Receive  incoming  calls  from  insurance  companies/patients 
• Complete  monthly  financial  and  statistical  reports 
• Fee:  6.5  percent  of  collected  revenue 


Call:  Integrated  Medical  System 
2225  E.  Randol  Mill  Road,  Suite  531 
Arlington,  Texas  76011 

Tel:  (81 7)  640-9860  Metro 
Fax:(817)649-3383 

See  us  at  the  TMA  Annual  Session  in  Corpus  Christ!,  Texas 
May10-11-12,1990 


Where  Would  You 
Prefer  To  Do 
Your  Reading? 

(In  the  courtroom  or  in  your  office?) 


PHYSICIANS  CARING  FOR  TEXANS 


It’s  your  choice.  Stay  on  top  of  the  latest  medical 
literature  and  provide  the  best  possible  medical 
care— or  don’t— and  risk  possibly  being  sued. 

As  a member  of  the  Texas  Medical  Associa- 
tion, a simple  request  to  your  medical  library 
could  provide  you  with  up-to-date  information 
and  improve  patient  care  as  well. 

The  TMA  Library  staff  are  trained  professionals 
who  quickly  can  perform  a thorough  search  of 
the  literature,  saving  valuable  time  and  ensuring 
that  the  information  obtained  is  both  timely 
and  correct. 

It’s  up  to  you  to  make  the  choice,  but  we  can 
help  make  it  easier.  Protect  your  patients’ 
interests  and  your  own.  Next  time  you  need 
information,  consult  your  TMA  Library. 

Texas  Medical  Association  Library 

1801  N.  Lamar  Blvd.  Austin,  Texas  78701 
(512)  477-6704 
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At  Medical  Protective,  dghtiii^  for  our 
doctors  is  our  nuniher  oue  priority.  W/e  know 
we’re  not  just  insuring  your  finances.  V'\ie'’re 
protecting  your  professional  reputation,  an 
asset  no  anionnt  of  insurance  can  replace. 

And  when  we  go  to  battle,  onr  winning 
record  is  nnsnipassed.  The  reasons  are 
simple. 

First,  no  one  knows  more  about  defending 
doctors  than  we  do.  We  invented  professional 
liabilitv  insurance  90  years  ago  and  have 
been  deiending  doctors  ever  since. 

Second,  since  onr  inception  we  have 
employed  only  the  most  experienced  and 
skilled  malpractice  lawyers  in  your  area.  We 
will  never  waver  from  this  commitment. 

d’liird,  commitment  of  this  kind  requires 
linancial  strength  and  stahilitv.  With  nearly 
a billion  dollars  in  assets  and  a continnons 
A.M.  Best  A+  (Siqierior)  rating,  we  don’t 
have  to  make  individual  case  decisions 
based  on  the  bottom  line.  VVe  have  the 
linancial  clout  to  do  whatever  it  takes  to 
serve  onr  doctors. 


If  yon  would  like  this  kind  of  aggressive 
defense  in  your  corner,  don’t  wait.  Call  dire 
Medical  Protective  Company  Ceneral  Agent 
in  your  area  today. 


Arnericas  premier  professiotud  liability  insurer. 


OfTiccs  in  Dallas,  Bruce  Grim,  Keith  H.  Prince,  Charles  F.  Curtice,  Daniel  S.  Marley,  (214)  821-4640  • Houston,  L.  Wayne  Kirk, 
Rick  D.  Bolin,  John  Bedinsfield,  (713)  465-4445  • San  Antonio,  Michael  Rollans,  Thomas  A.  Weisman,  (512)  490-1081 
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Medical  records  can 
win  or  lose  a 
malpractice  case 


This  article  illustrates  for  the  physician  the  pitfalls 
of  making  poor  medical  records  and  how  good 
medical  records  can  make  the  difference  in  win- 
ning or  losing  a medical  professional  liability 
lawsuit  The  article  includes  seven  suggestions  to 
enable  the  physician  to  create  and  maintain  good 
patient  medical  records. 


The  most  important  evidence  in  a malpractice 
trial  is  the  patient’s  medical  record.  Careless 
record  keeping  conveys  an  image  to  judges 
and  juries  that  the  defendant  is  also  a careless  doc- 
tor. Conversely,  even  though  the  patient  suffered  a 
bad  result,  or  the  case  was  misdiagnosed,  a clean, 
detailed  medical  record  may  persuade  a jur)'  that 
the  defendant  doctor  did  his  or  her  best  for  the  pa- 
tient and  that  this  deserves  favorable  consideration. 
As  the  following  cases  indicate,  a patient’s  chart  that 
meets  the  standards  of  good  record  keeping  can 
make  the  difference  between  winning  or  losing. 

Tampering  with  medical  records 
Tampering  with  medical  records  for  the  purpose  of 
defeating  a liability  claim  often  results  in  the  loss  of 
a malpractice  suit  that  otherwise  might  have  been 
successfully  defended.  Altering  a patient’s  medical 
record  to  explain  or  justify'  a diagnosis  or  treatment, 
even  if  made  in  good  faith,  can  create  a presump- 
tion of  fraud  in  the  eyes  of  a judge  and  jury.  It  can 
also  result  in  a criminal  charge  of  tampering  with 
evidence. 

Entries  in  a patient’s  medical  record  should  be 
made  contemporaneously  with  treatment.  A physi- 
cian’s self-serving  additions  to  an  original  entry  are 
highly  suspect  when  scrutinized  in  malpractice  liti- 
gation. This  was  illustrated  in  Rotan  v Greenbaum 
( 1 ),  which  involved  the  death  of  a child  from 
anaphylactic  shock  after  a penicillin  injection.  Ac- 
cording to  the  defendant  physician,  the  child  was 
suffering  from  mumps  and  pharyngitis.  I’he  defen- 
dant’s medical  record  for  the  child  contained  this 
entry': 

^ & phar>'ngitis 

“Expired  after  penicillin,  600,000  for  mumps. 
Expired  2:15  p.m.” 

'ITie  question  mark  preceding  the  word  “mumps 
and  the  words  “&  phary  ngitis”  inserted  above  the 
line  after  the  word  “mumps”  were  apparently  writ- 
ten with  a different  pen  from  that  used  in  the  re- 
mainder of  the  entry.  The  defendant  admitted  at  the 
trial  that  part  of  the  entry  was  made  immediately 
after  the  child’s  death  and  the  additions  some  time 
later. 

The  defendant  testified  that  penicillin  is  not  a 
therapeutic  for  mumps  and  to  give  penicillin  for 


mumps,  per  se,  would  not  be  good  and  approved 
practice.  Based  upon  this  evidence,  the  US  Court  of 
Appeals  for  the  District  of  Columbia  reversed  the 
verdict  which  had  been  directed  for  the  defendant 
in  the  trial  court,  holding  that  a jury'  could  have 
found  as  a fact  that  the  penicillin  was  given  for  the 
mumps  alone,  and  that  therefore  the  defendant  was 
negligent. 

In  Seaton  v Rosenberg  ( 2 ),  the  defendant,  an 
anesthesiologist,  was  sued  by  a patient  who  sus- 
tained brain  damage  during  a surgical  procedure. 
After  suit  was  filed,  the  defendant  was  notified  that 
the  plaintiff’s  lawy  er  wished  to  examine  the  hospital 
records  of  the  operation.  ITie  defendant  went  to  the 
medical  record  room  and  began  adding  to  the  anes- 
thesia record  he  made  during  the  operation  until  he 
was  advised  by  the  record  clerk  that  this  was  im- 
proper. In  reversing  the  verdict  of  the  trial  court, 
the  Supreme  Court  of  Kentucky  characterized  the 
defendant’s  after-the-fact  amendment  of  the  hospital 
records  as  unusual  conduct  and  stated  that  the  jury 
could  place  such  significance  on  this  conduct  as  it 
deemed  advisable. 

A recent  malpractice  death  action  involved  a 43- 
year-old  man  who  died  from  undiagnosed  endocar- 
ditis. The  plaintiff  ( the  decedent’s  estate ) contended 
that  the  defendant  internists/cardiologists  failed  to 
conduct  appropriate  diagnostic  testing,  which 
would  have  prompted  antibiotic  therapy.  The  dece- 
dent had  visited  the  defendants  over  a 3-year  pe- 
riod, as  they  served  as  his  family  phy'sicians.  ITie  last 
visit  was  1 7 days  before  his  death.  He  complained  of 
fever,  chills,  migratory  pain,  nausea,  vomiting,  and 
insomnia.  'I’he  defendants  diagnosed  a viral  infection 
and  pre,scribed  bed  rest,  fluids,  and  Motrin  for  pain. 

At  the  trial,  the  plaintiff  called  as  a witne,ss  the 
medical  examiner  who  performed  the  autopsy.  He 
testified  that,  based  upon  the  finding  of  severe  dam 
age  to  the  aortic  valve,  it  was  obvious  that  the  con- 
dition of  endocarditis  had  been  present  for  at  least 
several  weeks,  and  that  it  was  highly  unlikely  that 
this  damage  would  not  have  caused  heart  murmurs 
when  the  defendant  was  examined.  On  the  other 
hand,  the  defendant’s  pathologists  contended  that 
the  condition  may  have  developed  more  rapidly  and 
that  a heart  murmur  may  not  have  been  pre.sent. 

Three  expert  witnesses  presented  by  the  plaintiff 
contended  that  in  view  of  the  continued  symptoms, 
which  were  accompanied  by  a heart  murmur,  the 
defendants  should  have  suspected  endocarditis  and 
taken  appropriate  blood  studies  that  would  have  de- 
tected the  condition.  I’he  defendants’  expert  in- 
ternist/cardiologist testified  that,  based  upon  the 
defendants’  records,  which  indicated  the  absence  of 
a murmur  upon  clinical  observation,  the  defendants 
were  justified  in  treating  the  relatively  common 
symptoms,  which  were  consistent  with  a viral 
infection. 


Hugh  M Barton,  JD,  As- 
sistant General  Coun- 
sel, Texas  Medical 
As.sociation,  1801  N 
latmar  Blvd,  Austin,  TX 
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ITic  defendants  testified  that  the  entries  made  in 
the  decedent’s  medical  record,  including  the  histor)’ 
taken  when  he  first  visited  the  defendants  for  rou- 
tine care,  were  recorded  contemporaneously  with 
the  care  provided  the  decedent.  The  decedent's 
medical  records  showed  that  the  decedent’s  brother 
had  died  from  coronary’  heart  disease.  But  this  death 
occurred  2 years  after  the  entr\'  was  supposedly 
made! 

The  attorney  for  the  plaintiff,  in  the  style  of  the 
television  attorney,  Perry  Mason,  did  not  reveal 
that  he  knew'  of  this  discrepancy  until  he  cro,ss- 
examined  the  defendants  at  trial.  I'he  jur\’  brought 
in  a verdict  for  the  decedent’s  estate  in  the  amount 
of  $1,250, 000.  Were  it  not  for  the  discrepancy  in 
the  medical  records  kept  by  the  defendants,  the 
battle  of  the  medical  experts  at  trial  might  have  re- 
sulted in  a verdict  for  the  defendants  ( 3), 

Incomplete  records 

In  People  of  New  York  v Smithtown  General  Hospi 
tal  ( 4 ),  two  orthopedic  surgeons,  an  anesthe- 
siologist, a registered  nurse,  and  a hospital  were 
indicted  for  falsifying  business  records  because  they 
failed  to  make  true  entries  in  order  to  conceal  the 
crimes  of  unauthorized  practice  of  medicine  and 
assault. 

Dr  l.ipton,  a,ssisted  by  Dr  Ma.s.soff,  performed  a 
total  hip  arthroplasty.  Instrumentation  was  supplied 
by  VC'illiam  MacKtty,  the  sales  manager  of  the  com- 
pany w hich  sold  the  prosthesis  used  in  the  proce- 
dure. Mr  MacKiiy  was  present  in  the  operating  room 
during  most  of  the  operation  which  began  at  8 am, 
leaving  at  1 1:30  am.  After  the  operation  was  com- 
pleted, a roentgenogram  showed  the  head  of  the  pa- 
tient’s femur  had  popped  out  of  the  acetabulum. 

At  the  request  of  Dr  Lipton,  an  urgent  call  was 
placed  for  Mr  MacKay  to  return  to  the  hospital.  He 
was  located  at  a golf  course,  and  upon  his  return  he 
scrubbed  and  entered  the  operating  room  in  time  to 
observe  Dr  Ma,ssoll  reopen  the  hip.  After  Dr  Massoff 
had  tried  unsuccessfully  with  a mallet  to  remove 
the  prosthesis,  Mr  MacKay  offered  to  and  did  take  it 
out  with  the  use  of  the  same  instrument.  Dr  Massoff 
then  left  to  return  to  his  office. 

In  an  effort  to  clean  out  the  cement  so  that  he 
could  reinsert  a new  prosthesis.  Dr  Lipton  fractured 
the  femur.  VC’ith  the  consent  of  Dr  Lipton,  Mr 
MacKay  sat  down  on  a stool  and  removed  the  ce- 
ment which  had  cured  in  the  shaft.  He  did  that  with 
tiny  curettes  in  a careful  procedure  that  took  him 
about  3 1/2  hours  picking  it  out  piece  by  piece. 
During  this  period  Dr  Lipton  walked  away  from  the 
table  and  may  have  even  w alked  out  of  the  room  at 
one  time.  In  addition,  Mr  MacKay  treated  the  prob- 
lem created  by  the  fracture.  The  anesthetic  was  ad- 
ministered and  monitored  by  Dr  Chiu  during  the 
entire  day  and  at  no  time  was  the  patient  made 


aw  are  of  the  foregoing  events. 

Mr  MacKay  had  never  attended  high  school  or 
college  and  had  no  training  in  paramedical  tech- 
niques. His  knowledge  came  exclusively  from  read- 
ing orthopedic  journals,  looking  at  training  films, 
and  implanting  prostheses  in  cadaver  bones  as  a 
training  exercise. 

From  the  evidence  presented,  the  grand  jury'  con- 
cluded that  the  salesman,  William  MacKay,  un- 
lawfully engaged  in  the  practice  of  medicine 
without  the  prior  informed  consent  of  the  patient 
under  circumstances  that  did  not  constitute  an 
emergency.  Dr  Lipton’s  surgical  report  referred  to  a 
“crack  ” in  the  femur  rather  than  a fracture  and 
made  no  reference  to  Mr  MacKay  or  the  role  he 
played  in  reducing  the  fracture  and  re-implanting 
the  prosthesis.  The  New  York  Supreme  Court  found 
that  the  evidence  was  sufficient  to  support  the  in- 
dictments of  the  individual  defendants  but  made  no 
finding  with  respect  to  the  hospital  itself.  Accord- 
ingly the  motions  to  dismiss  indictments  charging 
the  individual  defendants  with  assault  and  falsifying 
business  records  were  denied. 

Lost  records 

In  Thor  v Boska  ( 5 ),  a malpractice  action  was 
brought  against  a general  practitioner  for  failure  to 
diagnose  a lump  in  a patient’s  breast  as  cancer  and 
to  take  any  steps  to  properly  treat  and  remove  it. 
The  plaintiff  visited  the  defendant  because  of  a lump 
on  her  left  breast.  He  performed  no  tests  and  did 
not  suggest  that  she  see  a specialist.  According  to 
the  plaintiff,  he  told  her  that  there  was  nothing  to 
worry'  about,  that  it  was  a freely  movable  cyst,  and 
that  she  was  to  let  him  know  if  it  changed.  Sixteen 
months  later  she  noticed  that  the  lump  had  sud- 
denly doubled  in  size.  She  again  showed  it  to  the 
defendant.  Again  he  performed  no  tests  and  did  not 
refer  her  to  any  other  physician.  Instead  she  was 
given  a shot  of  Depo-Provera  and  C-Quens  pills. 

Ten  days  later  .she  consulted  with  other  doctors, 
and  a radical  mastectomy  was  performed.  The  bi- 
opsy revealed  that  cancer  had  spread  from  the 
plaintiff’s  left  breast  through  the  lymph  glands  to 
her  axilla.  At  trial,  there  was  expert  medical  testi- 
mony that  the  cancer  had  spread  to  other  parts  of 
her  body,  particularly  her  liver. 

The  defendant  was  unable  to  produce  his  original 
clinical  records  concerning  his  treatment  of  the 
plaintiff.  He  explained  that  “the  original  records 
were  recopied  in  a more  legible  form.”  The  trial 
court  prohibited  the  plaintiff  from  informing  the 
jury'  that  the  defendant  physician  was  unable  to 
produce  the  plaintifF s original  records,  on  the 
ground  that  any  reference  to  the  original  records 
and  their  unavailability  would  be  unduly  prejudicial 
to  the  defendant.  The  jury  found  for  the  defendant. 

The  court  of  appeals  reversed  and  ordered  a new 
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trial,  stating  that  it  was  an  error  for  the  trial  eourt  to 
prohibit  the  plaintiff  from  making  any  reference  to 
the  unavailability  of  the  plaintilf  s original  medical 
records,  which  the  defendant  said  he  had  lost.  The 
unavailability  of  these  records  created  a strong  in- 
ference of  consciousness  of  guilt  on  the  defendant's 
part  which  was  relevant  to  the  case.  I'nder  these 
eireumstanees,  the  defendant's  inability  tt)  produce 
his  original  clinical  records  assumed  a probative 
value  that  outweighed  any  prejudicial  effect.  ‘"VX'e 
are  convinced, " said  the  eourt  of  appeals,  “that  this 
record  conclusively  demonstrates  a miscarriage  of 
justice." 

In  Men'  r Moore  (6),  where  an  infant  died  from  al- 
leged negligent  treatment  during  and  following  its 
birth,  the  chart  “disappeared"  after  a ho.spital  ad- 
ministrator had  copied  it.  Suit  for  malpractice  was 
brought,  and  at  the  trial  the  hospital  administrator 
produced  his  copv  of  the  “lost  chart  and  testified 
that  in  other  instances,  the  treating  physician  had 
often  'lost " records  that  showed  a poor  outcome 
for  his  patients.  Later  the  defendant  physician 
“found  " the  missing  records,  but  they  were  signili- 
eantlv  different  from  the  copy  the  hospital  admin- 
istrator had  made.  Lhe  jury  brouglit  in  a verdict  for 
the  plaintiff,  which  was  affirmed  on  appeal. 

ITie  Alabama  Supreme  C;ourt  on  appeal  held  that 
the  hospital  administrator's  testimony  about  the  de- 
fendant physician’s  earlier  “lost"  records  was  ad- 
missible and  sufficient  to  create  an  inference  of 
negligent  medical  care.  The  eourt  also  upheld  the 
trial  court's  imposition  of  sanctions  imposed  for 
the  defendant’s  failure  to  comply  with  the  court's 
orders  for  discovery  while  the  records  were  lost. 

Medical  ethics,  licensure  and  accreditation 
standards 

Hie  Principles  of  Medical  Ethics  of  the  American 
.Medical  Association  require  that  “a  physician  shall 
deal  honestly  with  patients”  and  that  a patient  s 
medical  records  should  be  made  available  in  accor- 
dance with  the  patient’s  wishes.  'Hie  alteration  or 
creation  of  false  medical  records  may  constitute  un- 
professional conduct  likely  to  injure  the  public. 

Such  conduct  is  subject  to  discipline  by  the  Texas 
State  Board  of  Medical  Examiners  under  the  Medical 
Practice  Act  of  Texas. 

The  accreditation  standards  of  the  Joint  Commis- 
sion on  Accreditation  of  Healthcare  Organizations 
( IC;AH0)  require  that  "the  ho.spital  maintain  medi- 
cal records  that  are  documented  accurately  and  in  a 
timelv  manner,  are  readily  accessible,  and  permit 
prompt  retrieval  of  information  (7).’’ JCAHO  iden- 
tifies this  standard  as  a "key  factor”  in  the  accredi- 
tation decision  proce.ss.  Aside  from  the  medical 
reasons  for  which  medical  records  are  needed, 
J(;AH0  standards  recognize  that  one  of  the  impor- 
tant purposes  of  the  medical  record  is  “to  assist  in 


protecting  the  legal  interest  of  the  patient,  the  hos- 
pital, and  the  practitioner  responsible  for  the  pa- 
tient ( ■’)  ” 

Skimpy  medical  records  that  consist  of  cryptic 
and  sometimes  illegible  or  ob.scure  notes  may  be 
sufficient  to  refresh  the  recollection  of  a physician 
regarding  his  diagnosis  of  the  patient’s  condition 
and  the  treatment  he  prescribed.  However,  his  col- 
leagues who  later  treat  the  same  patient  will  be  frus- 
trated in  their  attempts  to  decipher  what  he  has 
written.  The  first  time  he  has  a request  from  an  at- 
torney to  examine  the  records  of  a patient  whom  he 
treated  unsuccessfully  may  tempt  him  to  add  to  or 
alter  the  records.  The  time  to  prepare  complete 
medical  records  is  during  or  immediately  after  the 
treatment.  Subsequent  efforts  to  improve  the  chart 
only  backfire  on  the  physician  involved. 

How  physicians  can  protect  themselves 
Medical  records  are  admissible  in  Texas  courts  as 
business  records  to  prove  ( or  disprove ) facts  at 
issue  concerning  medical  matters.  The  intentional 
fabrication,  destruction,  or  alteration  of  evidence 
raises  a presumption  that  the  evidence  would  have 
been  unfavorable  to  the  party  who  tampered  with  it 
(8).  ITie  medical  record  should  therefore  document 
objectively  and  fully  the  course  of  the  patient’s  ill- 
ness and  treatment.  The  lessons  of  the  cited  cases 
should  be  clear:  that  certain  things  must  be  kept  in 
mind  when  dealing  with  medical  records  in  order 
to  reduce  the  chances  of  later  misunderstanding. 
I’he  following  suggestions  are  offered  to  that  end: 

1 . Do  write  legibly  in  medical  records.  Errors 
should  be  lined  through  with  a single  line  and  cor- 
rections initialed  and  dated.  Illegible  handwriting, 
unintelligible  abbreviations,  and  .scribbled  entries 
create  suspicions  of  careless  medical  practice. 

2.  Dictated  records  should  be  reviewed,  edited, 
and  signed. 

3.  Dttn’t  place  extraneous  material  in  the  medical 
record.  Billing  information,  subjective  opinions,  or 
speculation  is  not  medicalh  relevant. 

4.  Do  document  all  referrals,  consultations, 
missed  appointments,  patient  instructions,  and 
other  patient  interactions  in  addition  to  the  usual 
data  of  symptoms,  diagnosis,  and  treatment. 

5.  Do  consider  the  "SOAP  ” format:  C:hart  the  pa 
tients’  subjective  complaints,  the  objective  findings, 
the  doctor's  asse.ssment  of  them,  and  the  doctor’s 
plan  of  treatment. 

6.  Sometimes  a preoperative  diagnosis  will  differ 
from  the  final  diagnosis.  This  should  be  adequately 
and  accurately  explained  by  entries  in  the  patient’s 
chart.  If  new  medical  information  is  made  available 
that  conflicts  with  other  information  previously  en- 
tered in  the  patient’s  record,  then  a new  contempo- 
raneously dated  additional  entiy  should  be  made. 

7.  Era.sing,  obliterating,  or  "whiting  out  ” entries 
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in  a patient’s  chart,  and  supplying  new  entries,  cre- 
ates the  appearance  of  a coverup  that  plaintiff’s 
counsel  can  argue  convincingly  to  the  jur\'  as  evi- 
dence of  fraud  and  deception. 

Conclusion 

Nationwide,  physicians  win  two  out  of  three  mal- 
practice jur)'  trials.  Juries  are  sympathetic  to  physi- 
cians who  have  made  an  honest  and  human  mistake 
in  judgment  if  they  present  a demeanor  of  humility 
and  dedication  to  the  welfare  of  their  patients. 
Judges  and  juries  also  have  confidence  in  the  com- 
petence and  integrity  of  physicians  who  keep  de- 
tailed records  contemporaneously  with  patient  care, 
even  though  in  hindsight  their  records  may  some- 
times reveal  an  incorrect  diagnosis  or  treatment. 

But  physicians  who  in  desperation  "doctor”  a pa- 
tient’s medical  records  are  sure  losers. 
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This  article  traces  the  development  of  the  informed 
consent  concept,  focusing  on  Texas  case  law  and 
statutory’  provisions.  We  describe  the  proper  use  of 
the  Texas  Medical  Disclosure  Panel  forms  in  estah- 
lisbifig  informed  consent  and  illustrate  common 
problems  in  proving  that  infonned  consent  has 
been  obtained.  The  need  for  effective  physician- 
patient  dialogue  and  communication  is  discussed. 


The  legal  doctrine  of  informed  consent  is 
based  on  the  principle  that  ever\’  human 
being  of  adult  years  and  sound  mind  has  a 
riglit  to  determine  what  shall  be  done  to  his  or  her 
own  body.  Physicians  are  thus  required  to  provide 
their  patients  with  sufficient  information  to  permit 
the  patient  to  make  an  informed  and  rational  deci- 
sion on  whether  to  submit  to  a proposed  course  of 
treatment  ( 1 ).  The  patient  should  be  told  the  nature 
of  the  pertinent  ailment  or  condition,  the  general 
nature  of  the  proposed  treatment  or  procedure,  the 
risks  of  failing  to  undergo  treatment,  and  the  risks  of 
any  alternate  methods  of  treatment  ( 2 ).  Informed 
consent  rejects  the  idea  that  the  truth  ma)’  be  inju- 
rious to  the  patient  and  that  the  patient  has  placed 
himself  or  herself  in  the  custody  of  the  physician. 
The  gist  of  informed  consent  is  shared  decision- 
making, and  the  doctor’s  duty  is  to  di.sciose  all  risks 
that  are  material. 

Patients  with  injuries  that  result  from  undisclosed 
risks  have  a legal  remedy  even  though  they  con- 
sented to  treatment  and  are  unable  to  show  negli 
gent  diagnosis  or  treatment.  A physician  is  liable  for 
a patient's  injuries  if  those  injuries  resulted  from 
risks  that  the  physician  should  have  disclosed  and 
the  patient  would  have  been  unwilling  to  accept. 

llie  foundation  of  the  informed  consent  doctrine 
rests  upon  more  than  statutory’  law  and  judicial  pre- 
cedents. ITie  Texas  Supreme  (iourt  recognizes  in- 
formed consent  as  a constitutional  right  under  both 
the  federal  and  state  constitutions.  In  Andrews  v 
Ballard,  the  court  in  discussing  the  constitutional 
riglit  of  privacy  said  that  “it  is  the  inalienable  nature 
of  the  right  to  decide  to  obtain  or  reject  medical 
treatment  which  forms  the  very’  basis  of  the  require- 
ment, enforced  throughout  America,  that  medical 
practitioners  obtain  their  patient’s  informed  consent 
prior  to  administering  treatment”  ( 3 ). 

Required  disclosure 

In  196"’,  the  Texas  Supreme  (iourt  in  Wilson  v 
Scott,  after  reviewing  the  case  law  in  other  juri.sdic- 
tions,  applied  the  standard  of  informed  consent  pre- 
vailing among  physicians  in  the  community  to  a 
physician  who  allegedly  had  failed  to  make  a reason- 
able disclosure  of  risks  incident  to  an  ear  operation. 
ITie  court  held  that  a physician  has  a duty’  to  dis- 


close risks  that  “a  reasonable  practitioner  of  the 
same  school  of  medicine”  would  disclose  under  the 
same  or  similar  circumstances”  (4). 

In  1972,  the  Court  of  Appeals  of  the  District  of 
(Columbia  in  Canterbiny  v Spence  introduced  the 
reasonable  person  standard  in  holding  that  ‘‘it  is  the 
prerogative  of  the  patient  and  not  the  physician  ” to 
determine  what  information  needs  to  be  disclosed 
for  the  patient  to  make  an  informed  consent  to 
treatment.  I’he  physician’s  duty’  is  to  disclose  what  a 
reasonable  person  would  want  to  know  before  con- 
senting to  or  rejecting  a medical  procedure  ( 5 ). 

The  court  ruled  that  causation  must  be  established 
objectively  with  reference  to  whether  a reasonably 
prudent  patient  in  the  plaintiff s position  would 
have  gone  forward  with  treatment,  not  whether  the 
plaintiff  would  have  done  so  (5).  By  legislation  or 
judicial  precedent,  at  least  23  states  have  aban- 
doned the  reasonable  physician  standard  for  the  rea- 
sonable patient  standard  of  disclosure  (6). 

In  1977,  the  Texas  Legislature  enacted  the  Medi- 
cal Liability'  and  Insurance  Improvement  Act  (7). 
Section  6.02  of  the  act  replaced  the  reasonable  phy- 
sician rule  with  a reasonable  person  rule.  The  rea- 
.sonable  person  rule  focuses  on  the  disclosures  that 
would  influence  a reasonable  person  in  deciding 
whether  to  consent  to  or  reject  a recommended 
medical  procedure,  rather  than  the  disclosures  the 
doctors  in  a certain  community’  deem  material  ( 8 ). 
Section  6.02  provides  that  “the  only  theory’  on 
w hich  recovery’  may  be  obtained  is  that  of  negli- 
gence in  failing  to  disclose  the  risks  or  hazards 
that  could  have  influenced  a reasonable  person  in 
making  a decision  to  give  or  withhold  consent.” 

TTie  Texas  Medical  Disclosure  Panel,  created  by 
section  6.08  of  the  Act,  requires  the  panel  to  evalu- 
ate medical  and  surgical  procedures,  determine 
whether  di.sclosure  is  required  and,  if  so,  how  much 
disclosure  is  required  ( 9 ).  Once  evaluated,  each 
procedure  is  placed  on  one  of  two  lists.  List  A con- 
tains procedures  that  require  some  disclosure.  List 
B contains  procedures  that  require  no  disclosure.* 
Proper  disclosure  of  ri.sks  in  medical  procedures 
found  on  List  A,  or  nondisclosure  for  medical  proce- 
dures found  on  List  B,  creates  a rebuttable  presump 
tion  that  the  doctor  w as  not  negligent  (10).  Failure 
to  disclose  risks  in  medical  procedures  found  on 
List  A creates  a rebuttable  presumption  that  the 
doctor  was  negligent  ( 10 ). 

If  no  determination  regarding  a duty’  of  disclosure 
has  been  made  by  the  panel,  section  6.07(  b ) of  the 
act  provides  that  “the  physician  ...  is  under  the 
duty’  otherwise  imposed  by  law.  ” ITie  Texas  Su- 
preme Court  has  held  the  ‘ duty’  otherwise  imposed 


* Lists  A and  B were  published  in  the  April  1990  i.ssue  of 
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b>  law"  to  be  the  duty  imposed  by  section  6.02,  "to 
disclose  all  risks  or  hazards  that  could  intluence  a 
reasonable  person  in  making  a decision  to  consent 
to  the  procedure"  (11). 

In  Barclay  r Campbell,  decided  in  1986,  the 
Texas  Supreme  Court  declared  that  even  if  a risk  is 
minimal  or  extremely  remote,  the  physician’s  duty 
to  disclose  depends  upon  what  a reasonable  person 
could  consider  material  in  giving  consent  ( 12  ).  The 
plaintiff,  a schizophrenic  patient,  brought  a profes- 
sional liabilitv-  suit  against  his  psychiatrist  for  negli- 
gently prescribing  a neuroleptic  drug  and  failing  to 
disclose  the  risks  of  side  effects  such  as  tardive  dys- 
kinesia ( 1 2,  p 9 ).  The  case  involved  therapy  not 
covered  by  the  Medical  Disclosure  Panel  in  Lists  A 
or  B.  The  psychiatrist  defended  that  on  the  basis  of 
therapeutic  privilege  he  withheld  information  in  the 
belief  that,  if  informed,  the  patient  would  forgo 
treatment  that  the  psychiatrist  believed  to  be  in  the 
patient's  best  interest. 

The  Texas  Supreme  C'.ourt  held  that  this  violated 
the  patient’s  right  of  self-determination.  In  applying 
the  standard  that  the  physician’s  dutv’  is  to  disclose 
all  material  risks  from  the  patient’s  and  not  the  phy- 
sician’s viewpoint,  the  court  held  that  the  patient 
should  have  been  informed  of  the  material  risks  as- 
sociated with  the  drug  treatment  ( 12,  p 11).  The 
case  was  reversed  and  remanded  for  trial. 

The  basic  premise  is  that  even  a patient  w'ho  is 
emotionally  or  mentally  ill  is  entitled  to  decide  for 
himself  or  herself  whether  to  submit  to  a particular 
course  of  treatment  as  long  as  the  patient  has  the 
mental  ability'  to  understand  the  nature  and  conse- 
quences of  consent,  llie  law  presumes  that  a person 
possesses  the  requisite  mental  capacity  to  reach  an 
informed  consent.  Mental  illness  does  not  neces- 
sarily mean  that  a person  is  mentally  incapacitated 
for  the  purpose  ot  consent.  Information  cannot  be 
withheld  for  fear  that  the  patient  would  refuse  rec- 
ommended treatment.  In  essence,  lexas  law  does 
not  support  medical  paternalism.  The  patient  is  en- 
titled to  reject  medical  advice  for  reasons  that  are 
rational,  irrational,  or  for  no  reason. 

In  enacting  the  Medical  Liability  and  Insurance 
Improvement  Act,  the  Texas  Legislature  was  guided 
by  Canterbur}’  v Spence  in  replacing  the  standard  of 
disclosure  required  by  a reasonable  physician  with 
the  standard  of  disclosure  a reasonable  patient 
would  want.  ITie  court  in  Canlerbaty  ruled  that 
causation  must  be  established  objectively  with  ref- 
erence to  whether  a reasonably  prudent  patient  in 
the  plaintiffs  position  would  have  gone  forward 
with  treatment,  not  whether  the  plaintiff  would 
have  done  so  (13).  Likewise,  section  6.02  of  the  act 
provides  that  'the  only  theory  on  which  recovery 
may  be  obtained  is  that  of  negligence  in  failing  to 
disclose  the  risks  or  hazards  that  could  have  influ- 


enced a reasonable  person  in  making  a decision  to 
give  or  withhold  consent.  ” 

Notwithstanding  the  objective  standard  for  recov- 
ery stated  in  section  6.02,  the  Caturt  ot  Appeals 
( Dallas)  in  McKinky  v Stripling  adopted  a subjec- 
tive standard  for  determining  proximate  cause  and 
held  that  the  applicable  standard  is  “whether  disclo- 
sure would  have  caused  the  plaintiff,  not  an  unspec- 
ified reasonable  person  to  refuse  surgery”  ( 1 -r ).  The 
subjective  standard  favors  plaintiffs  by  dispensing 
with  the  need  for  expert  testimony  as  to  whether 
disclosure  could  have  influenced  a reasonable  per- 
son in  making  a decision  to  give  or  withhold  con- 
sent. ITius,  the  Texas  Supreme  Court  correctly 
reversed  the  lower  court  stating  that  the  issue  was 
“whether  a reasonable  person,  not  a particular 
plaintiff,  would  have  refused  the  treatment  or  pro- 
cedure had  he  been  fully  informed  of  all  inherent 
risks  which  would  influence  his  decision"  (IS). 

finder  section  6.02  of  the  act,  failure  to  obtain  an 
informed  refu.sal  as  w'ell  as  failure  to  obtain  an  in- 
formed consent  may  be  the  basis  for  the  recovery  of 
damages.  In  Truman  v Thomas,  ( 16)  the  California 
Supreme  Court  ruled  that  a physician  may  be  held 
liable  for  failure  to  w arn  a patient  of  the  dangers  in- 
volved in  refusing  to  undergo  a diagnostic  test. 

When  a patient  refuses  to  consent  to  a recom- 
mended testing  procedure,  the  physician  should  ex- 
plain the  possible  consequences  of  an  undetected 
illness. 

Establishing  informed  consent 

It  is  generally  recognized  that  without  an  effective 
consent  from  the  patient,  unauthorized  medical 
treatment  ordinarily  is  actionable  if  injury  results 
from  the  undisclosed  risk,  how'cvcr  wisely  recom- 
mended or  skillfully  performed  the  treatment  may 
have  been.  Accordingly,  it  is  standard  practice  for 
patients  to  be  asked  to  sign  a consent  form  acknow  1- 
edging  that  the  nature  and  effect  of  the  proposed 
treatment  has  been  explained.  How  ever,  the  mere 
signing  of  a pro  forma  consent  for  a List  A proce- 
dure is  not  a sufficient  defcn.se  where  no  adequate 
explanation  has  been  given  because  the  consent  is 
expressed  in  form  only,  not  in  reality. 

iTie  doctrine  of  informed  consent  contemplates 
that  the  physician  will  take  reasonable  measures  to 
ensure  that  the  patient  understands  the  information 
disclosed.  A form  signed  by  the  patient  that  de- 
scribes the  risks  and  hazards  in  technical  terms  is 
not  a substitute  for  orally  discussing  the  procedure 
or  treatment  proposed.  Lhe  physician  should  dis- 
close the  nature  of  the  procedure,  risks  and  hazards, 
and  alternate  means  of  treatment,  if  any,  orally  in  lay- 
terms  as  well  as  cither  within  the  consent  form  or 
by  means  of  a supplementary  statement  written  in 
casy-to-understand  language. 
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A signed  consent  form  is  important  to  document 
consent,  but  it  is  not  an  adequate  substitute  for  dia- 
logue that  allows  the  patient  to  ask  questions  and 
express  his  or  her  fears.  The  patient  should  be  given 
the  opportunity  to  understand  what  he  or  she  has 
consented  to.  ITie  goal  is  to  make  the  patient  an 
effective  participant  in  medical  decision-making 
through  a realistic,  frank  understanding  of  potential 
risks,  limitations,  and  benefits  of  the  recommended 
treatment  and  alternate  procedures. 

ITie  dialogue  session  should  occur  whenever  pos- 
sible in  the  doctor’s  office,  when  the  patient  is  not 
under  the  stress  of  the  hospital  environment  or  pos- 
sibly sedation,  and  recorded  on  the  patient’s  chart 
as  documentary’  evidence,  if  needed.  Written  expla- 
nations phrased  in  lay  terms  given  to  the  patient  to 
retain  also  provide  both  documentary  evidence  and 
assurance  that  the  patient  will  have  ample  time 
prior  to  the  procedure  to  comprehend  the  nature 
and  hazards  of  the  procedure  to  be  performed. 
Copies  of  these  written  explanations  should  be  re- 
tained in  the  patients’  chart. 

ITie  signing  of  a consent  form  creates  a rebuttable 
presumption  of  informed  consent  ( 1 "’ ),  but  plain- 
tiffs in  malpractice  litigation  often  overcome  pre- 
sumptions that  favor  defendants.  I'he  information 
disclosed,  the  language  used,  and  the  way  in  which 
information  is  provided  are  elements  that  determine 
whether  an  informed  consent  was  obtained.  The 
consent  form  may  be  defective  in  that  it  does  not 
adequately  describe  the  nature  of  the  procedure  or 
adequately  state  the  risks  and  hazards  involved.  If 
the  patient  is  illiterate  or  is  unable  to  understand 
the  English  language,  the  physician  should  use  a wit- 
ness, preferably  a relative  or  companion  of  the  pa- 
tient, who  can  translate  the  content  of  the  consent 
form  and  the  physician’s  explanation  and  sign  as  a 
witness,  or  even  better,  sign  as  witnessing  the  signa- 
ture. Under  these  circumstances,  the  physician 
should  also  have  an  office  assistant  sign  as  a witness, 
or  even  better,  sign  as  witnessing  the  signature. 
Doctors  who  treat  Spanish-speaking  patients  who 
have  a limited  understanding  of  English  may  con- 
sider using  consent  forms  that  have  been  translated 
into  Spanish. 

Patients  who  allege  lack  of  informed  consent 
often  claim  that  they  were  given  a sheaf  of  numer- 
ous papers  to  sign  by  a clerk  upon  admission  to  the 
hospital  and  that  they  were  not  given  an  oppor- 
tunity' to  read  the  documents  they  signed.  Other 
allegations  made  by  patients  claiming  lack  of  in- 
formed consent  include  stress,  sedation,  and 
coercion. 

Expanding  public  awareness  of  civil  rights,  un- 
realistic expectations  of  being  restored  to  perfect 
health,  and  increasing  health  care  costs  are  factors 
that  have  contributed  to  litigation  alleging  lack  of 
informed  consent.  These  social  developments 


underscore  the  need  for  physicians  to  incorporate 
and  document  the  dialogue  they  have  with  patients 
regarding  proposed  treatment  an  essential  part  of 
their  risk  management  plan. 
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Texas  courts  have  held  that  if  a doctor  has  heen 
properly  warned  of  the  possible  side  effects  of  a 
medication,  he  or  she  is  obligated  to  warn  the  pa- 
tient of  those  effects.  Drug-related  injuries  proba- 
bly account  for  10%  of  all  malpractice  claims. 

This  article  discusses  the  standard  of  care  in  a law- 
suit based  on  an  adverse  drug  reaction,  describes  a 
number  of  specific  examples,  and  suggests  10  steps 
to  help  avoid  becoming  a defoidant  in  an  adverse 
drug-reewtion  laii suit 


The  relationship  bemeen  a physician  and  his 
or  her  patients  requires  the  physician  to  dis- 
close to  the  patient  the  risks  incident  to  the 
use  of  drugs  or  therapy.  Texas  courts  have  held  that 
if  the  doctor  has  been  properly  warned  of  the  pos- 
sible side  effects,  then  it  is  the  physician’s  dutv’  to 
convey  this  warning  to  the  patient  ( 1 ). 

All  prescription  drugs  can  cause  side  effects. 

Some  drugs  are  less  likely  to  cause  an  adverse  reac- 
tion than  others,  yet  people  die  ever\’  year  even 
from  over-the-counter  drugs  that  are  considered 
relatively  safe.  Next  to  surgical  and  birth  injuries, 
and  failure  to  make  a correct  diagnosis,  prescription 
drug  reactions  caused  by  medical  negligence  are  a 
minor  source  of  malpractice  claims,  but  they  are 
nevertheless  substantial  in  number.  Drug-related  in- 
juries probably  account  for  10%  of  all  malpractice 
claims. 

I'his  article  discusses  the  standard  of  care  in  a 
lawsuit  based  on  an  adverse  drug  reaction,  de- 
scribes a number  of  specific  examples,  and  suggests 
10  steps  to  help  avoid  becoming  a defendant  in  an 
adverse  drug-reaction  lawsuit. 

The  standard  of  care 

In  a malpractice  suit  based  upon  an  adverse  drug  re- 
action, the  plaintiff  must  introduce  expert  testi- 
mony to  establish  ( a ) the  standard  of  care  that 
doctors  customarily  use  in  prescribing  the  drug 
under  the  same  or  similar  circumstances  in  the 
42  same  or  a similar  locality'  and  ( b ) the  defendant 

doctor's  deviation  from  this  standard  of  care,  which 

caused  the  plaintiff  injury  and  damages. 

I isually.  but  not  always,  the  standard  of  care  that 
doctors  follow  in  prescribing  a drug  conforms  to 
the  manufacturer’s  recommended  use  of  the  prod- 
uct as  approved  by  the  Food  and  Drug  Administra- 
tion ( FDA ).  However,  the  plaintiff  may  not  offer 
these  recommendations  or  literature  by  medical  au- 
thorities as  evidence  unless  they  are  supported  by 
an  expert  medical  witness.  An  expert  medical  wit- 
ness who  can  be  cross-examined  is  essential  for  the 
plaintiff  to  make  a prima-facie  case  that  can  be  sub- 
mitted to  the  juiA’.  Furthermore,  if  the  defendant 
doctor  has  deviated  from  the  use  of  the  drug  as  rec- 


ommended by  the  manufacturer,  he  then  has  the 
burden  of  proving  that  what  he  did  conforms  to  the 
required  standard  of  medical  care. 

The  FDA  and  drug  approval 
I’he  FDA  has  authority  to  prohibit  the  marketing  of 
drugs  determined  to  be  unsafe  or  ineffective  when 
used  as  recommended  by  the  manufacturer.  Before 
marketing,  a new  drug  has  to  be  approved  by  the 
FDA.  The  New  Drug  Application  ( NDA ) must  show 
that  the  safeb'  of  the  drug  has  been  established  by 
adequate  testing  and  prove  by  “substantial  evi- 
dence’’ that  the  drug  will  have  the  effect  claimed  by 
the  manufacturer  ( 2 ).  Testing  is  done  by  the  manu- 
facturer, but  the  FDA  determines  the  testing  that 
must  be  done  to  assure  scientific  proof  of  safety'  and 
efficacy  before  a new  drug  is  approved. 

'I’he  “full  disclosure’’  regulation  issued  by  the  FDA 
requires  proper  labeling  of  a prescription  drug  by 
“package  inserts.  ” The  package  insert  must  contain: 

“ . . . adequate  information  for  |the  drug’s]  use, 
including  indications,  effects,  dosages,  routes, 
methods,  and  frequency  and  duration  of  admin- 
istration, and  any  relevant  hazards,  contraindica- 
tions, side  effects,  and  precautions  under  which 
practitioners  licensed  by  law  to  administer  the 
drug  can  use  the  drug  safely  and  for  the  purposes 
for  which  it  is  intended  . . . “ ( 3 )• 

Fhe  package  insert  is  prepared  by  the  manufac- 
turer and  is  an  essential  part  of  the  NDA  that  the 
F’DA  must  approve  for  accuracy  before  a new  drug 
is  released  for  marketing.  Accordingly,  the  package 
insert  is  backed  by  substantial  evidence  of  relative 
safety  and  efficacy  and  may  be  relied  upon  by  physi- 
cians who  follow  the  directions  it  contains.  Pur- 
suant to  FDA  regulations,  drug  manufacturers 
distribute  it  with  the  product  to  dispensing  phar- 
macists. However,  the  Physicians'  Desk  Reference 
(PDR)  published  annually  by  Medical  Economics 
Company,  Inc,  and  distributed  free  to  licensed  phy- 
sicians annually',  reprints  package  inserts  for  manu- 
facturers who  pay  for  the  space.  Practically  all 
prescription  drugs  that  phy'sicians  commonly  pre- 
scribe may  be  found  in  the  PDR,  and  it  is  safe  to  as- 
sume that  all  physicians  who  treat  patients  with 
drugs  use  the  PDR  as  a reference  frequently  or  at 
least  occasionally. 

Phy  sicians  who  learn  of  a new'  drug  from  col- 
leagues, medical  journals  or  advertising,  or  through 
continuing  medical  education,  should  also  give 
careful  consideration  to  the  manufacturer’s  instruc- 
tions for  its  use  in  the  package  insert  or  PDR.  One 
of  the  first  questions  a defendant  physician  can  ex- 
pect on  cross-examination  during  a malpractice  suit 
alleging  a drug-related  injury  is  w hether  he  is  famil- 
iar with  and  followed  the  manufacturer’s  recom- 
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mcndations  contained  in  the  package  insert  or  PDR 
A new  edition  of  PDR  is  published  annualh  with  in 
terim  supplements  (-a). 

Representative  Texas  cases 
llic  reported  cases  invoh  ing  liabilin-  for  adverse 
drug  reactions  in  situations  where  the  doctor  did 
not  heed  the  manufacturer's  warnings  cut  across 
various  medical  specialties.  The  folktwing  Texas 
cases  are  representative. 

AMIKACIN  Sl'I.FATE  (AMIKIN ) 

A patient  was  hospitalized  for  an  abdominal  infec- 
tion due  to  kidney  dialysis  complications.  Physicians 
at  the  Veteran’s  Administration  hospital  admin- 
istered amikacin  sulfate  over  an  extended  period  of 
time  without  monitoring  the  toxicitv’  level  of  the 
drug  in  his  blood.  At  the  trial,  it  was  undisputed  that 
amikacin  had  known  ototoxic  side  effects  that 
should  be  closely  monitored,  particularly  for  pa- 
tients with  impaired  renal  function.  The  plaintiff  suf- 
fered irreversible  profound  bilateral  sensorineural 
hearing  loss  and  tinnitus.  ITie  government  con- 
ceded liabilitv-  but  asserted  that  the  district  court's 
award  of  S‘'3S,000  was  excessive.  On  appeal  the 
district  court's  award  was  affirmed  ( S ). 

CHLORPROPAMIDE  ( DIABINESE ) 

On  appeal  a physician  was  found  liable  for  the  inju- 
ries to  a patient  who  had  been  prescribed  1 ,000  mg 
of  Diabinese  daily,  four  times  the  manufacturer’s 
recommended  dose.  The  patient,  Joe  Galavan,  was 
referred  to  the  defendant,  an  internal  medicine 
specialist,  for  evaluation  and  treatment  of  a possible- 
diabetic  condition.  After  examining  him,  the  defen- 
dant concluded  that  Galavan  was  mildly  afflicted 
with  r\'pe  2 diabetes  mellitus.  The  defendant  began 
Galavan’s  treatment  with  an  oral  hypoglycemic 
agent,  Diabinese,  prescribing  two  250-mg  tablets 
twice  daily,  or  1 ,000  mg  per  day.  ITie  dosage  recom- 
mended in  the  drug's  package  in.sert  and  in  the  Pby 
sicians  Desk  Reference  was  250  mg.  ITie 
manufacturer  warned  that  an  initial  loading  dose 
should  not  be  used,  nor  should  the  maximum  dos- 
age exceed  "’50  mg  per  day.  The  patient  reacted  to 
the  drug,  and  while  there  was  some  disagreement  as 
to  the  specific  nature  of  the  reaction,  it  w as  deter- 
mined that  Galavan  suffered  from  an  acute  inflam- 
matorv’  bowel  disease.  Additional  treatments  and 
complications  eventually  resulted  in  the  patient’s 
death.  ITie  cause  of  death  was  diagnosed  as  a throm- 
bosis due  to  kidney  failure,  due  to  multiple  abdomi- 
nal and  lung  abscesses,  stemming  from  Galavan’s 
“acute  inflammatory'  bowel  disea.se’’  and  the  results 
of  and  complications  from  surgery. 

The  court  of  appeals,  in  its  review  of  the  record, 
indicated  that  the  evidence  left  little  doubt  that  the 
physician's  negligence  in  prescribing  Diabinese,  far 


in  exce.ss  of  the  dose  recommended  by  the  manu- 
facturer ( and  other  medical  experts  who  testified  at 
trial ),  set  in  motion  the  sequence  of  events  that  led 
to  the  patient’s  death  ( 6 ). 

GENTAMICIN  SULEATE  (GARAMYCIN) 

In  another  case,  Garamycin  was  prescribed  follow- 
ing colon  surgery,  but  the  patient’s  condition  wors- 
ened and  a second  operation  for  peritonitis  was 
neces.sary.  A partial  colectomy  was  performed,  and 
the  patient’s  abdomen  was  "washed  ” with  kanamy- 
cin  sulfate,  an  antibiotic  similar  to  Garamycin.  Hie 
patient  was  afso  given  injections  of  Garamycin,  re- 
sulting in  acute  kidney  failure.  He  went  into  a coma 
from  uremic  poisoning  and  subsequently  became 
totally  deaf.  In  his  complaint,  the  plaintiff  charged 
that  his  hearing  loss  was  caused  by  the  excessive 
use  of  antibiotics,  particularly  Garamycin. 

Hie  jury  found  that  the  drug  manufacturer.  Scher 
ing,  failed  to  give  physicians  adequate  warning 
about  the  use  of  Garamycin,  and  that  such  failure  to 
warn  was  a producing  cause  of  the  plaintiff’s  total 
and  permanent  hearing  loss.  Physicians  testified  at 
trial  that  neither  the  19"’!  bound  volume  of  the 
PDR,  the  19‘’1  supplement,  nor  the  advertising  by 
Sobering  in  a medical  journal  warned  of  the  possi- 
bility of  permanent  deafness.  ITiere  was  also  evi- 
dence that  before  marketing  Garamycin  in  19"’l, 
Sobering  had  evidence  that  the  ototoxicity  caused 
by  Garamycin  could  lead  to  permanent  hearing  loss. 
Because  Schering  had  a duty  to  give  adequate  warn- 
ing if  it  knew  or  should  have  known  of  a potential 
hazard  to  a u.ser,  Schering  was  held  liable.  The  phy- 
sicians in  the  case,  although  held  liable  on  other 
i.ssues,  were  not  held  liable  for  failure  to  inform  the 
patient  on  this  particular  issue  ( ). 

METARAMINOE  Bi  rARTRA  I’E  (ARAMINE) 

A patient  suffered  anaphylactic  shock  while  under- 
going an  intravenous  pyelogram.  I’he  radiologist  ad- 
ministered Aramine  intravenously  to  raise  the 
patient’s  blood  pre.ssure  and  then  left  him  unat- 
tended for  an  hour  while  the  Aramine  continued  to 
drip.  The  patient’s  blood  pressure  rose  excessively 
until  a blood  ve.ssel  in  his  brain  burst.  He  was  taken 
to  the  emergency  room  where  the  radiologist  told 
the  emergency  room  physicians  that  the  patient  had 
reacted  to  the  dye.  but  he  failed  to  report  that  Ara 
mine  had  been  administered.  Hie  emergency  room 
physician  administered  epinephrine,  which,  when 
combined  with  Aramine,  can  raise  blood  pressure. 
The  plaintiff  was  left  partially  paralyzed  and  men- 
tally impaired.  Hie  case  was  .settled  before  trial 
for  S4.1  million,  the  radiologist  paying  $3  9 million 
and  the  ho.spital  5400,000  for  the  negligence  of 
its  agents.  The  emergency  room  physician  paid 
$100,000  (8). 
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METID'CLOTHIAZIDI-:  ( ENDURON ) 

A physician  prescribed  Enduron  for  a patient  who 
had  edema.  Several  days  later  the  patient  called  the 
physician’s  office  and  complained  that  the  drug  was 
making  her  sick.  Ehe  physician  was  away  from  his 
office  and  his  nurse  told  the  plaintiff  to  discontinue 
the  medication  until  the  physician  returned.  He  re- 
turned a week  later,  and  after  examining  the  patient 
he  instructed  her  to  resume  taking  Enduron.  Hie 
following  day  the  patient  was  rushed  to  the  ho.spital 
in  a coma  and  was  found  to  be  suffering  from  brain 
damage  that  would  require  her  to  be  institution- 
alized the  rest  of  her  life. 

ITie  complaint  charged  that  the  defendant  physi- 
cian was  negligent  in  prescribing  Enduron  and 
having  the  plaintiff  resume  taking  it  without  having 
her  tested  for  electrolyte  imbalance.  At  trial,  the 
plaintiff s expert  witness  testified  that  the  plaintiff 
suffered  from  electrolyte  imbalance  aggravated  by 
Enduron,  which  caused  her  irreversible  brain  dam- 
age. On  the  issue  of  negligence,  the  evidence  indi- 
cated two  departures  from  accepted  practice;  the 
instructions  to  resume  the  drug  after  it  had  made 
the  patient  ill,  and  the  prescription  of  Enduron  in 
the  absence  of  a diagnosis.  The  physician  himself,  as 
well  as  the  expert  witnesses  called  by  both  sides, 
testified  that  a physician  should  know^  the  patient’s 
condition  before  prescribing  a drug.  Expert  wit- 
nesses on  both  sides  indicated  that  if  the  drug 
makes  a patient  ill  it  should  be  discontinued,  or  at 
the  ver)’  least  an  investigation  should  be  made  into 
the  cause  of  the  illness. 

The  court  of  appeals  held  that  the  evidence  was 
sufficient  to  establish  negligence  on  the  part  of  the 
physician.  The  Texas  Court  of  Appeals  affirmed  the 
jur)’’s  award  of  SSOO.OOO  ( 9 ). 

OXA  TOCIN  ( PITOCIN  ) 

The  Physicians’  Desk  Reference  specifically  states 
that  the  use  of  Pitocin  is  contraindicated  when  fetal 
distress  is  suspected — for  example,  when  loss  of 
heart  beat-to-beat  variability  and  meconium  staining 
are  pre.sent.  At  10  pm  the  patient  arrived  at  the  hos- 
pital with  labor  pains.  Ho,spital  personnel  imme- 
diately called  the  obstetrician  to  report  that  her 
cervix  w'as  not  dilated  and  that  her  contractions 
were  4 minutes  apart.  The  obstetrician  did  not  go  to 
the  hospital,  but  during  the  night  ordered  and  later 
doubled  the  administration  of  Pitocin  despite  symp- 
toms of  fetal  distress,  meconium  staining,  and  loss  of 
heart  beat-to-beat  variability. 

When  the  physician  arrived  at  the  ho.spital  the  fol- 
lowing morning,  he  performed  an  elective  hysterec- 
tomy on  another  patient,  ordered  the  nurse  to  stop 
administering  Pitocin  to  the  plaintiff,  and  after  ob- 
taining the  consent  of  the  plaintiffs  husband,  pro- 
ceeded to  perform  a cesarean  section  on  the  plain- 


tiff. Upon  delivery,  the  baby  had  gross  meconium 
covering  its  body  and  in  its  throat;  the  umbilical 
cord  was  w rapped  around  its  neck,  which  caused 
severe  deprivation  of  oxy  gen  and  permanent  brain 
damage. 

ITiese  findings  confirmed  the  diagnosis  of  fetal 
distress.  The  medical  standard  for  the  administra- 
tion of  Pitocin  was  established  by  evidence  from  the 
Physicians  ’ Desk  Reference  and  from  the  hospital’s 
rules.  'Hie  PDR  and  the  hospital  rules  established 
the  standard  of  care  that  should  be  immediately 
available  when  Pitocin  is  used  to  induce  labor.  The 
court  found  that  the  physician  defendant  had  under- 
taken a mode  or  form  of  treatment  w hich  a reason- 
able and  prudent  member  of  the  medical  profession 
would  not  have  undertaken  under  the  same  or  simi- 
lar circumstances.  Hie  court  of  appeals  upheld  a 
jury  verdict  of  S1.4  million  ( 10). 

Informed  consent 

Previously  the  legal  doctrine  requiring  informed 
consent  was  generally  applied  as  a practical  matter 
only  to  surgery’  and  to  invasive  or  hazardous  diag- 
nostic procedures.  In  pre.scribing  drugs,  physicians 
should  be  guided  by  good  medical  practice  or  what 
a reasonable  practitioner  would  prescribe  under  the 
same  or  similar  circumstances.  In  Barclay  v Camp- 
bell (11),  the  physician  administered  neuroleptic 
drugs  to  a patient  suffering  from  schizophrenia 
without  disclosing  the  ri.sks  of  contracting  tardive 
dyskinesia.  Applying  Section  6.02  of  the  Medical  Eia- 
bility  and  Insurance  Improvement  Act  (12),  the 
Texas  Supreme  Court  held  that  expert  testimony  at 
trial  that  the  risk  of  the  plaintiff  who  contracted  tar- 
dive dy.skinesia  was  “small  to  extremely  small”  con- 
stituted “some  evidence  that  the  risk  was  material 
enough  to  influence  a reasonable  person  in  his  deci- 
sion to  give  or  withhold  consent  to  the  procedure.” 
Therefore,  a directed  verdict  in  favor  of  the  physi- 
cian on  the  i.ssue  of  informed  consent  w’as  in  error. 

When  a patient  suffers  an  adverse  reaction  to  a 
drug,  it  is  no  longer  a complete  defense  for  a physi- 
cian to  establish  that  a "reasonable  physician” 
would  have  administered  the  drug  under  the  same 
or  similar  circumstances.  A jury’  may  find  liability  for 
lack  of  an  informed  consent  for  failure  to  disclose  a 
material  risk  in  the  use  of  a drug  if  there  is  some 
evidence  that  the  ri.sk  w as  material  enough  to  influ- 
ence a “reasonable  person,”  even  a patient  suffering 
from  schizophrenia,  in  deciding  whether  to  give  or 
withhold  consent. 

Physicians  customarily  tell  patients  to  call  them  if 
they  experience  any  side  effects  from  drugs  they 
pre.scribe.  In  the  ca.se  of  drugs  that  involve  extraor- 
dinary’ hazards,  such  as  the  possibility  of  irreversible 
blood  dyscrasias,  this  is  no  longer  sufficient.  The  pa- 
tient should  be  told  the  nature  of  the  ri.sks  in  the 
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Uhc  of  the  drug  and  its  possililc  benefits,  and  given 
the  opportunity  to  decide  wliether  to  give  or  with- 
hold consent. 

W'hetlier  the  patient  declines  or  accepts  treat- 
ment witli  the  drug  sliould  be  entered  in  the  pa- 
tient’s medical  record.  For  better  protection, 
physicians  are  advised  to  obtain  a written  consent, 
including  an  explanation  of  the  risks,  before  pre- 
scribing unusually  hazardous  drugs.  A written  con- 
sent provides  the  best  evidence  in  the  ease  of  a 
patient  who  forgets  that  he  gave  his  consent.  A 
signed  consent,  however,  does  not  provide  protec- 
tion where  the  administration  of  a particular  drug  is 
contraindicated  or  where  the  physician  has  ne- 
glected to  perform  recommended  periodic  blood 
tests. 

Freedom  to  prescribe 

I hcoretically,  the  information  contained  in  the 
package  insert  is  not  binding  on  the  prescribing  of 
drugs  b>’  a physician.  phy  sician  may  use  drugs  as 
he  may  choose  as  long  as  what  he  does  is  w'ithin  the 
limits  of  acceptable,  good  medical  practice.  As  a 
practical  matter,  a physician  should  never  prescribe 
a drug  under  conditions  for  which  it  is  contraindi- 
cated in  the  package  insert.  VC'hen  a drug  is  used  for 
a purpose  other  than  that  for  which  the  drug  is  mar- 
keted by  the  manufacturer,  the  physician  must  be 
prepared  to  document  the  use  as  good  medical 
practice.  'Fhe  fact  is  that  w here  a physician  deviates 
from  the  package  insert  he  does  so  at  his  own  peril. 

'Fhe  purpose  of  the  package  insert  is  not  to  in- 
struct physicians  in  diagnosis  of  disease  or  in  the 
recognition  of  pathological  conditions,  or  to  sub- 
stitute basic  medical  education  in  pharmacology’  or 
drug  therapy.  It  is  intended  by  the  Food  and  Drug 
Administration  to  pro\  ide  reliable  information  re- 
garding the  conditions  of  use  under  w hich  a drug  is 
considered  s;ife  and  effective.  A phv'sician  who  pre- 
scribes a drug  outside  the  limits  of  the  package  in- 
sert should  be  aware  that  the  scientific  basis  for 
what  he  is  doing  has  not  been  established  by  data 
submitted  by  the  manufacturer  to  the  Food  and 
Drug  Administration  through  procedures  required 
by  law. 

Drug  manufacturers  have  a vested  interest  in  pro- 
moting the  sale  of  their  products.  Consequently, 
their  w arnings  in  package  inserts  must  be  taken  seri- 
ously. With  few  exceptions,  a prudent  physician  will 
not  treat  a patient  with  a drug  under  conditions 
contraindicated  in  the  package  insert,  lie  should  not 
experiment  even  in  desperate  situations  by  pre- 
scribing a potentially  lethal  drug  unless  he  is  pre- 
pared to  prove  that  such  use  conforms  to  that 
approved  by  a reputable  body  of  medical  opinion. 
There  are  instances  in  which  drugs  are  being  used 
successfully  for  indications  not  yet  approved  by  the 
Food  and  Drug  Administration  but  with  the  support 


of  a reputable  body  of  medical  opinion.  As  always, 
medical  and  legal  risks  must  be  weighed  against  po- 
tential benefits  ( 13) 

As  reported  in  the  November  1989  issue  ol  I’e.xds 
Medicine,  a new  American  Academy  of  Family  Prac- 
tice (AAFP)  policy  opposing  mandatory’  substitution 
of  generic  drugs  in  certain  critical  situations  drew’ 
w ide  media  interest  when  the  policy  was  reported 
during  investigations  into  the  alleged  FDA  generic 
drug  scandal. 

I'he  policy,  which  received  final  approval  by  the 
AAFP  Congress  of  Delegates  during  its  September 
16—  18,  1989,  meeting  was  developed  after  a i-year 
study  by  the  AAFP  Committee  on  Drugs  and 
Devices. 

The  policy  opposes  mandatory  substitution  of  a 
generic  drug  for: 

— critical  patients  (for  example,  those  75  years 
and  older,  and  females  living  alone  with  multiple  pa- 
thology’ on  multiple  drug  regimens, 

— critical  diseases  ( eg,  those  disease  states  that 
are  difficult  to  stabilize,  such  as  depression,  asthma, 
congestive  heart  failure,  diabetes  mellitus,  cardiac 
problems,  and  the  psychoses; 

— critical  drugs  ( eg,  tho.se  for  which  the  FDA 
allows  a w ide  range  of  variance  in  determining 
bioequivalence,  such  as  antipsychotic  and  loop 
diuretics. 

Further,  the  AAFP  encouraged  the  FDA  to  "revise 
or  enforce  its  current  definition  of  a generic  drug 
and  to  enact  regulations  requiring  scientifically  reli- 
able methodology’  to  insure  therapeutic  equivalence, 
rather  than  bioequivalency.”  The  AAFP  also  recom- 
mended that  the  FDA  streamline  the  procedures  for 
reporting  of  drug  toxicity  and  ineffectiveness. 

How  to  avoid  drug  malpractice 

1 . Frack  new  clinical  experience  and  changes  in 
the  manufacturer’s  recommendations  for  u.se  of  the 
drugs  you  prescribe  in  current  editions  ot  the  Phy- 
sicians' Desk  Reference  (PDR)  and  interim  supple- 
ments and  AMA  Drug  Eralnations. 

2.  Always  inquire  as  to  the  other  drugs  the  pa- 
tient may  be  taking  and  carefully  consider  how  they 
may  interact  with  the  drug  you  propose  to  pre.scribe. 

3.  Advi.se  the  patient  of  the  possible  side  effects 
of  any  drug  you  prescribe,  and  to  communicate 
with  you  if  any  occur. 

4.  Always  specify  the  number  of  permissible  re- 
fills for  the  pharmacists. 

5.  Don’t  deviate  from  the  manufacturer's  recom- 
mended use  of  any  drug  product  unless  you  can  jus- 
tify w hat  you  want  to  do  as  being  good  medical 
practice  by  reference  to  standard  medical  treatises 
or  reputable  professional  journals. 

6.  Make  a written  record  of  the  instructions  you 
give  the  patient  with  respect  to  drugs  you  prescribe. 

■’.  In  prescribing  drugs  that  are  unusually  haz- 
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ardous,  make  sure  that  you  have  an  ird'ormed  con- 
sent in  writing. 

8.  Print  the  name  of  the  drug  clearly;  similarity 
in  trade  names  are  frequently  responsible  for  the 
wrong  drug  being  dispensed. 

9.  Prescriptions  should  be  written  with  spe- 
cific directions  for  use  by  the  patient  and  not  “as 
directed." 

10.  Do  not  prescribe  any  medication  unless  it  is 
absolute!)’  needed,  and  discontinue  it  as  soon  as 
possible. 
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The  innovative  use  of  drugs  for  indications  not  ap- 
proved by  the  FDA  has  been  a part  of  the  practice  of 
medicine  since  the  FDA  was  established  in  19.^7. 
Often  the  new  use  for  a drug  w’as  discovered  seren- 
dipitously  and  then  .spread  throughout  the  medical 
profession  long  before  FDA  approval  was  souglit. 
Since  FDA  approval  is  an  expensive  process  ( mil- 
lions of  dollars)  many  drug  companies  have  opted 
not  to  seek  such  approval.  But  the  new'  use  for  the 
drug  goes  on.  Let  us  look  at  .some  examples. 

ITie  histamine  H2  receptor  antagonists  are  only 
approved  for  use  in  peptic  ulcer  and  acute  gastritis, 
but  in  elderly  patients  they  are  used  primarily  for 
the  prevention  of  reflux  e.sophagitis  ( where  studies 
have  revealed  them  to  be  drugs  of  choice ) and  to 
accompany  non-steroidal  anti-inflammatorv’  agents 
to  prevent  the  secondarv’  ulcers  and  gastritis  in  ar- 
thritic patients  who  do  not  tolerate  those  agents 
ver)’  well. 

ITie  problem  of  e.s.sential  tremor  is  an  interesting 
one  in  that  there  are  no  FDA-approved  drugs  to 
treat  this.  However,  it  has  been  at  least  15  years 
since  it  was  discovered  that  the  beta  blocker  drugs 


( first  propranolol,  then  others ) were  effective  in 
controlling  this  problem  and  favorably  altering  the 
lives  of  people. 

It  was  recently  discovered  that  the  calcium  entry' 
channel  blocker,  nifedipine,  would  dilate  the  ureter 
of  patients  with  kidney  stones,  allowing  the  stones 
to  pa.ss  quickly  and  stopping  the  pain.  No  FDA  ap- 
proval is  likely. 

The  class  of  drugs  known  as  antidepressants  is 
now  used  for  so  many  nonapproved  indications  that 
1 am  sure  I do  not  know  them  all.  A few  disorders 
treated  are  headache  problems,  chronic  pain  prob- 
lems (pain  amplification  syndrome),  peptic  ulcer 
disease,  colitis,  asthma,  eczema,  insomnia,  chronic 
fatigue  syndromes,  and  fibromyositis. 

It  is  obvious  that  to  restrict  drug  use  to  only 
those  medications  approved  by  the  FDA  would 
greatly  interfere  with  the  every  day  practice  of  medi- 
cine and  the  health  of  many  patients. 

J.H.  FREDERICK,  MD 

8100  Roughrider  #101,  .San  Antonio,  TX  78259-2427. 


Texas  Medicine 


I 


SPECIALIZE 
IN  AIR  FORCE 
MEDICINE. 


ER  Pl^ysicians.  Radiolo- 
gists. OB/GYNs  and 
other  specialists! 

Today’s  Air  Force  gives 
you  the  freedom  to  spe- 
cialize without  the  finan- 
cial overhead  of  running 
a private  practice.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  tremendous  benefits 
of  becoming  an  Air 
Force  medical  officer: 

• No  office  overhead 

• Dedicated,  profession- 
al staff 

• Quality  lifestyle  and 
benefits 

• 30  days  vacation  with 
pay  each  year 

Examine  your  future  in 
the  Air  Force.  Learn  if 
you  qualify.  Call 


USAF 

HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 
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Advertising  is  nothing  new  to  the  medical  profes- 
sion. although  for  many  years  reputable  doctors 
did  not  advertise  their  skills.  In  1P~'5.  Ihe  Federal 
Trade  Commission  (FTC)  successfully  argued  in  a 
case  that  was  appealed  to  the  Supreme  Court  that 
the  AMA  had  unlawfully  restricted  medical  adver- 
tising. While  the  FTC  usurped  the  Job  of  policing 
medical  advertising,  it  seems  to  regard  medical  ad 
vertising  as  a local  problem  not  worthy  of  FTC 
attention.  It  has  avoided  setting  standards  for 
medical  advertising  and  has  failed  to  ijiitiate  sig- 
nificant enforcement  against  deceptive  medical 
culvertising.  This  article  briefly  reviews  the  histori- 
cal role  of  advertising  in  modern  American  medi 
cine  and  discusses  advertising  in  relation  to  risk 
management 


Within  a period  of  about  10  years,  the  de- 
mand for  eosmetic  procedures  has  in- 
creased an  estimated  300% , stimulated 
by  radio,  television,  newspaper  advertising,  and  the 
distribution  of  brochures  elaborately  illustrated 
with  ‘before  and  after”  photographs, 

I’alented  advertising  cop)Avriters  describe  how  a 
person  with  a pot  belly  or  an  overly  generous  back- 
side can  be  “contoured,”  “sculptured,”  or  “body  en- 
gineered” to  a well-proportioned  silhouette.  Why 
tolerate  a dull  appearance,  say  their  ads,  when  a face 
lift,  nose  bob,  or  hair  transplantation  conveniently 
and  safely  performed  in  a doctor’s  office  with 
scarcely  any  pain  or  time  off  from  work  can  open 
the  door  to  an  exciting  social  life  or  business  ca- 
reer? Men  and  women  who  heretofore  paid  scant  at- 
tention to  the  fact  that  God  had  endowed  them 
with  a less-than-pcrfect  proboscis  are  told  how  a 
little  sculpturing  can  make  them  attractive  and  give 
them  self-confidence. 

Regulation  of  medical  advertising 

Not  too  many  years  ago  medical  societies  were  out- 
raged and  considered  taking  action  for  unethical 
conduct  against  heart  transplant  surgeons  who  gave 
extensive  newspaper  and  television  interviews, 
which  usually  were  arranged  by  the  publicity  de- 
partments of  the  hospitals  involved.  The  situation  is 
now  different.  Doctors  who  hire  advertising  agen- 
cies and  costly  public  relations  firms  are  rewarded 
with  extensive  newspaper  interviews  that  bring 
droves  of  prospective  patients,  and  television  ap- 
pearances showing  the  doctor  at  work  performing  a 
face  lift  in  his  office  or  chatting  with  happy  patients. 
They  need  not  fear  disciplinary'  action — they  have 
the  protection  of  the  Federal  Trade  Commi,ssion. 

Most  doctors  do  not  consider  the  Federal  Trade 
Commission  to  be  a friend  of  medicine.  Those  who 
have  been  obliged  to  enter  into  a consent  decree 
admitting  “guilt " for  restraint  of  trade  in  a matter  of 


minuscule  national  importance  rather  than  going 
bankrupt  in  attempting  to  defend,  have  choicer 
words  to  describe  their  regard  for  the  FTC.  Never- 
theless, it  is  the  FTC  that  opened  the  door  so  that 
doctors  performing  cosmetic  procedures  could 
create  a demand  for  their  services  without  concern 
whether  their  conduct  is  prohibited  by  the  medical 
practice  act  of  their  state. 

Advertising  is  nothing  new  to  the  medical  pro- 
fession. When  the  American  Medical  Association 
was  established  in  1 847,  medical  advertising  was 
extensive,  but  only  quacks  chose  to  advertise  prom- 
ised cures  for  cancer,  heart,  kidney,  and  liver  dis- 
eases, diabetes,  and  similar  ailments.  Reputable 
doctors  did  not  advertise  their  skills.  Doctors  were 
permitted  by  their  medical  societies  and  medical 
practice  acts  to  publish  announcements,  which 
amounted  to  what  is  now  called  “tombstone”  adver- 
tising. These  advertisements  consisted  of  the  name, 
address,  office  hours  and  specialty,  if  any.  If  the  doc- 
tor opened  a new  office  or  moved  to  a new  loca- 
tion, he  or  she  could  buy  space  in  the  local  news- 
paper to  make  this  announcement. 

In  the  1960s  and  1970s,  some  doctors,  particu- 
larly in  California,  advertised  in  newspapers  their 
skills  in  performing  face  lifts,  “tummy  tucks,”  nose 
alterations,  hair  tran.splantation,  and  a variety  of 
other  procedures  for  making  the  human  body  beau- 
tiful. They  were  not  concerned  that  their  county 
and  state  medical  societies  did  not  welcome  them. 

A few,  or  perhaps  more,  maintained  and  even  adver- 
tised their  membership  in  the  American  Medical 
Association. 

In  1975,  the  Federal  Trade  Commission  chose  to 
bring  an  action  against  the  AMA  alleging  that  the 
AMA  prohibited  medical  advertising  as  unethical.  At 
the  time,  the  consensus  in  the  medical  profession 
was  that  reputable  doctors  had  no  need  to  adver- 
tise, that  if  they  were  proficient  in  their  craft  they 
could  enhance  the  scope  of  their  practice  through 
referrals  and  word-of-mouth  recommendations  of 
their  patients.  Although  neither  medical  societies 
nor  medical  practice  boards,  with  few  exceptions, 
initiated  actions  against  medical  advertisers,  there 
was  an  awareness  that  the  practice  was  to  be 
discouraged. 

The  action  brought  by  the  FTC  alleging  that  the 
AMA  prohibited  advertising  as  unethical  caught  the 
AMA  by  surprise.  Actually,  the  position  adopted  and 
publicized  by  the  Judicial  Council  of  the  AMA  did 
not  declare  advertising  to  be  unethical.  Physicians 
were  told  that  they  could  freely  advertise  as  long  as 
their  advertisements  were  truthful,  did  not  deceive 
or  misrepresent,  and  were  dignified  in  character.  In 
a case  not  involving  the  medical  profession,  the  US 
Supreme  Court  cited  AMA’s  position  on  advertising 
as  appropriate  for  a profession!  ( 1 ). 

However,  to  foster  medical  advertising  and  obtain 
judicial  recognition  of  its  authority  to  govern  the 
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economic  bcha\  ior  of  the  medical  profession,  tlie 
FTC;  felt  that  it  needed  a victor)'  over  the  AMA  in  a 
judicial  proceeding.  As  a consequence,  the  AMA  was 
not  given  the  usual  offer  of  a consent  decree. 

Insofar  as  the  AMA  was  concerned,  advertising  was 
a nonissue.  It  had  not  heen  an  issue  in  the  AMA 
House  of  Delegates  or  before  the  Judicial  Council 
for  more  than  SO  years.  The  AMA  received  no  corre- 
spondence from  physicians  or  inquiries  from  the 
public  regarding  the  propriety  of  medical  advertis- 
ing. with  the  exception  of  the  advertising  of  quacks 
who  promised  cures  for  cancer,  diabetes,  heart  dis- 
ease, and  the  like. 

When  AMA  general  counsel,  at  a preliminar) 
meeting  with  FTC  counsel  in  charge  of  the  case, 
called  the  latter's  attention  to  the  fact  that  the  FTC 
was  not  following  its  usual  practice  of  offering  the 
respondent  the  opportunity  to  dispose  of  the  action 
by  a consent  decree,  he  was  told:  “This  case  is  going 
to  the  Supreme  Court."  And  so  it  did  with  the  jus- 
tices divided  four  to  four  as  to  the  guilt  of  the  AMA 
( 2 ).  But  government  wins  on  ties  and  the  AMA  was 
found  guilt)’  based  upon  stale  evidence  that  had 
been  superseded  many  years  before  by  subsequent 
policies  of  the  AMA.  Cnder  existing  law,  the  FTC 
seldom  loses.  It  serves  as  the  prosecutor,  as  the  jur)’ 
in  making  findings  of  fact,  and  as  the  judge  in 
making  the  final  determination  of  the  case.  When 
FTC  cases  are  appealed,  the  courts  arc  obliged  to 
accept  the  FTC’s  findings  of  fact  and  can  only  con- 
sider an  appeal  on  applicable  law. 

FTC  failed  in  its  objectives 

The  FTC  succeeded  in  nullifv  ing  the  prohibitions  in 
medical  practice  acts  prohibiting  physicians  from 
advertising.  It  succeeded  in  assuring  those  physi- 
cians who  wanted  to  advertise  that  they  could  do  so 
with  impunit)'.  Insofar  as  its  stated  objectives  in  ini- 
tiating the  action  against  the  AMA,  the  FT(]  failed. 
ITie  FTC  contended  that  unrestricted  advertising 
would  provide  the  public  with  information  regard- 
ing the  skills  of  doctors  and  would  stimulate  price 
competition.  Most  physicians  services  involving  the 
treatment  of  disease  or  injuries  are  paid  for  by  third- 
part)'  payers.  Even  doctors  whose  services  consist 
largely  of  cosmetic  procedures  paid  for  by  patients 
compete  aggressively  amongst  themselves  for  busi- 
ness and  do  so  without  the  need  to  engage  in  price 
advertising. 

The  items  that  are  stressed  in  the  advertising  of 
cosmetic  procedures  begin  with  a tone  of  assurance 
that  practically  always  the  procedure  will  enhance 
the  appearance  of  the  patient,  that  the  procedure  is 
safe,  that  pain  and  discomfort,  if  any,  is  slight,  and 
that  there  is  no  need  for  ho.spitalization.  Often  there 
is  no  reference  to  the  possibilit)'  of  an  infection  or 
the  common  risks  associated  with  surgical  proce- 
dures and  anesthesia. 

Advertisements  most  frequently  represent  that 


the  doctors  are  “board  certified”  The  public  has 
been  educated  to  know  that  a board  certified  physi- 
cian is  a doctor  who  has  completed  3 or  more  years 
of  formal  graduate  medical  education  as  a hospital 
resident  in  a recognized  medical  .specialt)’.  Most  ad- 
vertisements fail  to  state  the  specialt)’  in  which  the 
doctor  is  board  certified.  He  may  be  certified  in  der- 
matolog)’,  plastic  surger)’,  otolan  ngolog)’,  or  general 
surger)’.  The  board  certified  doctor  may  also  be  a 
physician  who  is  board  certified  in  family  practice, 
internal  medicine,  urolog)’,  psychiatr)’,  or  gastro- 
enterolog)’,  etc,  or  by  a board  not  recognized  by 
the  AMA. 

Although  the  FTC  has  not  hesitated  to  become  in- 
volved in  local  situations  where  there  is  suspicion 
of  restraint  of  trade,  it  has  refrained  from  taking  ac- 
tion for  false  advertising  of  medical  services,  saying 
that  this  should  be  left  to  local  authorities  and  medi- 
cal societies.  Local  medical  .societies  can  do  no 
more  than  terminate  the  membership  of  a member 
who  engages  in  false  advertising,  and  generally 
these  physicians  are  not  members. 

Given  the  cost  of  defending  litigation,  medical  .so- 
cieties have  no  appetite  for  establishing  standards 
and  judging  the  truth  and  ethics  of  medical  adver 
tisers.  The  prevailing  attitude  is  that  because  of  the 
litigation  it  brought  against  the  AMA,  the  FTC,  has 
usurped  the  job  of  policing  medical  advertising.  The 
FTC  in  turn  has  regarded  medical  advertising  as  a 
local  problem  not  worthy  of  its  attention  and  has 
avoided  setting  standards  for  medical  advertising,  or 
instigating  any  significant  enforcement  against  de- 
ceptive medical  advertising. 

Advertising  expands  medical  liability 
Historically,  compared  to  other  medical  specialties, 
the  incidence  of  malpractice  claims  against  der- 
matologists has  been  relatively  small,  primarily  be- 
cause most  treatment,  with  the  exception  of  skin 
cancer,  involves  cosmetic  problems  that  seldom  are 
life-threatening.  Dermatologists  are  now  doing 
liposuction,  collagen  and  fat  injections  for  wrinkles, 
hair  transplantation,  dermabrasion,  laser  surger)’, 
and  various  procedures  that  many  board  certified 
dermatologists  learned  to  perform  after  they  were 
board  certified.  These  procedures  expand  the  scope 
of  things  that  can  go  wrong  in  treating  patients. 

Suits  are  now  being  brought  against  dermatologists 
for  disfigurement,  surgical  accidents,  carele.ss  treat- 
ment resulting  in  infection,  and  even  deaths  result- 
ing from  anesthesia  and  liposuction.  A physician 
whose  specialty  training  was  in  obstetrics  and 
g)’necolog)’  lost  his  license  because  of  the  deaths  of 
three  patients  upon  whom  he  had  performed  lipo- 
suction ( 3 ).  In  the  past  5 years  there  have  been  20 
deaths  of  patients  who  had  received  liposuction. 
ITiis  experience  sooner  or  later  is  figured  into  the 
cost  of  malpractice  insurance. 

A review  of  older  court  decisions  before  the  ad- 
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vcrtising  of  cosmetic  procedures  became  extensive 
indicates  that  in  the  absence  of  gross  negligence  re- 
sulting in  a major  disfigurement,  the  courts  have 
leaned  toward  regarding  the  patient  as  having  ac- 
cepted the  risks  of  a bad  result.  The  current  trend  in 
malpractice  litigation  is  in  the  opposite  direction. 

Copy  for  advertising  and  brochures  distributed  to 
prospective  patients  requires  careful  preparation 
and  review  by  an  attorney  knowledgeable  in  mal- 
practice liability.  A brochure,  “Facial  and  Body 
Sculpturing  Through  I.ipo-Suction  Surgery,”  dis- 
tributed in  the  waiting  room  of  a group  practice  af- 
filiated with  a medical  school  and  its  hospital, 
provides  an  interesting  example  of  how  a copy- 
writer may  have  gone  too  far  in  fostering  expecta- 
tions of  beauty  and  minimizing  risks.  Note  the 
following  exceqits  from  the  brochure: 

WHAT  IS  l.lPO-SlICriON  SHRCiFRY? 

I.ipo-suction  surgety-  or  facial  and  body  sculp- 
turing is  a procedure  designed  to  enhance  body 
contt)ur  or  shape  by  removing  fat  cells.  It  works 
especially  w'ell  on  eliminating  those  stubborn  sec- 
tions of  fat  that  no  amount  of  diet  and  exercise 
ever  seems  to  remove  . . . 

rjt:()vfr\ 

The  recovety'  period  for  lipo  suction  is  remark- 
abb'  rapid  . . . 

arf;  fherf  ANA’  advf:rsf  f:fff:cts? 

Current  experience  in  the  world  indicates  when 
done  properly,  the  procedure  is  amazingly  safe. 

Because  this  is  a surgical  procedure,  the  indi- 
vidual must  be  examined  thoroughly  and  discuss 
with  the  doctor  what  results  are  expected  both 
during  and  after  the  procedure.  However,  when 
done  properly,  and  on  ideal  candidates,  there  are 
no  long  term  complications  . . . 

Fhe  brochure  made  no  mention  of  the  possibility 
of  infection,  a common  risk.  Eveix'  surgical  proce- 
dure has  inherent  risks,  particularly  when  general 
anesthesia  is  administered.  Fhe  tone  of  the  bro- 
chure is  assurance  that  if  “done  properly”  the 
patient  should  expect  exciting  results  in  the  en 
hancement  of  his  or  her  body  contours,  and  that 
when  performed  by  the  doctors  whose  .services  are 
ttffered  the  procedure  is  “amazingly  safe.”  With  this 
glowing  assurance  how  could  any  beauty-conscious 
woman,  whose  efforts  to  reduce  the  size  of  her  ab- 
domen or  buttocks  through  exercise  and  dieting 
have  failed,  resist  the  enticement  of  “body  .sculptur- 
ing" by  liposuction  surgery?  If  the  treatment  leads 
to  a bad  result  and  a malpractice  action  is  initiated, 
the  brochure  will  be  entered  into  evidence  and 
considered  by  the  jun-  as  to  what  the  patient  was 
entitled  to  expect. 


Advertising  claims  expand  liability 

A recent  case  illustrates  how  a doctor  got  into 
trouble  by  advertising  that  he  could  “remove  spider 
veins  permanently,  painlessly  and  with  pleasing  re- 
sults.” The  plaintiff  was  a single,  attractive  woman  in 
her  mid-30s  who  enjoyed  sunbathing  and  her  mem 
bership  in  a health  club  where  she  worked  out  two 
or  three  times  a week.  She  was  happy  with  her  ath- 
letic appearance  with  the  exception  that  she  had 
spider  veins  on  her  legs  which  she  covered  with 
makeup. 

She  took  notice  of  the  defendant  doctor’s  news- 
paper ads,  which  led  her  to  believe  that  the  spider 
veins  on  her  legs  could  be  corrected  with  little 
more  inconvenience  and  discomfort  than  going  to 
the  beauty  shop  to  have  a permanent  wave.  The  ad- 
vertisement brought  her  to  the  defendant’s  office 
where  the  doctor’s  assistant  assured  her  that  she 
could  have  the  treatment  and  immediately  return  to 
work.  She  was  given  a consent  form  to  sign,  which 
she  was  told  was  a mere  legal  formality,  and  she 
signed  without  reading  it. 

'Hie  defendant  doctor  examined  her  legs,  told  her 
that  her  case  was  routine  and  that  she  should  ex- 
pect no  difficulty.  He  told  her  he  was  board  certified 
and  indeed  he  was — in  otolar\ngolog)’.  ffe  ex- 
plained that  the  procedure,  sclerotherapy,  consisted 
simply  of  injecting  a saline  solution  into  the  vari- 
cosities in  her  legs,  and  that  he  had  successfully  per- 
formed the  procedure  thousands  of  times  without 
incident.  Following  the  procedure,  the  plaintiff  de- 
veloped large  necrotic  lesions  which  required  plas- 
tic surgery  (by  a different  doctor,  however),  'Fhe 
corrective  plastic  surgety'  left  permanent  and  deep 
disfiguring  scars. 

In  his  deposition,  the  doctor  acknowledged  that 
he  had  engaged  in  a little  “puffing”  in  his  advertising 
but  contended  that  this  was  accepted  practice  by 
advertisers  and  expected  by  consumers.  He  ac- 
knowledged also  that  he  had  gone  into  performing 
cosmetic  procedures  within  the  past  2 years  be- 
cause this  was  a new  and  expanding  field.  He  also 
admitted  that  he  had  performed  less  than  100 
sclerotherapy  procedures  but  that  he  had  no  prob- 
lem except  in  five  or  six  instances. 

The  defendant’s  insurance  carrier  threatened  that 
it  would  deny  coverage  on  the  ground  that  he  had 
by  his  conduct  and  representations  guaranteed  his 
treatment,  an  exclusion  of  coverage  under  the 
terms  of  the  policy.  The  plaintiff  had  demanded  a 
settlement  of  5500,000,  but  eventually  agreed  to  a 
settlement  of  5200,000  which  the  defendant’s  at- 
torney recommended  for  payment  by  the  carrier. 
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Parkway 

MRI 

150  W.  Parker  Rd.,  Suite  107 
Houston,  TX  77076 
713/692-3330 

Excellence  in  Magnetic  Resonance  Imaging 


Our  new  magnet  is  the  unique  open  design  which  wiil  accommodate 
oversized  patients  rejected  from  other  centers,  and  is  tolerable  to 
those  patients  who  are  daustroohobic  in  the  iarge  dosed  design  units. 
This  concept  is  new  and  we  are  the  oniy  ones  in  Houston  to  have  one. 
Please  call  713-692-3330  for  more  information  about  our  noiseless 
open  design  unit  or  for  scheduling  of  appointments.  We  offer  flexibie 
scheduiing  of  appointments,  24  hours  a day,  7 days  a week. 


ARE  BILLING 
AND  COLLECTION 
PROBLEMS  GIVING 
YOU  A HEADACHE? 

CALL:  Central  Texas  Professional 
Billing  Service 

Experienced,  Courteous  Insurance  Personnel 
Electronic  Transmissions  to  Medicare, 

Blue  Shield,  Medicaid 
Complete  Follow-up  on  Collections 
Your  Account  Tailored  to  Your  Needs 
Full  Range  of  Reports 
All  Medical  Specialties 


FOR  A FREE  CONSULTATION 
AND  MORE  INFORMATION 
REGARDING  OUR  SERVICES, 

CALL:  817-754-4700 
OR  WRITE: 

CENTRA!  TEXAS 

PROFESSIONAL  BILLING  SERVICE 
3417  Hillcrest  Drive 
Waco,  Texas  76708-3119 


Why  A 

Hospital-'Based 
Staff  Looks 
So  Good  From  A 

PATIENT’S 

Point  Of  View 


The  on-stati  physiatrists  at  Warm 
Springs  provide  the  kind  of  full-time 
care  and  attention  rehabilitation 
patients  need. 

The  doctors  here  see  our  patients 
every  day,  prescribing  specific  therapy, 
keeping  track  of  their  progress, 
meeting  with  their  families,  and 
weirking  with  their  referring  physicians, 
to  whom  consulting  privileges  are 
readily  available. 

Their  unique  approach  puts  patients 
first.  It’s  a full-time  job  for  a full-time 
physician. 

Look  to  Warm  Springs  for  a com- 
mitment to  patient  care  you  won’t  find 
anywhere  else.  From  physicians  you 
won’t  find  anywhere  else. 


Brian  Buck,  M.D. 
Pediatric  Rehahiliumm 
Director 


Alex  Willinfdtam,  M.D. 
Medical  Director 


Warm  Springs  Rehabilitation 
Hospital  San  Antonio 

1/800/451-1350  512/691-0100 


Command 
Performances*  * * 

***Essential  to  Our  Professions 

How  many  times  have  you  felt  pressed  into  a command  performance? 
Whether  it’s  a treatment  course  or  surgery,  you  feel  all  eyes  are  watching  your 
every  move.  Expectations  are  high  and,  oftentimes,  unrealistic.  Then  the 
unpredictable  or  the  unwanted  occurs.  Those  high  expectations  are  not  fulfilled 
and  the  next  thing  you  know,  you’re  being  sued. 

That’s  why  our  command  performance  is  so  important.  When  all  eyes  shift 
to  the  legal  side,  you  want  an  insurance  company  backing  you  with  excellent 
claims  defense.  At  ICA,  our  claims  defense  is  renown  in  the  industry 
as  tough  and  resource^ 
ful.  We  respond  to  a 
claim  situation  with 
in-house  attorneys,  not 
adjusters.  And  we  use 
only  the  best  defense 
counsel  in  your  area, 
attorneys  whose  reputa- 
tions and  abilities 
present  the  one  com- 
mand performance  you’ll 
want  to  witness. 

Call  ICA  today  at 
l-(800)-392-9702  and 
check  out  the  reviews 
to  our  command 
performances. 


INSURANCE  CORPORATION  OF  AMERICA 
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I Defense,  plaintiff  attorneys 
agree  on  liability  basics 


In  a recent  interview  with  Texas  Medical 
Association  General  Counsel  Donald  P. 
Wilcox,  Terry  O.  Tottenham,  an  Austin 
defense  attorney,  and  Jim  Perdue,  a 
Houston  plaintiff  attorney,  agreed  on  a 
number  of  issues,  why  patients  sue  their 
physicians;  what  physicians  can  do  to 
avoid  suits;  how  a plaintiff  attorney  de- 
cides who  to  sue;  evolving  legal  theory 
on  advertising,  utilization  review,  im 
paired  physicians,  and  "patient  dump 
ing";  and  the  ideal  physician-attorney 
relationship.  Their  conversation  is  re- 
corded in  this  article. 

Mr  Perdue  literally  urote  the  book  on 
medical  malpractice  in  Texas.  In  fact,  he 
urote  Jive  books:  ITie  Law  of  Texas  Medi- 
cal Malpractice  (two  editions),  ITie  Law 
of  Strict  Tort  Liability,  Texas  Medical  Mal- 
practice Handbook,  and  Who  Will  Speak 
for  the  Victim?  He  is  a partner  in  the 
prni  Perdue,  Turner  and  Berry  and  the 
recipient  of  numerous  professional  hem 
ors.  Among  other  activities,  he  has  been 
presidettt  of  the  American  Board  of  Trial 
Advocates,  Houston  Chapter,  and  an  ad 
Junct  professor  ( medical  malpractice) 
at  the  University  of  Houston  College  of 
Law.  He  is  a member  of  the  Houston  Bar 
Association  Committee  on  Interprofes- 
sional Relations — Physicians  and  a dip- 
lomate  of  the  American  Board  of 
Professional  Liability  Attorneys. 

Mr  Tottenham  holds  a bachelor  of  sci- 


ence degree  in  phannac)'  in  addition  to 
legal  degrees  from  The  University  of 
Texas  School  of  Law  and  George  Wash- 
ington University  Natiotial  Laiv  Center. 
He  is  a partner  with  Fulbright  and  Jaw- 
orski,  where  he  oversees  the  firm's  health 
law  section  and  litigation.  He  was 
founder  and  first  chairman  of  the  health 
law  section  of  the  State  Bar  of  Texas, 
and  he  is  past  chairman  of  the  Medicine 
and  Law  Committee,  Tort  and  Insurance 
Practice  Section,  of  the  American  Bar  As- 
socudion.  He  has  numerous  academic 
appointments  and  has  lectured  through- 
oid  the  United  States  and  Canada  on 
medical-legal  issues.  He  delivered  the 
first  Philip  R.  Overton  Memorial  Lecture 
at  TMA  ’s  1988  Fall  Leadership 
Conference. 

Mr  Wilcox:  Why  do  clients  call  you? 

Mr  Perdue:  What  prompts  patients  to 
call?  Unexpected  results,  something  they 
had  not  anticipated.  Lack  of  a rapport 
with  the  physician.  Feeling  that  they 
were  not  treated  courteously  and  appro- 
priately. Feeling  that  they  did  not  have 
answers  to  appropriate  questions. 

Mr  Wilcox:  What  do  you  do  when  some- 
body calls  you? 

Mr  Perdue:  A lot  of  times,  all  that  is  re- 


quired is  a phone  call  to  the  patient’s 
doctor  to  clarify’  what  happened.  Usually, 
the  problem  can  be  solved  with  a confer- 
ence. It  may  be  that  there’s  been  a break- 
down in  communication  between  the 
doctor  and  the  patient,  and  when  you’ve 
been  in  this  business  for  26  years,  you 
become  very  alert  to  that. 

Prospective  clients  call  and  tell  me 
what  happened.  It  doesn’t  make  sense  to 
them,  but  having  handled  more  than  a 
few  ca,ses  like  that,  1 can  explain  that 
what  seems  to  be  very  unusual  really 
isn’t.  And  1 try  to  let  them  talk  their  way 
through  it.  1 know  it  sounds  probably 
more  charitable  than  a lot  of  people 
might  give  me  credit  for,  but  1 really  try 
to  treat  people  the  way  1 would  treat  my 
brother  or  my  mother  if  they  called. 

1 find  litigation  vety'  hard,  very  difficult 
on  the  patient  from  an  emotional  stand- 
point and  from  an  investment  stand- 
point— their  investment  of  time  and 
energy.  And  if  you  cannot  hold  out  to 
them  some  promise  of  a significant  result, 
they  really  don’t  belong  in  the  system. 

In  that  case,  the  system  is  too  hard  on 
them,  takes  too  great  a toll. 

Many  times  we  get  calls,  and  within 
five  minutes,  in  my  judgment,  1 can  tell 
they  don’t  belong  in  the  legal  system. 

Mr  Wilcox:  Terry,  how  do  you  decide 
which  clients  you  will  represent? 


Plaintiff  citUmiey  Jim  Peniue.  ( Photos  by  jiin  t^aldwc  ll  ) 
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Mr  Tottenham:  Defense  lawTers  don’t 
get  to  piek  and  ehoose  their  elients  as 
plaintiff  law'^'ers  do;  hut  neither  do  the 
insured  physieians,  Ilie  insurance  carrier 
makes  the  match,  although  normalh  the 
insured  physician’s  preference  is  also 
considered.  Some  people  view  it  as  an  in- 
equity of  the  system,  but  1 think  it’s  just 
the  nature  of  the  beast.  1 believe  that  any- 
one who  is  sued  has  a riglit  to  be  repre- 
sented, and  it  is  very  rare  that  1 would 
ever  turn  a doctor  down.  I don’t  do  an 
initial  background  check  or  anything 
like  that. 

However,  throughout  the  handling  of 
the  ease,  the  discovery  of  the  case,  I’ll 
carefully  evaluate  whether  the  doctor  is 
being  candid  with  me.  And  if  1 get  any- 
thing less  than  absolute  candor,  then  the 
doctor  and  1 have  a major  problem.  1 
can’t  defend  somebody  to  the  fullest  ex 
tent,  without  having  all  of  the  informa 
tion.  And  1 can’t  defend  somebody  who 
doesn’t  respect  me  and  my  advice,  or 
who  won’t  t;ike  the  time  that  is  necessary 
to  spend  on  a ease.  What  Jim  says  about 
the  time  the  plaintiff  needs  to  spend  on  a 
case  is  equally  applicable  to  doctors. 
When  they  get  sued,  they  need  to  work 
with  their  law^'crs  and  .spend  a lot  of 
time  getting  prepared. 

Mr  Wilcox:  Jim,  you  said  the  patient  sues 
when  he  or  she  is  surprised  or  the  result 
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is  unexpected.  Are  there  some  things  the 
physician  could  do  to  avoid  that? 

Mr  Perdue:  Physieians  should  always  be 
alert  to  the  feelings  of  their  patients. 
Sometimes,  there’s  nothing  you  can  do 
about  those  feelings,  other  than  under- 
stand them.  And  sometimes  they’re  diffi- 
cult to  understand. 

And,  physicians  should  be  re.sponsive 
to  questions — lawyers  are  notorious  for 
not  being  responsive  to  questions.  Folks 
who  talk  to  lawyers  or  doctors  don’t  nec- 
essarily expect  an  an.swer  in  black  and 
white,  but  they  expect  an  answer  that 
they  can  understand. 

And  when  there  is  a signilieant,  unex- 
pected result  physicians  would  serve 
themselves  by  trying  to  give  appropriate 
explanations  as  to  what  happened,  and 
being  a little  more  vigilant  w ith  that  par- 
ticular patient. 

Mr  Wilcox:  Should  physieians  provide 
more  information  up  front? 

Mr  Perdue:  If  a physician  knows  there’s 
a certain  risk  associated  w ith  something, 
even  if  he  may  not  be  required  by  law’  to 
give  it,  he  ought  to  tell  the  patient.  All  of 
us  have  had  .some  type  of  occurrence, 
both  medically  and  legally,  that  w'c 
couldn’t  predict,  but  we  did  the  best 
we  could.  Anybody  looking  at  it  with 


hindsight,  or  retro.speetively,  w'ould  .say, 
“They  did  a good  job.  It  was  just  one 
of  those  one-in-a-million,  one-in-ten 
thousand  kind  of  things  that  occur” 

Mr  Wilcox:  1 las  the  'I’exas  Medical  Dis- 
closure Panel  system  that  requires  physi 
cians  to  tell  patients  about  adverse 
effects  of  certain  medical  procedures 
been  effective  w hen  physieians  use  it 
properly? 

Mr  Perdue:  It’s  probably  been  helpful, 
but  a lot  of  doctors  still  aren’t  using  it. 

Mr  Wilcox:  Should  they? 

Mr  Perdue:  I think  so. 

Mr  Wilcox:  Do  you  agree  w ith  that. 

Ferry  ? 

Mr  Tottenham:  1 think  it  is  useful.  And,  I 
definitely  think  that  doctors  ought  to  u.se 
it.  If  they’re  not  using  the  forms,  they’re 
certainly  doing  .so  at  their  own  peril,  and 
that’s  risky  business. 

1 agree  w ith  Jim  that  physieians  need 
to  talk  more  to  their  patients  and  visit 
w ith  their  patients  before  a procedure. 
Fhc  informed  consent  form  lists  what  the 
risks  are,  but  the  physician  ought  to  take- 
time  to  explain  those  risks  to  the  pa- 
tients. And  if  a physician  takes  that  time. 
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then  the  patient  is  less  likely  to  be  upset 
and  seek  out  a Jim  Perdue  if  an  untoward 
result  occurs. 

Mr  Perdue:  A lot  of  doctors  look  at  the 
Medical  Disclosure  Panel’s  list  as  the  tab- 
lets from  Moses — you  know,  they’re  in 
concrete,  and  you  lay  them  out  and  etch 
the  patient’s  name  in  it.  1 think  they  need 
to  look  at  that  list  more  as  a guide. 

Mr  Wilcox:  Are  you  saying  that  the  form 
is  a minimum  and  there  should  be  other 
things  done  outside  the  form — for 
example,  using  other  forms  or  other 
methods  of  providing  information,  like 
videotapes? 

Mr  Perdue:  ITie  form  is  the  legal  mini- 
mum. Anyone  who  looks  at  the  form 
with  an  idea  that.  “This  is  it,  and  I add  to 
it  at  my  peril,”  1 don’t  think  that’s  the 
intent. 

Mr  Tottenham:  1 agree  with  that.  1 think 
that  sometimes  too  much  focus  is  given 
to  informed  consent.  But.  back  to  your 
point  of  whether  altering  the  form  de- 
stroys the  presumption  that  informed 
consent  was  given — if  you  alter  the  form 
by  not  telling  the  patient  about  a risk 
that’s  on  the  form,  certainly  you’ve  de- 
stroyed that  presumption.  But  if  you  alter 
the  form  by  explaining  more  than  is 
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on  the  form.  I don’t  see  how  you  would 
destroy  the  presumption. 

Mr  Wilcox:  Let’s  say  that  you  get  a 
phone  call  from  a patient  and  there’s 
something  in  the  phone  call  that  tells  you 
the  case  warrants  more  investigation. 
VC'h.at  do  you  do  next?  VC'hat  do  you  look 
for  when  you’re  reviewing  these  cases? 

Vi  hat  becomes  important  to  you? 

Mr  Perdue:  Our  next  step  would  be  get- 
ting the  patient  in  personally.  And  I'd 
%’isit  with  them.  ITie  kind  of  people  we 
like  to  see — we  don't  see  enough  of 
them — come  with  a written  narrative 
laying  every  thing  out.  They  ve  made 
some  effort  to  get  medical  records.  ITiey 
may  have  had  some  physician  in  the  fam- 
ily comment  in  documented  form.  ITiat 
expedites  things  a lot.  niat's  not  com 
mon.  but  I'd  say  10%  to  15%  of  people 
are  that  organized. 

I'hen  you  have  the  people  who  come 
in  on  the  other  end  of  the  spectrum. 

ITiey  can’t  remember  what  doctor  they 
saw  or  when  it  happened,  but  they  can 
give  you  just  kind  of  a state  of  conscious- 
ne.ss  overview  of  what’s  troubling  them. 
And  then,  of  course,  you’ve  got  people  in 
between. 

In  the  initial  interview,  what  we  re  try- 
ing to  do  is  to  identify  the  significant 
facts  and  issues.  Then,  we  try'  to  obtain 


the  appropriate  medical  records  for  our 
in-house  review'  and  our  out-of-house  re- 
view. If  it  needs  some  special  expertise, 
we  get  someone  in  that  area. 

After  w e get  the  results,  and  I feel  that 
w e can  identify  the  issues,  I get  the  cli- 
ents back  in  and  sit  down  and  say  “This  is 
what  we’ve  got,  this  is  what  I think  we  re 
going  to  be  able  to  prove.  ITiis  is  what  I 
think  has  gone  wrong,  this  is  what  we 
can  do  for  you.  Do  you  want  us  to  repre- 
sent you,  or  not?”  And  at  that  time,  they 
make  that  decision.  I never  try  to  press 
people  into  going  to  court.  That’s  their 
decision.  1 explain  to  them  the  time  in- 
volved, the  grief,  the  emotional  invest- 
ment they’re  going  to  make.  And  one 
thing  1 emphasize  is,  ‘Don’t  make  this  de- 
cision liglith’.” 

Mr  Wilcox:  Is  this  ty  pical  of  your  experi- 
ence as  a defense  lawyer,  Terry? 

Mr  Tottenham:  There’s  a wide  spec- 
trum. I think  that  what  we  re  hearing  is 
the  way  it  ought  to  be  done:  the  patients 
don’t  bring  a lawsuit  unless  it’s  been  in- 
vestigated, they  don’t  bring  a lawsuit  that 
has  no  merit.  Ihere  are  a number  of  law  - 
yers around  the  state  who  fall  into  that 
category’.  I’here  are  other  lawy  ers  who 
don’t  investigate  as  much  and  probably 
some  lawy  ers  who  don’t  investigate  at  all. 

But  the  serious  cases  take  a lot  of  work 
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and  a lot  of  time  and  effort  on  the  plain- 
tiff's side.  As  Jim  said,  this  is  an  expensive 
business  from  the  plaintiff  lawy  er’s  stand 
point — there’s  a lot  of  time  and  effort 
and  expense.  And,  unless  they’ve  done 
that  investigation,  they’ll  be  three  years 
down  the  road  with  no  return  on  their 
investment,  so  to  speak. 

Mr  Wilcox:  Are  there  any  areas  of  profes- 
sional liability  that  are  hotter  than  others 
in  Texas?  I know  a couple  of  years  ago, 
and  maybe  currently,  the  C)B/”bad  baby” 
cases  seemed  to  be  getting  a lot  of  atten- 
tion. Are  those  issues  still  hot? 

Mr  Perdue:  1 think  the  obstetrics  area 
was  always  “hot  ” because  of  their  impact. 
An  avoidable  obstetrical  injury  to  a child 
probably  is  the  most  catastrophic  type  of 
injury  that  can  occur  because  if  the  child 
survives,  you’re  looking  at  70  years  of  life 
with  care  and  all  the  associated  loss  of 
earning  capacity. 

But  if  you’re  talking  about  the  “hot  ” 
areas,  where  a lot  of  things  are  going  on 
and  where  a lot  of  legal  and  factual 
boundaries  are  being  explored,  where 
lawyers  are — to  use  Terry’s  favorite 
term — “pushing  the  envelope,”  probably 
those  would  be  the  dumping  cases  be- 
cause that  chapter  is  still  to  be  written. 

I would  say  that  we  have  a lot  to  be 
written  on  impaired  physicians,  as  to 
who’s  liable,  what  materials  the  plaintiffs 
can  get  to  make  his  case. 

Mr  Wilcox:  Cxjuld  you  expand  on  the 
impaired  physician? 

Mr  Perdue:  Impairment  takes  a lot  of 
forms,  not  necessarily  just  the  forms  that 
have  been  the  subject  of  various  articles 
that  have  appeared  in  the  medical 
journals. 

Mr  Wilcox:  What  are  some  other  forms 
besides  drug  or  alcohol  abuse  or  mental 
instability? 

Mr  Perdue:  Doctors  can  always  identity 
one  or  two  or  three  people  they  went  to 
medical  school  with,  that  they  say,  “God, 

1 can’t  believe  the  guy  would  ever  get 
out.  I can’t  believe  that  if  he  ever  got  out, 
he’d  be  dealing  with  patients.  ” We  do  the 
same  thing  in  law  school.  When  1 was  in 
law  school,  1 knew  four  or  five  guys  1 
couldn’t  believe  would  ever  be  licensed 


to  practice.  Four  or  five  of  them  now 
have  criminal  records.  1 mean,  they  were 
in  the  joint.  But  we  could  identify  them 
in  law  school.  W'e  knew  who  they  were, 
lliey  don’t  drink,  they  don’t  take  drugs, 
they’ve  got  their  eyesight,  they  can  hear, 
they’ve  got  their  extremities,  they’re 
functioning.  But,  they’re  impaired.  They 
shouldn’t  be  practicing. 

If  I’m  contemplating  an  action,  some- 
times I’ll  pick  up  the  phone,  and  I’ll  call  a 
doctor  I know  in  the  area  who’s  in  the 
same  specialty.  I’ll  say  “What  do  you 
know  about  this  guy?”  He  says,  “Oh  my 
gosh,  you’re  going  to  sue  that  guy?  He’s 
terrible.  We  all  know  he’s  a jerk.  We 
know  he  doesn’t  practice  good  medi- 
cine.” And  that  gives  an  increased, 
heiglitened  sensitivity  to  our  review 
when  we  hear  this.  It’s  amazing  how 
many  people  will  comment.  We  check 
those  things  out.  It’s  amazing  how  many 
times  those  things  that  start  off  as  rumors 
turn  out  to  be  fact. 

Mr  Perdue:  The  interesting  thing  about 
Nevada  and  California  and  other  states  is 
that  many  times  they  are  precursors  to 
what’s  going  to  happen  in  Texas.  I at- 
tended a meeting  of  malpractice  lawy  ers 
recently,  and  I told  them  that  the  deans 
of  our  malpractice  field  down  here,  guys 
like  Terry  and  others,  are  in  their  late  for- 
ties or  early  fifties.  The  same  is  true  on 
the  plaintiff  side.  You  go  to  these  other 
states,  and  people  who  are  distinguished 
on  both  sides  are  in  their  sixties  and  sev- 
enties. That  ought  to  give  you  some  idea 
that  Texas  has  been  kind  of  late  coming 
to  this  specialized  area  of  law. 

Cases  involving  advertising  are  proba- 
bly a coming  thing,  not  only  in  medicine, 
but  also  in  law. 

Mr  Tottenham:  I think  that’s  exactly 
right.  For  example,  1 was  in  a medical 
meeting  last  night,  and  someone  asked 
whether  a clinic  of  physicians  could  be 
liable  for  the  acts  of  the  individual.  If  a 
clinic  advertises  that  it  provides  the  best 
doctors  in  town,  that’s  a representation. 
Jim  obtained  a massive  verdict  in  San  An- 
tonio in  large  measure  because  of  his  in- 
genious way  of  using  advertising  that 
suggested  that  the  hospital  had  the  best 
doctors  in  town.  I’ve  always  felt  like  the 
ad  department  needs  to  meet  the  risk 
management  department  They  never 
seem  to  get  together.  But  the  ad  depart- 


ment and  the  marketing  department  are 
raising  some  serious  problems  for  the 
risk  management  department. 

In  this  state,  advertising  that’s  decep- 
tive or  misleading  can  trigger  the  Texas 
Deceptive  Trade  Practices  Act,  which  is  a 
lot  easier  to  get  a verdict  under  than  a 
negligence  standard  because  you  don't 
need  an  expert  witness.  You  have  big 
billboards  around,  and  you  show  that  to 
the  jur\’,  and  you  show  that  it  indeed  is 
misrepresentation.  It  makes  it  easier  to 
get  a verdict  tor  the  plaintiff.  It  also 
miglit  get  some  “mad  money  ” built  in  be- 
cause the  jurv  feels  like  the  clinic  or  the 
doctor  or  the  hospital  is  misrepresenting 
what  they  have  to  the  public.  And  con- 
sumers don’t  like  that.  They  get  enough  of 
that  in  the  regular  marketplace.  They  par- 
ticularly don’t  like  it  in  their  health  care. 

Mr  Perdue:  The  simple  fact  is  whether 
you’re  a group  practice  or  a hospital  or 
an  individual  practitioner,  you  can’t  com- 
pete for  the  medical  dollar  by  advertis- 
ing, then  disown  the  advertising  claims 
that  gave  you  a competitive  advantage. 
You  can’t  have  it  both  ways. 

Mr  Wilcox:  Do  we  have  any  Texas  cases 
that  say  advertising  really  can  raise  the 
standard  that’s  required? 

Mr  Perdue:  Tm  not  suggesting  that  it 
raises  the  legal  standard.  '>  ou  won’t  find 
anything  in  a law  book  that  says  it  you 
adverti.se,  there's  a different  standard.  But 
at  the  courthouse,  where  people  sit  and 
decide  cases,  there’s  a different  standard. 

Mr  Tottenham:  Advertising  can  have  a 
veiy  strong  subjective — subliminal,  if 
you  will — impact  on  12  people.  If,  for 
example,  a ho.spital  takes  the  position 
that  the  doctor  involved  in  a suit  is  an  in- 
dependent contractor  and  is  not  an  em- 
ployee or  agent  of  the  hospital.  If,  at  the 
same  time,  there  is  in  evidence  pictures 
of  billboards,  tv  ads,  ads  in  the  news- 
paper that  talk  about  “our  hospital,”  and 
“X^'Z  Hospital  has  the  be.st  doctors  in 
town,  ” it’s  tough  to  argue  that  those  doc- 
tors don’t  belong  in  .some  way,  .somehow, 
to  the  hospital.  'Tou  could  argue  that  le- 
gally they  don’t,  but  12  laymen  are  going 
to  think  that  perhaps  they  do.  I agree 
with  Jim.  It’s  not  a legal  standard,  but  it’s 
a practical  thing  you  have  to  deal  with 
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Mr  Wilcox:  How  do  you  decide  who  is 
going  to  be  a defendant  in  your  lawsuits? 

Mr  Perdue:  I think  most  lawy  ers  who 
are  conscious  of  protecting  their  clients’ 
rights  are  going  to  sue  those  people  who 
are  identifiable  as  contributing  or  playing 
some  role  in  it.  In  some  instances,  we 
may  have  to  name  some  people  that  we 
prefer  not  to  name  at  that  point.  I’m 
speaking  now'  of  w here  you're  getting  up 
right  on  the  statute  of  limitations — 
which  we  so  often  are — and  knowing 
that  if  you  don’t  name  them,  they’re  for- 
ever gone. 

So,  initially  you  name  those  people 
that  you  think  legitimately  might  be  in- 
volved, realizing  that  later  you  can  start 
dropping  them  out.  We  do  that  regularly. 
We  try  to  exercise  a good  balance  of  cau- 
tion on  both  sides. 

Mr  Tottenham:  1 think,  along  these  lines 
of  potential  problems,  consultants  need 
to  be  careful.  If  they’re  called  in  to  con- 
sult on  a specific  problem,  and  .something 
other  than  that  problem  develops,  and  if 
they  are  in  a position  to  know’  or  if  they 
should  know  that  the  problem  is  occur 
ring,  the  fact  that  the  actual  problem  is 
strictly  outside  their  .specialty'  does  not 
necessarily  exonerate  them.  I think 
there’s  going  to  be  .some  obligation  im- 
posed upon  them  to  advise  the  attending 
phy  sician  or  to  take  .some  action.  1 think 
that’s  where  the  law  has  slowly  evolved.  1 
don’t  think  anyone  who’s  called  in  as  a 
consultant  on  a case  should  feel  that  they 
are  .scot-free  if  a patient’s  problem  is  to- 
tally unrelated  to  their  .specialty. 

Mr  Perdue:  The  more  common  problem 
that  happens,  at  least  in  our  experience, 
is  the  failure  of  the  surgeon  to  do  regular 
post-op  care.  If  the  patient  develops  com 
plications,  and  doesn’t  make  it,  and  then 
the  surgeon  is  brought  into  a lawsuit,  he 
.says  “Now,  wait  a minute.  1 wasn’t  taking 
care  of  this  patient  post-op.”  It  may 
.sound  silly  to  the  surgeon,  but  patients 
feel  like  the  guy  that  did  the  cutting 
ought  to  be  the  one  who  gets  you  well 
and  out  of  the  hospital. 

Mr  Wilcox:  Have  you  had  ca.ses  of  that 
ty  pe,  Terry  ? 

Mr  Tottenham:  You  bet.  And  there  is 
that  mentality'  that  once  they  leave  the 


operating  room,  physicians  have  no  obli- 
gation to  the  patient,  at  least  for  awhile. 
Doctors  need  to  start  putting  themselves 
in  the  patient’s  place,  and  thinking  about 
how  the  patients  view  these  situations 
because,  frankly,  lay  people  decide  these 
cases,  and  they  decide  them  on  strange 
things.  The  surgeon  has  seen  more  of 
them,  and  in  a more  intimate  way,  than 
anybody  else.  And  so  the  surgeon  ought 
to  be  there  to  look  after  them. 

If  the  attending  scrubs  and  is  an  as- 
sistant surgeon,  that  might  be  a different 
situation.  This  is  an  area  where  perhaps 
the  medical  standard  is  different  from  lay 
expectations,  but  this  is  an  area  where  a 
jury,  if  they’re  allowed  to  decide  the  case, 
can,  in  essence,  set  a standard.  'Hiey  can 
tell  the  medical  profession,  ‘‘Look,  we  as 
patients  think  the  standard  ought  to  be: 
the  surgeon  should  come  in  the  first  day 
or  two  postoperatively.” 

Mr  Wilcox:  \X  hat  about  the  pressures 
that  third  party’  reviewers  are  putting  on 
phy  sicians  with  requirements  for  pre- 
admission certification,  contract  review, 
suggestions  to  physicians  that  the  pa- 
tient’s been  in  the  hospital  long  enough, 
or  that  the  patient  doesn’t  need  this  or 
that  diagnostic  procedure  as  a utilization 
review’,  ongoing  activity  ? Are  we  receiv- 
ing any  ca.ses  in  Texas  along  those  lines? 

Mr  Perdue:  None  other  than  the  prob- 
lem with  dumping  patients,  which  some 
doctors  attribute  to  that  pressure. 

Frankly,  1 thought  there  would  be  more 
cases  coming  down  the  pike  in  Fexas. 
Iltere  may  be  in  the  future.  But  if  the 
doctor  can  document  that  he  or  she  did 
discuss  this  with  the  utilization  review 
people,  did  strongly  recommend  that  the 
patient  needed  more  hospitalization,  I 
think  the  doctor  is  going  to  be  okay  in 
that  situation.  And  .secondly,  if  the  doctor 
is  strong  enough  in  his  or  her  convic- 
tions, I think  the  third-party'  payer  may 
very’  well  yield  in  certain  cases. 

What  doctors  have  to  understand  in 
those  situations  is  they  probably  are 
going  to  be  placed  in  the  position  of 
being  a patient  advocate,  vis-a-vis  the  uti- 
lization review  people.  And  if  physicians 
let  utilization  review  people  decide 
what’s  best  for  the  patient,  and  that  is 
contrary'  to  what  a physician  believes, 
then  the  physician  may  have  a problem. 


Mr  Wilcox:  We  re  seeing  cases  in  other 
states  alleging  that  diagnosis  was  delayed 
because  the  patient  was  not  referred  to  a 
specialist  early  enough,  allegedly  due  to 
the  disincentives  for  referral  to  a spe- 
cialist in  a health  maintenance  organiza- 
tion. The  plaintiffs  say  the  delayed 
diagnosis  caused  injury’  to  the  patient  and 
the  condition  could  have  been  alleviated 
or  cured  but  for  the  delay.  Have  you  seen 
any  lawsuits  along  those  lines  in  your 
practices? 

Mr  Perdue:  We've  seen  some,  but  I 
don’t  think  it’s  gotten  to  the  point  where 
they  have  gotten  common. 

Mr  Tottenham:  No,  I don’t  think  there 
are  any  cases  like  that  in  the  pipeline.  But 
I ve  alw  ays  believed  physicians  who 
make  their  decision  on  some  basis  other 
than  the  best  interest  of  the  patient  are 
going  to  have  a hard  time  defending  that 
position  in  front  of  1 2 people.  If  they  can 
honestly  say  that  what  they’ve  told  the 
patient,  what  they’ve  done  for  the  patient 
is  in  the  best  interest  of  the  patient — not 
driven  by  economics,  not  driven  by 
other  factors — then,  they’re  going  to  be 
in  a better  position  in  front  of  the  jury. 

Mr  Wilcox:  Are  there  any  areas  of  profes- 
sional liability’  that  are  hotter  than  others 
in  Texas?  1 know  a couple  of  years  ago, 
and  maybe  currently,  the  OB/ ’bad  baby” 
ca.ses  seemed  to  be  getting  a lot  of  atten- 
tion. Are  those  issues  still  hot? 

Mr  Perdue:  I think  the  obstetrics  area 
was  always  “hot  ” because  of  their  impact. 
An  avoidable  obstetrical  injury  to  a child 
probably  is  the  most  catastrophic  type  of 
injury'  that  can  occur  because  if  the  child 
survives,  you’re  looking  at  70  years  of  life 
with  care  and  all  the  associated  loss  of 
earning  capacity’. 

But  if  you’re  talking  about  the  “hot” 
areas,  where  a lot  of  things  are  going  on 
and  where  a lot  of  legal  and  factual 
boundaries  are  being  explored,  where 
lawyers  are — to  use  Terry’s  favorite 
term — “pushing  the  envelope,”  probably 
those  would  be  the  “dumping”  cases  be- 
cause that  chapter  is  still  to  be  written. 

1 would  say  that  we  have  a lot  to  be 
written  on  impaired  physicians,  as  to 
who’s  liable,  what  materials  the  plaintiffs 
can  get  to  make  his  case. 
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Mr  Wilcox:  (^oiild  you  expand  on  the 
impaired  physician? 

Mr  Perdue:  Impairment  takes  a lot  of 
forms,  not  necessarily  just  the  forms  that 
have  been  the  subject  of  various  articles 
that  have  appeared  in  the  medical 
journals. 

Mr  Wilcox:  What  are  some  other  forms 
besides  drug  or  alcohol  abuse  or  mental 
instability? 

Mr  Perdue:  Doctors  can  always  identify' 
one  or  two  or  three  people  they  went  to 
medical  school  with,  that  they  say,  “God, 

I can’t  believe  the  guy  would  ever  get 
out.  1 can’t  believe  that  if  he  ever  got  out, 
he’d  be  dealing  with  patients.  ” We  do  the 
same  thing  in  law'  school.  When  1 w'as  in 
law  school,  I knew  four  or  five  guys  I 
couldn’t  believe  would  ever  be  licensed 
to  practice.  Four  or  five  of  them  now 
have  criminal  records.  1 mean,  they  were 
in  the  joint.  But  we  could  identity  them 
in  law  school.  We  knew  who  they  were. 
They  don’t  drink,  they  don’t  take  drugs, 
they’ve  got  their  eyesight,  they  can  hear, 
they’ve  got  their  extremities,  they’re 
functioning.  But,  they’re  impaired.  They 
shouldn’t  be  practicing. 

If  I’m  contemplating  an  action,  some- 
times I’ll  pick  up  the  phone,  and  I’ll  call  a 
doctor  I know  in  the  area  who’s  in  the 
same  specialty.  I’ll  say  “What  do  you 
know  about  this  guy?”  He  says,  “Oh  my 
gosh,  you’re  going  to  sue  that  guy?  He’s 
terrible.  We  all  know  he’s  a jerk.  We 
know  he  doesn’t  practice  good  medi 
cine.”  And  that  gives  an  increased, 
heightened  sensitivity  to  our  review 
when  we  hear  this.  It’s  amazing  how' 
many  people  will  comment.  We  check 
those  things  out.  It’s  amazing  how'  many 
times  those  things  that  start  off  as  rumors 
turn  out  to  be  fact. 

Mr  Wilcox:  rerr)’,  what’s  your  response? 

Mr  Tottenham:  Hospitals  are  becoming 
more  and  more  attuned  to  the  responsi- 
bilities they  have  in  credentialing.  We  re 
trying  to  strengthen  the  law,  for  example, 
to  give  more  immunity  from  suit  to  those 
doctors  who  serve  on  these  essential 
committees. 

One  of  the  problems  with  doctors 
serving  on  the  credentials  committee  is 
that  he  or  she  may  feel  that  they’re  on 


the  horns  of  a dilemma.  If  they’re  ag- 
gressive against  the  doctor  involved,  the 
doctor  will  sue  them.  If  they're  not  as  ag- 
gressive as  they  should  be,  a patient  is  in- 
jured, then  the  patient  will  sue  them.  So, 
it’s  a tough  balancing  act.  There’s  going 
to  have  to  be  some  protection  for  those 
doctors  who  make  those  ven’  difficult 
decisions. 

Of  course,  the  Texas  State  Board  of 
Medical  Examiners  could  always  do  more 
if  provided  with  the  resources  and  man 
power  to  do  so. 

Mr  Perdue:  There’s  a whole  lot  of  things 
that  Tern’  and  I disagree  on  in  given 
cases,  but  insofar  as  the  big  issues,  we  sit 
around  and  talk  about  it  without  too 
much  disagreement.  I have  the  utmost 
respect  for  him  and  his  abilities  and  his 
honor  and  his  integrity.  Philosophically,  I 
think  maybe  you  need  to  get  into  reli- 
gion or  politics  or  something  other  than 
medical  malpractice  before  you  can  find 
any  significant  disagreement. 

Mr  Wilcox:  VC'hat  three  things  could  doc- 
tors do  to  prevent  a malpractice  suit? 

Mr  Tottenham:  Communicate  more 
with  the  patient,  take  and  maintain  good 
records  . . . And  Jim  and  I may  disagree 
on  the  third — I discourage  criticism  of 
colleagues,  which  is  done  more  and 
more  in  the  competitive  marketplace. 

Jim  might  view  that  as  being  more  hon- 
est with  the  patient. 

Mr  Perdue:  My  approach  is  probably 
overly  simplistic.  1 suggest  that  a physi- 
cian treat  the  patient  the  way  he  would 
want  to  be  treated  if  he  were  in  the  same- 
position. 

Mr  Tottenham:  1 think  Jim  is  absolutely 
right.  In  the  handling  of  medical  malprac- 
tice cases,  the  debate  comes  over  how 
people  perceive  facts,  really.  ITie  debate 
is  not  how  medicine  is  “practiced,  ” or 
not  practiced.  It  is  how  12  people  per- 
ceive a certain  set  of  facts. 

Mr  Wilcox:  How  do  you  explain  differ- 
ing expert  opinions?  You  have  three  ex- 
perts on  one  side — honest,  true,  qualified 
people  who  say  a physician  met  the  stan- 
dard of  care.  Then  you’ve  got  three 
people  on  the  other  side,  without  malice, 
without  bad  motives,  who  say  he  didn’t. 


Mr  Tottenham:  1 view  that,  again,  as 
people  looking  at  the  .same  set  of  facts 
and  drawing  different  conclusions.  And, 
that’s  why  you  have  12,  hopefully  objec- 
tive, unbiased  individuals  who  listen  and 
come  up  with  the  decision. 

Mr  Perdue:  Ihat’s  true  among  honest 
experts.  Let’s  not  BS.  ITiere  are  a lot  of 
dishonest  experts  that  testity  on  behalf  of 
the  doctor.  They’re  motivated  by  a sense 
of  protection,  and  they’ll  testity’  to  any- 
thing. Ihere  are  dishonest  experts  on 
both  sides.  But,  if  you  have  basically  hon- 
est experts  on  both  sides,  when  you 
really  boil  it  down,  it’s  like  Terr\’  says, 
there’s  not  that  much  disagreement. 

Mr  Wilcox:  I’ve  noticed  the  tendency  of 
physicians  to  truly  believe  that  the  way 
they  were  trained  and  taught  to  do  some- 
thing is  the  way,  and  other  ways  of  deal- 
ing with  the  same  disease  process  or 
injury’  are  not  as  good  as  their  way.  Have 
you  noticed  that  tendency,  and  if  so,  is 
that  part  of  the  problem  of  having  ex- 
perts on  both  sides  of  the  case  saying  dif- 
ferent things? 

Mr  Tottenham:  VC  hether  it's  in  their 
training  or  in  their  experience  after  get 
ting  out  of  school,  a doctor  may  favor  a 
ettnservative  treatment  plan  for  a particu- 
lar patient.  Another  doctor  may  opt  for 
the  more  aggressive  mode.  That’s  w hen 
you  can  have  that  debate.  But,  doctors 
should  appreciate,  and  I’m  sure  they  do, 
that  what  they’re  taught  in  school  may 
very  well  change  radically  depending  on 
experience  that  is  reflected  in  the  litera- 
ture or  their  medical  practice. 

The  same  way  with  law’y  ers.  Our  ap 
proach  to  defending  a medical  malprac- 
tice case  today  is  much  different  than  it 
was  1 5 or  20  years  ago.  Fifteen  or  20 
years  ago,  w’e  didn’t  have  brilliant  law- 
yers like  Jim  Perdue  on  the  plaintifTs  side 
continually  thinking  about  and  evolving 
legal  theory’.  And,  as  a result,  court  deci 
sions  were  more  pro-doctor  and  more 
pro-ho.spital.  We  also  didn’t  have  the  pro- 
pensity for  a case  to  be  w’orked  into  de 
tail  by  the  other  side  that  it  is  today.  So, 
the  way  1 handle  a medical  malpractice 
case  differs  substantially  from  the  way  I 
handled  it  w hen  1 got  out  of  law’  school. 

Mr  Perdue:  1 think  it’s  been  a good 
trend  that  more  and  more  of  the  continu- 
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ing  medical  education  programs  have  in- 
corporated risk  management  topics. 

Mr  Tottenham:  One  of  the  real  tragedies 
of  our  society  is  the  unnecessary  friction 
between  the  medical  and  legal  profes- 
sions. There  are  so  many  areas,  as  Jesse 
Jackson  would  say,  of  common  ground. 
Incorporating  these  types  of  programs  in 
C^ME  and,  frankly,  from  the  lawy  ers' 
standpoint,  putting  on  programs  in  medi- 
cine for  lawy  ers,  is  just  great.  The  more 
doctors  get  to  know  about  what  lawyers 
do,  the  more  respect  they  will  have  and 
less  disdain  they  will  have. 

Mr  Perdue:  1 always  suggest  to  doctors 
that  when  you  get  in  a legal  situation,  for 
gosh  sakes,  listen  to  your  lawyer.  It'd  be 
like  me  or  anybody  else,  they  go  in  to 
see  a doctor,  and  they  say,  "Now,  look, 

Tm  going  to  tell  you  what  1 need,  and  Tm 
going  to  tell  you  what  medicine  1 want, 
and  I'm  going  to  tell  you  how'  Tm  going 
to  be  treated.”  ITic  problems  that  we 
have  on  both  the  plaintiff's  and  the  defen- 
dant's sides  many  times  arc  because  the 
doctor  w ill  not  listen  to  his  own  lawyer. 

Mr  Tottenham:  We  certainly  expect  the 
doctor  to  listen  to  us.  It  is  a defense  law  - 
yer's responsibility,  though,  to  gain  the 
doctor's  confidence,  and  to  spend  time 
with  the  doctor  to  make  sure  the  doctor 
understands  the  lawy  er  is  going  to  work 
hard  on  the  case.  For  example,  you  don’t 
bring  the  doctor  in  the  day  of  his  deptesi- 
tion  and  meet  him  for  the  first  time,  an 
hour  before  he’s  about  to  be  grilled  all 
day  by  Jim  Perdue. 

The  defense  lawy  er  must  gain  the 
doctor's  confidence  and  respect  so  that 
the  physician  will  seriously  weigh  the 
lawyer’s  advice  and  counsel,  and  not 
hamstring  his  or  her  defense. 

Mr  Wilcox:  Thank  you,  Jim  and  Terry  , for 
allow  ing  us  to  interview'  you  on  these 
medical  professional  liability  issues.  I feel 
sure  the  readers  will  find  your  expert 
opinions  helpful. 


Occupational  Health  Centers 
of  the  Southwest  is  seeking  qualified 
physicians  and  P.A.’s  for  our  medical 
staff.  Experience  in  Occupational  Medicine 
or  board  certification  in  a related  primary 
care  specialty  is  desirable.  Our  clinical  practice  is 
100%  occupational  medicine  . . . pre-employment 
screening,  periodic  evaluations  and  treatment  of  work 
related  injuries. 

We  are  a physician  owned  Professional  Association  with  a 
twelve  year  track  record  of  providing  the  highest  quality 
healthcare  for  the  employees  of  some  of  the  Southwest’s 
largest  companies.  We  have  six  free-standing  clinics  with 
plans  to  open  an  additional  six  clinics  within  the  next 
eighteen  months. 

Our  compensation  and  benefit  package  is  excellent.  We 
offer  competitive  salaries  commensurate  with 
qualifications  as  well  as  professional  liability  insurance, 
health,  life  and  dental  coverage,  CME  funds  and  various 
dues,  fees  and  subscriptions. 

If  you  are  interested  in  joining  our  team,  please  contact 

Ms.  Patti  Moody  at  

Occupational 
Health  Centers 
(214)  637-3032. 
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Remedies  by  competitors  for 
false  advertising 

Patients  who  are  victimized  as  a conseijaence  of  false  medi 
cal  advertising  are  not  the  only  ones  who  can  sue  for  dam- 
ages. Under  section  43(a)  of  the  Lanham  Act.  effective  No- 
vember 1~',  1989,  anyone  "who  believes  that  he  or  she  is  or  is 
likely  to  be  damaged  " by  deceptive  advertising  may  bring  a 
civil  action  for  damages  ( 1 ).  Competing  physicians  may  sue 
other  physicians  who  falsely  advertise  that  they  possess 
nnicpw  skills  and  achieve  better  results  than  other  physiciatis 
because  they  employ  exclusive  methods  of  treatment  or  claim 
that  certain  surgical  procedures  they  perform  in  the  office  are 
absolutely  safe  and  without  risk  or  who  advertise  false  pro- 
fessional credentials  to  lure  patients. 

Voluntary  itifonned  consent  e.xcludes  the  use  of  deceit  Mis- 
representation  through  advertising  deprives  a patient  of  the 
right  to  exercise  an  informed  consent  (2).  A patient  who  re- 
lies on  a doctor  's  false  advertising  in  agreeing  to  a procedure 
that  causes  the  patient  injiuy  may  sue  for  malpractice  even  if 
the  procedure  was  performed  without  tiegligence. 

False  medical  advertising  also  e.xposes  the  advertiser  to 
litigation  by  competitors  for  unfcur  competition.  This  article 
is  concerned  ivith  the  remedy  that  may  be  available  for  in- 
stituting private  litigation  against  physicians  and  other 
health  care  providers  tvho  engage  in  untruthful  advertising. 

Truthful  medical  advertising  is  a relatively  new  phenomenon 
that  is  both  legally  and  ethically  available  in  promoting  a medi- 
cal practice.  Heretofore,  physicians  could  rely  only  upon  re- 
ferrals from  colleagues  who  recognized  their  expertise  and 
word-of-month  recommendations  of  patients.  Commercial  ad- 
vertising provides  another  mechanism  for  promoting  the 
growth  of  a medical  practice  but,  unfortunately,  some  adver- 
tisers use  it  to  transcend  the  bounds  of  truth. 

ITie  medical  profession  is  frustrated  by  the  Federal  Frade 
Commission’s  failure  to  take  action  against  liealth  care  pro- 
viders who  engage  in  fal.se  advertising,  some  of  whom  are 
gro.ssly  unqualified  to  perform  the  services  they  advertise.  ITic 
FTC  is  more  interested  in  stimulating  health  care  providers  to 
advertise  than  in  whether  their  advertising  is  misleading  or  de- 
ceptive. VC'hile  acknow  ledging  that  local  state  boards  and  medi- 
cal societies  are  better  equipped  to  evaluate  the  accuracy  of 
medical  advertising,  the  F'FC  engages  in  tactics  that  chill  state 
boards  and  medical  societies  from  policing  false  advertising, 
particularly  deceptive  testimonials,  for  fear  of  costly  litigation 
with  the  FTC. 

In  the  world  of  commerce  and  industn',  business  firms  do 
not  rely  on  the  FTC  to  protect  their  business  interests  when 


Medicine  and  the  Law  articles  are  intended  to  help  physicians  under- 
stand the  law  ht  providing  legal  information  on  selected  topics.  I'his 
article  is  published  with  the  understanding  that  T.MA  is  not  engaged  in 
providing  legal  advice.  Vi'hen  dealing  with  specific  legal  matters,  read- 
ers should  seek  assistance  from  their  own  attorneys. 


competitors  engage  in  unfair  competition  through  the  mislead- 
ing advertising  of  products  or  services.  Private  litigation  is 
commttnplace  among  sellers  who  fight  to  protect  their  share  of 
the  marketplace  from  competitors  who  use  deceptive  tactics. 
Doctors  and  other  health  care  providers  also  are  entitled  to 
sue  competitors  who  engage  in  unfair  competition  through 
false  advertising.  Fo  date,  physicians  have  not  sought  relief 
on  behalf  of  themselves  and  consumers  against  competitors 
through  private  litigation. 

Section  -i3(a)  of  the  Lanham  Act,  enacted  in  1946,  provided 
that  any  person  who  uses  "any  false  description  or  representa- 
tion" to  describe  goods  or  services  in  interstate  commerce 
"shall  be  liable  in  a civil  action  by  any  penson  w ho  believes 
that  he  or  she  is  likely  to  be  damaged  by  the  use  of  any  such 
false  description  or  representation  ” ( 3 )■  Early  in  the  history  of 
the  Lanham  Act  it  w'as  judicialh'  decided  that  section  43(a) 
provided  relief  for  ‘false  advertising  to  the  detriment  of  a com- 
petitor” ( 4 ). 

Section  43(a)  as  amended,  effective  November  1^.  1989, 
was  expanded  to  specifically  include  reference  to  false  com- 
mercial advertising.  It  provides  that  any  person  who  in  inter- 
state commerce  engages  in 

false  or  misleading  representation  of  fact,  which  ...  in  com- 
mercial advertising  or  promotion,  misrepresents  the  nature, 
characteristics,  qualities  ...  of  his  or  her  or  another  person  s 
goods,  services,  or  commercial  activities,  shall  be  liable  in  a 
civil  action  by  any  person  who  believes  that  he  or  she  is  or 
is  likely  to  be  damaged  by  such  act  ( 3 ). 

Physicians  have  yet  to  use  section  43(a)  as  a basis  tor  litigation 
against  competitors  who,  to  their  detriment,  engage  in  false  ad- 
vertising. It  may  offer  an  effective  means  by  which  physicians 
can  enjoin  a competitor  from  running  misleading  radio  or  tele- 
vision commercials  or  print  advertisements. 

Interstate  commerce  is  a jurisdictional  requirement  for 
bringing  suit  under  the  Lanham  Act.  Intrastate  business  meets 
the  jurisdictional  requirement  of  interstate  commerce  if  it  has 
a substantial  economic  impact  on  interstate  commerce  (6).  In- 
terstate commerce  may  be  met  where  an  advertising  physician 
draws  patients  from  out  of  state  or  adversely  ;iffects  the  busi- 
ness of  physicians  who  draw  out-of-state  patients.  According  to 
criteria  laid  down  by  the  United  States  Supreme  Court,  physi- 
cians can  establish  that  they  are  engaged  in  interstate  com- 
merce by  evidence  that  they  purchase  a substantial  proportion 
of  their  medicines  and  supplies  from  out  of  state  sellers,  a sub 
stantial  number  of  their  patients  come  from  out  of  state,  or  a 
large  proportion  of  their  revenue  comes  from  insurance  com- 
panies outside  the  state  or  from  the  federal  government 
through  the  Medicare  and  Medicaid  programs  (7).  A business 
was  held  to  be  "sufficiently  interstate  to  supply  a basis  for  fed- 
eral jurisdiction  bv  reason  of  the  fact  that  the  defendant  has  ad- 
vertised on  several  radio  stations  and  one  television  station 
which  engage  in  multi-state  transmissions,  and  has  placed  ad- 
vertisements in  new'spapers  circulated  in  .several  states"  (8  ). 

Liabilib’  under  the  false  advertising  provision  of  .section 
43(a)  of  the  Lanham  Act  is  not  limited  to  literal  falsehoods,  but 
encompasses  representations  that  create  false  impressions  as 
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well  ( 9 )■  Hie  act  bars  ads  that  arc  explicitly  false  as  well  as  ads 
that,  although  literally  true,  tend  to  mislead,  in  which  case  the 
ad  is  said  to  be  implicitly  false.  An  example  is  an  ad  stating  that 
the  physician  is  board  certified  when  in  fact  he  is  board  cer- 
tified in  a specialU’  unrelated  to  the  services  he  advertises.  Hie 
Lanham  Act  does  not  apply  to  a mere  failure  to  disclose  a par- 
ticular fact,  so  long  as  the  omission  does  not  render  the  adver- 
tiser's message  misleading  ( 10  ). 

Physicians  challenging  a competitor's  advertising  have  the 
burden  of  proving  that  the  advertised  claims  are  false.  An  ex- 
ception arises  where  the  advertiser  claims  that  his  serv  ices  are 
superior  to  services  provided  by  his  competitors,  in  which 
case  the  burden  of  proof  is  upon  the  advertiser.  The  plaintiff 
must  show  there  is  a likelihood  that  he  will  be  injured  by  the 
defendant's  false  ad  ( 1 1 ). 

A trade  or  professional  association  may  file  a class  action  for 
unfair  competition  on  behalf  of  its  members  for  an  injunction, 
damages,  and  an  accounting  of  profits  ( 12  ).  In  addition  to 
injunctive  relief  and  costs,  under  section  3^  of  the  act  as 
amended,  effective  November  1 1 9ff9.  the  court  has  dis- 

cretionaiA’  power  in  awarding  the  plaintiff  part  or  all  of  the  de- 
fendant’s profits  resulting  from  the  false  advertising,  up  to 
three  times  actual  damages  and  attorneys'  fees  (13). 

In  the  next  several  years,  the  possibilities  for  relief  for  physi- 
cians damaged  by  competitors'  false  or  misleading  advertise- 
ments will  be  explored  using  this  new  law.  Health  main- 
tenance organizations,  preferred  provider  organizations,  and 
other  third  party  payers'  deceptive  conduct  that  damages  a 
physician's  abiliU’  to  compete  al.so  will  be  ripe  for  scrutiny 
under  this  law.  The  199Us  should  be  an  interesting  time  for  all 
of  us  as  new  relief  is  sought  for  the  age-old  problem  of  main- 
taining a fair  playing  field  for  all  competitors. 

BERNARD  D.  HIRSH.  JD 

\X  ildman.  llarrolcl,  .Allen  & DLxon.  22S  W est  \\  acker  Drive.  Chicago.  IL  6060(> 

DONALD  F W ILCOX,  JD 

TMA  General  (Counsel 
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Each  capsule  contains  5 mg  chlordiazepoxide  HCLand  2.5  mg  clidinium 
bromide. 

Please  consult  complete  prescribing  information,  a summary  of  which  follows: 


* Indications;  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows: 

“Possibly"  effective;  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer 
and  in  the  treatment  of  the  irritable  bowel  syndrome  (irritable  colon,  spastic 
colon,  mucous  colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign  bladder  neck 
obstruction;  hypersensitivity  to  chlordiazepoxide  HCl  and/or  clidinium  Br. 
Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants,  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g , operating  machinery,  driving). 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congeni- 
tal malformations  as  suggested  in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy.  Advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation 
ofbenzodiazepines  (see  Drug  Abuse  and  Dependence). 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  effective  amount 
to  preclude  ataxia,  oversedation,  confusion  (no  more  than  2 capsules/day  initially; 
increase  gradually  as  needed  and  tolerated) . Though  generally  not  recommended, 
if  combination  therapy  with  other  psychotropics  seems  indicated,  carefully  con- 
sider pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO  inhib- 
itors, phenothiazines.  Observe  usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions  reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with  evidence  of  impending  depres- 
sion, suicidal  tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  bl(X)d  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  not  established.  Inform  patients 
to  consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 
Adverse  Ructions:  No  side  effects  or  manifestations  not  seen  with  either  com- 
pound alone  reported  with  Librax.  When  chlordiazepoxide  HCl  is  used  alone, 
drowsiness,  ataxia,  confusion  may  occur,  especially  in  elderly  and  debilitated; 
avoidable  in  most  cases  by  proper  dosage  adjustment,  but  also  occasionaify 
observed  at  lower  dosage  ranges.  Syncope  reported  in  a few  instances.  Also 
encountered:  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irreg- 
ularities, nausea  and  constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent,  generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice,  hepatic  dysfunction  reported  occasionally 
with  chlordiazepoxide  HCl,  making  periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy.  Adverse  effects  reported  with  Librax  typical 
of  anticholinergic  agents,  t e , dryness  of  mouth,  blurring  of  vision,  urinary  hesi- 
tancy, constipation.  Constipation  has  occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics  and/or  low  residue  diets. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with 
barbiturates  and  alcohol  have  occurred  foUowing  abrupt  discontinuance  of  chlor- 
diazepoxide; more  severe  seen  after  excessive  doses  over  extended  periods;  milder 
after  taking  continuously  at  therapeutic  levels  for  several  months.  After  extended 
therapy,  avoid  abrupt  discontinuation  and  taper  dosage.  Carefully  supervise 
addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 
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In  IBS,*  when  it^s  brain  versus  bowel, 


ITS  TIME 
lORTHE 
PEAOMAKER 


In  irritable  bowel  syndrome,*  intestinal 
discomfort  will  often  erupt  in  tandem  with 
anxiety— launching  a cycle  of  brain/bowel 
conflict.  Make  peace  with  Librax.  Because  of 
possible  CNS  effects,  caution  patients  about 
activities  requiring  complete  mental  alertness. 

*Librax  has  been  evaluated  as  possibly  effective 
as  adjunctive  therapy  in  the  treatment  of  peptic 
ulcer  and  IBS. 


Specify  Adjunctive 


Each  capsule  contains  5 mg  chlordiazepoxide 
HCl  and  2.5  mg  clidinium  bromide. 


Copyright  © 1989  by  Roche  Products  Inc.  All  rights  reserved. 


Please  see  summary  of  prescribing  information  on  adjacent  page. 
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Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-1 6a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees . 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoreticaily  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon>  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.'*'2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.’' ^ 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  ' 3,4  i tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  'h  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 
How  Supplied:  Oral  tablets  of  Yocon^  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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Texas  Society  of  Internal  Medicine 


Addressing  the 
Concerns  of 
Internists  and 
Their  Patients 


Texas  Internists  are  invited  to 
join  us  in  Corpus  Christi  for 
the  following  events; 


TSIM  Reception 

Corpus  Christi  Town  Club 
Thursday,  May  10,  6:30  - 8:30  pm 

IM  Scientific  Session 

Friday,  May  1 1 , 8:30  am  - 5:00  pm 
Convention  Center,  Room  224B 

ASIM/TSIM  Exhibit  S-1202 

Convention  Center  Exhibit  Area 
May  10  - 13,  1990 
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For  more  information  call:  512-477-6704 


Texas  Medicine 


SocioecofioDiics  of  fAedicijie 


The  Texas  Family  Practice 
Residency  Program:  a profile 

In  1977,  the  65th  Texas  Legislature  created  the  Texas  Family 
Practice  Residency’  Program  to  encourage  the  training  of 
family  physicians  and  to  improve  access  to  health  care  in 
medically  underserved  areas.  During  the  past  12  years,  the 
number  of  family  practice  residency  programs  has  grown 
from  12  to  25,  with  1,174  graduates  as  of  September  1988. 
This  article  discusses  the  program's  origins,  administration, 
effectiveness,  and  future. 

Origins  of  the  program 

Beginning  in  1974,  studies  and  reports  on  Texas  physician 
needs  noted  the  state’s  growing  shortage  of  primary'  care  phy- 
sicians. Although  the  number  of  graduates  produced  by  Texas 
medical  schools  was  on  the  rise,  the  number  and  distribution 
of  primary'  care  physicians  in  the  state  was  considered  inade- 
quate for  the  state’s  growing  population.  Of  particular  concern 
was  the  shortage  of  family  physicians  ( 1 ). 

Other  states  had  encouraged  the  training  of  family  phy'si- 
cians  by  assisting  family  practice  residency  programs  with  spe- 
cial funding.  In  Indiana  and  Florida,  significant  improvements 
in  family  physician  numbers  and  distribution  had  resulted. 
Given  the  success  of  the  Indiana  and  Florida  initiatives  and  the 
evidence  of  a family  physician  shortage  in  Texas,  the  65th 
Texas  Legislature  created  the  Texas  Family  Practice  Residency 
Training  Program  in  1977. 

As  stated  in  House  Bill  282  (Tex  Educ  Code  Ann,  § 61.501 ), 
the  purpose  of  the  Texas  Family  Practice  Residency  Training 
Program  is  to  better  distribute  family  physicians  throughout 
the  state  and  to  improve  medical  care  in  underserved  areas. 
The  law  gives  authority  to  the  Texas  Higher  Education  Coordi- 
nating Board  to  allocate  state  funds  to  family  practice  resi- 
dency programs  on  a contract  basis  in  order  to  help  support 
residency  training. 

In  order  to  ensure  accountability'  and  responsiveness  to  state 
needs,  the  statute  requires  the  coordinating  board  to  provide 
for  prior  budget  review  and  audits  of  all  programs,  and  to  col- 
lect information  from  programs  concerning  the  distribution  of 
family  physicians  and  the  improvement  of  medical  care  in  un- 
derserved areas.  Only  programs  that  are  accredited  by  the  Ac- 
creditation Council  for  Graduate  Medical  Education  or  the 
American  Osteopathic  Association  can  be  funded.  All  programs 
are  funded  on  a formula  basis  depending  upon  the  number  of 
residents  in  the  program. 

The  legislation  also  creates  a Family  Practice  Residency  Ad- 
visory Committee  to  help  with  program  administration.  The 
advisory  committee  reviews  program  applications  for  funding 
and  makes  recommendations  to  the  coordinating  board  relat- 
ing to  standards  and  criteria  for  program  approval. 

In  1983,  the  statute  was  amended  to  authorize  the  coordi- 
nating board  to  contract  with  related  support  programs  for  the 
purpose  of  encouraging  family  medicine  in  Texas.  This  re- 
sulted in  funding  for  the  Statewide  Preceptorship  Program  and 


the  Family  Practice  Faculty'  Development  Center.  The  State- 
wide Preceptorship  Program  provides  preciinical  and  clinical 
medical  students  with  an  optional  experience  in  family  medi- 
cine. Fhe  Family  Practice  Faculty  Development  Center  helps 
to  train  faculty'  for  family  practice  residency  programs. 

Administration  of  the  program 

The  Family  Practice  Residency  Training  Program  is  admin- 
istered by  the  Office  of  the  Deputy  Commissioner  of  the  Texas 
Higher  Education  Coordinating  Board,  with  the  help  of  the 
Family  Practice  Residency  Advisory  Committee. 

The  advisory'  committee  consists  of  1 2 members,  drawn 
from  the  As,sociation  of  Directors  of  Family  Practice  Training 
Programs,  the  Texas  Academy  of  Family  Physicians,  the  Texas 
Medical  Association,  the  Texas  Osteopathic  Medical  A.ssocia- 
tion,  the  Texas  Hospital  Association,  and  the  general  public. 

Fhe  committee  meets  at  least  three  times  a year  to  evaluate 
the  progress  of  the  individual  residency  programs  as  well  as  the 
statewide  effort  to  increase  the  distribution  of  family  physi- 
cians to  medically  underserved  areas.  The  committee  then 
makes  recommendations  to  the  coordinating  board  concerning 
program  administration  and  funding. 

The  advisory'  committee  and  the  coordinating  board  st;iff 
monitor  the  progress  of  each  residency  program  through  a se- 
ries of  financial  and  written  reports  submitted  by  program  di- 
rectors throughout  the  year.  Financial  reports  submitted  on  a 
quarterly  and  annual  basis  provide  expenditure  and  revenue 
information  for  each  residency  program.  Fhis  information  is 
then  evaluated  using  cost  element  and  income  source  parame- 
ters. All  programs  must  have  substantial  sources  of  support 
other  than  the  funds  provided  by  the  coordinating  board. 

Fhese  sources  include  patient  revenue,  hospital  and  local 
funds,  and  sometimes  medical  school  support.  Because  pro- 
grams are  community  based,  each  one  is  different  in  its  par- 
ticular combination  of  .sources  of  revenue. 

'Hie  written  reports  required  of  each  program  supply  infor- 
mation on  recruitment  of  residents,  ethnic  and  gender  distri- 
bution of  residents,  expansit)n  of  programs,  graduates’  practice 
locations  in  rural  and  other  shortage  areas,  and  any  program 
problems. 

Data  provided  by  program  directors  are  supplemented  by- 
coordinating  board  st;iff'  analy.ses  concerning  overall  program 
effectiveness.  For  example,  each  year  the  st;iff  uses  Texas  State 
Board  of  Medical  Examiners  data  to  measure  the  retentir)n  and  (3/9 

distribution  of  program  graduates  in  the  state  as  a whole,  in  

physician  shortage  areas,  and  in  metropolitan  and  rural  areas. 

Effectiveness  of  the  program 

At  the  program  s inception  in  1977,  there  were  12  family  prac- 
tice residency  programs  in  Fexas.  with  81  first-year  positions. 

Fhese  programs  graduated  69  residency-trained  family  physi- 
cians in  1978. 

As  of  September  1,  1988,  there  were  25  family  practice 
residency  programs  in  operation.  First-year  positions  had 
increased  to  l'^5.  In  june  1989,  programs  graduated  14"’  resi- 
dency-trained family  physicians. 

Evidence  of  significant  results  in  overall  retention  of  family 
phy'sicians  is  substantial.  Family  practice  residency  programs 
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funded  through  the  coordinating  board  had  graduated  a total 
of  1,174  family  physicians  as  of  September  1,  1988.  Of  these, 
921,  or  78.4%,  have  remained  in  the  state  to  practice  medi- 
cine. These  Texas-trained  physicians  have  practice  locations  in 
149  out  of  254  counties  (Fig  1 ). 

ITiere  is  also  strong  evidence  that  the  program  has  provided 
a significant  number  of  physicians  to  the  medically  under- 
served and  rural  areas  of  Texas.  Of  graduates  remaining  in 
Texas,  484  ( 53%  ) currently  have  practice  locations  in  Health 
Manpower  Shortage  Areas  ( Fig  2 ).  Over  42%  of  all  graduates 
remaining  in  the  state  practice  in  towns  of  25,000  or  under 
(Fig  3).  Graduates  have  practice  locations  in  99  out  of  205 
rural  Texas  counties. 

ITie  program  also  has  had  significant  impact  upon  particular 
regions  of  the  state.  For  example,  39  (92.3%  ) of  the  graduates 
of  the  South  Texas  Family  Practice  Residency'  Program  in 
McAllen  have  chosen  to  remain  in  Texas,  and  31  have  chosen 
to  practice  medicine  in  the  Valley.  The  success  of  the  McAllen 
program  underscores  the  program’s  general  effectiveness  in  lo- 
cating physicians  in  the  region  of  residency  programs.  Coordi- 
nating board  data  indicate  that  at  least  53%  of  all  graduates 
from  1979-  1987  have  located  within  a 60-mile  radius  of  their 
residency  program.  Simultaneously,  however,  another  47%  of 
graduates  have  chosen  to  locate  their  practices  in  areas  of  the 
state  at  some  distance  from  their  original  residency  program, 
thereby  providing  for  an  even  distribution  of  graduates  to 
areas  outside  of  the  ambit  of  a residency  program  ( 2 ). 

The  state’s  investment  in  family  practice  residency  training 
has  also  provided  direct  benefits  in  both  ambulatory  and  inpa- 
tient medical  services.  For  the  $7,295,000  allocated  to  family 
practice  residency  programs  in  1988,  Texas  received  over  $44 
million  in  medical  services,  $26  million  of  which  was  not  reim- 
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bursed  from  any  source  (Fig  4).  These  figures  represent  an  im- 
mediate return  to  the  state  for  its  investment  in  the  program.  It 
would  be  difficult  to  calculate  the  longer  range  benefit  of  train- 
ing a primary  care  physician  who  is  likely  to  remain  in  the 
state  and  practice  in  a medically  underserved  area. 

Future  directions 

Continued  effectiveness  of  the  statewide  effort  is  dependent 
upon  a sufficiently  large,  qualified  applicant  pool  for  family 
practice  residency  positions,  sustained  efforts  to  interest  resi- 
dents in  practice  opportunities  in  underserved  areas  and  the 
continuation  of  strong  state  support  for  the  program. 

The  size  of  the  qualified  applicant  pool  for  family  practice 
residency  positions  has  been  influenced  by  the  general  decline 
in  medical  student  interest  in  primary  care  specialties.  While 
the  number  of  family  practice  residents  continues  to  grow,  the 
pace  of  growth  has  slowed  in  recent  years  ( Fig  5 ).  This 
presents  particular  problems  for  Texas,  which  has  acute  and 
chronic  shortages  of  primary  care  physicians  in  a number  of 
areas  of  the  state. 

The  number  of  Texas  allopathic  medical  school  graduates 
has  increased  by  44%  since  1976,  from  717  to  1,033-  How- 
ever, the  proportion  of  graduates  choosing  to  specialize  in  fam- 
ily medicine  has  declined.  The  number  of  graduates  who 
choose  to  go  into  family  medicine  has  dropped  as  well,  from 
147  in  1987  to  120  in  1989.  This  figure  approaches  the  1976 
level  of  1 1 2 ( 3 ).  According  to  data  obtained  during  last  year’s 
national  residency  match  week,  only  1 1 .6%  of  all  Texas  al- 
lopathic medical  school  graduates  chose  family  medicine  as  a 
specialty.  At  some  schools,  the  figure  was  as  low  as  3%  (Fig  6). 
Recently,  both  the  Special  Committee  on  Post-Secondary  Medi- 
cal, Dental,  and  Allied  Health  Education  and  the  Task  Force  on 


2.  Family  Practice  Residency  Training  Program  graduates  in  shortage  counties, 
1979-1988. 


'Includes  past  and  present  health  manpower  shortage  area  counties. 
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Rural  Health  Care  Deliver^’  recommended  that  medical  stu- 
dents be  exposed  to  family  medicine  prior  to  their  selection  of 
a residency  program  in  order  to  encourage  more  students  to 
become  family  physicians  and  to  practice  in  rural  and  other 
undersers'ed  areas  (4).  These  recommendations  were  incorpo- 
rated in  the  recently  passed  Omnibus  Health  Care  Rescue  Act 
(HB  18),  which  requires  all  Texas  medical  schools  to  provide 
students  with  a third-year  clerkship  in  family  medicine.  The  act 
also  requires  the  medical  schools  to  report  to  the  legislature 
and  the  coordinating  board  on  their  efforts  to  have  at  least 
25%  of  their  first-year  primar}’  care  residents  in  family  medi- 
cine programs. 

A separate  provision  of  the  Omnibus  Health  Care  Rescue  Act 
requires  all  family  practice  residency  programs  to  offer  resi- 
dents the  option  of  a one-month  rotation  in  a rural  setting  in 
an  effort  to  further  encourage  family  physicians  to  locate  in 
these  areas. 

The  coordinating  board’s  Family  Practice  Residency  Ad- 
visory Committee  recently  completed  the  development  of 
draft  guidelines  for  the  implementation  of  the  rural  rotations. 
Residents  will  undergo  the  rotation  in  pre-approved  sites  lo- 
cated in  non-urbanized  areas  under  25,000  population,  prefera- 
bly in  Health  Manpower  Shortage  Areas.  Each  site  must  have  a 


3.  Family  Practice  Residency  Training  Program  graduates  in  Texas,  by  city 
population,  1979-1988. 


4.  Family  Practice  Residency  Training  Program  value  of  care.  Data  from 
24  programs  during  a ll  month  period.  1987-1988.  by  selected  category 
of  patient 


Indigcnt/uninsured 
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Other  public  programs 
S2.134.16S 
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Medicare 

84,591.024 
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Medicaid 

56,122,457 
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Other 
514,277,240 
32% 


Total  value  of  care:  544,135,789 


pre-approved  preceptor  to  supervise  the  rotation.  Preceptor 
applications  may  be  obtained  through  the  Texas  Higher  Educa- 
tion Coordinating  Board. 

Conclusion 

Current  physician  distribution  data  indicate  that  primars’  care 
physician  shortages  have  become  more  noticeable,  if  not  more 
frequent  in  Texas.  In  its  October  1989  report  on  Health  Man- 
power Shortage  Areas,  the  Texas  Department  of  Health  cited 
93  entire  counties  as  primary  care  physician  shortage  areas, 
with  another  2 1 counties  cited  as  partial  shortage  areas.  This 
represents  an  increase  of  5.6%  over  the  previous  year  in  the 
number  of  entire  counties  designated  as  primary’  care  physi- 
cian shortage  areas.  According  to  other  data  compiled  by  the 
Texas  Department  of  Health  in  July  1988,  the  statew  ide  aver- 
age distribution  of  family  physicians  among  the  population  is 
1 ; 3,706.  One  third  of  all  Texas  counties  exceed  this  average 
level. 


5 Family  Practice  Residency  Training  Program,  total  residents  per pscal  year. 
No  of  residents 
600  -) 


1979  1980  1981  1982  1983  1984  1985  1986  198’  1988 


Fiscal  year 


Volume  86  Mcty  1990 


Particular  regions  of  the  state  have  been  singled  out  as  being 
in  special  need  of  family  physicians.  In  a recent  federally  funded 
report  on  the  health  needs  of  medically  underserved  areas 
along  the  Texas/ Mexico  border,  the  authors  recommended  that 
medical  schools  develop  or  expand  family  practice  residency 
training  "as  the  top  priority  " { 5 ). 

ITie  statewide  Family  Practice  Residency  Program  has  made 
a signiheant  contribution  to  Texas's  primar}'  care  physician 
supply  and  distribution  over  the  past  12  years.  The  third-year 
clerkship  in  family  medicine  and  the  rural  rotations  mandated 
by  the  Omnibus  Health  Care  Rescue  Act  ( IIB  18)  will  offer 
new  opportunities  to  meet  the  state's  continuing  need  for  fam- 
il\'  physicians. 

CIAUDIA  11.  SlECiFF,  MA,  MPA 

Director  of  .McdK.il  Program.s,  Office  of  the  Deputy  Commissioner,  Texas  Miglier 
Hdueation  (.oordmating  Board.  P()  Box  12^88,  Austin,  TX  ■’8~1 1 

RP.FFRliNCES 

I Coordinating  Hoard,  Texas  (a)llege  and  I'niversity  .System:  The 


Health  of  Texans:  A Study  of  Medical  and  Dental  F.ducation,  1974— 
1980,  CB  Study  Paper  23.  197-t;  The  University  of  Texas  System  Task 
Force  on  Graduate  Medical  Fducation:  Report  on  Fxpansion  of  Primary 
('are  Residencies.  I9'’6;  Joint  Advisory  Committee  on  Government 
Operations,  Subcommittee  on  Fducation:  Initial  Report  with  Recom- 
mendations. 19"'6. 

2.  For  further  information  on  this  phenomenon,  see  Denton  DR, 
Ciobb  JH,  Webb  WA:  Practice  locations  of  Texas  family  practice  resi- 
dency graduates,  1979—  198"’.  Academic  Medicine,  6d(7):  400— -lOS, 

1 989. 

3.  Joint  Advisory  Committee  on  Government  (Tperations,  Subcom- 
mittee on  Education:  Initial  Report  with  Recommendations,  1-38.  1976. 

4.  .Special  Committee  on  Post-Secondary  Medical,  Dental,  and  Allied 
Health  Fducation  Report,  (iS,  1988;  .Special  Task  Force  on  Rural  Health 
Care  Delivery  in  Texas  Report,  37,  44,  1989. 

5.  United  Management  Systems,  Inc.:  Assevssment  of  Factors  Which 
Impede  Development  of  Area  Health  Fducation  Centers  in  Medically 
Under.served  Areas  Along  the  US/Mexico  Border  in  Texas:  Final  Report, 
S,  1989.  This  study  was  prepared  under  a contract  with  the  Division  of 
Medicine,  Bureau  of  Health  Professions,  Health  Re.sources  and  Services 
.Administration,  Department  of  Health  and  Human  .Services. 
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INSURANCE 

• Discounts  Available 

• New  Doctor  Discount 
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• Coverage  for  Part  Time 

ARE  YOU  PAYING 

Physicians  at  Reduced 

Rates 

TOO  MUCH? 

Find  out  why  over  4,500 
of  your  colleagues  have 
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PHYSICIANS  RELIANCE 
ASSOCIATION,  INC. 

Call  today  for  a 

NO  OBLIGATION  QUOTE. 

800/777-3515  or 

Ronald  Romero 

512/496-3434 

Texas  Medicine 
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To 
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TcxasMcdical 
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INTEGRATEC 


PHYSICIANS  CARING  POP  TEXANS 


Health  Care  Collections 


Solutions  with  Sensitivity 


CALL  TOLL-FREE 

FOR  PLACEMENTS  OR  ASSISTANCE 
1-800-234-9786 


We  Customize  Accounts  Receivable  Programs 


• Billing  Services 


• On-Site  Training  Seminars 


PHYLLIS  j.POHORILLA 
MARKETING  REPRESENTATIVE 
MEDICAL  SERVICES 


• Insurance  Follow-Up 

• Bad  Debt  Collections 


• On-Site  Collectors 

• Competitive  Rates 


DCI*  ONE  FLUOR  DANIEL  DRIVE*  SUITE  B-3*  SUGAR  LAND,  TX.  77478  • (713)  242-7878 


PHYSICIANS, 

WE’RE  FLEXIBLE  ABOUT 
EVERYTHING  EXCEPT 
YOUR  SKILL. 

In  the  Army  Reserve,  we  welcome  just  about  every  medical  discipline  and  specialty. 
Most  important,  we're  flexible  about  your  time.  We  have  several  different  ways  for  you  to 
serve  that  take  in  account  your  needs  and  schedules. 

There  is  another  flexibility  you  will  especially  like.  We  offer  the  opportunity  to  explore 
other  phases  of  medicine  and  to  add  some  different  knowledge  to  your  practice.  We  think 
you'll  find  the  experience  rewarding  and  exciting. 

To  see  how  flexible  we  can  be,  call  our  officer  counselor. 

MAJOR  JOHN  C.  TERRY  (512)  829-4554 
MAJOR  CRAIG  HACKER  (512)  826-9893 


ARMY  RESERVE. 
BE  ALL  YOU  CAN  BE. 
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ALLERGY 


CORPUS  CHRISTI  ALLERGY  & 
ASTHMA  CENTER 
JAMES  A.  CAPLIN,  MD 
AAA,  AC  A,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 

2250  Morgan  Avenue.  Corpus  Christi,  Texas  78405 
Telephone  512  888-6782 


ANESTHESIOLOGY 


EDWARD  A.  TALMAGE,MD,PA 

Diplomatic  American  Board  of  Anesthesiology 

PAIN  MANAGEMENT:  Diagnostic  & Therapeutic  Nerve  Blocks 

Neurolytic  Blocks 

Dorsal  Column  Stimulation 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue.  Houston  77082: 
713  496-1006 


DAVID  R.  WEAKLEY,  MD,  FACP 
DENIS  L BEAUDOING,  MD 

Dermatology  and  related  allergy 
Dermatologic  Surgery  and  Cosmetic  and  Laser  Surgery 
Diseases  of  the  skin,  dermabrasion,  chemical  peeling,  collagen  and 
fibrel,  lipoinjection,  allergy  and  cosmetic  counseling 

Medical  City  Dallas.  Suite  21 4A,  7777  Forest  Lane 
Dallas,  Texas  75230;  Phone  214  661-7460 


DERMATOLOGY  ASSOCIATES  OF 
SAN  ANTONIO 

James  Lewis  Pipkin.  MD 

Diseases  of  the  Skin,  Skin  Cancer, 
Mucocutaneous  Virology 

108  Tendick,  San  Antonio.  Texas  78209;  512  222-8651,  222-2001 


MOHS  SURGERY 

For  Primary  and  Recurrent 
Cancer  of  the  Skin 

Forrest  C.  Brown.  MD 
Medical  City  Flospital 

7777  Forest  Lane,  Dallas,  Texas  75230;  214  661-4537 


THE  CENTER  FOR  PAIN  MANAGEMENT 

A multidisciplinary  center  lor  comprehensive  treatment  and  management  of  chronic  and 
recurrent  acute  pain. 

OCTAVIO  J.  CALVILLO,  M.D.,  Ph  D. 

Anesthesiologist 

Diplomate  of  the  American  Board  of  Anesthesiology 

SAN  JACINTO  METHODIST  HOSPITAL— BAYTOWN 

Independence  Plaza  II.  4301  Garth  Road 
Baytown,  Texas  77521 
(713)  420-8822 


ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 

2201  Oxford  Avenue,  Suite  104 
Lubbock,  Texas  79410;  806  797-6631 


THE  UNIVERSITY  CENTER  FOR  PAIN 
MEDICINE  AT  HERMANN 

Hermann  Hospital,  641 1 Fannin,  Houston,  Texas  77030 
713  797-2732 

A multidisciplinary  center  which  offers  comprehensive  treatment  options  for  acute,  subacute, 
and  chronic  pain  patients  The  center  s total  management  of  each  patient’s  pain  recognizes 
both  the  central  and  peripheral  components  of  the  syndrome. 

PRITHVI  RAJ,  MD,  FACA,  FFARCS 

Director 

ZACHARIAH  GERGER,  DO  AARON  CALODNEY,  MD 

Coordinator,  Outpatient  Services  Coordinator,  Inpatient  Services 

Diplomates  American  Board  of  Anesthesiology 


ENDOCRINOLOGY 


ERIC  A.  ORZECK,  MD.FACP 

Endocrinology  & Diabetes 

8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 


FAMILY  PRACTICE 


DERMATOLOGY 


JOHN  ADNOT,  MD 

Mohs  Micrographic  Surgery  for  Skin  Cancer 

4200  S.  Hulen  #400 

Ft.  Worth,  Texas  76109;  817  377-0626 


w 

Helping  to  solve  critical 

IcxasMetlicaf 
^ A.s.kociation 

public  health  concerns 

...a  valuable  public  service 

PHYSICIANS  CARING  FOR  TEXANS 

of  your  association 

DALLAS  HEADACHE  ASSOCIATES 

The  Princeton  at  14651  Dallas  Parkway,  Suite  306,  Dallas,  Texas  75240, 
214  661-9902 


Director:  James  H.  Francis,  MD,  PA,  FAAFP 

The  Dallas  Fleadache  Clinic  is  dedicated  to  the  diagnosis  of  headaches  of  all  types  whether 
organic,  physiological  or  psychological.  Patients  are  evaluated  lor  headache  types  that  may 
occur  in  all  specialty  fields  of  medicine  and  dentistry. 

The  Clinic  treats  headache  types  that  usually  respond  to  abortive  and  preventive  drug 
treatment,  biofeedback,  stress  management,  transcutaneous  neurostimulation,  physical 
therapy,  or  anesthetic  blockade  and  refers  the  other  headache  diagnoses  to  the  appropriate 
specialist. 

Diplomate  American  Academy  of  Pam  Management 
Member  American  Association  for  Study  of  Fleadache 


Texas  Medicine 


HAND  SURGERY 


NUCLEAR  MEDICINE 


L LEE  LANKFORD,  MD 

DAVID  J.  ZEHR,  MD — Microsurgery 

ARNOLD  V.  DIBELLA,  MD — Wrist  Derangements 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave,.  Suite  450,  Dallas,  Texas  75246;  214  823-5351 
LANKFORD  ZEHR  DIBELLA  HAND  SURGERY  ASSN 


NUCLEAR  MEDICINE  LABORATORIES  OF 
TEXAS 

Texas  Medical  Center,  641 1 South  Mam  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic  Radioactive 
Tests  In;  Hematology,  Thyroidology,  Endocrinology.  Gastroenterology. 

Cardiology,  Neurology,  Neurosurgery,  Urology,  Ophthalmology,  Obstetrics- 
Gynecology  and  Non-Invasive  Nuclear  Cardiology 

Herbert  C,  Allen,  Jr.,  MD,  FACNM.  Director — 713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


KENNETH  D.  GLASS,  MD,  FACS 

Hand  Surgery  and  Reconstructive  Surgery  of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 

Dallas.  Texas  75235;  214  631-7488 

Medical  City  Dallas,  Suite  C-200,  7777  Forest  Lane.  Dallas,  Texas 
75230;  214  661-4797 


WILLIAM  J.  VAN  WYK,  MD,  PA 

Surgery  of  the  Hand 

803  West  Terrell,  Fort  Worth,  Texas  76104 
Telephone  817  877-3113 


OPHTHALMOLOGY 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD  Gary  Edd  Fish,  MD 

William  B.  Snyder,  MD  Rand  Spencer,  MD 

William  L.  Hutton,  MD  Bradley  F.  Jost  MD 

Dwain  G.  Fuller,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

7150  Greenville  Ave.,  Dallas,  Texas  75231;  214  692-6941  or  800  872-2020 
3600  Gaston  Avenue,  Dallas,  Texas  75246;  214  821-4540 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 
Microsurgery  & Reimplantation 

Baylor  Medical  Plaza,  3600  Gaston  Ave.,  Suite  303,  Dallas,  Texas  75246; 

214  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane.  Suite  81 16,  Dallas,  Texas 
75230;  214  661-7010 


REGIONAL  HAND  CENTER  FOR  WEST  TEXAS 
AND  EASTERN  NEW  MEXICO 

Royce  C.  Lewis,  Jr.,  MD 

3702  21  Street 

Lubbock,  Texas  79410;  806  795-8261 


NEUROLOGICAL  SURGERY 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

281 1 Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 


LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 


RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 

Limited  to  Retina  and  Vitreous 

1200  Binz,  Suite  400,  Houston,  Texas  77004 
713  528-1122 


DOCTORS  SMITH,  WHEELER,  PARKER, 
AND  CRAVENS,  PA 

Ronald  Smith.  MD,  Retired 
Joe  Ellis  Wheeler.  MD 
Leighton  B.  Parker.  MD 
George  F.  Cravens,  MD 

920  South  Lake,  Fort  Worth.  Texas  76104 
Telephone  817  336-0551 


DALLAS  NEUROSURGICAL  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 
Gamma  Knife  Radiosurgery 

Charles  W.  Simpson,  MD  Richard  H.  Jackson.  MD 

Morris  Sanders.  MD  Terry  Hodd,  MD 

W.  Robert  Hudgins,  MD 

St.  Paul  Professional  Blvd.,  5959  Harry  Hines  Blvd. .Suite  620 
Dallas,  Texas  76235;  21 4 637-0420 

Presbyterian  Professional  Bldg.,  8230  Walnut  Hill  Lane.  Suite  610; 

Dallas,  Texas  75231 ; 214  369-7596 
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Offering  24-hour  turnaround 

Texa.sMcdical 
^ Association 

on  medical  library  reserach 

...an  invaluable  library  service 
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of  your  association 

VITREO-RETINAL  CONSULTANTS  OF  TEXAS 

Harold  Granek,  MD 

Diplomate.  American  Board  of  Ophthalmology 


Diseases  and  Surgery  of  the  Retina  and  Vitreous 

1021  Washington  Avenue,  Fort  Worth,  Texas  76104;  817  332-6200 


ARTHUR  M.  CLEMENTS,  MD 

Surgery  & Diseases  of  the  Eye 
Diplomate  American  Board  of  Ophthalmology 

211  Medical  Drive,  Suite,  Fredericksburg,  Texas  78624 
512  997-6535 


ORTHOPEDIC  SURGERY 


L.  Ray.  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
Wynne  M.  Snoots.  MD 
R,  Stephen  Curtis,  MD 


William  A.  Bruck,  MD 
W.Z.  Burkhead,  Jr,,  MD 
Richard  D.  Schubert,  MD 
John  A.  Baker,  MD 
James  R.  Sackett,  M.D. 


W.B.  CARRELL  MEMORIAL 
CLINIC  ASSOCIATED 

Orthopedic  Surgery 

A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204;  214  220-2468;  Fax:  214  720-1982 
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FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas;  817  335-4316 

Louis  J.  Levy,  MD.  PA 
Henry  C.  McDonald,  Jr,  MD 
Fred  W,  Sanders,  MD 
James  M Beckley,  MD 
Joseph  H,  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L,  Brotherton,  MD 


J Price  Brock,  Jr,  MD 
Robert  L Dickey,  MD 

ORTHOPEDIC  ASSOCIATES  OF  ABILENE 

1701  Pine  Street.  Abilene,  Texas  79601 


THE  INSTITUTE  FOR  REHABILITATION 
AND  RESEARCH  (TIRR) 

In  the  Texas  Medical  Center,  Houston.  Texas 

Comprehensive  care  hospital  specializing  in  rehabilitation  care  for 
persons  disabled  by  injury  or  disease.  Inpatient  and  outpatient 
services. 


Spinal  Cord  Injury 
Head  Injury 
Amputee 
Stroke 
Pediatric 
Cerebral  Palsy 


Sports  Arts  Center 

Restorative  Surgery 

Scoliosis 

Spina  Bifida 

Neurophysiology 

Neuromuscular 


Accredited  by  : Joint  Commission  on  Accreditation  of  Hospital  Organizations 
Commission  on  Accreditation  of  Rehabilitation  Facilities 


Patient  Services  Coordinator:  713  797-5922  or  1 -800-44REHAB 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H W,  Bendel,  Jr,  MD 

E.  E.  Rising,  Jr.  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C-R.  Vavnn,  MD  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road.  Arlington.  Texas  76012;  817  261-8284 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M,  Lancaster.  MD 

Huntly  G.  Chapman,  MD  James  W.  Brodsky,  MD 

Phillip  E.  Hansen,  MD  Kurt  W,  Rathjen,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303.  Dallas,  Texas  75246;  214  823-7090 
Medical  City  Dallas  II.  7777  Forest  Lane,  Suite  2116 
Dallas,  Texas  75230;  214  661-7010 


ORTHOPAEDIC  FOOT  SURGERY  AT  DALLAS 

Surgery  & Diseases  of  the  Foot  and  Ankle 

Charles  E.  Graham.  MD 

8345  Walnut  Hill  Lane.  Suite  105,  Dallas  75231;  214  369-4361 


SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road  Dallas,  Texas  75235;  214  350-7500 


Richard  E.  Jones,  MD 
Donald  M.  Mauldin,  MD 
James  B.  Montgomery,  MD 
Kevin  Gill,  MD 
James  L.  Ough,  MD 


Scott  L.  Blumenthal,  MD 
Scott  O.  Paschal,  MD 
L-  T.  Johnson,  MD 
Kenneth  Driggs,  MD 


RICHARD  G.  BUCH,  MD 

Fellowship  Trained  Orthopedic  Oncology 

Infections  and  Major  Joint  Reconstruction-Custom  Implants 

Southwest  Professional  Building,  5920  Forest  Park,  Suite  525,  Dallas,  Texas  75235 
(214)  351-9831 

Professional  Plaza  III.  10  Medical  Parkway,  Suite  301,  Dallas,  Texas  75234  (214)  247-0655 


PEDIATRIC  OPHTHALMOLOGY 


SAN  ANTONIO  WARM  SPRINGS 
REHABILITATION  HOSPITAL 

5105  Medical  Drive,  San  Antonio,  Texas  78229 
(512)691-0100  1-800-451-1350 

Comprehensive  Inpatient  and  Outpatient  Physical  Rehabilitation  for 
Adults  and  Children  and  Electrodiagnostic  Evaluation 

Alex  C.  Willingham,  MD,  Medical  Director 

Brian  C,  Buck,  MD,  Pediatric  Rehabilitation  Director 

Rick  Marek,  Administrator 


PLASTIC  SURGERY 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks.  MD,  FACS  James  B.  Stafford,  IV,  MD,  FACS 

Jonathan  J.  Dora.  MD,  FACS  David  A.  Lee,  MD 

David  J.  Katrana,  DDS,  MD.  FACS  Steven  M.  Hamilton,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin.  Suite  750,  Houston,  Texas  77030;  713  795-5575 


PSYCHIATRY 


GONZALO  A.  AILLON,  MD 

Psychiatry-Bilingual 

3450  Wheatland  Road,  Suite  120 
Dallas.  Texas  75237;  214  296-6241 


RICHARD  G.  JAECKLE,  MD 

Psychiatry 

Diplomate,  ABPN:  Psychiatry 
Diplomate,  ABPN:  Child-Adolescent 

Presbyterian  Professional  Building  II.  Suite  404 

8220  Walnut  Hill  Lane,  Dallas,  Texas  75231 ; 214  696-0964 


Robert  D.  Gross,  MD,  FAAP 

Children’s  Eye  Specialists,  PA 

Medical  and  Surgical  Eye  Diseases  in  Children 

Eye  Muscle  Imbalances  in  Adults 

800  Fifth  Ave — Suite  420,  Fort  Worth,  Texas  76104-7304 
81 7 336-0900  Metro  988-7700 


PHYSICAL  MEDICINE  & REHABILITATION 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitafion 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  512  226-2424 


TIMBERLAWN  PSYCHIATRIC  HOSPITAL 

Inpatient  and  Outpatient  Services  for  Adulf,  Child  and  Adolescent, 

Substance  Abuse,  Short-Term,  ACCEL,  and  Alternative  Care 


Doyle  1.  Carson.  MD 
Byron  L.  Howard,  MD 
Mark  J,  Blotcky,  MD 
Keith  H.  Johansen,  MD 
Jerry  M.  Lewis.  MD 
Robert  D,  Bennett,  MD 
Ernest  N.  Brownlee,  MD 
Cherye  C.  Callegan,  MD 
Tom  G.  Campbell.  MD 
Harold  A.  Cronson,  MD 
Kathleen  B.  Erdman,  MD 
Babette  F,  Farkas,  MD 
Joseph  P.  Gaspari,  MD 
Patricia  G.  Isbell,  MD 
Doris  E.  Jensen,  MD 
Jon  N.  Kamphaus,  MD 
Rodger  Kobes,  MD 


David  J.  Korman,  MD 
Debra  H.  Korman,  MD 
Jerry  M.  Lewis,  III,  MD 
W.  Miller  Logan,  MD 
Ruth  A.  MarDock,  MD 
Conway  L.  McDanald,  MD 
Gerald  A.  Melchiode,  MD 
Edgar  P Nace,  MD 
Don  C.  Payne,  MD 
Glen  T.  Pearson,  MD 
Carolyn  Z.  Rheiner,  MD 
Larry  G.  Shadid.  MD 
Kathleen  S.  Sheehan,  MD 
Kathryn  A.  Sommerfelt,  MD 
Mark  P.  Unterberg,  MD 
Mary  Watts,  MD 


214  381-7181 


P 0.  Box  11288,  4600  Samuell  Boulevard,  Dallas,  TX  75228 

1-800-426-4944 


Texas  Medicine 


DALLAS  PSYCHIATRIC  ASSOCIATES 

Inpatient  & Outpatient  Services 

• Adult,  Adolescent  and  Child  Psychiatry 

• Alcohol  and  Chemical  Dependency 

• Medical  Stress  & Chronic  Pain 

• Intensive  Outpatient  Programs  for  Alcohol  & Chemical 

• Dependency,  Aftercare  & Relapse  Management 

• Day  Treatment  Program  & Therapeutic  School  for  Adolescents 

• Emergency  Evaluation  Services 


Larrie  Arnold.  MD 
Howard  Cohen.  MD 
Gary  Etter.  MD 
Ronald  Flesichmann,  MD 
Bradford  M.  Goff.  MD 
Fred  L.  Griffin.  MD 
Joan  R,  Hebeler,  MD 
Lynne  Inman.  MD 
R.  Sanford  Kiser.  MD 


Prema  Manjunath.  MD 
Gretchen  Megowen,  MD 
Gary  Morton.  MD 
William  M,  Pederson.  MD 
Jaime  Quintanilla.  MD 
Leslie  H.  Secrest,  MD 
Dawn  Shogren,  MD 
Angela  M.  Wood.  MD 
John  M.  Zimburean.  MD 


Offices  : Brookhaven  Psychiatric  Pavilion  of  RHD  Memorial  Medical  Center.  Medical  City, 
Irving  Health  Care  System  Phone  214  247-1150 


RADIATION  ONCOLOGY 


RADIATION  ONCOLOGY  OF  THE  SOUTHWEST 

• Complete  Radiotherapy  Services;  Inpatient-Outpatient  Care 

• External  or  Internal  Irradiation  (implants) 

• Specialized  in  combination  therapy  surgery-irradiation 
chemotherapy-irradiation 

• Bilingual  personnel 

Carlos  H.  Fernandez,  MD 

Diplomate  American  Board  of  Therapeutic  Radiology 

Practice  Limited  to  Radiation  Oncology 

Telephone  (day  or  night)  713  988-2194 

7777  Southwest  Freeway,  Suite  636,  Houston,  Texas  77074 


RHEUMATOLOGY 


UROLOGY 


FORT  WORTH  UROLOGY  CLINIC 

Hugh  Lamensdon.  MD  J.  Daniel  Johnson.  MD 

Ira  N Hollander.  MD  A E.  Thurman.  MD 

Diplomates  of  American  Board  of  Urology 
Fellows  American  College  of  Surgery 

Box  1 1340.  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
817  336-5711 


SOUTHWEST  UROLOGY  ASSOCIATES 

Adult  and  Pediatric  Urology 

Ted  Boone,  MD  James  T,  Coggins,  MD 

Warren  M,  Greene,  MD  Wm.  A Freeborn,  MD 

Diplomates  of  American  Board  of  Urology 

221  W.  Colorado,  #440,  Dallas,  Texas  75208;  214  948-3101 
3450  W,  Wheatland  Road,  #60,  Dallas,  Texas  75211 


C.F.  SKRIPKA,  JR,  MD,  FACS 

Urology,  Neurourology,  Endourology,  Male  Sexual  Dysfunction,  Laser 
Surgery,  & ESWL, 

1101  North  19th,  Suite  114.  Abilene,  Texas  79601 
915  673-5726 


DIRECTORY  RATES  & DATA;  Space  is  available 
to  TMA  members  at  $80.00  per  column  inch  per 
month  and  listings  must  run  for  a minimum  of  six 
months.  A discount  of  5%  is  allowed  for  six 
months’  advance  payment.  New  listings,  changes, 
or  cancellations  should  be  sent  to  Diane  L. 

Bolling,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701 . Deadline  is  the  1 st  of 
the  month  preceding  publication  month. 


DON  E.  CHEATUM,  MD,  FACP,  FACR 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas.  Texas  75204;  214  823-4151 


THORACIC  SURGERY 


ALLAN  L.  GRAHAM,  MD,  FACS* 
ROBERT  W.  MILEY,  MD,  FACS 
RICHARD  L.  SHEPHERD,  MD,  FACS 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 

'Also  cenificafe  of  special  qualification  in  general  vascular  surgery, 
American  Board  of  Surgery 


Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

515  South  Adams,  Fort  Worth,  Texas  76104;  817  332-7878 


RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS,  MD 

Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 
Suite  404,  Dallas,  Texas  75246;  214  827-3890 
Hours  by  Appointment 
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There’s  a bright  new  star 
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Publication  of  an  advertisement  in  Texas  MedicifW  is  not  to  be 
considered  an  endorsement  or  apprtival  by  the  I'exas  Medical 
Association  ol  the  product  or  service  invobed 


Opening  June  18  in  southwest  Fort  Worth  will  be  a new 
60-becl  rehabilitation  hospital,  a place  for  rebuilding  lives  and 
turning  today’s  promise  into  tomorrow’s  reality.  This  new  hospital 
will  offer  the  most  comprehensive  care  available  for  area  patients  re- 
covering from  disabling  accidents  or  illnesses. 

With  a staff  of  physician  specialists,  rehabilitation  nurses,  thera- 
pists, social  workers,  and  other  health  professionals  from  across  the 
country,  this  new  facility  combines  the  latest  technologies  with  a 
personal  tt)uch  of  care. 

Designed  for  the  Needs  of  the  Rehabilitation  Patient 

From  the  gymnasiums  to  the  therapeutic  pool,  patient  cafeterias, 
outdoor  recreation  grounds,  and  in-hospital  transitional-living 
apartment,  the  hospital  is  designed  to  assist  patients  in  preparing  to 
return  home  and  live  as  independently  as  possible.  Because  family 
support  is  important  to  patient  progress,  the  hospital  also  recognizes 
the  family  as  an  integral  part  of  the  treatment  team. 

A Member  of  the  CMS  Network 

This  hospital  is  part  of  the  nationwide  Continental  Medical 
System,  working  to  make  life  better  for  patients  and  their  families. 
As  the  largest  independent  operator  of  medical  rehabilitation 
hospitals  in  the  U.S.,  CMS  is  constmeting  and  operating  21 
facilities,  including  the  acclaimed  Massachusetts  Braintree  Hospi- 
tal and  the  Western  Neuro  Care  Center  in  California. 

CaUUs 

For  more  information  on  this  new  hospital,  consultation, 
referral,  a brochure  or  tour,  call  (817)  370-4700. 

Today’s  Promise.  TomoiTow’s  Reality 


Fort  Worth 

Rehabilitation 

Hospital 


6701  Oakmont  Blvd.  • Fort  Worth,  Texas  76132  • (817)  370-4700 


Texas  Medicine 


Medical  Practice 

■ Appraisal 

■ Brokerage 

■ Management 
Consulting 


ALLERGY 


NORTH  CENTRAL  TEXAS 

Allergist  needed  to  assume  established  practice 
in  attractive  North  Central  Texas  metropolitan 
area  En|oy  excellent  life  style  with  many  social, 
cultural  and  recreational  opportunities;  good 
schools,  international  airport 


ANESTHESIOLOGY 


NORTHEAST  TEXAS 

Busy  regional  medical  center  in  attractive,  pro- 
gressive NE  Texas  community  of  27,000  (refer- 
ral area  150,000)  seeks  BE/BC  anesthesiologist. 
Modern  200-bed  hospital  with  latest  technology. 
Shared  call  coverage.  Strong  economy, 
excellent  schools,  many  recreational  and  social 
opportunities 


EMERGENCY  MEDICINE 


NORTHEAST  TEXAS 

Busy  regional  medical  center  in  attractive,  pro- 
gressive NE  Texas  community  of  27,000  (refer- 
ral area  150,000)  seeks  BE/BC  director  of 
emergency  services  Modern  200-bed  hospital 
with  latest  technology.  Competitive  income  and 
benefits.  Strong  economy,  excellent  schools: 
many  recreational  and  social  opportunities. 


FAMILY  PRACTICE 


NORTHEAST  TEXAS 

Regional  medical  center  seeks  BC  family  physi- 
cians to  establish  FP  group  in  progressive  com- 
munity of  27,000  (referral  area  150,000).  Strong 
diversified  economy,  excellent  schools:  many 
recreational  and  social  opportunties  Modern 
hospitals.  Incentive  package,  including  assist- 
ance with  office  building 


WITHIN  ONE  HOUR  OF  DALLAS 

Two  family  physicians  seek  third  associate  for 
group  practice  near  lake  area.  Attractive,  fully 
equipped  office.  Ultra-modern  hospital  Shared 
call,  competitive  incentive  package  to  qualified 
physician 


NEAR  AUSTIN  AND  SAN  ANTONIO 

Community  of  5,000  (referral  area  24,000) 
seeks  board  certified  family  physician.  Shared 
call  with  two  other  family  physicians;  OB  need- 
ed Financially  sound,  30-bed  hospital  offering 
competitive  incentive  package  to  qualified 
physician 


EAST  TEXAS 

Community  of  approximately  3,500  (referral 
area  14,000)  seeks  board  certified  family 
physician.  Shared  call  with  two  board  certified 
physicians.  No  OB.  Financially  sound,  48-bed 
hospital  in  community  Recreational  mecca: 
hunting,  fishing,  water  sports.  Competitive  in- 
centive package  to  qualified  physician. 

DALLAS 

Established  fee-for-service  practice  available 
for  assumption  Full  scope  of  family  medicine, 
except  OB  Average  gross  $320K -i-  annual- 
ly. Bilingual  (Spanish)  skills  helpful  Retiring 
physician  will  introduce.  Financing  available  to 
qualified  candidate 


WEST  TEXAS 

Two  board  certified  family  physicians  seek 
third  associate  for  busy  practice  OB  prefer- 
red Friendly  town,  good  schools  Within  35 
minutes  of  larger  city  Very  lucrative  financial 
situation.  Excellent  for  pilot  physician. 


PANHANDLE 

Texas  community  of  8,000  (referral  area 
16,000)  seeks  BC  FPs  for  group  One  young 
BC  physician  recently  recruited,  available  for 
call  sharing.  New  hospital  under  construction. 
Sound  economy,  good  schools,  airport. 
Generous  incentive  package  including  income 
guarantee,  relocation,  office  space,  more 


SOUTH  TEXAS 

Within  one  hour  of  San  Antonio  — south  Texas 
community  seeks  BE/BC  family  practitioner 
This  modern  medical  center  has  a service  area 
of  20,000  OB  IS  available,  but  not  required 
Hunting,  fishing  (fresh  and  salt  water)  and 
other  recreational  activities  abound  in  this 
area.  Forty-two  bed  hospital  will  offer 
generous  incentive  package  to  qualified  can- 
didate 


GENERAL  SURGERY 


PANHANDLE 

Community  of  8,000  (referral  area  16,000) 
seeks  board  certified  general  surgeon  Near- 
by surgeon  available  for  call  sharing.  New 
hospital  under  construction.  Sound  economy; 
good  schools;  airport.  Generous  incentive 
package  including  income  guarantee,  reloca- 
tion allowance,  office,  more. 


SW  LOUISIANA 

Community  of  approximately  3,000  (referral 
area  6,000)  seeks  BE  / BC  general  surgeon. 
This  friendly  community  is  located  within  20 
minutes  of  a large  metropolitan  area  and  is 
ideally  suited  for  a hunter  and/or  fisherman. 
Generous  incentive  package  to  qualified  can- 
didate, including  income  guarantee,  relocation 
allowance,  office  and  more. 


Physician  Resource  Network,  not  the  biggest  — 
but  compared,  and  found  to  be  the  best.  They, 
without  undue  interruption  of  our  schedules,  found 
the  individual  whose  personal  and  professional 
goals  met  our  needs. 


tf 


Josie  Williams,  M.D. 

Paris  Gastroenterology  Clinic 
Paris,  Texas 


INTERNAL  MEDICINE 


EAST  TEXAS 

Two  BC  internists  seek  compatible  associate  for 
group  practice  m community  of 
approximately  12,000  (referral  area  50,000) 
Shared  call  and  overhead  Ultra-modern, 
100-bed  hospital  Attractive  community;  many 
social  and  recreational  opportunties  One  hour 
from  Dallas  Competitive  incentive  package. 

WEST  TEXAS 

Five  American  trained,  board  certified  internists 
seek  compatible  associate  for  busy  group  prac- 
tice in  Texas  community  of  100,000  -i- , Office 
adjacent  to  modern  250-bed  hospital.  Excellent 
call  arrangement,  salary  and  benefits.  Full 
associate  status  in  second  year. 


NORTHEAST  TEXAS 

Medical  staff  of  regional  medical  center  seeks 
board  certified  internist  Shared  call  with  other 
internists  Office  adjacent  to  modern  200-bed 
hospital.  Progressive,  family-oriented  com- 
munity w/strong,  diversified  economy:  excellent 
schools.  Many  social  and  recreational  oppor- 
tunities Generous  incentive  package. 


NEUROLOGY 


NORTHEAST  TEXAS 

Regional  medical  center  serving  150,000  seeks 
BE/BC  neurologist  for  associate  practice  (or 
solo  sharing  call)  with  BC  neurologist  Pro- 
gressive, family-oriented  community  with 
strong,  diversified  economy,  excellent  schools. 
Many  social  and  recreational  opportunities. 
Generous  incentive  package  to  qualified 
physician. 


OBSTETRICS  / GYNECOLOGY 


EAST  TEXAS 

Recently  trained,  board  certified  OB/GYN  seeks 
compatible  associate  for  practice  in  communi- 
ty of  approximately  12,000  (referral  area 
50,000).  Shared  call  and  overhead.  Ultra- 
modern, 100-bed  hospital  Attractive  commun- 
ity; many  social  and  recreational  opportunities. 
One  hour  from  Dallas.  Competitive  incentive 
package. 


ORTHOPEDIC  SURGERY 


EAST  TEXAS 

Board  certified  orthopedic  surgeon  seeks  com- 
patible associate  for  practice  in  community  of 
approximately  12,000  (referral  area  50,000) 
Shared  call  and  overhead.  Well-equipped,  ultra- 
modern, 100-bed  hospital  Attractive  communi- 
ty: many  social  and  recreational  opportunities. 
One  hour  from  Dallas.  Competitive  incentive 
package  to  qualified  physician 

EAST  TEXAS 

Medical  staff  of  100-bed  hospital  seeks  ortho- 
pedic surgeon  for  referral  area  of  approximately 
50,000,  Attractive  community  of  14,000  with 
strong,  diversified  economy.  Excellent  fishing 
and  hunting  One  hour  from  Dallas,  Competitive 
incentive  package  to  qualified  physician 


OTOLARYNGOLOGY 


EAST  TEXAS 

Community  of  approximately  12,000  (referral 
area  50,000)  seeks  board  certified  ENT  to 
establish  service  Ultra-modern,  100-bed 
hospital.  Young,  well-trained  medical  staff 
supportive  of  new  physician.  Attractive  com- 
munity, many  social  and  recreational  oppor- 
tunities. One  hour  from  Dallas  Hospital 
offering  competitive  incentive  package  to 
qualified  physician, 

NORTH  DALLAS 

Medical  staff  of  modern  hospital  in  Dallas 
suburb  seeks  board  certified  ENT  Good 
demographics  for  sound  patient  base 
Excellent  opportunity.  Hospital  will  sponsor 
competitive  incentive  package  to  qualified  can- 
didate 


PEDIATRICS 


NORTHEAST  TEXAS 

Dynamic  group  of  American  trained.  BC 
pediatricians  seek  fourth  associate  for  group 
practice  in  attractive  community  of  27,000 
(referral  area  150,000)  Progressive,  family- 
oriented  community  with  strong,  diversified 
economy;  excellent  schools.  Social  and 
recreational  opportunities  abound.  Modern 
hospitals  Shared  call;  excellent  income  and 
benefits,  early  partnership 

FORT  WORTH,  TEXAS 

Medical  staff  in  well  established  metroplex 
hospital  seeks  BE/BC  pediatrician  to  establish 
nucleus  of  single  specialty  group  Solo  prac- 
tice option  also  available.  Competitive  incen- 
tive package  from  hospital  and  medical  staff 
support  will  be  offered  to  qualified  candidates 


PULMONARY  MEDICINE 


WEST  TEXAS 

Five  man  group  of  American  trained,  board 
certified  internists  seeks  compatible 
pulmonary  medicine  associate.  Community  of 
100,000-1-.  Office  adjacent  to  modern 
250-bed  hospital.  Shared  call,  excellent 
income  and  benefits  Full  associate  status  in 
second  year. 


DIAGNOSTIC  RADIOLOGY 


NORTH  CENTRAL  TEXAS 

Medical  staff  and  hospital  located  in  attrac- 
tive rural  community  90  miles  from  Fort  Worth 
(population  15,000)  seek  BC/BE  radiologist  to 
perform  full  range  of  diagnostic  radiology, 
ultrasound  and  nuclear  medicine.  Area  known 
for  recreational  activities,  e g,  hunting,  fishing 
and  fresh  water  diving  Generous  incentive 
package  is  available  to  qualified  physician 


RHEUMATOLOGY 


NORTHEAST  TEXAS 

Medical  staff  of  regional  medical  center  seeks 
board  certified  rheumatologist  to  establish  ser- 
vice in  referral  area  of  at  least  150,000  Refer- 
rals from  six  orthopedic  surgeons  and 
approximately  90  other  physicians  in  the  com- 
munity, Strong  economy,  excellent  schools; 
many  recreational  and  social  opportunties 
Modern  hospitals.  Generous  incentive  pack- 
age, to  qualified  physician. 
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OPPORTUNITIES  AVAILABLE 


Emergency  Medicine 

Needed:  Emergency  physicians,  North  Central  Texas  area, 
full  and  part-time-  For  an  application  call  817  336-8600  or 
write  Emergency  Medicine  Consultants,  PA;  1525  Mernmac 
Circle,  Suite  107,  Fort  Worth,  Texas  76107. 

Emergency  Physician — Local  Houston  ER  group  needs  ex- 
perienced ER  physician.  Fee-tor-service  with  guarantee. 
Contact  Greater  Houston  Emergency  Physicians  Associates, 
P O Box  7445,  Houston,  Texas  77248;  713  869-6235. 

San  Angelo — Outstanding  opportunity  in  minor  emer- 
gency/family  practice  clinics.  Guaranteed  $100,000  lor  4-day 
week,  13  hr,  days,  50  weeks/year.  Profit  sharing  above  guar- 
antee. Contact  Wayne  Williams,  MD,  915  942-8611,  Sham- 
rock Clinics,  4208  College  Hills,  San  Angelo,  Texas  76904. 

Texas:  Emergency  Medicine,  Oallas/Fort  Worth  and  East 
and  West  Texas — Full-time  and  part-time  positions  available 
with  EmCare,  a progressive  physician-oriented  group  com- 
mitted to  excellence  in  emergency  medicine.  Opportunities  in- 
clude staff  and  directorship  positions,  in  high  volume.  Level  1 
Trauma  Centers,  as  well  as  smaller  community  hospitals.  We 
offer  very  desirable  geographic  locations  including  the  Dallas/ 
Fort  Worth  area.  East  Texas,  Amarillo,  Austin,  Abilene,  Hous- 
ton/Galveston, and  Athens.  Competitive  compensation  rates 
range  from  $86,000  to  $200,000  annually.  Positions  are  also 
available  lor  primary  care  physicians  in  clinic  settings  in 
Amarillo,  and  the  Dallas/Ft.  Worth  area.  Contact  Anne  Reese 
or  Kay  Brienzi,  EmCare,  Inc.,  1717  Mam  Street,  Suite  5200, 
Dallas,  Texas  75201 ; 800-527-2145  or  214  761-9200. 

1 7-physician  muiti-speciaity  group  need  services  of  an 

experienced  physician  to  do  2 to  4 nights  a week  of  emer- 
gency room  duly  in  a small  to  medium  sized  emergency  room. 
Most  weekends  off.  Excellent  guaranteed  salary  and  benefits. 
Relocation  allowance  available.  Please  send  CV  to:  Malone 
and  Hogan  Clinic,  Personnel  Department,  1501  West  lllh 
Place,  Big  Spring,  Texas  79720,  or  call  Susan  Hawkins,  Di- 
rector of  Personnel,  915-267-6361 . 

TEXAS:  Full-time  and  part-time  emergency  department 
positions  available  at  224  bed  hospital.  Recreational  area 
north  of  Dallas.  Excellent  compensation  including  malpractice 
insurance.  Benefit  package  available  to  full-time  physicians. 
Contact:  Emergency  Consultants,  Inc.,  2240  S.  Airport  Blvd, 
Room  29,  Traverse  City,  Ml  49684;  1-800-253-1795  or  in 
Michigan  1-800-632-3496. 


TEXAS  MEDICUS,  P.A. 
HOUSTON,  DALLAS  & NORTH  TEXAS 

Texas  Medicus  is  currently  seeking 
physicians  interested  in  emergency 
medicine  positions  throughout  Texas. 

If  interested  please  call 
1-800-486-3763 


Southern  California — Full  time  urgent  care  physician,  BP/ 
BC  in  primary  specialty.  Modern  attractive  clinic,  with  diversi- 
fied case  load.  Excellent  consultative  back  up.  High  hourlies, 
profit-sharing,  paid  malpractice.  Contact  Jane  Dressier,  Cali- 
fornia Emergency  Physicians,  2101  Webster  Street,  Suite 
1050,  Oakland,  CA  94612,  800-842-2619, 

Austin.  Texas — Physician  full  or  part-time,  flexible  schedul- 
ing, minor  emergency  center.  Send  CV  to:  PO  Box  10155, 
Austin,  TX  78766-0155. 

TEXAS,  Greenville:  Emergency  Medicine  Directorship  and 
full-time  staff  position  available,  located  approximately  40 
miles  northeast  of  Dallas.  Greenville  has  a population  of 
25,000  and  affords  a relaxed  country  atmosphere.  Beautiful 
new  Emergency  Department  in  136-bed  facility  with  annual 
ED  volume  of  approximately  15,000.  Attractive  compensation 
package  with  hourly  guarantee  and  fee-for-service  arrange- 
ment, professional  liability  insurance  provided.  Excellent 
health,  life,  disability  package  available  to  full-time  indepen- 
dent contractors.  Directorship  provides  attractive  monthly 
stipend.  Contact  Bernadette  Kypke  or  Kay  Brienzi,  EmCare, 
Inc.,  1717  Mam  Street,  Suite  5200,  Dallas,  Texas  75201. 
800-527-2145  or  214  761-9200. 

LaJuanta,  Colorado:  Seeking  full-time  and  part-time  emer- 
gency physicians  for  low  volume  emergency  department.  Ex- 
cellent compensation,  paid  malpractice  insurance,  and  op- 
tional benefit  program.  Primary  care  experience  and  ACLS 
certification  required.  Contact:  Emergency  Consultants,  Inc., 
2240  South  Airport  Road,  Room  29,  Traverse  City,  Ml  49684; 
1 -800-253-1795  or  in  Michigan  1 -800-632-3496. 


HMD  PHYSICIANS 
Primary  Care  Urgently  Needed 

in  large  SUNBELT  city.  Rapidly  expanding  patient  base  has  necessitated 
rapid  influx  of  Board  Certified  Primary  Care  Physicians  (Family  Practice  or 
General  Practice  preferred,  but  Primary  Care  Internist  also  acceptable). 
Managed  Care  experience  a significant  plus,  but  not  essential.  Immediate 
openings.  Salary  consistent  with  experience  and  Board  Certification  status. 
Send  Cirriculum  Vitae  with  initial  inquiry  to: 

M.  Henderson,  M.D.,  Chief  Medical  Officer,  PacifiCare  of  Texas,  Inc. 
8122  Datapoint  Drive,  San  Antonio,  TX  78229, 1-512-641-9800 


Family/General  Practice 

Excellent  opportunity  for  family  practitioner  in  Hamlin. 
Texas,  a community  of  over  3,000  population  with  a large 
drawing  area.  Modern  clinic  and  well  equipped  twenty-five 
bed  hospital.  Unique  compensation  package.  Enjoy  a more 
relaxed  life  style  in  West  Texas.  Contact:  Chuck  Latham,  Ad- 
ministrator. Hamlin  Memorial  Hospital,  P.  O.  Box  387,  Hamlin, 
Texas  79520:  915  576-3646. 

Beaumont-Family  Physician — A busy,  well-established, 
board-certified  Family  Physician,  in  Beaumont,  is  now  seek- 
ing a BC/BE  associate  to  join  his  expanding  practice.  Flexible 
financial  arrangements.  There  are  also  two  group  opportuni- 
ties available.  Send  your  CV  to:  Manager,  Professional  Rela- 
tions, Dept.  II-4A,  P O.  Box  1438,  Louisville,  KY  40201-1438. 


locum  tenens: 

interim  solution” 

hy  make  a long-term 
commitment  before  you 
really  want  to?  Until  you’re  ready 
to  “sign  on  the  bottom  line’’... 
enjoy  freedom,  flexibility,  and 
professional  satisfaction  as  a 
PRN  locum  tenens  physician. 
Call  us  toll-free  for  details. 

The  PRN 

Physicians 

of  Texas 
1-800-531-1122 


Well-established  reputable  multispecialty  clinic  is  seek- 
ing a family  practice  physician,  preferably  American  gradu- 
ate. Clinic  located  in  a thriving  industrialized  area  30  minutes 
from  Houston  and  15  minutes  from  Galveston.  Close  prox- 


imity to  excellent  educational  facilities,  universities,  colleges 
and  recreational  areas.  May  begin  immediately.  Excellent  sal- 
ary, income  proportional  to  effort.  Please  forward  C.V.  or  con- 
tact Dr.  Cochrane.  Beeler-Manske  Clinic,  P.  0.  Box  3333, 
Texas  City,  Texas  77592-3333;  409  948-8521  (Collect). 

Locum  Tenens — Family  Practice.  Experienced.  AAFP. 
ABFP.  Quality  Professional  Liability  Insurance.  Competitive 
rates.  References.  Nuway  Health  Services,  4 Lakefront 
Shores.  Athens,  Texas  75751 . 214  677-5302. 

Denton  State  School — Has  immediate  opportunity  for  a full 
time  Staff  physician.  Excellent  benefits.  Please  submit  re- 
sume in  confidence  to  Denton  State  School,  P,  O.  Box  368, 
Denton,  TX  76202-0368  or  contact  Claudia  at  817  387-3831, 
ext.  3374  or  Linda  at  ext.  3381 . Equal  Opportunity  Employer. 

Family  Practice — Many  excellent  practice  opportunities  in 
several  metro  and  urban  locations  throughout  Texas  and  in 
Louisiana.  For  details  call  Dr.  Bush  713  683-2056.  Health 
Care  Specialties  Group,  2600  N.  Loop  West.  Suite  620,  Hous- 
ton, TX  77092. 

Family  Practice  Physician — Full  or  part  time — To  join  seven 
member  group  operating  one  clinic.  For  details,  submit  re- 
sume to:  San  Benito  Medical  Associates,  Inc.,  351  N.  Sam 
Houston,  San  Benito,  TX  78586,  512  399-2443— ATTN: 
Thomas  S.  LaMotte. 


FAMILY  PRACTICE 
OPPORTUNITIES 

• Several  Practice  Alternatives 

• Income  Guarantees 

• Excellent  Referral  Program 

• Physician  Enhancements 

CONTACT: 

JERRY  WEISSMAN 
CHARTER  SUBURBAN  HOSPITAL 
1011  N.  GALLOWAY 
MESQUITE,  TX  75149 
1-800-447-1425 


Family  Practitioner  (BC/BE)  to  associate  with  FP  with  busy 
predominately  ambulatory/emergency  practice.  Guarantee 
plus  incentive.  Beautiful  small  town  of  5,000  (DA  18,000)  in 
Texas  Hill  Country  near  San  Antonio.  Contact:  Jim  McCoy, 
M.D.,  120  Medical  Dr.,  Boerne,  Texas  78006,  512  249-9307. 

Family  Practice  Opportunities  available  in  Austin  with  a Pri- 
mary Care  Group.  Salary  guarantee,  bonus  incentive,  mal- 
practice and  other  benefits.  Write  to  PCT  at  8303  Mopac, 
Suite  450,  Austin,  TX  78759  or  call  (512)  338-61 41 . 

Family  Physician  willing  to  share  practice  with  General 
Surgeon  Must  be  fluent  in  Spanish.  Texas  Gull  Coast  area. 
Small  community,  centrally  located  between  Corpus  Christi, 
Texas  and  Houston,  Texas  and  San  Antonio,  Texas. 


Texas  Medicine 


Family  Practitioner — Third  FP  to  join  two  young  BC  col- 
leagues in  SE  Texas,  1 20  miles  from  major  metro  city.  Modern 
expanding  66  bed  hospital  with  skilled  nursing  facility.  Nestled 
in  Texas  Hill  Country,  offers  outstanding  fishing  and  hunting. 
For  more  info,  please  call  Cheryl  Brocerick  at  1 -800-221  -4762 
or  collect  at  508-688-9063. 


WANTED: 

Physician  willing  to  establish  a practice  of 
family  medicine,  who  is  willing  to  relocate 
to  the  Texas  Panhandle  Area.  Nice  office 
space  and  guaranteed  financial  package  is 
available.  Practice  is  located  in  Spearman, 
Texas  which  is  the  county  seat  of  Hansford 
County. 

Agriculture,  oil  and  ranching  are  the  primary 
industries.  The  school  system  is  excellent  and 
the  quality  of  life,  particularly  for  a family  is 
excellent. 

If  interested  send  C.V.  or  call  Albert 
LaRochelle,  Hospital  Administrator, 
Hansford  County  Hospital,  707  S.  Roland, 
Spearman,  TX  79081.  Phone  806-659-2535. 


Internal  Medicine 

Expanding  17-physician  multi-speciaity  group  has  excel- 
lent opportunity  for  an  Internist.  We  offer  a high  first-year  sal- 
ary in  addition  to  benefits  with  no  first-year  expenses.  If 
interested,  send  CV  to  Malone  and  Hogan  Clinic.  1501  West 
1 1th  Place,  Big  Spring,  TX  79720  or  call  Susan  Hawkins,  Di- 
rector of  Personnel  at  1-800-262-6361. 

Internists — Excellent  practice  opportunities  available  in  met- 
ropolitan and  suburban  areas  of  Texas.  Liberal  income  guar- 
antees and  benefits.  For  details  call  Dr.  Bush  713  683-2054. 
Health  Care  Specialties  Group,  2600  N Loop  West,  Suite 
620,  Houston,  TX  77092. 

Internist  Wanted — to  share  active  practice.  No  investment 
required.  Benefits  and  partnership  opportunity  Alameda  Mall- 
Clear  Lake  Area.  Houston,  TX  Send  resume  to:  Medical  Prac- 
tice, P.  O.  Box  750574,  Houston.  TX  77275-0574. 


Obstetrics/Gynecology 

Immediate  Need  for  OB/GYN-Solo  practice  with  shared  call 
coverage.  Guaranteed  income  with  outstanding  benefit  pack- 
age. Progressive  hospital  with  new.  state-of-the-art  OB  unit. 
Primary  Market  60,000;  Secondary  Market  98,000.  Excellent 
opportunity — No  HMOs,  No  PPO's,  No  Mal-Practice  Crisis. 
Reply  to  Jackie  Rowles,  300  E.  Crockett,  Cleveland,  TX 
77327  1-800-635-0187. 

Outstanding  practice  opportunities  in  metropolitan  as  well 
as  rural  area  of  Texas.  Excellent  income  guarantees  and 
other  benefits  provided.  Call  Dr.  Bush  at  713  683-2054. 
Health  Care  Specialties  Group.  2600  N.  Loop  West,  Suite 
620,  Houston,  TX  77092. 


DESIRABLE  SOUTHWEST  LOCATION 

Immediate  opportunities  available  for  group  or 
individuals  specializing  In  the  practice  of  OB/ 
GYN.  Teaching  hospital  seeks  4-8  full  time 
physicians  to  supplement  existing  spectrum  of 
OB/GYN  services.  Physicians  are  needed  to 
provide  support  and  consultation  in  the  areas 
of  Emergency  Room,  Labor  and  Delivery,  and 
Clinic  operations.  Competitive  compensation 
will  be  provided.  One  year  commitment 
required  with  opportunity  to  assimilate  into 
existing  private  practices. 

Brackenridge  Hospital,  located  In  Austin, 
Texas,  Is  the  only  teaching  hospital  in  Central 
Texas  with  residency  programs  sponsored  by 
the  local  medical  society  through  the  Central 
Texas  Medical  Foundation. 

Austin,  located  at  the  base  of  the  Texas  Hill 
Country,  is  rich  with  cultural  diversity, 
educational  resources  and  recreational 
opportunities. 

If  Interested  In  this  opportunity, 
please  call  or  send  resume  to: 

Keith  R.  Posslon,  Assistant  Administrator 
Brackenridge  Hospital,  601  East  15th  Street 
Austin,  Texas  78701  (512)480-1022 


OB/GYN  Clinic  recently  lost  senior  partner;  offering  excellent 
opportunity,  salary  and  benefits.  In-house  Mammography  and 
Sonography.  Located  in  Brownsville.  CV  requested  Contact 
Ad  Box  #755,  TEXAS  MEDICINE,  1801  N Lamar,  Austin,  TX 
78701. 


Expanding  17-physician  multi-specialty  group  has  excel-  references  and  current  photo  to  Cyndi  Padilla,  Administrator, 
lent  opportunity  for  OB-GYN  in  friendly  West  Texas  commu-  Gonzaba  Medical  Group,  720  Pleasanton  Road,  San  Antonio, 
nity  of  25,000  Adjacent  to  153-bed  modern  hospital.  Excel-  Texas  78214 
lent  guaranteed  salary  with  no  first  year  expenses  in  addition 
to  benefits  Moving  allowance  also  available.  Send  CV  to: 

Malone  and  Hogan  Clinic.  1501  W 1 1th  Place,  Big  Spring,  TX 
79720;  or  call  Susan  Hawkins.  1-800-262-6361,  x336. 

OB/GYN  Established  1950  s / solid  base  / close  to  major  hos- 
pital physician  will  remain  one  year!  / very  profitable!  / room 
for  3,  Write  ’ OB/GYN"  Box  59850/DallasTX/  75229. 

Dallas  Suburb:  Excellent  opportunity  exists  for  Gynecologist 
looking  lor  quality  practice  with  long  term  growth.  Planned 
Women's  Center  in  two  years.  Competitive  financial  package. 

For  confidential  inquiry,  contact:  Jerry  Weissman,  Charter 
Suburban  Hospital,  1011  N.  Galloway.  Mesquite,  TX  75149, 

1-800-447-1425 


PRIVATE  PRAaiCE  OPPORTUNITIES 

(in  aH  specolties) 

Texas  & Sunbed  Slates 
Call  1-800-284-4560 

Houston  785-3722  Reuben 

B r o n s t e i n 


or  serxf  CV  11140  Westhemner 
Suite  144 

Houston.  TX  77042 


& Associates 


Pediatrics 

Pediatrician — Vacation  area  near  the  ocean  and  Mexico  En- 
joy practice  in  a modern,  spacious,  custom  built  clinic  with  lab. 
x-ray.  Pleasant  hours,  good  beginning  salary,  ownership  pos- 
sible. Contact  Adele  Bromiley,  MD,  2335  Central  Blvd., 
Brownsville,  TX  78520;  512  546-3126. 

Pediatricians — Several  desirable  practice  opportunities. 
Houston  metropolitan  area.  Liberal  guarantee  plus  other 
benefits  Call  Dr  Bush  713  683-2054.  Health  Care  Specialties 
Group.  2600  N Loop  West.  Suite  620,  Houston,  TX  77092. 


Psychiatry 

Psychiatrist — Busy  practitioner  in  Houston.  Texas  seeking  a 
high  quality  associate,  who  possess  an  old  fashion  work  ethic. 
Outstanding  opportunity  tor  right  individual.  If  interested,  send 
CV  to  David  Schnitzer,  Twelve  Oaks  Hospital,  4200  Ports- 
mouth. Houston,  Texas  77027. 


Correctional  Facilities-Several 
locations,  full-time  Physicians,  63K-84K, 
Psychiatrist  82K-129K.  Excellent 
Benefits,  Texas  Lie.  Huntsville,  Rusk, 
Gatesville,  Palestine,  Amarillo,  Marlin, 
Houston  area.  Inquiries:  TDC,  Bx  99 
Pers.  Annex,  Huntsvilie,  TX  77342 
(409)  294-2755. 


General  Surgeon — Board  Certified,  sought  to  establish  pri- 
vate practice  associated  with  99-bed  hospital  in  West  Texas 
town  of  12,000  plus.  Income  guarantee  and  other  financial  in- 
centives are  available.  Contact:  Thomas  R Hochwalt,  CEO. 
Cogdell  Memorial  Hospital,  Cogdell  Center.  Snyder.  TX 
79549:915  573-6374. 


TEXAS  FELLOWSHIP 

The  Texas  Department  of  Mental  Health  and 
Mental  Retardation,  in  association  with  the 
University  of  Texas  Science  Center,  Houston, 
and  the  Central  Texas  Medical  Foundation,  is 
now  accepting  applications  for  a fellowship  in 
developmental  disabilities. 

Qualified  applicants  must  have  completed  an 
approved  residency  in  any  clinical  specialty. 

The  curriculum  will  be  determined  by  the 
trainee's  past  experience  and  future  profes- 
sional goals.  Curricula  vita  must  be  received  no 
later  than  May  31 , 1990. 

TEXAS  WANTS  YOU!  Interested  individuals 
should  contact  the  following  for  further 
information:  David  R.  Levy,  M.D.,  M.P.H., 
Medical  Specialist,  Developmental 
Disabilities,  Texas  Department  of  Mental 
Health  and  Mental  Retardation,  P.  O.  Box 
12668,  Austin,  Texas  78711,  Phone:  (512) 
465-4840. 


Radiology 

Expanding  17-physlcian  mufti-specialty  group  has  excel- 
lent opportunity  for  a Radiologist  in  West  Texas  community  of 
25,000.  We  offer  a competitive  guaranteed  salary  with  no  first 
year  expenses  in  addition  to  benefits.  Moving  allowance  also 
available.  Send  CV  to:  Malone  and  Hogan  Clinic,  Peisonnel 
Department,  1501  West  lllh  Place,  or  call,  Susan  Hawkins, 
Director  of  Personnel,  1 -800-262-6361 

Diagnostic  Radioiogist — Position  available  foi  a boaid  cer- 
tified radiologist.  Imaging  fellowship  desired.  Join  a 7-person 
department  that  is  part  of  a growing  multi-specialty  clinic  In 
Austin,  Texas.  Practice  includes  CT,  MRI,  ultra-sound  and 
digital  angiography.  Contact:  Ross  Hemphill,  MD,  Medical  Di- 
rector. 801  W.  34th  Street,  Austin,  Texas  78705. 

Radiologist — Immediate  opening  lor  radiologist  in  Houston. 
Texas  area  for  busy  outpatient  clinic.  Services  provided  in- 
clude nuclear  medicine,  CT  scanning,  ultrasound,  diagnostic 
x-rays,  and  MRI.  Excellent  salary  and  benefits.  Reply  to:  Ad 
Box  #758.  1801  North  Lamar,  Austin,  Texas  78701. 


Other  Opportunities 

Positions  Available-Seeking  BC/BE,  general  internist, 
HEM/ON,  PS.  endocrinologist  to  join  an  established  multi- 
specialty  (non-prepaid)  clinic  In  South  Central  Texas.  Contact 
Leroy  W.  Kitch,  Administrator,  Skinner  Clinic,  124  Dallas 
Street,  San  Antonio.  Texas  78205. 

We  have  full  and  part-time  locum  tenens  opportunities 
available  in  all  specialties  with  guaranteed  incomes  and  paid 
malpractice.  For  more  information,  contact  John  Smith, 
Locum  Tenens,  Inc.  (A  Division  of  Jackson  and  Coker).  400 
Perimeter  Center  Terrace,  Suite  760  TMLT9,  Atlanta,  GA 
30346,  telephone  1-800-544-1987. 

South  Texas  Multispecialty  Group — 10  physician  group  in 
San  Antonio.  Excellent  practice  opportunities  lor  BC/BE  phy- 
sicians; OBG.  pediatrics,  FP  Well-established  25  year  old 
practice  rapidly  expanding  into  multlspecialty  group  due  to  in- 
creased patient  base.  Design  award-winning  new  facility 
offering  complete  lab,  x-ray,  family  practice,  general  surgery, 
cardiology,  PM  & R,  and  ophthalmology  services  already  es- 
tablished. Texas  licensed  and  Medicare  certified  out-patient 
surgery  center  on  site.  Enlarging  present  facility  and  will  open 
satellite  office  in  future.  Guaranteed  salary  and  competitive 
benefits  including  professional  liability,  administrative  and 
staff  support,  affiliation  with  large  community  hospitals,  and 
call  sharing  opportunities.  Requires  well-rounded  abilities  in 
both  out-patient  and  hospital  practice.  Dedication  to  high 
quality,  excellent  patient  empathy  and  communication  skills 
mandatory.  Leadership  skills  and  entrepreneurial  interest  in 
practice  desirable.  Tremendous  grovylh  potential  Send  CV 


We  have  Texas  opportunities  in  all  primary  care  specialties, 
excellent  quality  of  life  and  compensation.  Reply  with  C/V  to: 
Medical  Support  Services.  8806  Balcones  Club  Dr.,  Austin, 
TX  78750;  Office  1-800-288-7420,  24  Hr.  Fax  512-331-6741. 

Expanding  17-physlclan  multi-specialty  group  has  excel- 
lent opportunity  tor  an  Anesthesiologist.  We  offer  a high  first- 
year  salary  In  addition  to  benefits  with  no  first-year  expenses. 
If  interested,  send  CV  to  Malone  and  Hogan  Clinic,  1 501  West 
1 llh.  Big  Spring,  TX  79720  or  call  Susan  Hawkins.  Director  of 
Personnel,  at  1-800-262-6361. 

Cardiologist — Invasive/Non-invasive  BC/BE  to  join  two  BC 
cardiologists  located  in  southwest  Houston.  Good  salary, 
fringe  benefits,  partnership  after  two  years.  Send  CV  to  P, 
McKenzie,  7737  Southwest  Fwy.,  Suite  900,  Houston,  TX 
77074. 

Invasive  Cardiologist — needed  immediately  in  several  loca- 
tions. Outstanding  benefits  with  excellent  guarantees.  Please 
call  Dr.  Bush  713  683-2054.  Health  Care  Specialties  Group. 
2600  N,  Loop  West,  Suite  620,  Houston,  TX  77092, 

San  Antonio,  Texas — Both  a two-man  group  and  busy  solo 
Cardiologist,  with  offices  adjacent  to  our  273-bed  hospital 
here,  are  seeking  an  associate  with  invasive  skills.  Send  CV 
to:  Gordon  Crawford,  Manager,  Professional  Relations,  Hu- 
mana Inc.,  Dept.  11-5,  500  West  Mam  Street,  Louisville,  KY 
40201-1438  Or  call  TOLL-FREE  1-800-626-1590 


PRIVATE 

PRACTICE  OPPORTUNITIES 

Family  Practice 
OBI  Gy  n 
Otalaryngology 

CONTACT:  JACKIE  ROWLES 
300  E.  Crockett 
Cleveland,  TX  77327 
1-800-635-0187 
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FAMILY  PRACTICE 

T-1129-A  FP  - Associate  position  with 
partnership  potential  near  Tyler,  Texas. 
Extensive  cross  coverage  available  in  this 
lucrative,  well-established  practice  that 
offers  a liberal  compensation  package  with 
all  costs  covered. 

T-1129-B  FP  - Solo  practice  near  Tyler, 
Texas,  in  new  3,800  .sq.  ft.  building  to  be 
completed  in  the  fall  of  1990.  All  set-up 
costs  provided,  excellent  cross  coverage, 
no  OB  or  inpatient  responsibilities.  Very 
competitive  compensation  for  this  no-risk 
opportunity. 

T-1120  FP  - Dallas  suburb  offers  family 
practice  associate/partnership  opportunity 
to  a BE/BC  candidate  who  seeks  no  OB, 
excellent  third-party  reimbursement  in  a 
rapidly  expanding  affluent  area. 

T-1125  OCC/MED  - Group  family  prac- 
tice in  OCC/MED  seeks  physician  to  join 
their  successful  outpatient  clinic  that  of- 
fers regular  hours  with  no  evenings  or 
weekends.  Excellent  salary  and  incen- 
tives, located  in  Amarillo,  Texas. 

T-1125  FP/EM  - Modern  urgent  care 
center  in  an  affluent  area  of  Amarillo, 
Texas,  needs  family  practice/emergency 
medicine  physician.  This  highly  success- 
ful practice  offers  salary  and  incentives, 
no  ER  or  hospital  call,  no  Medicaid,  and 
regular  hours. 

T-960  EP  - Family  practice  group  in  large 
multispecialty  clinic,  adjacent  to  24()-bed 
hospital,  needs  family  practitioner  to  join 
their  thriving  practice.  Premium  compen- 
sation and  bonus  incentives.  Located  in 
community  of  90,000  in  west  central 
Texas. 

T-1028  FP  - Excellent  family  practice  op- 
portunities in  a beautiful  southwest  Texas 
city  of  40,000.  OB  is  preferred  since  cov- 
erage is  provided  by  5 other  family  prac- 
titioners and  malpractice  premiums  are 
very  reasonable.  Guaranteed  income  and 
benefits  being  offered. 

T-1061  FP  - Premier  5-person  family 
practice  group  seeks  physician  to  join 
their  highly  successful  practice  that  offers 
very  competitive  income  and  unlimited 
productivity  incentives.  Nearby  prestig- 
ious 360-bed  hospital  fully  supports  the 
needs  of  this  expanding  group  clinic  lo- 
cated in  Amarillo,  Texas. 

T-106i-A  FP  - 2 well-established  family 
practitioners  each  seeks  associates  to  even- 
tually  become  partners  in  their  successful, 
growing  practices.  Excellent  third-party 
reimbursement;  balanced  patient  mix; 
competitive  income  guarantee  and  incen- 
tive plan  offered  in  Amarillo. 

Recruitment  • Planning  • Consulting 


T-1056  FP  - Solo  or  partnership  family 
practice  position  available  in  an  affluent 
community  located  1 hour  southwest  of 
Houston.  A fully  equipped,  modem  prac- 
tice suite  is  connected  to  the  60-bed  re- 
gional medical  center.  Guaranteed  in- 
come and  excellent  cross  coverage. 

Call  Andy  Johns 


HOSPITAL-BASED 

Physical  Medicine  & 
Rehabilitation 

T-1125  PM&R  - New  60-bed  acute 
rehab  center  to  open  in  June  ’90  in 
Panhandle  area  of  Texas.  There  is  a 
designated  head  injury  and  spinal  cord 
area.  State-of-the-art  facility  - Easy  Street 
concept,  new  gym  and  pool,  physiatrist 
will  join  a well-established  physiatrist 
at  the  center.  EMGs  open  - outstanding 
practice. 

Call  Susan  Panther 


INTERNAL 

MEDICINE 


T-Z  1042 IM  - Corpus  Christi-  BC  gen- 
eral internist  seeks  BE/BC  internist  to 
assume  practice  of  retiring  partner  by 
July  1990.  Highly  desirable  coastal  area 
of  230,000  serving  a population  base  of 
over  350,000.  Flexible  financial  arrange- 
ments including  paid  relocation  ex- 
penses. 

Call  Kevin  Duffy 

T-1125  IM  - Northwest  Texas  - An  ex- 
cellent opportunity  for  a BE/BC  inter- 
nist to  join  a well-established  group 
located  in  northwest  Texas.  Associate 
with  five  (5)  prominent  physicians  - 
three  (3)  internists,  one  (1 ) pulmonolo- 
gist, and  one  ( 1 ) endocrinologist.  Highly 
competitive  first-year  guaranteed  in- 
come/benefit package  which  includes  a 
productivity  incentive  and  leads  to  full 
partnership. 

Call  Wes  Gardner 


MEDICINE 

SUBSPECIALTIES 


Cardiology 

T-1097  CD  - Houston  - Two  very  busy 
and  well-established  invasive/non-inva- 
sive  cardiologists  affiliated  with  a 905- 
bed  hospital  system  seek  an  associate. 
Residence  is  in  a community  with  all  the 
cultural  and  educational  amenities  af- 
forded most  major  cities,  plus  a bonus  of 


prime  residential  and  recreational  areas. 

Nephrology 

T-1125  NEPH  - Northwest  Texas  - Op- 
portunity for  a BE/BC  nephrologist  to 
set  up  a hospital-based  private  practice 
with  an  academic  appointment  in 
Amarillo,  Texas.  This  will  be  a full- 
time appointment  at  Texas  Tech  Uni- 
versity School  of  Medicine.  Highly 
competitive  salary /benefit  guarantee  the 
first  year  with  excellent  income  in  sub- 
sequent years. 

Oncology 

T-1136  MED  ONC  - West  Texas  - 
Busy  Oncologist  seeks  partner/associ- 
ate to  join  practice  associated  with  a 
progressive  7 1 5-bed  tertiary  care  hospi- 
tal. 

Call  Rita  Mullins 

Pulmonology 

T-1077  PUL  - Coastal  Texas  - An  ex- 
cellent opportunity  exists  for  a BE/BC 
pulmonologist  to  join  a busy,  well-es- 
tablished group  located  in  suburban 
Houston.  There  is  a built-in  referral  base 
due  to  affiliation  with  a prestigious 
expanding  multispecialty  group  repre- 
sented by  the  following  specialties:  car- 
diology, family  practice,  gastroenterol- 
ogy, infectious  diseases,  internal  medi- 
cine, rheumatology  and  surgery.  Pri- 
mary hospital  affiliation  with  a 580-bed 
full-service  facility  featuring  a combined 
32-bed  ICU/CCU,  complete  pulmonary 
function  lab,  exercise  testing  and  state- 
of-the-art  equipment. 

Call  Wes  Gardner 

Radiation  Oncology 

T-1136R/0  - West  Texas  - Excellent 
private  practice  opportunity  for  a radia- 
tion oncologist  to  take  over  a well-es- 
tablished practice  based  at  a 637-bed 
tertiary  hospital.  This  practice  has  500- 
600  new  cancer  consults  annually  and 
treats  35-40  patients  per  day. 

Radiology 

T-1134R  - Dallas  Area  - Radiologist 
needed  for  busy  practice  at  a 49-bed 
community  hospital  approximately  35 
miles  from  Dallas.  Services  include  CT, 
angiography,  ultrasound  and  nuclear 
medicine. 

Call  Anita  Bowles 


OB/GYN 


T-i021  OB/GYN  - Wesl  Texas  - 28- 

member  multispecialty  group  seeks  a 
fourth  OB/GYN  associate.  Community 

Call  toll  free 


Physician  Services 

(OF  AMERICA) 


of  approximately  100, ()()();  office  build- 
ing situated  directly  adjacent  to  modem 
and  progressive  240-bed  hospital.  Ex- 
tremely competitive  financial  package 
with  full  partnership  at  the  end  of  the 
first  year. 

T-1025  OB/GYN  - Houston  Area  - 40- 
bed  hospital  situated  in  a community  of 
approximately  15,000,  with  a service 
area  population  of  35,000,  .seeks  a BE/ 
BC  obstetrician.  Cross  coverage  and 
potential  association  is  available  with 
existing  OB/GYN;  30  minutes  access  to 
the  beautiful  Gulf  of  Mexico.  Attractive 
financial  package  with  tremendous  fu- 
ture growth  potential. 

T-1107  OB/GYN  - Houston  Area  - 60- 
bed  hospital  situated  in  a community  of 
approximately  18,000  seeks  a BE/BC 
OB/GYN  to  establish  new  independent 
practice  with  phenomenal  immediate 
growth  potential.  Attractive  financial 
package  provided  with  cross  coverage 
available  locally.  Inside  45  minutes  to 
Houston. 

T-1120  OB/GYN  - Dallas  Area  - 50- 
bed  hospital  located  approximately  25 
minutes  from  downtown  Dallas  seeks 
two  BE/BC  OB/GYNs.  Community  of 
1 5,000  with  a service  area  population  of 
25,000.  Prestigious  university  hospital 
affiliation.  Competitive  package  is  of- 
fered. Immediate  availability  desired. 

Call  Cliff  Duff 


PEDIATRICS 


T-1120  FED  - Grapevine  - Outstanding 
opportunity  to  join  a thriving  board-cer- 
tified pediatrician  affiliated  with  the  pres- 
tigious Baylor  system.  Since  Grapevine 
is  located  20  miles  from  both  Dallas  and 
Et.  Worth,  small  town  charm  is  coupled 
with  all  of  the  amenities  of  the  metro- 
plex. 

Call  Marc  W.  Kundler 


PSYCHIATRY 


T-1035  PSY  - Community  hospital  in 
suburb  of  a metropolitan  city  seeks  one 
of  two  BE/BC  general  p.sychiatrists  to 
establish  private  practice  in  service  area. 
Opportunity  for  two  psychiatrists  who 
would  like  to  establish  a partnership  or 
association.  Eacility  currently  offers  in- 
patient programs  for  adults  and  adoles- 
cents and  a total  of  66  beds.  Very  com- 
petitive benefit  package  and  assistance 
in  practice  start-up  are  being  offered. 

Call  Ed  Boles 


SURGERY 

General  Surgery 

T-l  120GS  - North  Central  Texas  - Pro- 
gressive, 49-bed  hospital  located  within 
30  minutes  of  Dallas  seeks  BE/BC  gen- 
eral surgeon  to  assume  busy  surgical 
case  load.  Established  referral  base  of 
over  18,000.  Competitive  incentive 
package  offered. 

Call  Aaron  Risen 

Neurosurgery 

T-1067  NS  - There  is  an  attractive  op- 
portunity for  a broad  base  neurosurgeon 
to  affiliate  with  a prestigious  360-bed 
regional  referral  center  in  northwestern 
Texas.  Cross  coverage  from  four  other 
neurosurgeons,  referrals  from  a service 
area  of  over  400,000.  State-of-the-art 
equipment.  Excellent  practice. 

Call  Susan  Panther 

Orthopedics 

T-1029  ORS  - Suburban  North  Hous- 
ton - Progressive  200-bed  hospital  lo- 
cated near  Kingwood  seeks  BE/BC 
orthopedist  to  join  busy  solo  practitio- 
ner or  to  establish  an  independent  prac- 
tice. 

T-1040  ORS  - Southwest  Houston  - 
Major  not-for-profit  healthcare  system 
seeks  BE/BC  orthopedic  surgeon  with 
training  and/or  extensive  experience  in 
the  operative  management  of  trauma. 
Hospital-based,  salaried  position.  Full 
support  of  orthopedic  staff. 

T-l  108  ORS  - Northwest  Houston  - 
New  175-bed  acute  care  hospital  affili- 
ated with  a not-for-profit  healthcare 
system  seeks  BE/BC  orthopedist  to 
associate  with  an  established  practitio- 
ner. Busy  urban  practice.  Shared  call 
and  overhead.  Competitive  financial 
package  available. 

T-l  101  ORS  - Southwest  Texas  - Suc- 
cessful 93-bed  acute  care  hospital  lo- 
cated in  a charming  and  historic  com- 
munity of  40,000  seeks  second  orthope- 
dic surgeon  to  associate  with  a well-es- 
tablished surgical  clinic.  Outdoor 
sportsmen’s  paradise  offering  excellent 
hunting,  fishing,  and  watersports.  Com- 
petitive financial  package. 

Otolaryngology 

T-1021  OTO  - Central  West  Texas  - 
Expanding  multispecialty  clinic  located 
in  a community  of  90,000  seeks  third 
BE/BC  otolaryngologist.  Very  competi- 
tive compensation  with  low  overhead 
and  an  exceptional  income  distribution 
formula.  Community  offers  a diverse 


array  of  cultural,  recreational  and  educa- 
tional amenities. 

T-l  131  OTO  - Dallas/Fort  Worth  Met- 
roplex  - Busy  general  otolaryngologist 
located  only  20  miles  from  both  Dallas 
and  Fort  Worth  seeks  BE/BC  associate/ 
partner.  Affiliation  with  Baylor  Health 
Care  System.  Located  in  an  economi- 
cally diverse  and  growing  area. 

Call  Aaron  Risen 

Plastic  Surgery 

T-1046  PS  - There  is  an  outstanding  pri- 
vate practice  opportunity  to  join  a well- 
established  board-certified  plastic  sur- 
geon affiliated  with  a 200-bed  general 
acute  care  facility  in  an  attractive  suburb 
of  Houston.  This  plastic  surgeon  draws 
from  an  encatchment  area  of  over  250,000 
and  is  well-entrenched  in  the  commu- 
nity. A BE/BC  plastic  surgeon  with  hand 
fellowship,  plus  broad  base  practice  inter- 
est is  required. 

Call  Susan  Panther 

Urology 

T-1021  UR  - Multispecialty  group  seeks 
BE/BC  urologist  to  replace  retiring  mem- 
ber of  urology  department.  Group  is  as- 
sociated with  a 220-bed  acute  care  facil- 
ity serving  a central  Texas  community  of 
90,000  with  a service  area  population  of 
150,000.  Candidate  with  an  interest  in 
infertility  and/or  female  urology  would 
complement  the  department’s  current  ori- 
entation. 

Call  Ed  Boles 


The  number  “1”  choice  of 
physicians  seeking  a new 
practice  opportunity 

Our  Service: 

• We  match  your  personal  and 
professional  requirements  with  the 
life-style  and  practice  situation  you 
desire. 

• We  act  as  a liaison  between  you. 
the  hospital,  and  the  community  to 
Insure  that  you  have  all  the 
information  necessary  to  properly 
evaluate  each  practice  opportunity. 

• This  allows  you  to  ma.ximize  your 
time  evaluating  practice  situations 
rather  than  gathering  information 
from  many  different  sources. 

• You  set  the  pace  and  determine 
which  communities  would  best 
meet  your  needs. 

We  have  a full  range  of  opportunities 
in  most  every  major  specialty  and  can 
help  you  evaluate  a number  of  practice 
situations  through  one  source. 


1-800-626-1857 


Suite  250,  Browenton  Place  • 2000  Warrington  Way  • Louisville,  KY  40222 


TEXAS  PRACTICE 

OPPORTUNITIES 

There  ore  private  proctice  opportunities  tor 
the  following  specialties  throughaut  the 
nine  Texas  communities  where  Humana 
hospitals  are  located: 

• Cardiologist 

• Family  Physician 

• Infectious  Diseases 

• Internist 

• Neurologist 

• Orthopedic  Surgeon 

• Otolaryngologist 

• Pediatrician 

• Rheumatologist 

• Urologist 

STOP  BY  OUR  BOOTH  '921  AT  THE  T.M.A. 
CONVENTION  IN  CORPUS  CHRISTI. 

Call  TOLL-FREE  >800-626-1590,  or  send 
your  CV  to:  Gordon  Crawford,  Senior  Man- 
ager, Professional  Relations,  Humana  Inc., 
Dept.  11-5, 500  West  Main  Street,  Louisville, 
KY  4020V1438 


Full  Time  Travel  Required  (one  year  minimum)  Health  re- 
search organization  needs  Physicians  for  National  Health  and 
Nutrition  Examination  Survey  sponsored  by  the  U S.  Public 
Health  Service.  Individuals  will  be  part  of  a large  medical  team 
conducting  health  examinatiohs  Ih  government  examination 
centers  traveling  to  88  areas  of  the  U S.  through  1993.  Physi- 
cians must  be  licensed  in  one  stale  and  specialized  in  internal 
or  family  medicine.  Competitive  salaries,  paid  malpractice, 
per  diem,  car,  four  weeks  paid  vacation  per  year,  holidays, 
and  health,  life,  dental,  disability  insurance  offered.  Call  Bev 
erly  Geline  at  800-937-8281,  Ext.  8248.  Westat,  Inc.,  Rock- 
ville, Maryland,  EOE/M  F/V/H. 


INTERNISTS  AND  CARDIOLOGIST 

Facilitators  of  Applied  clinical  Trials 
is  seeking  Board  Eligible/Certified 
Physicians.  Join  a professional  staff 
working  on  one  of  the  largest  single 
site  clinical  studies  undertaken  to 
address  the  public  health  Issue  on 
cholesterol  and  work  within  own 
specialty.  Based  in  San  Antonio, 
near  the  Hill  Country,  FACT  offers 
excellent  salary/benefits,  profes- 
sional liability  insurance  and  a 
modern  work  environment. 

Contact: 

Ed  Miller 

Human  Resources  Manager 
512-377-3725 


Occupational  Medicine — Energy  company  has  full-time 
position  for  Clinic  Director  for  BC/BE  physician  In  the  Lake 
Charles,  LA  area.  We  are  seeking  a motivated  physician  with 
good  communication,  clinical,  and  administrative  skills.  Bene- 
fits package  is  competitive.  Send  CV  to:  Medical  Director, 
POB  2197-MA1026,  Houston,  TX  77252. 

Houston,  Texas — Immediate  opening  for  BC/BE  neurologist 
to  |Oin  busy  practice.  Outstanding  opportunity.  Excellent  sal- 
ary and  benefits.  Reply  to:  Ad  #757,  TEXAS  MEDICINE, 
1801  North  Lamar,  Austin,  Texas  78701. 

Nephrologist  to  join  a board  certified  rheumatologist  and 
board  certified  internist.  This  opportunity  exists  due  to  the  in- 
creased volume  of  nephrology  patients.  The  prospective  can- 
didate will  receive  the  full  support  of  the  medical  community. 


Guarantee  plus  productivity.  Extensive  benefits  package  in- 
cluding moving  expenses.  Location  is  in  the  lower  Rio  Grande 
Valley  contiguous  to  the  Texas  Gulf  Coast.  Contact  Ad  Box 
#759,  TEXAS  MEDICINE,  1801  North  Lamar,  Austin,  TX 
78701. 


EXCELLENT  PRACTICE  OPPORTUNITY. 

Two  physician  practice  looking  for  third 
partner  in  Bryan/College  Station,  Texas. 
Population  approximately  100,000  with 
drawing  area  of  250,000.  Send  curriculum 
vitae  to  Central  Texas  Heart  Center,  1301 
Memorial  Drive,  Bryan,  Texas  77802. 


OPPORTUNITIES  SOUGHT 

Position  Desired:  Locum  Tenens  Family  Practice.  Gyne- 
cology. Emergency  Department  Physician.  ACLS,  December 
89,  ATLS,  February  '90.  CMA  current  till  1991.  Available  1 
May  1990.  Contact  James  A,  Barnard.  MD,  FACOG,  PO 
9488,  Panama  City  Beach,  FL  32407,  904  235-0522. 


WANTED/HOBBIES 


Houston.  Rare  Opportunity.  Well-established  phlebology 
practice.  Exclusively  treating  varicose  veins  nonsurgically. 
High  income,  office  only.  Easily  learnt  ( I will  teach  ).  Compat- 
ible with  other  specialties.  Contact:  Ad  Box  #756,  TEXAS 
MEDICINE,  1801  North  Lamar,  Austin,  TX  78701. 

For  Sale:  Large,  firmly  established,  family  practice.  Located 
in  DFW  mid  cities  area.  If  interested  in  further  details,  please 
contact  Ad  Box  #760,  TEXAS  MEDICINE,  1801  N.  Lamar, 
Austin,  TX  78701 . 


LEGAL  SERVICES 


DISCIPLINARY  PROBLEMS? 

Attorney  with  15  years  experience  as  staff  and 
trial  attorney  (assistant  attorney  general)  for  the 
Texas  State  Board  of  Medical  Examiners  is 
now  available  to  represent  physicians  who 
have  license  or  disciplinary  problems  with  that 
agency  or  your  hospital. 

Contact:  Bill  Campbell,  Attorney  at  Law, 

7406  Potters  Trail,  Austin,  TX  78729; 
or  (512)  335-8000  (leave  message). 

LICENSED  TO  PRACTICE  BEFORE  U.S. 
SUPREME  COURT 

Not  certified  by  the  Texas  Board  of  legal  spe- 
cialization. 


$10,000  for  Old  Lionel  Trains  in  excellent  condition,  H R 
Safford,  III,  M D.  2005  Franklin  #550,  Denver.  CO  80205. 
303  837-0912  (9a-4p)  or  761-8899  (7-9p). 


FOR  SALE  OR  LEASE 


Hill  Country  Land  with  Large  Lake 

Located  between  Medina  and  Kerrville,  200 
acres.  Atmospheric  vacation-type  house 
with  2 baths,  rockwall  and  fireplace.  Exqui- 
sitely scenic  but  not  for  couch  potatoes. 
Price  $270,000.  Call  owner  at  7 1 3 346- 1 854. 


Medical  Equipment 

Ultrasounds— Linear,  Sector  and  Dual.  X-ray,  cell-counters 
(QBC),  chemistry  aniyz.  fiber-optic  scopes  and  much,  much 
more  MedExchange  214  824-5040  FAX  214  823-9428. 
Buy'Sell'Service. 

Medical  Equipment  For  Sale:  Olympus  XQ10  gastroscope- 
as  good  as  new.  Ideal  for  office  endoscopies.  $7000.00. 
Olympus  IT20L  therapeutic  colonoscope-never  used.  Terms 
negotiable  Call  409  774-7666. 


Office  Space 

For  sale  or  lease:  4000  sq.  foot  medical  office  building  Seton 
vicinity  . . Austin  Retina  Associates.  Call  512  451-0236. 


Practices 

Selling  Your  Practice?  We  offer  on-site  appraisals,  practice 
brokerage,  physician  recruiting,  and  partnership  buy-in  ser- 
vices We  can  help  you  make  the  right  decisions.  For  a free 
brochure,  call  or  write:  Practice  Dynamics,  P.  O.  Box  821398, 
Houston,  Texas  77282:  713  531-0911  or  1-800-933-0911. 

Dallas  Area  Practice  For  Sale:  Excellent  for  internal  medi- 
cine. family  practice  or  surgery  with  established  office  prac- 
tice. High  net  on  limited  schedule.  Dr.  retiring.  Call  Gary  Clin- 
ton, Practice  Appraisals  214  327-7765. 

Very  active  family  practice  for  sale — Retiring  after  30 
years,  same  location.  Located  in  town  of  25,000-75  miles 
north  of  Dallas,  200  bed  hospital  with  excellent  consultants  in 
all  fields.  Terms  flexible.  Will  introduce  to  patients.  Contact  Ad 
Box  #741.  TEXAS  MEDICINE,  1801  N.  Lamar,  Austin.  TX 
78701 

Well-established  solo  OB-GYN  practice  In  Central  Texas 
(university  community).  600,000  collections,  no  Medicaid, 
excellent  coverage.  Office  for  sale  or  lease  Will  introduce  to 
the  best  patients  in  Texas.  Loyal  staff  will  remain  with  practice 
if  desired.  Contact  Ad  #751 . Texas  Medicine.  1801  N.  Lamar, 
Austin,  TX  78701. 

Located  one  hour  north  of  Dallas  in  Sherman.  Texas  popu- 
lation of  35,000.  Practice  gross  $450,000  f annually  includes 
3000  sq  ft.  building  and  nearly  one  acre  of  land.  Excellent 
schools  and  recreational  areas.  Clinic  in  operation  for  5 years 
with  highly  trained  staff.  Assistance  in  obtaining  bank  loan  for 
qualified  buyer.  $550,000  for  building,  land,  equipment  and 
practice.  For  more  information  call:  Tony  C.  Rasberry,  Physi- 
cian Network  of  America,  Inc.  800-336-2575. 


BUSINESS  AND  FINANCIAL 
SERVICES 


Physician's  signature  loans  to  $50,000.  Up  to  seven  years 
to  repay.  No  prepayment  penalties.  Prompt,  courteous  ser- 
vice. Competitive  fixed  rate.  Physicians  Service  Association, 
Atlanta.  Georgia.  Toll  free  1-800-241-6905  Serving  MDs  for 
over  10  years. 

Transition  Consulting  Services — Specializing  in:  practice 
appraisal,  contract  structuring,  opportunity  assessment  and 
practice  sales  assistance.  20  years  experience  with  health 
prolessiohals.  Lewis  Health  Profession  Services,  1221 
Abrams  Rd.,  Suite  318,  Richardson,  TX  75081.  214 
437-1180. 

Computer  List/Mailing  Labels  of  Texas  Physicians  Any  or 

all  by  zip  code,  city,  county,  specialty,  etc.  Call  817  698-3900 
for  quote. 


TERM  LIFE  INSURANCE 


Age  At 

First  Year 

Purchase 

Premium 

25 

$500 

30 

500 

35 

560 

40 

630 

45 

720 

50 

1220 

55 

1900 

RRST  INTERNATIONAL  LIFE 
INSURANCE  COMPANY 


1-800-543-3289 

In  Houston  713-686-5433 


Advertising  Rates  & Data:  Regular  classified  advertising 
sells  for  $2.00  per  word,  minimum  25  words  or  $50.,  per  issue. 
We  do  not  count  articles  (a,  an,  the).  Display  classified  adver- 
lisihg  sells  for  $95,  per  column  inch,  per  month.  A variety  of 
typefaces,  logos  ahd  borders  may  be  used  in  display  classi- 
fied ads.  Ad  box  numbers  can  be  substituted  for  formal  ad- 
dresses upon  request  at  no  extra  cost.  Name  and  address  of 
ad  box  number  listings  cannot  be  given  out  unless  specific 
permission  to  do  so  has  been  given.  The  advertising  office  will 
not  contact  ad  box  number  holders  except  by  mail.  Federal 
laws  prohibit  references  to  race,  color,  religion,  sex,  natural 
origin,  or  age  unless  bona  fide  occupational  qualifications. 
Copy  deadline  is  the  1st  of  the  month  preceding  publication. 
Send  copy  to  Diane  L.  Bolling.  Classified  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin.  Texas  78701, 


Texas  Medicine 


Co/itinuing  ^cluccitio)!  T^irecloiy 


COURSES 


JUNE 

Advanced  Cardiac  Life  Support 
lime  29,  1990 

ADVANCED  C;aRD1AC;  life  SUPPOR  I recertification  COl’RSE 
Biomedical  Research  Building.  Tyler,  Tex  Category  I,  AMA  Physician  s 
Recognition  Award,  8 hrs.  Contact  Bett>  Firey,  I he  I'niversity  of  Texas 
Health  C;enter,  PO  Box  2003,  Tyler,  TX  ^5^10  (21  t ) 8~''-'’2SS 

Anesthesiology 

June  9-10,  1990 

SEVEN  TH  ANNUAL  PAIN  SVMPOSIDM  Lubbock,  Tex.  Contact  Vicki 
Hollander,  Office  of  Continuing  Medical  Education,  Texas  Tech  I niver 
sity  Health  Sciences  Center,  Lubbock,  LX  "'9430  ( 806  ) "'43-2929 

Cardiology 

June  ■'-9,  1990 

CiARDlOLOCiY  CONFERENCE.  Lake  Tahoe,  Nev  Fee  5313  Categor>  1, 
AMA  Physician  s Recognition  Award;  1^.3  hrs  (.ontact  American  Col 
lege  of  Cardiolog>’,  Extramural  Programs,  Dept  3080,  VCashington,  D(. 
20061-3080  (301  ) 897-3400,  ext  228 

June  13-16,  1990 

ADVANCED  ECHOCARDKKiRAPHY  AND  DOPPLER  UI.TRASOIIND 
1990.  San  Diego.  Fee  5433.  Category  1,  A.MA  Physician  s Recognition 
Award;  23-3  hrs.  (iontact  American  (College  of  C^ardiolog>',  Extramural 
Programs,  Dept  3080,  VCashington.  D(,  20061  3080  ( 301  ) 897-3400. 
ext  228 

June  16,  1990 

ECHOCARDKKiRAPHY  IN  THE  NINE  ! lES,  VIDEO  TELECONFERENCE 
Dallas/Fort  Worth  Airport  Marriott  Dallas.  Fee  5130  (iategoiy  1,  A.MA 
Physician’s  Recognition  Award;  3.23  hrs.  C.ontact  American  (.ollege 
of  (Cardiology,  Extramural  Programs,  Dept  3080,  Washington,  IK. 

20061  3080  ( I 800)  233-46,36 

June  18-22,  1990 

WO  DI.MENSIONAI,  ECHOCARDKK.RAPHY  AND  ( ARDIAC  DOP 
PEER.  Uke  Buena  Vista.  Ela  Fee  5493.  Categon,  1,  AMA  Physician's 
Recognition  Award;  2"'  hrs.  (Contact  American  (College  of  (Cardiologv'. 
Extramural  Programs,  Dept  3080,  U'ashington,  D(,  200(il  3080  ( 301  ) 
89"’-3400,  ext  228 

Dermatology 

June  8-9,  1990 

ADVAN(CES  IN  SK.IN  (CAN(CF,R  MANA(iEMF.NT  San  Francisco.  Fee 
5230.  Category  1,  AMA  Physician's  Recognition  Award;  10  hrs  (Contact 
Extended  Program  in  Medical  Education,  Registration  Oftice,  Room 
C-124,  University  of  (California,  San  Francisco,  (CA  94  14.3-0742 

Emergency  Medicine 

June  23-29,  1990 

EMER('jEN(CY  MFCDKCINE  symposium  III  Hilton  Beach  and  Lennis  Re- 
sort, San  Diego.  Fee  5430,  3 day  symposium,  5.300  .3  day  symposium, 
5223  2 day  symposium.  (Category  1,  AMA  Physician's  Recognition 


Award,  (Category  I , American  (College  of  Emergency  Physicians,  Pre- 
scribed Hours.  American  Academy  of  Family  Physicians.  (Categore  2 1). 
American  Osteopathic  Association  (Contact  Oftice  of  (Continuing  Medi 
cal  Education.  L'niversity  of  (California,  .San  Diego.  .School  of  .Medicine, 
M-On,  La  Jolla,  (CA  92093-06 1 7,  ( 6 19 ) 334,3940 

Family  Practice 

June  2,  1990 

FAMll.'i  PRA(CTI(CFC:  (Cl.lNK.Al  ENCOUNTERS  1990  The  University  of 
Texas  Southwestern  .Medical  (Center.  Dallas  Fee  593  (Category  1.  .\,M.\ 
Physician's  Recognition  ,3ward;  7 hours,  .\merican  .Academy  of  Family 
Physicians  Prescribed  Hours;  - hrs.  (Contact  Freddie  Heitman.  (Conlinu 
ing  Education,  U'LS.AKC,  3,32,3  Harry  Hines  Bl\d,  Dallas,  LX  ■’32.33 
( 214  ) (■>88-2166 

General  .Medicine 

June  10-13.  1990 

FTFTll  .ANNUAL  SOUTH  PADRE  ISLAND  OB  (AN  SEMINAR  Sheraton 
Hotel,  South  Padre  Island.  Tex  (Contact  A'icki  Hollander,  Office  of  (Con 
tinning  .Medical  Education,  Texas  Tech  Uni\ersity  Health  Sciences  Cen 
ter,  Lubbock,  TX  ^94,30  ( 806  ) 74.3-2929 

June  13-13.  1990 

I.S.SUFCS  IN  PAIN  (CARE  South  Padre  Island,  Lex  Fee  53^3  (Categorv  1, 
A.MA  Phy.sician's  Recognition  .Award:  16  hrs  ( ontact  Oftice  of  (Continu 
ing  Medical  Education,  .Scott  & W hite  .Memorial  Hospital,  2401  S .31st 
St,  Temple,  TX  ^6308  ( 8 1 -)  ^^4-4083 

June  28-  30,  1990 

HK.HI  K.ILLS  IN  WO.MEN'S  IIFCAI  I II  (CARE  Hotel  Eldorado,  Santa  Fe. 
N.M  Fee  5,375.  (Category  I.  ,AM.A  Physician's  Recognition  Aw  ard:  l(i  hrs. 
(Contact  Sharon  Stermer,  Oftice  of  (Continuing  .Medical  Education.  Scott 
&.  W hite  .Memorial  Hospital,  240 1 S 3 1 st  St,  Lemple,  LX  7p5os{  (81^) 
774-40"’,3 

II  rv 

June  18-19,  1990 

A.MA  HIV  (CONEFCRFCN(CE:  COUNSELING,  LFCSI  IN(.,  AND  FARIA  (CARE 
Westin  St  Francis  Hotel.  San  Francisco  Fee  5200  (Contact  .American 
.Medical  Association,  333  North  Dearborn.  ( hic.igo.  II  60610  (312) 
643-30()0 

Oncology 

June  ^-8,  1990 

SF.V'FCN'  LH  SA  MPOSIU.M  ON  NU  LRU  ION  AND  (CAN(  ER  ( lark  ( linic 
Bldg  Auditorium.  M 1)  .Anderson  (Cancer  (Center,  Houston  (Contact  left 
Rasco,  (Conference  .Ser\  ices,  Box  131,  M D .Anderson  ( ancer  (Center, 
1313  Holcombe  Bl\d,  Houston,  LX  ■’■’0,30  (713)  "'92  2222 

Ophthalmology- 

June  1-2,  1990 

.3RD  ANNUAL  (CON'LAt  C'L  LENS  (COURSE.  W ashington  Unnersity  Medi 
cal  (Center.  St  Louis  (Contact  (Cathy  (Caruso,  Office  of  (Continuing  .Medi 
cal  Education.  W ashington  University  .School  of  .Medicine,  (KiO  .South 
Euclid,  Box  8063,  St  Louis,  MO  631  10  ( I 800 ) 323  9862 


Volume  H6  May  1990 


82 


Otolaryngology 
June  1-1-16,  1990 

UPDATES  IN  OTOlARYNGOLOCiY.  San  Luis  Hotel,  Galveston,  Tex. 
Category  1,  AMA  Physician’s  Recognition  Award;  14  hours.  Contact 
Martha  Berlin,  The  University  of  Texas  Medical  Branch,  Office  of  (Con- 
tinuing Education  1-34,  '’101  Shearn  Moody  Plaza,  Galveston,  TX 
77550  (409)  761-2934 

Pediatrics 

June  11-15,  1990 

ACUTE  CARE  PEDIATRICS.  Mariner’s  Inn,  Hilton  Head  Island,  SC.  Con 
tact  I’amara  (ireiner,  Baylor  College  of  Medicine,  Office  of  Continuing 
Education,  One  Baylor  Plaza,  Houston,  TX  77030  (713)  798-6020 

June  21-23,  1990 

39TH  ANNUAL  PEDIATRIC  REVIEW.  San  Luis  Hotel,  Galveston,  Tex. 
Fee  S275  before  May  24.  Categoiy-  1,  AMA  Physician’s  Recognition 
Award;  15  hrs.  Contact  Gayle  Norris,  The  University  of  Texas  Medical 
Branch,  Office  of  Continuing  Education  J-3-t,  7101  Shearn  Moody 
Plaza,  Galveston,  TX  77550  (-t09  ) 761-29.34 

June  21-22,  1990 

PEDIATRIC  ADVANCED  LIFE  SUPPOR  T Fee  S225.  Category  1,  AMA 
Physician’s  Recognition  Award;  1 3 hrs.  (Contact  Office  of  Continuing 
Medical  Education,  Scott  & White  Memorial  Hospital,  2-i01  S 31st  St, 
Temple,  TX  76508  (817)  774-3 1 97 

Psychiatry 

June  8-9,  1990 

SYMPOSIUM  ON  THE  THREAT  TO  THE  COSMIC  ORDER.  San  Fran- 
cisco. Contact  University  of  California  San  Francisco,  Extended  Pro- 
grams in  Medical  Education,  Room  C-12-4,  San  Francisco,  CA  9-al43 
(415)  476-4251 


Urology 
June  2-’’,  1990 

BASIC  SCIENCES  FOR  UROLOfiY  RESIDENTS,  University  of  Virginia, 
Charlottesville,  Va.  Fee  S300.  Categoiy  1,  AMA  Physician’s  Recognition 
Award;  -i0-50  hours.  Contact  Kim  Ishee.  AUA  Office  of  Education,  6750 
W Loop  South,  Ste  900,  Bellaire,  TX  77401  (^1 3)  665-7500 

June  ^-9,  1990 

FRONTIERS  IN  ENDOSURGERY;  FLEXIBLE  ENDfXSCOPY,  lASER  SUR- 
C,ER't  . AND  ENDOUROLOGICAL  TECHNIQUES.  Washington  Univer- 
sitv’  Medical  Center,  St  Louis.  Contact  Cathy  Caruso,  Office  of  Con- 
tinuing Medical  Education,  Washington  liniversity  School  of  Medicine, 
660  South  Euclid,  Box  8063,  St  Louis,  MO  63110  ( 1-800)  325-9862 

June  17-20,  1990 

ENDOUROLOGY  URETEROSCOPY.  Orlando,  Fla.  Fee  S275.  Categoiy 
I,  AMA  Physician’s  Recognition  Award;  16  hrs.  Contact  Alice  Hender- 
son, American  Urological  Association,  Inc,  6750  W Loop  South,  Ste 
900,  Bellaire,  TX  '^7401  ( 71 3 ) OOS  -'SOO 

June  22-23,  1990 

CONTEMPORyXR’V  MANAGEMENT  OF  PROSTATIC  CANCER,  BPH, 
AND  COMMON  PEDIATRIC  UROLOGIC  DISORDERS.  San  Antonio, 
Tex.  (Y)ntact  Donna  Torbet,  Centers  of  Excellence,  8026  Floyd  Curl 
Dr,  San  Antonio,  'IX  '78229  (512)  692-8257 

June  29-July  1,  1990 

URE'TEROSCOP3’  IN  UROLOGY.  Seattle.  Fee  S275.  Category  I,  AMA 
Physician’s  Recognition  Award;  16  hrs.  Contact  Alice  Henderson, 
American  firological  Association,  Inc,  6750  W Loop  South,  Ste  900, 
Bellaire,  TX  77401  ( 71 3 ) 665-'7500 

June  30-July  I,  1990 

HANDS  ON  ULTRASOUND.  Cleveland.  Fee  »600.  Categoiy'  1,  AMA 
Physician’s  Recognition  Award;  16  hrs.  Contact  Alice  Henderson, 


SCOTT&WHITE 


TEXAS  A&.M  IJNIVERSTTY 

CQLLEGE^/MEDICINE 

C 0 I,  I,  K G K S T A T ION*  T K M l>  1,  E 


Issues  In  Care-- 

PAIN 

Evaluation  And  Management  Of 
Difficult  Pain  Syndromes 

June  14  - 17,  1990 
South  Padre  Island,  Texas 

With  Discussions  of  Clinical  Topics  in: 

Pelvie/Abdominal  Pain 
Pain  Syndromes 
Ne u ro  1 ogy /Rh e LI  m a t o I og\  Pa i n 
Pain  Management 


Highlights  In 
Women’s  Health  Care 

Santa  Fe,  New  Mexico 
June  28  - 30,  1990 

With  Discussions  of  Clinical  Topics  In: 

Abnormal  Bleeding 
Cancer  .Screening 
Obesity  Management 
(iastroenterologv 
Menopause 


For  more  information  or  to  register,  contact:  Office  of  Continuing  Medical  Education,  Scott  and  Wliite 
Temple,  Texas  76508,  (817)  774-4073- 


Texas  Medicine 


American  Urological  Association,  Inc,  6-SO  \\  l.oop  South,  Stc  9t)(), 
Bcllairc,  I X ^^401  (^I.S)  hhS  -^SIH) 

JUIY 

Advanced  Cardiac  Life  Support 
July  16- I",  1990 

Scott  & White  Memorial  Hospital,  Temple,  Tex.  Fee  S1"’S.  Category-  I, 
AMA  Physician's  Recognition  A\sard,  13  hrs  C.ontaet  Oftiee  o(  Catntinu- 
ing  Medical  F'ducation,  Scott  White  Memorial  Hospital,  2401  S 3 1st 
St.  Temple,  TX  ■'6308  (81^)  ^■’4-319' 

Advanced  Trauma  Life  Support 

July  12-13,  1990 

Scott  & XX'hite  Memorial  Hospital,  Temple,  Tex  Fee  S4~3.  C.ategrtry  1, 
AMA  Physician's  Recognition  .Aw  ard;  13  hrs  CTtntact  Ofhee  of  C.ontinu 
ing  Medical  Education,  Scott  & White  Memorial  Hospital,  2401  S 31st 
St,  Temple,  TX  '’6308  (817)  774-319^ 

Cardiology' 

July  12-14,  1990 

ADVANCES  IN  CARDlOl.CX.A'  Hancock,  .Mass,  Fee  S293.  Category  I, 
AMA  Physician's  Recognition  Award;  1 3 hrs.  (x)ntact  Berkshire  Area 
Health  Education  Center,  "’23  North  St,  Pittsfield,  MA  01201  (413) 
447-24  1^ 

General  Medicine 
July  19-20,  1990 

SPECIAL  CHALEENCiES  IN  GENERAL  .MEDICINE,  Hancock,  Mass.  Fee 
S293.  Category  1 , AMA  Physician's  Recognition  Award;  1 3 hrs.  Contact 
Berkshire  Area  Health  Education  Center,  "^23  North  St.  Pittsfield,  ,MA 
01201  (413)  447-24n 

Obstetrics  and  Gynecology 

July  28- Aug  3,  1990 

ISSUES  IN  PRENATAL  DIAGNOSIS  AND  MANACiEIMENT.  Snowmass  Vil- 
lage, Colo  Fee  $473.  Category  I,  A.MA  Physician's  Recognition  Award; 
23  hrs.  Contact  Office  of  Continuing  .Medical  Education,  Scott  & White 
Memorial  Hospital,  2401  S 31st  St,  Temple.  TX  "'6308  (81'’)  7"'4-4083 

July  29-Aug  1,  1990 

W'OMEN'S  HEALTH  CARE  IN  THE  90s.  Jackson  Hole,  Wyo  Fee  S230. 
Category  1.  AMA  Physician's  Recognition  Award;  13  hours.  Contact 
Vicki  Hollander,  Offiee  of  Continuing  Medical  Education,  Texas  Tech 
University  Health  Sciences  Center,  Lubbock,  TX  79430  (806) 
^42-2929 

Oncology 

July  16-18,  1990 

MEDICAL  APPLICA  TIONS  OF  lASER  IRR/\DIATION;  DOSLME  TR3 
PROBLEMS.  Clark  Clinic  Bldg  Auditorium.  .VLD  Anderson  Cancer  Cen- 
ter, Houston.  Contact  Jeff  Rasco,  Conference  .Services,  Box  131.  M.D 
Anderson  Cancer  Center,  1313  Holcombe  Blvd,  Houston,  TX  ■’■'030 
(^13)  792-2222 

Pathology 

July  14,  1990 

PIACENTAL  PA  THOLOGY  AND  IABORA  TOR4  INSPEC  LION  SE.Ml 
NAR.  Marriott  Riverwalk  Hotel,  San  Antonio,  Tex.  Ciategory  1,  AMA 
I Physician's  Recognition  Award;  8 hrs.  Contact  Nancy  .Sw  inney,  Texas 
1 Society  of  Pathologists,  1801  N Lamar  Blvd,  Austin,  TX  ■’8"'01  (312) 

I 477-6704 

Sports  Medicine 

July  6-'’,  1990 

8TH  ANNUAL  CONFERENCE  ON  INNOVATIONS  IN  SPORTS  .MEDl 
CINE.  San  Luis  Hotel,  Cialveston,  Tex  Fee  SI 30.  Category  1,  A.MA  Phy- 
sician's Recognition  Award;  13  hrs.  Contact  Gayle  Norris,  The  Ihii 
versity  of  Texas  .Medical  Branch,  Office  of  txnitinuing  Education  J-34. 
-101  Shearn  .Moody  Plaza,  Galveston,  TX  —330  (409)  -61-2934 

1 

i 


llrology' 

July  14-13,  1990 

H,\NDS-ON  ULTRASOUND.  DFW  Airport,  Dallas.  Fee  S600  Category  I. 
A.M.A  Physician's  Recognition  Award;  l(i  hrs.  Contact  .Alice  Henderson, 
.American  Urological  Association,  Inc,  6730  W Loop  South,  Ste  900, 
Bcllairc,  TX  7-40 1 ( - 1 3 ) 663-7300 

July  21-22,  1990 

HANDS  ON  ULTRASOUND  Los  Angeles  Fee  S600.  Category  1,  AMA 
Physician's  Recognition  Award;  16  hrs  Contact  Alice  Henderson, 
American  Urological  As.sociation,  Inc,  6'’30  W Loop  .South,  Ste  900, 
Bellaire,  TX  7'’40 1 ( - 1 3 ) 663  -300 

AUGUST 

Emergency  .Medicine 
Aug  20-24,  1990 

EMERGENCY  MEDICINE  .SYMPOSIU.M  11  La  Jolla  .Marriott  Hotel,  La 
Jolla,  Calif  Fee  5430,  3 day  .symposium.  5300  3 day  symposium,  5223 
2-day  symposium.  Category  I.  A.MA  Physician's  Recognition  Award 
Contact  Office  of  Continuing  .Medical  Education,  Unix  ersity  of  (Califor- 
nia, San  Diego,  School  of  Medicine,  M-0I-,  La  Jolla,  CA  92093-06 1-, 
(619)  334-3940 

General  Medicine 

Aug  4,  1990 

CANCER:  PREA’ENTION  AND  EARLY  DETEC  TION  W estm  Hotel  (.al 
leria,  Dallas  Fee  593  practitioners,  530  residents  with  letter  of  verifica- 
tion Category  1,  A.MA  Physician's  Recognition  Award;  - hours.  Contact 
Diane  Pitkin,  Continuing  .Medical  Education,  St  Paul  Medical  (Center, 
3909  Harry  Hines  Blvd,  Dallas  -3233  ( 214  ) 8-9-3^89 

Internal  .Medicine 

Aug  3-10,  1990 

NIN  TH  ANNUAL  IN  TERNAL  .MEDICINE  REV  IEW  FOR  THE  PRLMAR3 
(CARE  PFD’SKCIAN.  South  Padre  Island,  Tex  Fee  5423.  (Category  I,  AMA 
Physician's  Recognition  Award;  23  hrs.  (Contact  Office  of  (Continuing 
Medical  Education,  .Scott  & White  Memorial  Hospital,  240  1 S 31st  St, 
Temple,  TX  -6308  ( 8 1 7 ) 774-2330 

Orthopedic  Surgery 

August  3—4,  1990 

.MANA(.E.MFCNT  OF  PO.S'T-.SURGKCAT  AND  POS  T TR.AU.MA  TKC  COM 
PI.KCATIONS  IN  OR  TH()PED1C.S.  St  Louis.  (Contact  Wa.shmgton  liniver 
sity  School  of  Medicine,  Office  of  (Continuing  Medical  Education,  (i60  S 
FCuclid  Ave,  St  Louis,  ,M( ) 63 1 1 0 ( 3 1 4 ) 362-6893 

SEPTEMBER 

Advanced  Cardiac  Life  Support 
Sept  10-11,  1990 

Scott  & White  .Memorial  Hospital,  Temple,  Tex  Fee  5 1 -3,  (Category  I, 
A.MA  Physician's  Recognition  Award;  13  hrs  (Contact  Office  of  (Continu 
ing  .Medical  Education,  .Scott  (It  W hite  .Memorial  llo.spital,  2401  S 31st 
St,  Temple,  TX  -(i308  (817)  ■’74-4083 

Advanced  Trauma  Life  Support 

Sept  13-14,  IWO 

.Scott  & White  .Memorial  Hospital,  Temple,  Tex  Fee  S4-3  (Category  I, 
AMA  Physician's  Recognition  Award;  |-  hrs.  (Contact  Office  of  (Continu- 
ing .Medical  Education,  Scott  & White  .Memorial  Hospital,  2401  S 31  si 
St,  Temple,  TX  ■’6308  (8|  - ) —4  4083 

General  Medicine 

Sept  --8,  1990 

2ND  ANNUAL  .MANA(,FCD  HEALTH  (CARE  (C()NFFCRFCN(CFC  San  Tuis 
Hotel,  Galveston,  Tex.  (Contact  (kit  le  Norris,  The  lini\'ersit\  of  Texas 
Medical  Branch,  Office  of  (Continuing  Education  J-34,  -|0I  Shearn 
Moody  Plaza,  Galveston,  TX  77330  ( 409  )-(>  1 2934 
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Psychiatry 


Sept  21-23,  1990 

I'OrAl.  jOIN  T IMPIANT  RKVIEW  tXlURSE.  Eubbock,  Tex.  Contact 
Vicki  Hollander,  Ofticc  of  Continuing  .Medical  Education,  Texas  Tech 
University  Health  Sciences  (x'nter,  Eubbock,  TX  79430  (806) 
742-2929 

.Sept  28-29,  1990 

NEl’R()EOG3  FOR  THE  PREMAR>’  CARE  PEDSICIAN  Hyatt  Regency 
Hotel,  ,San  Antonio,  Tex.  Fee  82S()  Category  1,  AMA  Physician’s  Recog- 
nition Award;  1 1 hrs.  (Xintact  Office  of  C.ontinuing  Medical  Education, 
Scott  & White  Memorial  Hospital,  2-tOI  S 3 1st  St,  Temple,  TX  76308 
(8n)  77-4-t083 

Internal  Medicine 

.Sept  -t-8,  1990 

I3TH  ANNUAL  UPDATE  IN  INTERNAL  MEDICINE,  Westin  Hotel, 
Dallas.  Fee  TBA.  Credit  TBA.  Contact  Ro.se  Bayles,  UTSMC.  Department 
of  (iontinuing  Education,  3323  Harry  Hines  Blvd,  Dallas,  TX  73233 
(214)688-2166 

Sept  23-26,  1990 

DIABETES  MEEl.rruS.  The  flniversity  of  Texas  Medical  Branch,  Gal- 
veston, Tex.  (Xintact  C.andace  Pardue,  UTMB,  Office  of  Continuing 
Education  J "’101  Shearn  Moody  Plaza,  Cialveston,  TX  77330  (409) 
761-29.34 

General  Surgery 

.Sept  13,  1990 

SURCdC.AI.  INFECTIONS,  (,rand  Kempinski  Hotel,  Dalla.s.  Fee  *93. 
(;ategory  1,  AMA  Physician's  Recognition  Award;  7 hours.  Contact 
Diane  Pitkin,  (X)ntinuing  Medical  Education,  St  Paul  Medical  Center, 
3909  Harr>'  Hines  Blvd,  Dallas,  TX  73233  ( 21 4 ) 879-3789 

Internal  Medicine 

Sept  4-8,  1990 

I 3TH  ANNUAL  UPDATE  IN  INTERNAL  MEDICINE.  Dallas,  Contact 
Rose  Bayles,  (Xintinumg  Education,  The  University  of  Texas  Southwest- 
ern Medical  (ienter,  3323  Harry  Hines  Boulevard,  Dallas,  '["X  73234 
(214)688  2166 

Obstetrics  and  Gynecology 

.Sept  13-13,  1990 

tX)EPOS(X)P'V  WORKSHOP,  (irand  Kempinski  Hotel,  Dallas.  Contact 
June  Bovill,  (Xintiniiing  fXIucation,  Lhe  (Iniversity  of  Texas  Southwest- 
ern Medical  (x-nter,  3323  Harry  Hines  Boulevard,  Dallas,  TX  73234 
(214)688  2166 

Sept  20-21,  1990 

SEVENTEEN  EH  ANNUAL  PERINA  LAE  SEMINAR  Scott  & White  Memo 
rial  Ho.spital,  Temple,  Tex.  Fee  S70.  C.ategory  1 , AMA  Physician’s  Rec- 
ognition Award;  1 I hrs.  Contact  Office  of  (X)ntinuing  Medical  Edu- 
cation, Scott  & White  Memorial  Hospital,  2401  S 31st  St,  Temple,  TX 
76308  (817)  774-4083 

Sept  28-29,  1990 

12TH  ANNUAL  SEMINAR  IN  OBS  EE  ERICS  AND  GYNECOLOGY.  Eub 
bock,  Eex.  (Xintact  Vicki  Hollander,  Office  of  (Xtntinuing  Medical  Edu- 
cation, Eexas  lech  University  Health  Sciences  Center,  Eubbock,  TX 
794,30  (806)  742-2929 

Oncology 

.Sept  I4I-16,  1990 

PAIN  MANAGEMEN  T Houstonian  Hotel,  Hou.ston.  (Contact  Jeff  Rasco, 
fXinference  .Services,  Box  131,  M.D.  Anderson  C.ancer  Center.  1313 
Holcombe  Blvd,  Houston,  TX  77030  (713)  792-2222 

Sept  30— Oct  4,  1990 

SEVEN  EH  INTERNATIONAL  EYMPHOKINE  WORKSHOP.  St  Anthony 
Hotel,  -San  Antonio,  Tex.  Contact  Jeff  Ra.sco,  Cionference  Services,  Box 
131,  M.D.  Anderson  (;ancer  Center,  1313  Holcombe  Blvd,  Houston,  TX 
^70,30  (713)  792-2222 


Sept  24-28,  1990 

COLIRSE  ON  ALCOHOLISM.  LISAF  Regional  Ho.spital,  .Sheppard  Air 
Force  Ba.se,  Tex.  Category  1,  AMA  Physician’s  Recognition  Award;  24 
hrs.  Contact  Lt  Col  John  F.  Butler,  llSAF  Regional  Hospital,  Sheppard/ 
SGHMA,  Sheppard  Air  Force  Base,  TX  76311-3300  (817)  831-2713 

Urology 

.Sept  7-9,  1990 

PROSTATE  CANCER.  Dallas.  Fee  S273.  Category  1,  AMA  Physician’s 
Recognition  Award;  1(>  hrs.  Contact  Alice  Henderson,  American  Uro- 
logical Association,  Inc,  6730  W Loop  South,  Ste  900,  Bellaire,  TX 
77401  (713)663-7300 

OCTOBER 

Emergency  Medicine 

Oct  26-27.  1990 

SIXTH  ANNUAL  EMERGENCY  MEDICINE  REVIEW  .San  Antonio,  Tex. 
Fee  S230.  Category  1,  AMA  Physician’s  Recognition  Award;  12  hrs. 
Contact  Office  of  Continuing  Medical  Education,  Scott  & White  Memo- 
rial Hospital,  2401  S 31st  .St,  Temple.  TX  76308  (817)  774-4083 

Gastroenterology 

Oct  3-6,  1990 

GASTROENTEROLOGY  IIPDATE.  Westin  Hotel,  Dallas.  Contact  Rose 
Bayles,  Office  of  Continuing  Education,  The  University  of  Texas  South- 
western Medical  Center,  3323  Harry  Hines  Blvd,  Dallas,  TX  73233 
(214)688-2166 

General  Practice 

Oct  19-20,  1990 

SIXTH  ANNUAL  WOMEN’S  HEAL  TH  CARE.  Texas  A&M  College  of 
Medicine,  College  Station,  Tex,  Fee  SI 30.  (Category'  1,  AMA  Physician’s 
Recognition  Award;  8 hrs.  Contact  Office  of  Continuing  Medical  Educa- 
tion, Scott  & White  Memorial  Hospital,  2401  S 31st  St,  Temple,  TX 
76308  (817)  774-4083 

Orthopedic  Surgery 

Oct  23-27,  1990 

ORTHOTICS  AND  PROSTHETICS.  Dalla.s  Fee  $223.  Contact  Ann  Carl- 
ton, P E,  The  University  of  Texas  .Southwestern  Medical  Center,  3323 
Harry  Hines  Blvd,  Dallas,  TX  73233  ( 214)  688-3323 

Otolaryngology 

Oct  19-20,  1990 

lASER  SURGERY  AND  .SAFE'IT  IN  (fTOIARVTVGOLOGY.  Galveston. 

Fee  $1,000.  Category  I,  AMA  Physician’s  Recognition  Award;  16  hrs. 
(X)ntact  fAndace  Pardue,  UEMB,  Office  of  Continuing  Education  J-34, 
7101  Shearn  Moody  Plaza,  Cialveston,  TX  77330  (409)  761-2934 

Radiology 

Oct  261-28,  1990 

DIAGNOSTIC  RADlOLOCiY  UPDATE  Doubletree  Hotel,  Dallas.  Con- 
tact Dolly  Christensen,  Dept  of  Radiology,  The  University  of  Texas 
Southwestern  Medical  Center,  3323  Harry  Hines  Blvd,  Dallas,  TX 
73233  (214)  390  8613 

Urology 

Oet  23-27,  1990 

BLADDER  CANCER.  Atlanta.  Fee  $273.  Category  1,  AMA  Physician’s 
Recognition  Award;  1 6 hrs.  Contact  Alice  Henderson,  American  Uro- 
logical Association,  Inc,  6730  W Loop  .South,  Ste  900,  Bellaire,  TX 
77401  (713)663-7300 


Texas  Medicine 


EXCESS 

MALPRACTICE 

LIMITS 

(Over  Medical  Protective 
insurance  Only) 

Have  your  local  independent 
agent  contact  us  or  call 
Russell  Grace  for 
more  information: 


Phone:  817/332-9268  Dallas:  214/429-1300 
WATS  800-792-1136  FAX  817/332-4607 

2304  West  Seventh  Street  Fort  Worth,  Texas  76107 


iS 

ma 

ACl 

FJ 

Ui  li 

1C 

serving  your  professional  needs  since  1 932 

PHYSICIANS... 

ARE  YOUR  INSURANCE  RECEIVABLES  A PROBLEM? 

The  Law  Offices  of  J.D.  Johnson  & Associates 
enforces  the  rights  of  Plastic  Surgeons,  and  other 
physicians  throughout  Texas,  against  insurance 
companies  who  have  withheld  medical  benefits 
owed  on  valid  claims  for  services  provided  by  the 
physician.  Our  legal  experts  have  recovered  a 
substantial  amount  of  money  on  claims  which 
were  unreasonably  denied,  in  whole  or  in  part,  for 
such  typical  excuses  as: 

• The  physician’s  fees  exceed  reasonable  and  customary 

• The  service(s)  provided  was  not  medically  necessary 

• The  service(s)  provided  was  cosmetic/non-functional 

We  offer  a flexible  contingency  arrangement 

NO  RECOVERY...NO  CHARGE  TO  PHYSICIAN 

If  your  insurance  receivables  have  become  a 
problem. ..J.D.  Johnson  & Associates  welcomes  the 
opportunity  to  discuss  your  situation. 

The  Law  Offices  of  (713)521-0105 

J.D.  Johnson  & Associates  FAX  (713)  529-4867 
Attorneys  at  Law 

No  designation  has  been  made  by  the  Texas  Board  of  Legai  Speciaiization 
for  a certificate  of  special  competency  in  this  area. 


Your  Best  Investment 
Since  Med  School 


Certified  Medical  Assistants  make 
your  practice  more  professional. 


Helping  Physicians  Care  fur  Texans 


Society  of 

Medical 

Assistants 


Administrative  Office 
1801  North  Lamar  Blvd. 
Austin,  Texas  78701 


JUNE -OCTOBER 


Computer  Applications 


Risk  Management 

For  information  on  the  following  courses,  contact  Rosemary  (iafner, 
Edl).  Paracommunications.  Inc,  2500  City  Vi'est  Blvd,  Ste  500,  Hous- 
ton, TX  ^-0.50  ( ~ 1 5 ) ~89-33~5 


Nov  -i-".  1990 

SYMPOSIUM  ON  COMPU  I ER  APPLICATIONS  IN  MEDICAL  CARE. 
Vfashington,  D(L  Contact  The  George  Washington  University  Medical 
Center,  Office  of  Continuing  Medical  Education,  2300  K St,  N>X',  Wash- 
ington, DC  2003^ 


Eorensic  Obstetrics 
June  8,  1990,  Dallas 
lime  23,  1990,  San  Antonio 
Inly  13.  1990,  San  Antonio 
|uly  21,  1990,  Amarillo 
|ul\  2"’,  1990.  fairpus  Cdiristi 
Aug  10,  1990.  Harlingen 
Aug  15.  1990.  El  Paso 


Aug  18,  1990,  San  Angelo 
Aug  25,  1990,  Austin 
Oct  6.  1990,  Dallas 
Oct  12,  1990,  Austin 
Oct  2-1,  1990,  Port  W orth 
Oct  26,  1990,  Abilene 


.Medico-Legal  Issues  in  .Medical  Risk  .Management 
June  9.  1990,  Dallas  Oct  1990,  Dallas 

July  1 4,  1 990,  San  .Antonio  Oct  1 4.  1990.  .Austin 

lull'  28,  1990,  Cairjsus  Christ!  Oct  2“’,  1990,  Abilene 

,Aug  I 1,  1990.  Harlingen 


Quality  Assurance  and  Proper  (2iar 
July  l4,  1990,  San  Antonio 
July  28,  1990,  (atrpus  (2iristi 
Aug  1 I.  1990.  Harlingen 

Principles  Of  Medical  Risk  .Managei 
June  8,  1990,  Dallas 
June  23,  1990,  San  Antonio 
Jul\  13,  1990,  .San  Antonio 
Juh  21.  1990.  Amarillo 
July  2"'.  1990,  Corjsus  (diristi 
Aug  10,  1990,  Harlingen 
Aug  15,  1990,  El  Paso 


ag  in  .Medical  Risk  .Management 
Oct  1990  Dallas 
Oct  1 4.  1990.  Austin 
Oct  27,  1990,  Abilene 

ent  Eor  Physicians 
Aug  18,  1990,  San  Angelo 
, Aug  25,  1990.  .Austin 
Oct  6,  1990,  Dallas 
Oct  12.  1990.  Austin 
Oct  24,  1990.  Fort  W orth 
Oct  26,  1 990,  Abilene 


Leehniques  of  Reducing  the  Erequency  of  .Medieo-l.egal  Lawsuits  Using 
Paracommunications  and  Neurolinguistics 


June  9,  1990.  Dallas 
lime  l4,  1990.  Lufkin 
lime  20,  1990,  Lubbock 
lime  21,  1990,  San  Angelo 
|ulv  l4,  1990,  San  Antonio 
Inly  19,  1990,  W ichita  Falls 
|ul>  28,  1990,  C.orjsus  C hrist! 
Aug  I I,  1990.  Harlingen 


Aug  16,  1990,  El  Paso 
Aug  23,  1990.  New  Orleans 
.Aug  25,  1990,  Austin 
Oct  1990,  Dallas 
Oct  1 4.  1990,  Austin 
Oct  23.  1990,  Fort  W orth 
Oct  2’’,  1990.  Abilene 


Internal  Medicine 

Nov  8-  10,  1990 

DIABETES  L PDATE.  San  Luis  Hotel,  Galveston,  Tex.  C^ategory  1,  AMA 
Physician's  Recognition  Award;  12  firs,  (kintact  The  University  of 
Texas  .Medical  Branch.  Office  of  C^ontinuing  Education,  J-34,  7101 
Shearn  .Moody  Plaza,  Cialveston,  TX  —’550  (409)  "’61-2934 

Otolaryngology 

Nov  8- 10,  1990 

TE.MPORAL  BONE  .MINI-GOURSE,  CLalveston.  Eee  S500.  Gategor\-  1, 
AMA  Physician's  Recognition  Award;  20  hrs.  (kintact  I'he  University  of 
I'exas  .Medical  Branch,  Office  of  Gontinuing  Education,  J-34,  7101 
Shearn  .Moody  Plaza,  Galveston,  Ity  ~"’550  (409)  7Ci  1-2934 


Psychiatry’ 


Nov  ^-12,  1990 

ACUTE  AND  C HRONIC  INFECTIONS  AFFECTING  BRAIN  DYSFUNC 
LION  AND  BEILAA  IOR.  A’ancouver,  Briti.sh  Columbia.  Category  1,  AMA 
Physician's  Recognition  Award;  20.5  hrs.  Contact  Ann  McCormick, 
Southern  Cailifornia  Neurop.sychiatric  Institute,  Ci'^94  La  Jolla  Blvd,  La 
Jolla,  C:A  9203"’  (619)  454-2102 

Lirology 

Nov  15-n.  1990 

PEDIA'I'RIC  UROLOGA’  San  Diego.  Fee  S2"’5.  Category  1,  AMA  Physi- 
cian's Recognition  Award;  ICi  hrs.  Contact  Alice  Henderson,  American 
I'rological  Association, Inc,  (i"’50  W Loop  South,  Ste  900,  Bellaire,  TX 
■’^401  (~13)665-~500 


VIDEO  PROGRAMS  EOR  CME  CREDIT 


AMERICAN  MEDICAL  TELEVISION 


NOVEMBER 

Advanced  Cardiac  Life  Support 

Nov  5-6,  1990 

ACd.S  Temple,  Lex.  Fee  SI "’5.  Caitegori  I,  A.MA  Physician's  Recogni- 
tion Aw  ard;  13  hrs.  Contact  Office  of  (aintinuing  .Medical  Education. 
.Scott  <Sl  White  Memorial  Hospital,  2401  S 31st  St,  Temple,  TX  '"’6508 
(81^)  ■’■’4-408,3 


American  Medical  Television  is  shown  every  Sunday  10  am—  12  Noon 
ES'T  on  the  Discovery  Channel.  Instructions  for  obtaining  Category  1 
credit  are  provided  during  the  programming.  Contact  Melissa  Shear, 
American  .Medical  As.sociation,  Division  of  Communications  and  Radio, 
Television  and  Film  .Services,  535  N Dearborn  St,  Chicago,  IL  60610 
(312)  645-4,393  AMA  Video  (dinic  tapes  also  arc  available  on  loan 
from  the  Te.xas  Medical  Association's  Library.  Contact  Carolyn 
Thompson,  TMA  Library,  1801  N laimar  Blvd,  Austin,  TX  78701  (512) 
477  6‘704,  ext  195 

May 


Advanced  Trauma  Life  Support 

Nov  8-9,  1990 

ALLS.  Temple,  Tex.  Eee  S4"’5.  Category  1.  A.MA  Physician's  Recognition 
Award;  U"  hrs.  (aintact  Office  of  Continuing  .Medical  Education,  .Scott 
tS:  W hite  .Memorial  Hospital,  2401  S 31st  St,  Temple,  TX  76508  (81^) 
'^4-4083 

Allergy 


■May  6.  1990,  10  am-  1 1 am 

AMA  SPECIAL  PRILSEN'TA  LION:  NEUROMUSCUIAR  BLOCKADES  AND 
THE  CRTTICAI.L')’  ILL  PATIENT  (attegory  1,  AMA  Physician’s  Recogni- 
tion Award,  1 hour 

May  6,  1990,  1 1 am—  1 1:30  am 

AMA  SPECIAL  REPORT:  CARDIOVASCUIAR  RISK  FACTORS  IN 
CHILDREN 


Nov  1-3,  1990 

CLINICAL  ALLERGY  FOR  THE  PRAf ; TlCINCi  PHYSICIAN,  St  Louis, 
(arntact  Cathy  (airu.so.  Office  of  (aintinuing  Medical  Education,  Wash- 
ington University  School  of  Medicine,  660  S Euclid,  St  Louis,  MO 
631  10(314)  325-9862 


May  6,  1990,  1 1 :30  am—  1 2 noon 
AMA  SPECdAl.  REPORT 

May  13,  1990.  10  am— 11  am 

AMA  SPECIAL  REPORT:  SEXUALLY  TRANSMITTED  DISEASES 


.May  13,  1990,  1 1 am-  1 1:.30  am 

AMA  UPDA  TE:  ADVANCES  IN  THE  UNDERSTANDING  AND  TREAT- 
.MENT  OF  ALLERGIC  RHINITIS 


Texas  Medicine 


May  13,  1990,  I 1:30  am- 12  noon 

AMA  SPHC:iAl.  RF.FOR  1 ; FIRST  (X)MFS  C;ARIN(. 

May  20,  1990,  10  am-  1 1 am 

AMA  VlDFOCl  lNIC:  FnYSIOI,(KjlC;Al.  .MODFLS  FOR  RATIONAI, 
THFRAFFT  TK;  DFCISIONS  in  in  RFR'rFNSION.  Category  1,  AMA  Phy 
sician’s  Recognition  Award;  1 hour 

May  20,  1990,  1 1 am  - 1 130  am 
AMA  UPDATE 

May  20,  1990,  1 1;30  am-  12  noon 
AMA  UPDA  l E ON  HDl,  CHOLFSTEROl, 

May  2^,  1990,  10  am-  10:30  am 
AMA  SPECIAL  Rl-:POR  1 

May  1~’.  1990,  10:30  am-  1 1 am 

AMA  UPDATE:  ADVANC  ES  IN  THE  UNDERS  TANDlNCi  AND  TREAT 
MENT  OF  ALLERC.1C  RHINITIS 

May  27,  1990,  1 1 am—  12  noon 
VC  ASHINCTON  MEDK;aL  ROUNDS 

TELECONFERENCE  NETWORK  OF  TEXAS 

May 

May  10,  1990 

COSMETIC  DERMATOI.OCiY.  Fee  STS  for  1-S  people,  SIO  per  each 
additional  person.  Category’  1,  AMA  Physician's  Recognition  Award;  1 
hour.  CContact  Kathy  Dick,  The  Univ  ersity  of  Texas  Health  Sciences 
Center,  7703  Floyd  Curl  Driye,  San  Antonio,  TX  ~828-i-"’9^8  ( S12  ) 
S6^-2700 

SOCIE  lY  FOR  CRITICAL  CARE  MEDICINE  ANNUAL  EDUfCAl  lONAL 
AND  SCIENTIFIC  SYMPOSIUM,  San  Francisco,  May  29-June  1,  1990. 
Contact  SfXCM,  251  E Imperial  Hwy,  Ste  480,  Fullerton,  CCA  92635 
(714)  870-5243 

June 

June  7,  1990 

OTOIAR’VTVCIC  EMERGENCIES.  Fee  875  for  1-5  people,  810  per 
each  additional  person.  Categorv'  1 , AMA  Physician’s  Recognition 
Award;  1 hr.  CContact  Kathy  Dick,  The  Univ  ersity  of  Texas  Health  Sci- 
ences Center,  7703  Floyd  Curl  Drive,  San  Antonio,  TX  ^8284-79~’8 
(512)  567-2700 

June  21,  1990 

TINNITUS.  Fee  875  for  1-5  people,  810  per  each  additional  person. 
Categoiy’  1,  AMA  Physician’s  Recognition  Award;  1 hr  CContact  Kathy 
Dick,  The  University  of  Texas  Health  Sciences  Center,  ■’703  Floyd  Curl 
Drive,  San  Antonio,  TX  78284-7978  (512)  567-2700 

July 

lulv  5,  1990 

DUGNOSIS  AND  MANAGEMENT  OF  VIRAL  HEPA  TTHS  Fee  8-^5  for 
1-5  people,  810  per  each  additional  person.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  1 hr.  Contact  Kathy  Dick,  The  Univ'ersitv'  of 
Texas  Health  Sciences  Center,  7'^03  Floyd  Curl  Drive,  San  Antonio,  TX 
^8284-79^8  (512)  567-271)0 

July  19,  1990 

MANAGEMENT  OF  PEPTIC  ULCER  DISEASE.  Fee  875  for  1-5  people, 
810  per  each  additional  person.  Category  1,  AMA  Physician’s  Recogni- 
tion Award;  1 hr.  Contact  Kathy  Dick,  The  University  of  Texas  Health 
Sciences  Center,  7703  Floyd  Curl  Drive,  San  Antonio,  TX  "'8284-7978 
(512)  567-2700 

August 

Aug  2,  1990 

MANAGEMENT  OF  COMPLICATIONS  OF  CIRRHOSIS.  Fee  8^5  for 
1 — 5 people,  810  per  each  additional  person.  Categorv'  1.  AMA  Physi- 
cian’s Recognition  Award;  1 hr.  Contact  Kathy  Dick,  T he  ITiiversity  of 
Texas  Health  Sciences  Center,  ^703  Floyd  Curl  Drive,  San  Antonio,  TX 
78284-7978  (512)  567-2700 


Aug  16,  1990 

fiAl.LST’ONFS  AND  RFIATFD  DISEASES,  Fee  S’^S  for  1-5  people,  SIO 
per  each  additional  person.  Category  1 , A.MA  Physician’s  Recognition 
Award;  1 hr.  Contact  Ktithy  Dick,  The  University  of  Texas  Health  Sci- 
ences (T'nter,  ~^03  Floyd  Curl  Drive,  San  Antonio.  TX  ~8284-7V)^8 
(512)  56"’-2Y)0 

Aug  30,  1990 

GAST’ROENT’FRITIS.Fee  S~5  for  1-5  people,  8 1 0 per  each  additional 
per.st)!!.  (Categorv'  1 , AMA  Physician’s  Recognition  Award;  1 hr.  Contact 
Kathv  Dick,  T he  University  of  Texas  Health  Sciences  Center,  ■’"’03 
Floyd  Curl  Drive,  San  Antonio,  T’X  ■’8284-79"’8  (512)  567-2700 


PRACTICE  MANAGEMENT  WORKSHOPS 


The  following  are  practice  management  workshops  and  seminars  spon- 
sored by  the  Texas  Medical  Association  For  further  information,  con- 
tact the  Dept  of  Practice  .Management,  Texas  .Medical  Association, 

1801  N lamar  Blvd,  .\ustin,  TX  "8^01  (512)  477-6^04. 

JUNE 

RISK  PREVENTION  SKILIS  Categorv'  1.  .5,’VIA  Physician’s  Recognition 
Award;  1 5 hours 
June  4,  1990,  Tyler 
June  5,  1990,  Austin 

BASIC  ICD-9 C.M  CODING 

June  4,  1990,  Austin 

June  6,  1990,  San  Antonio 

June  8,  1990,  Tyler 

June  1 1.  1990,  Corpus  Christ! 

June  12,  1990,  Houston 
June  l4,  1990,  Dallas 
June  18,  1990,  Lubbock 


CALENDAR  OF  MEETINGS  ■ Denotes  Texas  Meetings 


MAY 

A.MERICAN  UROLOGICAL  ASSOCIAT  ION  ANNUAL  MEETING,  New 
Orleans,  May  13-1~,  1990.  Contact  Alice  Henderson,  b^SO  W Loop 
South,  Ste  900,  Bellaire.  T\  ^7401  (713)  665-7500 

■ INTERNATIONAL  COLLEGE  OF  SURGEONS  ANNIIAI.  MEETING,  San 
Antonio.  Tex,  .May  4-5,  1990.  Contact  Amv  Fox,  1516  North  Lake 
Shore  Drive,  Chicago,  II.  60610  (312)  "’87-6274 

■TEXAS  ACYDEMT’  OF  FAMIl.T  PIDSICIANS  PRF  T.MA  .MEETING,  Cor- 
pus Christi,  Tex,  .May  10,  1990.  tatntact  Carlisle  Pearson,  8"'33  Shoal 
CTeek  Blvd,  Austin,  TX  ^8"’66  (512)451  -823"’ 

■TEXAS  ASSOCIATION  OF  NFl  ROl.tX.lCAL  .SURGEONS  ANNUAL 
.MEETING,  Corjius  Christi,  Tex,  May  11-12,  1990.  Contact  Jeffrey  D. 
Cone.  MD,  "'14  N Polk.  .Amarillo,  TX  "'910'  (806)  3"’3-317’’ 

■ TEXAS  DERMATOLOGICAL  SOCTFTA  SPRING  .MEETING,  Corpus 
CTiristi,  Tex,  .May  11-13,  1990.  Contact  M.  Alan  .Menter,  .MD,  500  Sam- 
mons Twr,  Dallas,  T’X  ^5246  (214)  826-8390 

■T  EXAS  DIABET  ES  AND  ENDOCRINE  A.SSOCIAT’ION  ANNUAL  .MEET’ 
ING,  Coqvus  Christi,  Tex,  .May  1 1,  1990.  fxintact  Richard  Berger,  MD, 
777’’  Forest  l.n,  Ste  4,  Dallas  ’52  (214)661  -"'077 

■TTEXAS  MEDICAL  ASSOCIATION  ANNUAL  SESSION,  Contis 
Christi,  Tex.  .May  10-  13,  1990.  Contact  Mrs  Dale  Willimack.  Texas 
Medical  Association.  1801  N Lamar  Blvd,  Austin,  TX  ’B’Ol  (512) 
477-6’04 

■TEXAS  NEUROLOGICAL  SOCIETY  ANNUAL  .MEE  TING,  Corpus 
CTiristi,  Tex,  .Mav  11-12,  1990.  C.ontact  .Alexander  R Lim,  .MD,  3006  S 
Alameda,  Coqius  Christi.  TX  ’8404  (512)  883- 1 "".A  I 
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■ I HXAS  OFH  I HAI  MOLCH.ICAL  ASSOC. lAI'ION  ANNIJAI,  MEKTlNCi, 
C'.orpiis  CJiristi,  I’cx.  May  11  — 12.  1990.  CA>ntact  Iris  Wcn/tl.  1801  N 
Lamar  Blvd.  Austin.  TX  ~8^0 1 ( S 1 2 ) 4‘’7-(i~0-i 

■ I KXAS  OR  I HOPEDIC;  ASSOCIATION  ANNTAl.  MEETINC.,  Caiqins 
c:hristi,  Tex,  May  1 1-12.  1990.  C'.ontact  Donna  Parker.  1801  N Lamar 
Blvd.  Austin.  LX  ■’8"’01  ( S12  ) •477-C)"’0-l 

■ LHXAS  PEDIATRIC  SOClI-m  IN  TERLM  .MEE  I'INC,.  Corjsus  Cdiristi. 

Tex.  May  11-12.  1990  C.ontact  Mar>  Cirtcnc.  TPS.  1801  N Lamar 
Blvd.  Austin,  LX  ■'8''01  ( S12  ) ‘a7"’-(5^0-i 

■ TEXAS  SOC  IE  IA'  OE  ANES  THESlOLOCdS  TS  INTERIM  MEE  TINC.,  Cair- 
pus  C:hristi,  Tex,  Ma>  12-  13,  1990.  Camtaet  Ann  Becker,  190S  N 
Lamar  Blvd.  Ste  lO"^,  Austin,  TX  "'8"’03  (312)  4^8-1639 

■ TEXAS  SOCdE  IA  OE  PIAVTIC;  SURCtEONS  ANNUAL  MEETINC,,  C or 
pus  C.liristi.  Tex,  May  10-  I 1,  1990  CAintaet  Donna  Parker,  1801  N 
Lamar  Blvd,  Austin,  TX  ^8^0 1 (312)  477  (,"’04 

■ TEXAS  TRANSPIAN  TA  TION  .SOCIE  IA  INTERIM  MEETINC,,  Cairpus 
Cdiristi,  Tex,  May  1 1,  1990  Caintact  Iris  VCen/el,  1801  N Lamar  Blvd, 
Austin.  TX  ■’8~0 1 (312) 

AMERIC  AN  I RC)L0C,IC:AL  AS.SOCTA'TION  ANNUAL  MEE  TINC,.  New 
Orleans,  May  13-  1^.  1990  Caintact  Alice  Henderson.  AUA  Office  of 
Education,  (,"'30  VC  Loop  South,  Ste  900,  Bellaire,  TX  ^^aO  1 (’'13) 

663  ^300 

JUNE 

AMERIC  AN  MEDICiAL  ASSOCdATION  IIOSPTTAT  MEDIC  AL  S TALE  SEC, 
TION  EIT'TEENTH  ASSEMBLY,  C hicago,  June  21-23,  1990  Ciontact 
American  Medical  As.sociation,  Dept  of  Hospital  Medical  Staff  Services, 
333  North  Dearborn  St,  C^hicago.  11.  CiOC,  10  (312)  (,43  ■4"’3  t 

TE.XAS  AC;ADEMY  of  family  Pin  SICilANS  SUMMER  S'!  MPOSIUM, 

VC  ashington.  DCC  June  20-2'’,  1990  Caintact  Cairlisle  Pearson,  8''33 
Shoal  CTeek  Blvd,  Austin,  T.X  ■’8''(,(i  (312)  431  823^ 

SOU  THERN  ORTHOPEDIC  ASSOCIATION,  Hyatt  Regency  Hotel.  Maui, 
Hawaii,  June  6-  10,  1990.  Contact  Katin  .McLendon,  Southern  Ortho- 
pedic Association.  33  l.akeshore  Dr.  PC)  Box  190088.  Birmingham,  AL 
33219-0088  ( 203  ) 943  1 848 

■ TEXAS  TRANSPIAN  TA  TION  SOCilE  IA  ANNUAL  MEE  TINC,.  Austin, 
Tex,  June  21-24,  1990  Caintact  Iris  VCen/el,  1801  N Lamar  Blvd,  Aus- 
tin, TX  ^8'’0 1 (312)  477-6‘’04 

Jl'EY 

AMI  RICiAN  IN  VI  TRO  ALLERC,Y  LMMUNOLOC.Y  SOC  IE  IA  ANNUAL 
MEE  TINC,,  Toronto,  Cianada,  July  Ki—  18,  1990.  Caintact  Betty  Kahler 
AIAIS,  PC)  Box  439,  Lake  Jackson,  TX  ■’^3(,()  ( 409  ) 29^-3(,3(i 


ScS 


Finally  — An  Affordable  Computer  System 
Designed  Specifically  For 
The  Medical  Office  Profession 

Physician  Office  Management  Software  System 
offers  these  outstanding  features: 

Patient/Family  Billing  with  Aging. 

Superhills  and  Charge  Slips  generated  at  the  time  of  visit 
for  direct  hilling  by  patient  to  insurance  company. 

Individual  or  hatch  mode  of  operation. 

Open-Item  billing  with  complete  tracking  of  patient 
charges,  payments  and  adjustments. 

User  defined  CPT-4  and  ICD'9  Codes. 

Multiple-level  fee  structures. 

Rapid  front-desk  patient  processing  with  point  of  service 
bill/receipt/insurance  claim  form. 

Automatic  information  transfer  to  medical  records. 

Automatic  processing  of  claims  to  secondary  carriers. 

Patient  and  third  party  billing. 

Detailed  Practice  Management  reporting. 

Accounts  Receivable  analysis. 

Aged  Accounts  Receivable  repotts. 

Quick  view  of  patient’s  information. 

Statistical  Reports  (lCD-9,  CPT-4,  Referring 
Doctors,  Hospital,  . . .) 

Day  Sheet  Reports. 

Recall  Notices. 

Appointment  Scheduling  (Optional). 

Wotd  processing  interface  (Optional). 

Submit  claims  electronically  to  Medicare, 

Medicaid,  and  Blue  Cross  Blue  Shield. 

(optional) 


Also  Available 
Multi-User  system 
AnestFieslology  package 
Completely  contigured  and  supported 
hardware  system 


For  a FREE  on-site  demonstration 
please  contact  us  at 

(817)  640-9860  (Metro) 


Integrated  Medical  System 

2225  E Randol  Mill  Road  • Suite  531 
Arlington.  Texas  7601) 


*A  Subdivision  of  NcTECH  Computer  Service  Corporation 


Texas  Medicine 


If  you  don^  keep 
his  name  alive,  who  will? 


An  invitation  to  place  the  name  of  a 
member  of  your  family  who  immigrated 
to  America  in  the  only  national  museum 
created  to  honor  them. 

Whether  your  ancestors  first  set  foot  on  American  soil 
at  Ellis  Island,  or  entered  through  another  gateway,  here  is 
a unique  opportunity  to  show  your  gratitude.  And  to  present 
your  family  with  a gift  that  will  be  meaningful  now  and  for 
generations  to  come. 

When  you  make  a $100  contribution  to  restore  Ellis 


tor  or  just  your  own  family  name.  And  you’ll  receive  an  Offi- 
cial Certificate  of  Registration.  To  register  additional  names, 
list  each  name  and  country  of  origin  on  a separate  sheet. 
And  remember,  there  is  a minimum  gift  of  $100  for  each. 

Please  send  your  contribution  today.  By  acting  now 
you  assure  that  the  Ellis  Island  Immigration  Museum  will 
be  a place  to  honor  your  own  heritage,  as  well  as  a monu- 
ment to  the  great  American  traditions  of  freedom,  hope  and 
opportunity. 

The  Stalue  ol  Liberty-Ellis  island  Foundalion,  Inc,  is  a charitable  corporalion  to  which  contributions  are 
lax-deduclible  to  Ihe  extent  allowed  by  law  A copy  ol  the  last  financial  report  tiled  with  the  Department  ol  Slate  may 


1 Island,  the  name  you  designate  will  be  permanently 

12231,  or  The  Stalue  of  Liberty-Eilis  Island  Foundation,  Inc,,  52  Vanderbilt  Avenue, 

New  York.  New  York  10017-3808  Photo  courtesy  ol  National  Geographic 

1 placed  on  the  newly  created  American  Immigrant 

1 ^\^  of  Honor.  You  can  choose  the  name  of  an  ances- 

Keep  the  Dream  Alive 

MililUliililllWf 

ELLIS  ISLAND 

1892-1992 

Name  of  individual  or  family  honored  (Please  print) 


Country  of  origin 

Enclosed  is  my  tax-deductible  contribution  for: 

□$100  DOtherS 

(Muiimum  $100  per  name) 

Please  make  checks  payable  to  “Ellis  Island." 

□ Check  enclosed.  Or  please  charge  my  □ □ □ 

MasterCard  VISA  Amerjcan 
Express 

Credit  Card#  Expires 



Mr 

Mrs. 

Ms. 


Name  (Please  pnnt) 


Signature  (Required  if  using  cTedit  card) 


Street 


Ellis  Island  Foundation,  Inc. 

RO.  Box  ELLIS,  New  York,  N.Y.  10163 
1 would  like  to  register  my  ancestor's  name  on  the 
American  Immigrant  Wall  of  Honor: 


Some  hospitals  have  to 
make  up  a histoiy  like  ours. 


i L 

1 ‘1 

-1 

Timberlawn  Psychiatric  Hospital  has 
been  the  traditional  source  of  treatment  for 
mental  health  problems  among  adults, 
children  and  adolescents  since  1917.  Our 
campus,  located  on  over  30  wooded  acres  in 
Dallas,  is  designed  to  provide  an  atmosphere 
conducive  to  recovery. 

Timberlawn  offers  short-term 
inpatient  and  outpatient  treatment,  long-term 
care,  adult  and  adolescent  substance  abuse 
programs,  a health  professionals  program,  an 
executive  program,  and  residential  aftercare. 


Timberlawn  Psychiatric  Hospital  has 
been  a leader  in  psychiatry  in  Dallas  and  the 
Southwest  for  over  70  years.  For  treatment 
and  counseling,  choose  the  hospital  that  is  a 
Dallas  tradition,  Timberlawn  Psychiatric 
Hospital. 

For  your  patients'  convenience,  evaluations 
may  be  done  at  any  of  our  four  locations:  the  main 
hospital  campus  in  Dallas,  the  Timberlawn  North 
Dallas  Center,  the  Timberlawn  Las  Colinas  Center, 
or  Timberlawn  at  The  Aerobics  Center. 


TTMBBRLAWN 

PSYCHIATRIC  HOSPITAL 


A COMPREHENSIVE  CENTER 
FOR  TREATMENT,  EDUCATION 
AND  RESEARCH 


4600  Samuell  Blvd.  • P.O.  Box  11288  • Dallas,  Texas  75223  • (214)  381-7181  • 1-800-426-4944 
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. r physicians  supply  drugs?  Here  are  the  rules 
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54  How  can  we  best  help  other  physicians? 


4,  22,  28  Texas  Medical  Association  builds  for  the  future 
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(ENALAPRIL  A/\ALEATE  I MSD) 


tWPERfEfcfflMN  ITSELF 


\A50TEC  is  generally AA/^I  tolerated 
and  not  charactarized  by  certain 
undesirable  effects  ^odated 
with  selected  agents  in  other 
antihvpertensive  classes. 

VASOTEC  is  contraindicated  in  patients  who 
are  hypersensitive  to  this  product  and  in 
patients  with  a history  of  angioedema  related 
to  previous  treatment  with  an  ACE  inhibitor. 

A diminished  antihypertensive  effect  toward 
the  end  of  the  dosing  interval  can  occur  in 
some  patients. 

For  a Brief  Summary  of  Prescribing  Information, 
please  see  the  last  page  of  this  advertisement. 


FOR  MANY 

HYPERTENSIVE  PATIENTS 

ONCE-A-DW 


VASOTEC 


Copyright  © 1990  by  Merck  & Co.,  Inc. 


VASOTEC 


(ENALAPRIL  MALEATEI MSD) 


VASOTEC  is  available  in  2.5-mg,  5-mg,  10-mg,  and  20-mg  tablet  strengths. 


Contraindications:  VASOTEC*  (Enalapnl  Maleale,  MSD)  is  conlraindicaled  m palienis  who  are  hypersensilive  lo 
this  product  and  in  palienis  with  a history  ol  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor 
Waminns;  Angioedema  Angioedema  ol  the  lace,  extremities,  lips,  longue,  glottis,  and/or  larynx  has  been  reported  in 
patients  Treated  with  ACE  inhibitors,  including  VASOTEC  In  such  cases,  VASOTEC  should  be  promptly  discontinued 
and  the  patient  carelully  observed  until  the  swelling  disappears  In  instances  where  swelling  has  been  conlined  to  the 
lace  and  lips,  the  condition  has  generally  resolved  without  treatment,  although  antihistamines  have  been  uselul  in 
relieving  symptoms  Angioedema  associated  with  laryngeal  edema  may  be  laTal  Where  there  Is  Involvement  ol 
the  tongue,  glottis,  orlarynx  likely  to  cause  airway  obstruction,  appropriate  therapy,  e.g. . subcutaneous 
epinephrine  solution  1:1000  (0.3  ml  to  0.5  mL).  should  be  promptly  administered.  (See  ADVERSE 

reactTons.) 

Hypolension  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone 
Patients  with  heart  failure  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  first 
dose,  but  discontinuation  ot  therapy  tor  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing 
instructions  are  followed,  caution  should  be  observed  when  initiating  therapy  (See  DOSAGE  AND  ADMINISTRA- 
TION.) Palienis  at  risk  tor  excessive  hypolension,  sometimes  associafed  with  oliguria  and/or  progressive  azotemia 
and  rarely  with  acute  renal  failure  and/or  death,  include  those  with  the  following  conditions  or  characlerislics  heart 
failure,  hyponatremia,  high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis, 
or  severe  volume  and/or  salt  depletion  ol  any  etiology  It  may  be  advisable  to  eliminate  the  diuretic  (except  in  patients 
with  heart  lailure),  reduce  the  diuretic  dose,  or  increase  salt  intake  cautiously  belore  initialing  therapy  with  VASOTEC 
in  patients  at  risx  lor  excessive  hypotension  who  are  able  lo  tolerate  such  adjustments  (See  PRECAUTIONS,  Drug 
Interaclions  and  ADVERSE  REACTIONS ) In  patients  at  risk  lor  excessive  hypotension,  therapy  should  be  started  under 
very  close  medical  supervision  and  such  palienis  should  be  followed  closely  lor  the  first  two  weeks  ol  treatment  and 
whenever  the  dose  ol  enalapnl  and/or  diuretic  is  increased.  Similar  considerations  may  apply  lo  patients  with  isch- 
emic heart  disease  or  cardiovascular  disease  in  whom  an  excessive  tall  in  blood  pressure  could  result  in  a myocardial 
infarction  ot  cerebrovascular  accident  If  excessive  hypotension  occurs,  the  patient  should  be  placed  in  the  supine 
position  and.  if  necessary,  receive  an  intravenous  infusion  of  normal  saline  A IransienI  hypotensive  response  is  not  a 
contraindication  lo  further  doses  ol  VASOTEC,  which  usually  can  be  given  without  difficulty  once  the  blood  pressure 
has  stabilized  It  symptomatic  hypotension  develops,  a dose  reduction  or  discontinuation  of  VASOTEIT  or  concomitant 
diuretic  may  be  necessary 

Neutropenia/Agranulocytosis  Another  ACE  inhibitor,  caplopril,  has  been  shown  to  cause  agranulocytosis  and  bone 
marrow  depression,  rarely  in  uncomplicated  patients  bul  more  frequently  in  patients  with  renal  impairment,  especially 
it  they  also  have  a collagen  vascular  disease  Available  data  Irom  clinical  trials  ol  enalapril  are  insuflicieni  lo  show  that 
enalapril  does  not  cause  agranulocytosis  at  similar  rales  Foreign  marketing  experience  has  revealed  several  cases  of 
neutropenia  or  agranulocyfosis  in  which  a causal  relationship  lo  enalapril  cannot  be  excluded  Periodic  monitoring  of 
white  blood  cell  counts  in  patients  with  collagen  vascular  disease  anrf  renal  disease  should  be  considered 
Precautions:  General  Impaired  Renal  Function  As  a consequence  of  inhibiting  the  renin-angiolensin-aldoslerone 
system,  changes  in  renal  lunclion  may  be  anticipated  in  susceptible  individuals  In  patients  with  severe  heart  failure 
whose  renal  function  may  depend  on  the  activity  ol  the  renin-angiotensin-aldoslerone  system,  treatment  with  ACE 
inhibitors,  including  VASOTEC,  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  failure  and/or  death 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  ol  patients  These  increases  were  almost  always  reversible  upon 
discontinuation  ol  enalapril  and/or  diuretic  therapy  In  such  patients,  renal  lunclion  should  be  monitored  during  the 
first  few  weeks  ol  therapy 

Some  patients  with  hypertension  or  heart  lailure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic  This  is  more  likely  lo  occur  in  patients  with  preexisting  renal  impairment  Dosage 
reduction  anrj/or  discontinuation  ol  the  diuretic  and/or  VASOTEC  may  be  required 

Evaluation  of  patients  with  hypertension  or  heart  failure  should  always  Include  assessment  ot  renal 
lunclion.  (See  DOSAGE  AND  ADMINISTRATION  ) 

Hyperkalemia  Elevated  serum  potassium  (>5  7 mEq/L)  was  observed  in  approximately  1%  ol  hypertensive  patients 
in  clinical  trials  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy  Hyperkalemia 
was  a cause  of  discontinuation  ol  Iherapy  in  ()  28%  of  hypertensive  patients.  In  clinical  trials  in  heart  failure,  hyper- 
kalemia was  observed  in  3 8%  ol  patienfs,  bul  was  not  a cause  for  disconlinualion 
Risk  (actors  lor  the  development  ol  hyperkalemia  include  renal  insufficiency,  diabetes  mellilus,  and  the  concomitant 
use  of  potassium-sparinq  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which 
should  be  used  caufiously,  if  at  all.  with  VASOTEC  /See  Drug  Interaclions ) 

SurgerylAnesthesia  In  patients  undergoing  major  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enalapril  may  block  angiotensin  II  formation  secondary  (o  compensatory  renin  release.  If  hypotension  occurs  and  is 
considered  lo  be  due  lo  this  mechanism,  it  can  be  corrected  by  volume  expansion 
Inlormalion  lor  Palienis 

Angioedema  Angioedema,  including  laryngeal  edema,  may  occur  especially  following  fhe  first  dose  ol  enalapril 
Patients  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swell- 
ing ol  face,  extremities,  eyes,  lips,  longue,  ditticully  in  swaflowing  or  brealning)  and  to  take  no  more  drug  until  they 
have  consulted  with  the  prescribing  physician 

Hypotension  Patients  should  be  cautioned  lo  report  lighiheadedness,  especially  during  the  first  lew  days  ol  therapy  If 
aclual  syncope  occurs,  fhe  pafienis  should  be  told  lo  discontinue  the  drug  until  they  have  consulted  with  the  prescrib- 
ing physician 

All  palienis  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  tall  in  blood 
pressure  because  of  reduction  in  fluid  volume  Other  causes  of  volume  depletion  such  as  vomiting  or  diarrhea  may 
also  lead  lo  a fall  in  blood  pressure,  patients  should  be  advised  lo  consult  with  the  physician 
Hyperkalemia  Palienis  should  be  told  not  to  use  salt  substitutes  containing  potassium  without  consulting  their 
physician 

Neulropenia  Patients  should  be  told  lo  report  promptly  any  indication  ol  infection  (e  g.,  sore  throat,  fever)  which  may 
be  a sign  of  neutropenia 

NOTE  As  with  many  other  drugs,  certain  advice  lo  palienis  being  treated  with  enalapril  is  warranted  This  information 
IS  intended  lo  aid  in  the  sale  and  effective  use  of  this  medication  It  is  not  a disclosure  ol  all  possible  adverse  or 
intended  efiects 
Drug  Interactions 

Hypotension  Palienis  on  Diuretic  Therapy  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  insliluled  may  occasionally  experience  an  excessive  reduction  of  blood  pressure  after  Initiation  ol  therapy 
with  enalapril.  The  possibility  of  hypotensive  effects  with  enalapril  can  be  minimized  by  either  discontinuing  the 
diuretic  or  increasing  the  salt  intake  prior  lo  initiation  ol  treatment  with  enalapril  If  it  is  necessary  to  continue  the 
diuretic,  provide  close  medical  supervision  after  the  initial  dose  lor  at  least  two  hours  and  until  blood  pressure  has 
stabilizer]  for  at  least  an  additional  hour  (See  WARNINGS  and  D0SA(3E  AND  ADMINISTRATION.) 

Agents  Causing  Renin  Release  The  aniihypedensive  effect  of  VASOTEC  is  augmented  by  antihypertensive  agents  that 
cause  renin  release  (e  g , diuretics) 

Other  Cardiovascular  Agents  VASOTEC  has  been  used  concomitantly  with  bela-adrenergic-blocking  agents,  melhyl- 
dopa,  nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxin  without  evidence  ol  clinically  significant 
adverse  interactions 

Agents  Increasing  Serum  Potassium  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-lype  diuretics 
Potassium-sparing  diuretics  (eg.,  spironolactone,  triamterene,  or  amiloride),  potassium  supplements,  or 
potassium-containing  salt  subsliluTes  may  lead  to  significant  increases  in  serum  potassium  Therefore,  if  concomi- 
lanl  use  of  these  agents  is  indicated  because  of  demonstrated  hypokalemia,  they  should  be  used  with  caution  and 
with  frequent  monitoring  of  serum  potassium  Potassium-sparing  agents  stiould  generally  not  be  used  in  palienis 
with  heart  failure  receiving  VASOTEC 

Lithium  Lithium  toxicity  has  been  reported  in  patients  receiving  lithium  concomitantly  with  drugs  which  cause  elim- 
ination ol  sodium  including  ACE  inhibitors.  A few  cases  ot  lithium  toxicity  have  been  reported  in  patients  receiving 
concomitant  VASOTEC  andlithium  and  were  reversible  upon  discontinuation  of  both  drugs.  It  is  recommended  that 
serum  lithium  levels  be  monitored  frequently  it  enalapril  is  administered  concomitantly  with  lithium 
Pregnancy -Category  C:  There  was  no  feloloxicily  or  teratogenicity  in  rats  treated  with  up  lo  200  mg/kg/day  of  enalapril 
(333  times  the  maximum  human  dose)  Feloloxicily.  expressed  as  a decrease  in  average  fetal  weignl,  occurred 
in  rats  given  1200  mg/kg/day  ol  enalapril  bul  did  not  occur  when  these  animals  were  supplemented  with  saline 
Enalapril  was  not  teratogenic  in  rabbits  However,  maternal  and  letal  toxicity  occurred  in  some  rabbits  at  doses  ol 
1 mg/kg/day  or  more  Saline  supplementation  prevented  the  maternal  and  fetal  toxicity  seen  at  doses  ot  3 and  10  mg/ 
kg/day.  bul  not  at  30  mgAg/day  (50  times  the  maximum  human  dose) 

Radioactivity  was  found  to  cross  the  placenta  following  administration  of  labeled  enalapril  to  pregnant  hamsters. 
There  are  no  adequate  and  well-controlled  studies  of  enalapril  in  pregnant  women  However,  data  are  available  that 
show  enalapril  crosses  the  human  placenta  Because  the  risk  ol  fetal  toxicity  with  the  use  ot  ACE  inhibitors  has  not 


been  clearly  defined,  VASOTEC*  (Enalapril  Maleale,  MSD)  should  be  used  during  pregnancy  only  if  the  polenlial  ben- 
efit luslifies  the  potential  risk  lo  the  lelus 

Posimarkeling  experience  with  all  ACE  inhibilors  thus  far  suggests  the  following  with  regard  lo  pregnancy  outcome 
Inadvertent  exposure  limited  lo  the  first  Irimesler  of  pregnancy  has  not  been  reported  to  ailed  fetal  outcome  adversely 
Fetal  exposure  during  the  second  and  third  trimesters  ol  pregnancy  has  been  associated  with  fetal  and  neonatal  mor- 
bidity and  mortality 

When  ACE  inhibitors  are  used  during  the  later  stages  ol  pregnancy,  there  have  been  reports  ot  hypotension  and 
decreased  renal  perfusion  in  fhe  newborn  Oligohydramnios  inlhe  mother  has  also  been  reported,  presumably  repre- 
senting decreased  renal  lunction  in  the  fetus  Infants  exposed  in  utero  to  ACE  inhibilors  should  be  closely  observed 
for  hypolension,  oliguria,  and  hyperkalemia  If  oliguria  occurs,  attention  should  be  directed  toward  support  ol  blood 
pressure  and  renal  perfusion  wi(h  the  administration  ol  fluids  and  pressors  as  appropriate  Problems  associated  with 
prematurity  such  as  patent  ductus  arteriosus  have  occurred  in  association  with  maternal  use  ol  ACE  inhibitors,  bul  it 
IS  not  clear  whether  they  are  related  to  ACE  inhibition,  maternal  hypertension,  or  the  underlying  premalurily 
Nursing  Mothers  Milk  in  lactating  tats  contains  radioactivity  following  administration  ol  '*C  enalapril  maleale  It  is  not 
known  whether  this  drug  is  secreted  in  human  milk  Because  many  drugs  are  secreted  in  human  milk,  caution  should 
be  exercised  when  VASOTEC  is  given  lo  a nursing  mother 
Pediatric  Use  Safely  and  effectiveness  m children  have  not  been  established 

Adverse  Reactions:  VASOTEC  has  been  evaluated  tor  safety  in  more  than  10,000  patients,  including  over  1000 
patients  treated  lor  one  year  or  more.  VASOTEC  has  been  found  lo  be  generally  well  tolerated  in  controlled  clinical 
trials  involving  2987  patients 

HYPERTENSION  The  most  frequent  clinical  adverse  experiences  in  controlled  trials  were  headache  (5  2%).  dizziness 
(4  3%).  and  fatigue  (3%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  patients  treated  with  VASOTEC  in  controlled  clinical  trials 
were  diarrhea  (1  4%),  nausea  (1  4%).  rash  (1  4%),  cough  (1,3%),  orthostatic  effects  (1  2%).  and  asthenia  (11%) 
HEART  FAILURE  The  most  frequent  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  trials  were  dizzi- 
ness (7  9%),  hypolension  (67%),  orthostatic  effects  (2  2%),  syncope  (2  2%),  cough  (2  2%).  chest  pain  (2,1%),  and 
diarrhea  (21%), 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  patients  treated  with  VASOTEC  in  both  controlled  and 
uncontrolled  clinical  trials  were  fatigue  (18%),  headache  (1  8%),  abdominal  pain  (1  6%).  asthenia  (1  6%),  orthosta- 
tic hypolension  (1  6%),  vertigo  (1  6%),  angina  pectoris  (1  5%).  nausea  (1  3%).  vomiting  (1  3%),  bronchitis  (1  3%), 
dyspnea  (1  3%),  urinary  tract  infection  (1  3%),  rash  (13%).  and  myocardial  infarction  (1  2%) 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  occurring 
in  0 5%  lo  1%  of  patients  with  hypertension  or  heartlailure  in  clinical  trials  in  order  ol  decreasing  seventy  within  each 
category 

Cardiovascular  Oardiac  arrest:  myocardial  infarction  or  cerebrovascular  accident,  possibly  secondary  to  excessive 
hypotension  in  high-risk  patients  (see  WARNINGS.  Hypotension),  pulmonary  embolism  and  infarction,  pulmonary 
edema,  rhythm  disturbances,  atrial  fibrillation,  palpitation 

Digestive  Ileus,  pancreatitis,  hepatitis  (hepatocellular  or  cholestatic  jaundice),  melena,  anorexia,  dyspepsia,  con- 
stipation. glossitis,  stomatitis,  dry  mouth 
Musculoskeletal  Muscle  cramps 

NenvousIPsychialric  Depression,  confusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenital  Renal  failure,  oliguria,  renal  dysfunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION). 
Respiratory  Bronchospasm.  rhinorrhea.  sore  throat  and  hoarseness,  asthma,  upper  respiratory  inlection. 

Skin  Exfoliative  dermatitis,  toxic  epidermal  necrolysis,  Stevens-Johnson  syndrome,  herpes  zoster,  erythema  multi- 
lorme,  urticaria,  pruritus,  alopecia,  flushing,  hyperhidrosis. 

Special  Senses  Blurred  vision,  taste  alteration,  anosmia,  tinnitus,  conjunctivitis,  dry  eyes,  tearing 
A symptom  complex  has  been  reported  which  may  include  a positive  ANA,  an  elevated  erythrocyte  sedimentation  rale, 
arihralgias/arihrilis,  myalgias,  fever,  serositis,  vasculitis,  leukocytosis,  eosinophilia,  photosensitivity,  rash,  and  other 
dermatologic  manifestations. 

Angioedema  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0  2%)  Angioedema  associated  with 
laryngeal  edema  may  be  fatal  If  angioedema  ol  the  (ace.  extremities,  lips,  longue,  glottis,  and/or  larynx  occurs,  treat- 
ment with  VASOTEC  should  be  discontinued  and  appropriate  therapy  insliluled  immediately  (See  WARNINGS ) 
Hypotension  In  the  hypertensive  patients,  hypotension  occurred  in  0 9%  and  syncope  occurred  in  0 5%  ot  patients 
following  the  initial  dose  or  during  extended  therapy  Hypotension  or  syncope  was  a cause  lor  discontinuation  of  ther- 
apy In  01%  of  hypertensive  palienis  In  heart  failure  patients,  hypotension  occurred  in  6,7%  and  syncope  occurred  in 
2 2%  ot  patients  Hypotension  or  syncope  was  a cause  lor  discontinuation  ol  therapy  in  1 9%  ol  patients  with  heart 
lailure.  (See  WARNINGS  ) 

Clinical  Laboratory  Test  Findings 

Serum  Electrolytes  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 

Creatinine,  Blood  Urea  Nitrogen  In  controlled  clinical  trials,  minor  increases  ih  blood  urea  nitrogen  and  serum  cre- 
atinine, reversible  upon  discontinuation  ol  Iherapy,  were  observed  in  about  0 2%  of  patients  with  essential  hyperten- 
sion treated  with  VASOTEC  alone  Increases  are  more  likely  to  occur  in  patients  receiving  concomitant  diuretics  or  in 
palienis  with  renal  artery  stenosis.  (See  PRECAUTIONS ) In  patients  with  heart  failure  who  were  also  receiving 
diuretics  with  or  without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  dis- 
continuation of  VASOTEC  and/or  other  concomitant  diuretic  Iherapy.  were  observed  in  about  11%  ol  patients 
Increases  in  blood  urea  nitrogen  or  creatinine  were  a cause  lor  discontinuation  in  12%  ol  palienis 
Hemoglobin  and  Hematocril  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  ol  approximately 
0 3 g%  and  1.0  vol  %,  respectively)  occur  frequently  in  either  hypertension  or  heart  lailure  patients  treated  with 
VASOTEC  but  are  rarely  ol  clinical  importance  unless  another  cause  of  ahemia  coexists  In  clinical  Inals,  less  than 
0,1%  ot  palienis  discontinued  therapy  due  to  anemia 

Other  (Causal  Relationship  Unknown)  In  marketing  experience,  rare  cases  of  neutropenia,  thrombocytopenia,  and 
bone  marrow  depression  have  been  reported  A few  cases  of  hemolysis  have  been  reported  in  patients  with  66PO 
deficiency 

Liver  Function  Tests  Elevations  ol  liver  enzymes  and/or  serum  bilirubin  have  occurred 
Dosage  and  Administration:  Hypertension.  In  patients  who  are  currently  being  treated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  following  the  initial  dose  ol  VASOTEC  The  diuretic  should,  it  possible,  be  dis- 
continued lor  two  lo  three  days  belore  beginning  therapy  with  VASOTEC  lo  reduce  the  likelihood  of  hypolension  (See 
WARNINGS.)  If  Ihe  patient's  blood  pressure  is  not  controlled  with  VASOTEC  alone,  diuretic  Iherapy  may  be  resumed 
If  the  diuretic  cannot  be  discontinued,  an  initial  dose  ol  2 5 mg  should  be  used  under  medical  supervision  (or  at  least 
two  hours  and  until  blood  pressure  has  stabilized  for  at  least  an  additional  hour  (See  WARNINGS  and  PRECAU- 
TIONS, Drug  Inleraclions ) 

The  recommended  initial  dose  in  patients  not  on  diuretics  is  5 mg  once  a day  Dosage  should  be  adjusted  according 
to  blood  pressure  response.  The  usual  dosage  range  is  10  lo  40  mg  per  day  administered  in  a single  dose  or  in  two 
divided  (loses  In  some  patients  treated  once  daily,  Ihe  antihypertensive  effect  may  diminish  toward  Ihe  end  ol  the 
dosing  interval  In  such  patients,  an  increase  in  dosage  or  twice-daily  administration  should  be  considered  It  blood 
pressure  is  not  controlled  with  VASOTEC  alone,  a diuretic  may  be  added 

Concomitant  adminis!'  ion  ol  VASOTEC  with  potassium  supplements,  potassium  salt  substitutes,  or  potassium- 
sparing  diuretics  may  lead  lo  increases  of  serum  potassium  (see  PRECAUTIONS) 

Dosage  Adjustment  in  Hypertensive  Palienis  with  Renal  Impairment  The  usual  dose  ol  enalapril  is  recommended  lor 
palienis  with  a creatinine  clearance  > 30  mL/min  (serum  creatinine  ol  up  lo  approximately  3 mg/dL)  For  patients 
with  creatinine  clearance  s 30  mL/min  (serum  creatinine  a 3 mg/dL),  the  first  dose  is  2 5 mg  once  daily.  The  dosage 
may  be  titrated  upward  until  blood  pressure  is  controlled  or  to  a maximum  ol  40  mg  daily 
Heart  Failure.  VASOTEC  is  indicated  as  adjunctive  Iherapy  with  diuretics  and  digitalis  The  recommended  starling 
dose  is  2 5 mg  once  or  twice  daily.  After  Ihe  initial  dose  of  VASOTEC,  Ihe  patient  should  be  observed  under  medical 
supervision  lor  at  least  two  hours  and  until  blood  pressure  has  stabilized  lor  at  least  an  additional  hour  (See  WARN- 
INGS and  PRECAUTIONS,  Drug  Interactions.)  It  possible,  the  dose  ot  Ihe  diuretic  should  be  reduced,  which  may 
diminish  Ihe  likelihood  ol  hypotension  The  appearance  ol  hypotension  after  the  Initial  dose  ol  VASOTEC  does  not 
preclurfe  subsequent  careful  dose  titration  wilh  Ihe  drug,  toflowinq  effective  management  of  Ihe  hypotension  The 
usual  therapeutic  dosing  range  tor  Ihe  treatment  ot  heart  failure  is  5 to  20  mg  daily  given  in  two  divided  doses.  The 
maximum  riaily  dose  is  40  mg  Once-daily  dosing  has  been  effective  in  a controlled  study,  bul  nearly  all  patients  in 
this  study  were  given  40  mg,  Ine  maximum  recommended  daily  dose,  and  there  has  been  much  more  experience  with 
twice-daily  dosing  In  addition,  in  a placebo-controlled  study  which  demonstrated  reduced  mortality  in  patients  wilh 
severe  heart  failure  (NYHA  Class  l\fl,  patients  were  treated  wilh  2 5 to  40  mg  per  day  of  VASOTEC,  almost  always 
administered  in  two  riivided  doses  (See  CLINICAL  PHARMACOLOGY,  Pharmacodynamics  and  Clinical  Ellecis.)  Dosage 
may  be  adjusted  depending  upon  clinical  or  hemodynamic  response,  (See  WARNINGS.) 

Dosage  Adiusiment  in  Patients  with  Heart  Failure  and  Renal  Impairment  or  Hyponatremia  In  palienis  with  heart  failure 
who  have  hyponatremia  (serum  sodium  < 130  mEq/L)  or  wilh  serum  creatinine  >16  mg/dL,  Iherapy  should  be  initi- 
aled at  2 5 mg  daily  under  close  medical  supervision  (See  DOSAGE  AND  ADMINISTRATION,  Heart 
Failure,  WARNINGS,  and  PRECAUTIONS,  Drug  Interactions ) The  dose  may  be  increased  to  2,5  mg 
b i.d , then  5 mg  b I d,  and  higher  as  needed,  usually  at  intervals  of  four  days  or  more,  if  at  the  time 
ot  dosage  adjustment  there  is  not  excessive  hypotension  or  significant  deferioralion  ol  renal  func- 
tion. The  maximum  daily  dose  is  40  mg 

For  more  detailed  intormilion.  consult  your  MSD  Representative  or  see  Prescribing  Intormation,  Merck 
Sharp  & Dohme.  Division  ol  Merck  & Co..  Inc..  West  Point.  PA  I9AS6  J9VS61R2(819) 
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the  article  begins  on  p.ige  11.  A related 
editorial  b\'  Robert  G.  Mickey,  TM/\ 
executive  vice  president,  is  on  page  4. 
Photos  of  the  groundbreaking  ceremotiies 
appear  on  p.tges  28-29.  Cover  desigti  b\' 
Ed  Triggs, 


ON  THE  COVER  The  cover  of  this  issue  of  Texas  Medicine 
shows  an  artist's  rendering  of  tlie  Texas 
.Medical  Association  headquarters  builditig. 
under  construction  in  downtttwn  Austin 
Ati  article  by  Austin  freelance  writer 
Barb.tra  Langliatn  puts  the  vision  of  the 
new  building  into  a historical  perspective; 
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Bricks,  mortar,  and  history 

Barring  outright  rejection,  authors  are  privileged  to  draw  cor- 
relations of  historical  events,  no  matter  how  fanciful  they  may 
be.  I submit  that  in  an  editorial  on  the  association’s  new  build- 
ing, “one  small  step  for  man  ” has  its  place  alongside  “one  giant 
leap  for  mankind.  " Back  on  earth,  one  observation  seems  indis- 
putable: the  growth,  maturity,  and  accomplishments  of  the 
Texas  Medical  Association  are  reflected  in  the  history  of  its 
office  buildings. 

ITiis  month’s  feature  article  on  the  new  TMA  office  building, 
under  construction  at  1 5th  and  Ciuadalupe  Streets  in  Austin, 
recounts  the  various  locations  of  previous  buildings  ( p 22). 
Perhaps  the  key  observation  to  be  made  is  that  the  increasing 
size  and  complexity'  of  the  association’s  offices  mirror  the  nu- 
merical growth  of  members,  their  reliance  on  a state  organiza- 
tion as  an  important  component  of  the  federation,  and  the 
expanding  goals  and  programs  of  the  organization. 

Thanks  to  the  foresight  of  the  TMA  Board  of  I’rustees  in  the 
early  1970s,  the  association  now  is  able  to  expand  and  update 
its  offices  so  as  to  better  serve  physicians  and  the  people  of 
Texas. 

Some  may  think  of  the  state  a.ssociation  office  building  as  the 
business  home  of  your  staff.  It  is  that,  of  course;  the  place 
where  we  convene  daily  to  implement  policies  and  programs 
determined  by  committees,  councils,  boards,  and  the  House  of 
Delegates. 

But  it  is  more  than  a management  complex.  It  is  the  sym- 
bolic focal  point  for  statewide  activities.  It  is  the  place  where 
physicians,  medical  students,  lawmakers,  state  officials,  and  the 
general  public  seek  information  and  advice.  It  is  a place  where 
staff  shares  your  consternation  over  the  untoward  and  seem- 
ingly endless  acts  of  regulators.  It  is  a place  of  good  cheer,  frus- 
tration, soul-searching,  and  intensity.  It  is  a place  of  creative 
thouglit,  spirited  debate,  and  accomplishment.  And  the  new 
building  will  be  a place  which  will  restore  an  important  capac- 
ity, lost  in  recent  years,  to  “return  home  ” physician  leadership 
meetings  in  a new  auditorium  and  multiple  conference  rooms. 

I,ast  July,  the  nation  celebrated  the  2()th  anniversary’  of  man’s 
walk  on  the  moon,  an  astonishing  accomplishment  of  vision, 
commitment,  and  technology.  Would  not  I’MA’s  35  founding 
fathers  be  equally  astonished  to  learn  that,  1 3H  years  later, 
there  would  be  a state  office  building  of  any  proportion;  that  it 
would  house  a computer,  one  capable  of  data  analysis;  a re- 
cording studio  for  the  production  of  public  service  announce- 
ments; and  a clinical  library  which  relies  on  national  data  bases 
as  well  as  50,000  bound  volumes  and  1 ,000  medical  journals 
to  help  keep  physicians  informed?  Would  they  have  under 
stood  the  appropriate  role  and  functions  of  a staff,  much  less  a 
stiiff  of  180,  with  high  levels  of  education  and  specific  focus  in 
areas  such  as  medical  economics,  health  law,  public  health,  and 
scientific  affairs? 

The  challenge  facing  the  current  Board  of  Trustees  has  been 
to  plan  and  construct  a headquarters  building  which  improves 
the  present,  allows  growth  for  the  future,  and  makes  a useful 
contribution  to  the  Association’s  rich  and  lengthening  history. 


Equate  the  new  TMA  building  to  the  moon  walk?  Never!  But 
the  common  ground  is  that  both  reflect  progress,  both  respond 
to  changing  needs,  each  has  its  place  in  history,  and,  candidly, 
neither  will  be  sufficient  over  time. 

In  proper  perspective,  the  new  building  is  an  important,  al- 
beit a “small  ” step.  It  is  intended  to  better  serve  physicians, 
and  the  ‘Texas  mankind” 

The  Board  of  Trustees  and  the  executive  staff  directly  in- 
volved in  the  laborious  building  planning  process  are  content 
to  leave  the  real  quantum  leaps  to  the  scientific  members  of 
TMA.  In  the  meantime,  y ou’ll  have  a needed  and  greatly  im- 
proved resource  in  Austin. 

Come  visit  your  new  building  in  the  summer  of  next  year. 
ROBERT  G.  MICKTY 

Hxccutive  Vice  President.  Texas  Medical  Association 
1801  N I^mar  Blvd,  Austin,  Texas  ■^8~'01 


Texas  Medicine  begins  new  life 
as  medical  newsmagazine 

In  July,  Texas  Meclicitie  will  be  tran.sformed  into  a highly 
graphic  newsmagazine,  including  a peer-reviewed  section. 
Concentrating  on  topics  pertinent  to  all  Texas  physicians,  the 
refocused  publication  provides  news  of  economics,  law,  legis- 
lation, politics,  public  health,  the  Texas  and  American  Medical 
A.ssociations,  and  science. 

The  format  is  forthright  and  the  type  is  clear  and  readable. 
Graphs,  charts,  photographs  and  color  bring  excitement  and 
energy’,  and  present  related  facts  in  easy  pieces.  Active  writing 
leads  the  reader  swiftly  througli  news,  views,  and  features. 

ITie  Board  of  Publication  hopes  to  make  Texas  Medicine  a 
journal  of  record  on  subjects  that  may  originate  in,  or  strongly 
affect,  Texas  and  its  physicians.  In  a special  journal  section, 
strong  peer  review’  will  remain. 

The  refocused  publication  is  the  result  of  research  con- 
ducted over  the  past  3 years  to  learn  what  members  want  and 
need.  I’he  research  shows  that  members  want  more  news  of 
the  public  health,  legal,  economic,  political,  and  legislative 
events  and  entities  that  affect  the  daily  practice  of  medicine, 
and  they  want  to  read  this  information  quickly. 

Physicians  have  little  time.  I’hey  not  only  must  read  quickly, 
but  material  must  be  easy  to  find,  relevant,  credible,  and  spe- 
cific. Today’s  communication  media  use  color,  movement,  vi- 
sual impact,  and  brevity  to  convey  information,  and  the  new 
format  will  encompass  these  traits. 

I’he  new  design  and  new  focus  reflect  the  acceleration  of 
health  and  medical  activity  in  Texas  and  the  Texas  Medical  As- 
sociation’s drive  to  improve  the  health  of  Texans  through  pro- 
fessional and  personal  development  of  member  physicians. 
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Like  it  or  not,  practice 
guidelines  are  on  their  way 

As  past  TMA  president  and  eurrent  PPRC  member  Jim  Bob 
Brame,  MD.  points  out  in  this  issue  oi  Texas  Medicine,  the  gov- 
ernment has  created  a new  agency — the  Agency  for  Health 
Policy  and  Research — with  the  mission  of  coordinating  the  de- 
velopment of  guidelines  by  both  governmental  and  private  sec- 
tor organizations.  Thus  the  agency  recognizes  the  extensive 
work  that  AMA,  Rand  Corporation,  and  many  of  the  national 
medical  spccialp’  societies  have  undertaken  on  this  sensitive 
issue. 

In  the  long  run,  the  evaluation  of  medical  practice  and  the 
practice  guidelines  that  will  develop  as  a result  may  very  well 
have  as  great  an  impact  on  the  medical  profession  as  payment 
reform.  While  physicians  justifiably  point  out  the  danger  of 
“cookbook  medicine"  and  the  critical  need  in  any  set  of  guide- 
lines to  preserve  the  clinician’s  right  to  exercise  judgement, 
there  is  now  a corresponding  awareness  that  the  lack  of  prac- 
tice guidelines  also  has  its  costs. 

Increasingly,  both  the  federal  government  and  the  private 
sector  arc  attempting  to  reduce  the  growth  of  their  health  care 
outlays.  All  too  frequently,  physicians  have  found  themselves 
on  the  defensive,  faced  with  accusations  that  their  clinical 
practice  is  inefficient  and  wasteful.  For  those  who  would  regu- 
late medicine  and  those  who  would  make  profits  by  “manag- 
ing’’ it,  the  claim  that  many  medical  procedures  have  no 
documented  value  or  that  they  arc  often  performed  inap- 
propriately provides  leverage  for  their  efforts  to  practice  medi 
cine  vicariously. 

ITie  positive  side  of  practice  guidelines  is  that  they  can  give 
physicians  a way  of  regaining  some  of  the  clinical  autonomy 
that  these  and  other  efforts  to  control  costs  have  eroded.  As 
physicians  can  point  to  a growing  body  of  clinically  based 
literature  that  delines  effective  medical  practice,  they  will  have 
a powerful  response  to  those  who  would  improvise  guidelines 
for  the  sole  purpose  of  saving  money.  In  short,  guidelines  that 
are  properly  developed  can  strengthen  the  physician’s  ability 
to  be  an  effective  advocate  for  his  or  her  patients. 

Of  course,  there  arc  justifiable  anxieties  about  w’hcther  the 
guidelines  will  be  properly  developed  and  about  a host  of  re- 
lated issues.  Will  practice  guidelines  hinder  the  introduction  of 
new  techniques  and  technologies?  Will  they  be  sufficiently 
flexible  to  accommodate  the  variations  in  resources  that  arc 
available  to  physicians  in  different  locales  and  clinical  settings? 
Exactly  how  and  by  whom  will  they  be  applied? 

ITiere  arc  no  clear  answers  to  these  questions,  and  perhaps 
it  is  too  early  in  the  development  process  to  expect  answers. 
Still,  as  Dr  Brame’s  article  indicates,  practice  guidelines  will  be 
a reality,  and  there  is  indeed  room  for  a very'  cautious 
optimism. 

DAVID  MARCUS,  PhD 

Tcxa.s  Medical  Association,  1801  N Lamar  lllvd,  Austin,  TX  78701 


Graphic  designer  gives  journal 
character,  professional  form 

Edward  I’riggs  brought  profe.ssional  design  to  a publication 
which,  previously,  had  been  put  together  each  month  literally 
at  the  last  minute.  He  has  guided  Texas  Medicine's  design  since 
1964,  and  several  times  during  the  ensuing  years  he  has  up 
dated  the  “look  of  the  book” — the  graphic  design  for  its  cover 
and  pages. 

Mr  friggs  has  his  own  design  studio  in  Austin,  and  is  a senior 
lecturer  at  ITie  University  of  Texas  (xtllege  of  Eine  Arts.  'Hie 
reader  probably  is  more  aware  of  his  cover  designs  than  of  his 
page  layouts,  for  he  has  created  stimulating  journal  covers  for 
subjects  that  often  do  not  lend  themselves  easily  to  a single  vi- 
sual image.  ITieir  apparent  simplicity  is  deceptive.  We  know' 
one  physician,  an  aficionado  of  graphic  design,  who  has  col- 
lected every'  one  of  Texas  Medicine's  Eriggs  covers.  With  this 
i.ssue,  his  collection  will  be  complete. 

Texas  Medicine  is  about  to  move  into  a new'  era,  and  Ed 
Triggs  is  one  of  the  people  w ho  has  helped  maintain  its  role- 
through  more  than  two  decades  as  a clinical  journal  and  news- 
magazine representing  an  honorable  and  re.spected  profession. 
We  appreciate  his  vision,  dedication,  and  talent  ( he  says  talent 
is  99%  sweat ),  but  most  of  all  w e appreciate  his  friendship  and 
the  opportunity  to  work  with  him  during  these  challenging 
years. 

RAE  VAJCiERT 

Managing  Lclitor,  Texas  Medicine 
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Diaper  ‘crystals’  give  clues 

I wish  to  call  your  readers’  attention  to  a sometimes  alarming 
observation  in  intants  diapered  with  some  “long-acting”  dis- 
posable diapers,  llie  follow  ing  case  history-  is  typical.  A 1 4- 
month-old  male  infant  was  brouglit  to  the  office  by  his  anxious 
mother  who  stated  her  son  was  passing  stones  in  his  urine.  She 
presented  a diaper  that  was  rumpled,  wet,  and  torn  on  the 
inner  lining.  Strewn  over  the  torn  surface  were  multiple  shiny 
and  glistening  white  particles  that  appeared  like  crystals.  When 
touched,  these  were  soft  like  jello  and  sticky  but  were  easily 
removed  by  wiping  or  washing.  The  child  w as  asymptomatic 
and  a routine  urinalysis  was  normal.  To  investigate  the  prob- 
lem, I poured  water  ( 100  mI,/24  hours  in  20  ml.  aliquots)  on 
one  diaper  and  an  equal  quantity  of  urine  on  another.  When  1 
rumpled  the  wet  diapers  with  torn  inner  linings,  both  diapers 
revealed  multiple  shiny  white  cry  stals,  as  seen  on  the  patient's 
diaper. 

I subsequently  learned  of  a similar  observation  ( 1 ).  Further 
study  indicated  that  these  diapers  contained  a hydrophilic  gel, 
sodium  polyacrylate  with  cellulose,  which  can  absorb  80—  100 
times  its  weight  in  urine  or  water.  'I’hus,  the  diaper  appears  to 
be  dry  to  the  touch  but  gains  in  weiglit  at  a rate  equivalent  to 
the  amount  of  urine  passed.  ITie  gel,  when  separated  by  rents 
in  the  inner  lining,  may  stick  to  body  surfaces  and  aggregate 
over  the  suprapubic  or  perineal  area  creating  confusion  for 
mothers  and  perhaps  physicians.  It  can  also  cause  errors  in 
weighing  the  infant.  Since  a number  of  diaper  products  and  in- 
continence control  devices  are  now'  using  these  gels,  it  seems 
important  that  the  medical  profession  know'  about  this 
problem. 

B.M.  PATEL,  MD 

Austin  State  Hospital,  4 1 10  Guadalupe,  Austin,  TX  ^8^S1 

REFERENCES 

1.  Abu-Arafeh  lA,  Stuart  C,  Smail  PJ:  Fictitious  crystalluria.  (fetter) 
Pediatrics  83(  4 ) (Suppl,  pt  2 ):655— 656,  1989. 


Window  helps  autistic  child 

When  our  autistic  son  began  to  walk  at  the  age  of  2 1/2,  we 
were  elated.  But  his  desire  to  explore  brought  new  anxieties 
for  us  as  we  attempted  to  protect  him  from  danger.  Because  he 
is  a light  sleeper  who  occasionally  has  seizures,  we  felt  it  nec- 
essary' to  lock  his  bedroom  door  at  night.  But  we  could  not 
open  the  door  to  check  on  him  without  w aking  him  up,  a diffi- 
cult situation  that  cost  us  many  hours  of  sleep. 

At  last  we  found  a solution.  We  installed  a 10  x 19-inch,  one- 
way window  in  one  wall  of  his  bedroom.  I’his  allows  us  to 
check  on  him  at  any  time  of  the  day  or  night  to  be  sure  he  is 
content  or  sleeping. 

Family,  friends,  and  baby-sitters  love  the  window,  too.  When 


our  son  becomes  overstimulated  or  frustrated,  a few'  minutes 
in  his  room  alone  can  bring  him  contentment. 

ITie  window  may  also  be  u.seful  for  parents  of  infants  or  for 
adults  caring  for  elderly  parents  who  would  like  to  be  able  to 
check  on  them  without  disturbing  them. 

DIANE  AND  MICHAEL  DUNN 
479  N Man.shcld,  Ypsilanti,  MI  48197 


You  turn  the  other  cheek 

In  “An  open  letter  to  a patient  who  sued  me”  in  the  February' 
issue  of  Texas  Medicine,  Dr  Roberts  demonstrates  admirable 
capacity'  for  forgiveness.  I wish  I were  that  generous,  and  1 
wish  such  magnanimity'  would  be  a 'great  ( stride ) in  solving 
this  dilemma”  of  the  national  malpractice  crisis.  Llnlortunateh', 
there  do  not  appear  to  be  many  examples  in  history'  of  crises 
being  resolved  by  pleasant  and  orderly  efforts.  War,  riot,  and 
deprivation  seem  to  have  prominent  roles  as  large-scale  crises 
ultimately  become  straightened  out.  W'e  seem  to  be  at  w ar 
with  the  malpractice  plaintiffs  bar.  I’here  have  been  riots,  of 
.sorts,  in  Florida  and  New  York,  as  physicians  have  been  driven 
from  practice  by  unaffordable  professional  liability  insurance 
premiums.  As  patients  in  those  areas  faced  deprivation  of 
health  care,  some  solutions  were  hurriedly  formulated. 

For  numerous  reasons,  I w ill  not  electively  treat  a patient 
who  has  sued  or  even  threatened  to  sue  me.  I could  not  give 
that  patient  my  best,  concentrated  attention  with  the  distrac- 
tion of  a malpractice  threat.  Furthermore,  I am  reluctant  to 
have  as  patients  relatives  of  the  displeased  patient,  attorneys 
who  were  involved  in  any  way  with  the  threatened  action, 
families  and  employees  of  those  plaintiff  attorneys,  and  the 
families  of  those  employees.  Obviously,  there  are  exceptions 
and  limits  to  such  a policy,  but  1 cannot  voluntarily  practice 
under  a finer  microscope  than  I already  do. 

1 have  heard  malpractice  defense  lawyers  express  amaze- 
ment that  physicians  have  not  responded  in  a more  effective, 
unified  manner  to  the  ongoing  crisis.  Ifie  ideal  solution  to  the 
medical  liability'  crisis  will  ultimately  be  found  in  federal  and 
state  legislation  that  will  overhaul  and  override  the  battered 
and  abused  tort  rules  and  procedures.  We  should  all  be  inti- 
mately involved  in  the  advancement  of  that  cause,  but  the  pro- 

cess  is  discouragingly  slow  and  devoid  of  much  sense  of  

personal  accomplishment. 

On  an  individual  level,  it  may  be  to  our  disadvantage  that 
our  orientation  is  toward  helping,  and  providing  care,  rather 
than  w ithholding  it.  Many  of  us  are  as  forgiving  as  Dr  Roberts. 

But  while  plaintiffs  and  their  lawy  ers  can  take  away  our  money, 
our  emotional  resolve,  and  our  reputations,  they  cannot  de- 
mand our  services.  Perhaps  w hen  a critical  mass  of  potential 
patients  realize  that  this,  our  most  valuable  and  exclusive  asset, 
is  truly  at  stake,  some  luster  will  fade  from  the  malpractice  lot- 
tery game. 

GEORGE  L.  BOHMFALK,  MD 

Neurosurgical  A.s.sociates  of  Te.xarkana,  1001  Main.  Texarkana.  T.X  T’SSOI 
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Dr  Cooper  wins  award 
for  Texas  Medicine  article 

Sharon  P.  Cooper,  PhD,  has  won  the  1 989 
Harriet  Cunningham  Award  of  Excellence 
for  scientific  writing  for  her  article 
“Childhood  injur\'  deaths  in  Texas:  a 
major  public  health  problem.”  Dr  (a)Oper 
is  assistant  professor  of  epidemiology  at 
the  School  of  Public  Health,  The  Cniver- 
sity  of  Texas  Health  Science  Center  at 
Houston. 

An  introductory'  abstract  describes  the 
article,  which  appeared  in  the  April  1989 
issue  of  Texas  Medicine. 

“Injury  is  the  leading  cause  of  death  in 
children  1 year  of  age  and  older  in  the 
United  States,  yet  there  has  been  little 
published  on  causes  of  injury  deaths  in 
Texas  children.  Cause-of-death  informa- 
tion about  children  0 through  1 9 years 
who  were  residents  of  Texas  and  died 
from  1980  through  198S  were  examined. 
Injury'  accounted  for  nearly  39%  of  all 
childhood  deaths  from  1 980  through 
1985.  Forty -six  percent  of  injury’  deaths 
involved  motor  vehicles,  and  22%  were 
classified  as  intentional  ( homicide  and 
suicide ).  The  leading  causes  of  injury' 
death  varied  by  age  group,  but  motor  ve- 
hicle injuries  were  the  leading  caicse  of 
injury  deaths  in  all  age  groups  1 year  of 
age  and  older.  In  addition,  these  data 
demonstrated  the  need  for  intervention 
in  drowning  deaths  in  every  age  group, 
choking  deaths  in  infants,  suicides  in  An- 
glos ( especially  teenagers ),  and  homi- 
cides in  infants,  teenagers,  and  blacks.  We 
must  continue  to  support  research  and 
intervention  strategies  to  combat  this 
alarming  public  health  problem.” 

Dr  Cooper  will  receive  a certificate 
and  $500. 


Correction 

A portion  of  the  feature,  “Defense,  plain- 
tiff attorneys  agree  on  liability'  basics,” 
was  inadvertently  omitted  from  the  May 
1990  kssue. 

For  a complete  copy  of  the  feature, 
please  write  Karen  Phipps,  Texas  Medi- 
cine, 1801  N Famar  Blvd,  Austin,  TX 
78701, 


ITie  award  is  named  for  Texas  Medi- 
cine's longtime  managing  editor  Miss 
Harriet  Cunningham,  who  died  in  1960. 
She  joined  the  Texas  Medical  A.ssociation 
staff  in  1945,  when  the  association  had 
its  headquarters  in  Fort  Worth,  and  par- 
ticipated in  the  headquarters  move  to 
Austin  In  addition  to  her  work  on  Texas 
Medicine,  Miss  Cunningham  spearheaded 
much  of  the  year-round  work  on  annual 
session  arrangements. 

Doris  Nowlin  celebrates 
20  years  with  TMAIT 

Texas  Medical  As,sociation  Insurance 
Trust  employee  Doris  Nowlin  recently 
was  honored  for  20  years  of  ,service. 

Miss  Nowlin  provides  administrative 
services  to  the  TMATF  Board  of  Trustees 
and  the  TMATT  Advisory’  Committee.  She 
also  provides  administrative  support  in 
marketing. 

She  came  to  w'ork  Feb  1,  1956,  with 
Cdiarles  ().  Finley  & Company,  admin- 
istrator of  the  group  insurance  program 
underwritten  by  the  l umbermens  Mutual 
C^asualty  Company.  Mr  Finley  admin- 
istered TMA's  insurance  program  until 
Nov  1 , 1 969,  at  which  time  Prudential 
became  the  underwriter  and  TMA  took 
over  administration. 

Miss  Nowlin  received  a pendant  in  rec- 
ognition of  her  service  during  a party  at 
the  association’s  headquarters  in  April. 


Doris  Nowlin  hits  worked  with  the  TMA  Insiiriince 
Trust  21)  years. 


Texas 
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Placement 

Service 


Streamline  your 
physician  recruitment 
with  our  computer- 
assisted  service. 


1801  North  Lamar  Blvd. 
Austin,  Texas  78701 
(512)  477-6704,  ext.  263 
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AMA  INACTION 


Texas  physician  John  M.  Smith,  Jr, 
to  receive  AMA  service  award 

San  Antonio  general  practitioner  John  M. 
Smith,  Jr,  MD,  will  receive  the  American 
Medical  Association’s  Distinguished  Ser- 
vice Award  during  the  association’s  an- 
nual meeting  in  Chicago,  Sunday,  June 
24.  Dr  Smith  is  a past  president  and 
chairman  of  the  Board  of  Trustees  of  the 
Texas  Medical  Association. 

The  written  nomination  of  Dr  Smith 
for  the  award  notes,  “From  the  time  he 
first  was  appointed  chairman  of  the  Bexar 
County'  Medical  Society’s  Committee  on 
Community  Medical  Service  in  1954,  Dr 
John  M.  Smith,  Jr,  has  been  an  activist  in 
community  issues  related  to  medical 
care.  His  visionary  leadership  on  behalf 
of  organized  medicine  has  contributed 
significantly  to  the  quality  and  availability' 
of  health  care  in  South  Texas” 


John  M.  Smith.  Jr.  MD.  a past  president  of  Texas 
Medical  Association  and  past  chairman  of  the  TMA 
Board  of  Trustees,  u’ill  receive  the  American  Medical 
Association's  Distinguished  Service  Aivard  in 
Chicago.  June  24.  Dr  Smith  is  in  general  practice  in 
San  Antonio. 


Dr  Smith  was  instrumental  in  convinc- 
ing the  Southwest  Texas  Conference  of 
the  Methodist  Church  to  locate  a hospital 
in  San  Antonio  and  in  convincing  the 
Texas  Commission  on  Higher  Education 
and  the  Board  of  Regents  of  The  Univer- 
sity' of  Texas  to  locate  a medical  school 
in  the  city'. 

Dr  Smith  served  as  chairman  of  the 
American  Medical  Political  Action  Com- 
mittee (AMPAC  ) during  the  very  critical 
time  of  moving  the  headquarters  from 
Chicago  to  Washington,  DC,  and  re- 
organizing the  staff.  Under  his  leadership, 
AMPAC  increased  its  membership  by  8% . 
He  also  is  a member  of  the  AMA’s  Ad  Hoc 
Committee  on  Peer  Review  Organizations. 
He  has  been  president,  vice-president, 
treasurer,  and  a member  of  the  board  of 
directors  of  the  Texas  Medical  Founda- 
tion. He  also  is  a past  president  of  Bexar 
County  Medical  Society'. 

Dr  Smith  was  born  June  14,  1914,  in 
Caldwell,  Tex.  He  is  a graduate  of  Tulane 
University  School  of  Medicine.  He  is  mar- 
ried to  Jane  Jordan  Smith,  and  they  are 
the  parents  of  J.  Marvin  Smith  111,  MD; 
Joella  P.  Smith;  Paxton  J.  Smith,  MD;  and 
Robert  Burleson  Smith. 


AMA  video  documents 
medical,  scientific  achievements 

“Ninety  Years  of  Progress,”  a 12-minute 
video  documenting  the  medical  and  sci- 
entific achievements  in  the  United  States 
since  the  turn  of  the  century,  is  being 
made  available  to  medical  societies  and 
community  public  service  programs.  De- 
veloped as  part  of  the  American  Medical 
Association’s  program  to  strengthen  the 
US  health  care  system,  the  video  opened 
the  AMA’s  1 990  National  Leadership  Con- 
ference in  Phoenix,  Ariz,  in  February.  I’he 
documentary  also  will  serve  as  the  basis 
for  an  American  Medical  Television  pre- 
sentation later  this  year. 

More  information  is  available  from 
Irene  Foster  at  ( 3 1 2 ) 645-5 1 02. 


HEALTH  LINE 


Lawsuit  survival  video 
available  from  TMA  Library 

A professionally-produced  videotape  on 
surviving  a malpractice  suit  is  available 
on  loan  from  the  TMA  Library.  “The  Mal- 
practice Suit.  A Survival  Guide  for  Physi- 
cians and  ITieir  Families,”  produced  by 
Emmy  award  winners  at  Eidetics,  Inc, 
offers  practical  advice  on  dealing  with 
the  critical  issues  involved  in  a lawsuit. 

The  strength  of  this  practical  68- 
minute  videotape  is  in  the  real  life  sce- 
narios portrayed  through  interviews  with 
14  physicians  who  have  been  sued.  I’he 
physicians  and  their  spouses  talk  about 
the  emotional  impact  the  experience  had 
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on  their  families  and  how  they  coped 
with  it.  The  video  emphasizes  the  impor- 
tance of  a physician’s  participation  in  his 
or  her  case  and  the  extra  demands  it  will 
make  on  time,  energy,  and  relationships. 

The  program  also  explains  the  litiga- 
tion process.  A deposition  and  a 5-minute 
courtroom  scene  help  illustrate  part  of 
the  trial  process.  The  video  discusses 
why  a deposition  is  taken,  how  to  answer 
questions,  how  to  act,  and  why  a deposi- 
tion is  so  important  to  the  plaintiffs  at- 
torney. The  decision-making  process 
involved  in  whether  to  settle  or  go  to 
court  is  reviewed,  and  the  occasional 
need  for  a physician  to  hire  his  own  at- 
torney is  presented. 

A 120-page  manual,  “Medical  Malprac- 
tice: A Primer  for  Physicians,”  accom- 
panies the  videotape.  The  first  half  of  the 
manual  advises  what  to  do  and  not  do  at 
different  stages  of  the  defense  process. 
ITie  balance  of  the  manual  discusses  risk 
management  with  emphasis  given  to 
problem  areas  of  some  medical  spe- 
cialties. A glossary’  of  legal  terms  is  also 
included. 

To  borrow  the  videotape  and  manual, 
contact  the  TMA  Library’  at  ( 5 1 2 ) 
477-6704,  ext  195. 


TDH  proposes  revisions 
to  immunization  regulations 

ITie  Texas  Board  of  Health  hopes  to 
make  a final  decision  by  the  end  of  June 
on  its  proposed  revisions  to  immuniza- 
tion rules  and  regulations.  In  late  April, 
the  Texas  Department  of  Health  was  ex- 
pecting the  proposals  to  be  published 
soon  in  the  Texas  Register,  and  the  com- 
ment period  to  begin. 

Major,  proposed  changes  in  the  immu- 
nization rules  and  regulations  would: 

1.  Mandate  certain  vaccines/toxoids 
for  college  and  university’  students; 

2.  Include  a two-dose  measles  sched- 
ule for  (a)  12-year -old  students  in  public 
and  non-public  schools;  and,  (b)  certain 
college/university  students; 

3.  Mandate  rubella  vaccine  or  immu- 
nity for  all  students  attending  public  and 
non-public  schools;  and 

4.  Include  Haemophilus  influenzae 
type  b vaccine  for  specified  ages  in  child- 
care facilities  and  public  schools  which 


have  special  programs  for  children  less 
than  5 years  old. 

Bob  Crider,  director  of  TDH’s  Immu- 
nization Division,  said  the  two-dose  mea- 
sles schedule  w as  w ritten  to  give 
phy  sicians  the  most  flexibility’  in  deciding 
at  what  age  to  give  a second  dose  of  mea- 
sles vaccine.  The  two  doses  must  be  at 
least  30  days  apart  after  the  first  birthday 
and  by  the  12th  birthday. 

For  more  information  on  the  proposed 
changes,  contact  Bob  Crider,  Immuniza- 
tion Division,  rDH,  1 100  W 49th  St,  Aus- 
tin, TX  78756. 


What  are  the  legalities  of  extending  life 
or  terminating  treatment? 

John  D.  Golenski,  PhD,  SJ,  a medical 
ethicist  and  consultant  to  the  exhibit’s 
developer,  said,  “This  exhibition  is  a 
major  step  forward  in  acquainting  both 
the  medical  profession  and  the  general 
public  with  essential  knowledge  of  bio- 
ethical  issues.” 

“Designer  Genes”  was  developed  at 
the  Oregon  Museum  of  Science  and  In- 
dustry with  major  funding  from  Kaiser 
Permanente. 


Exhibit  on  bioethics  helps 
educate  physicians  and  public 

“Designer  Genes:  Sizing  L!p  Bioethics,”  a 
hands-on  exhibition  that  explores  bio- 
ethical  issues  resulting  from  advances  in 
medical  technology’,  is  open  to  the  public 
at  a Dallas  museum. 

ITie  exhibit  runs  througli  July  21,  1990 
at  The  Science  Place  in  Fair  Park,  a mu- 
seum dedicated  to  science  education. 

Topics  explored  by  the  exhibit  include 
organ  transplants  and  allocations,  clon- 
ing, death  with  dignity,  and  genetic  engi- 
neering. Each  topic  is  presented  in  a non- 
judgmcntal  manner  and  includes  medi- 
cal, legal,  and  religious  viewpoints. 

Through  interactive  displays,  quizzes, 
and  realistic  role-playing,  visitors  experi- 
ence the  bioethical  decision-making  pro- 
cess. Who  will  pay  for  organ  transplants? 


Panel  issues  report 
on  developmental  disabilities 

A report  on  the  treatment  of  destructive 
behaviors  in  persons  with  developmental 
disabilities  is  available  from  the  National 
Institutes  of  Health  (NIH). 

The  report  was  prepared  by  a panel  of 
experts  who  considered  scientific  evi- 
dence presented  at  a recent  Consensus 
Development  Conference  at  NIH.  It  con- 
tains recommendations  and  conclusions 
concerning  treatment  of  destructive  be- 
haviors in  persons  with  developmental 
disabilities. 

Free,  single  copies  of  the  report  may 
be  obtained  from  William  H.  Hall,  Direc- 
tor of  Communications,  Office  of  Medical 
Applications  of  Research,  NIH,  Building 
1,  Room  259,  Bethesda,  MD  20892. 


"Designer  Genes:  Sizing  Up  Bioethics  ' transforms 
serious  medical  issues  into  an  interactive, 
informative,  interesting,  and  challenging  exhibit. 
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Entrusting  the  protection  of  your  medical  practice  to  an  insurer  is  one  of 
the  most  important  business  decisions  you  will  make.  Your  future  may  be 
affected  by  Ae  choice  you  make  today.  Sobering  statistics  indicate  that  you 
could  be  involved  in  a bability  claim  or  lawsuit  during  the  coiu-se  of  your 
medical  career.  You  need  a strong  partner  like  TMLT. 


It  makes  good  sense  to  team  up  with 
TMLT.  Your  concerns  are  our  concerns.  We 
seriously  the  protection  of  your 
providing  assurance  and 
lefense  with  individual 


today’s  complex  legal  environment, 
lihat  insures  your  health  care  lia- 
should  not  watch  from  the 

You 
r se- . 

shoidd  :iipt 


Remember  that  a liability  coverage  con- 
tract is  only  as  good  as  the  intent  and  integ- 
rity of  the  organization  who  offers  that  cov- 
erage. Pick  TMLT,  a strong  partner  you  can 
trust. 

Contact  us  to  learn  more  about  health 
care  liability  protection  plans  for  individu- 
als and  groups,  prior  acts  coverage,  pre- 
mium payment  options  including  monthly, 
quarterly  and  annual,  and  risk  management 
programs.  Let  us  tell  you  mote  ahovt 
TMIT’s  “Partners  in  IrusP’ 
and  proten  tmdk  record 


P.O.  Box  14746  Austin,  Texas  78761 

“A  health  care  liability  claim  trust  created  by  the  Texas  Medical  Association.” 

Statewide  Services  Center:  1-800-580-TMLT 


MEDICAL  ECONOMICS 


Practitioner  Data  Bank  start-up 
postponed  to  sometime  this  fall 

The  start-up  of  the  National  Practitioner 
Data  Bank,  mandated  by  the  Health  Care 
Quality  Improvement  Act  of  1 986  ( HC- 
QIA ),  has  been  postponed  to  sometime 
this  fall.  ITie  original  start-up  date  was 
April  2,  1990. 

The  data  bank  is  charged  with  collect- 
ing and  disclosing  certain  information  re- 
lating to  the  professional  competence 
and  conduct  of  physicians,  dentists,  and 
other  health  care  practitioners.  The 
Health  Care  Quality  Improvement  Act 
and  the  US  Department  of  Health  and  Hu- 


man Services  (HHS)  regulations  require: 

( 1 ) health  care  entities  to  report  certain 
adverse  peer  review  actions  relating  to 
professional  competency  and  conduct, 

( 2 ) physician  and  dentist  licensing 
boards  to  report  certain  licensure  ac- 
tions, and  (3)  individuals  or  entities  (in- 
cluding insurance  companies)  making 
payment  on  a malpractice  claim  to  report 
certain  information  and  payment  on  the 
claim.  Hie  regulations  further  require 
hospitals  to  request  certain  information 
from  the  data  bank  concerning  physi- 
cians, dentists,  and  other  health  care 
practitioners. 

While  the  reporting  requirements  for 
health  care  entities  under  the  HCQLA 
will  not  become  effective  until  the  na- 
tional data  bank  is  operational,  virtually 
identical  language  in  state  law  has  man- 


IF QUAIITY  OF  CARE  IS  IMPORIANr 
TO  YOU,  CONSIDER  A CAREER  IN 
ADMINISIRAIIVE  MEDICINE. 

A medical  directorship  directly  involves  you  in  quality  issues  important 
to  physicians  and  patients.  Learn  to  adapt  your  personal  leadership  style 
to  a new  role  in  administrative  medicine.  Our  four-day  interactional 
career  enhancement  program  for  physicians  can  help 
you  move  comfortably  within  an  organization.  You’ll 
practice  techniques  that  help  you  control  meetings, 
respond  successfully  to  confrontation,  and  come  out 
ahead  in  negotiations.  And  you’ll  learn  how  to  meet 
QA  and  Joint  Commission  requirements.  Career 
counseling  is  available  upon  completion  of  the 
program.  Class  is  limited  to  24  participants.  Call 
today  for  more  information. 


C.M.E.  credits  applied  for. 


Medical  Directors 
Advancement  Council 

An  Education  and 
Executive  Search  Service 
Two  Shannon  Court 
Chico,  California  95928 


dated  reporting  of  professional  review 
actions  to  the  Texas  State  Board  of  Medi- 
cal Examiners  since  Sept  1,  1987. 

The  operation  and  history  of  the  data 
bank  and  the  state  board  requirements 
are  explained  in  “Medicine  and  the  Law” 
columns  published  in  the  January  1989 
and  February’  1 990  issues  of  Texas 
Medicine. 


Guide  helps  physicians  decide 
whether  to  incorporate 

Trying  to  decide  if  it  still  makes  sense 
with  the  new  tax  law  for  your  practice  to 
be  incorporated?  The  all-new  edition  of  A 
Physician’s  Guide  to  Professional  Corpo- 
rations can  help  you. 

Available  from  the  American  Medical 
Association,  the  book  explains  the  pros 
and  cons  of  incorporation  and  clearly 
outlines  legal  and  tax  implications.  It 
clarifies  the  rules  of  operating  a profes- 
sional corporation  by  translating  this 
complex  issue  into  common  terms  using 
a point-by-point  approach. 

ITiis  authoritative  publication  ad- 
dresses the  following  topics: 

Nontax  advantages  of  incorporation — 
Possible  limited  liability  for  copracti- 
tioner malpractice,  financial  management 
discipline,  limited  liability  for  nonprofes- 
sional risks,  centralized  management, 
continuity  and  transferability,  corporate 
retirement-plan  assets  protected  from 
creditors. 

Tax  advantages  of  incorporation — Re- 
tirement plans,  health  benefit  plans, 
group-term  life  insurance,  disability  in- 
surance, cafeteria  plan,  selecting  a differ- 
ent fiscal  year,  split-dollar  life  insurance 
agreements. 

Disadvantages  of  incorporation — 
Higher  corporate  tax  rates,  incorporation 
expenses,  annual  operating  expenses,  in- 
creased paperwork,  comparable  retire- 
ment-plan contribution,  corporate  tax 
traps  for  the  unwary,  income  reallocation 
by  the  IRS. 

A Physician’s  Guide  to  Professional 
Corporations,  OP  378289,  is  available  at 
S18  for  AMA  members  ( $21  for  non- 
members ),  from  the  American  Medical 
Association,  Book  and  Pamphlet  Fulfill- 
ment, PO  Box  10946,  Chicago,  IL  60610- 
0946,  or  call  1-800-621-8335  with  VISA 
or  MasterCard  to  order. 


Texas  Medicine 


The  next  time  you're  trying  to  pin 
down  a tricky  diagnosis,  consult 
with  a colleague  at  The  University 
of  Texas  Medical  Branch  (UTMB) 


at  Galveston.  Direct  access  to  fac- 
ulty physicians  in  all  disciplines  is 
available  Monday  through  Friday, 
7:00  a.m.  to  7:00  p.m. 

For  information,  telephone  eonsul- 
tation,  or  referral . . . 

UT-MFd')  C'onsLiltation  Serx'ices 
1(8  0 0)  F A C U L 1 Y 
1(4  0 9)  7 6 1-5  0 0 0 
A free  ser\'ice  of  UT-MF(D. 
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UT-MED. 

The  Group  Practice  of  Medicine  at  UTMB 


We  Offer 

Expert  Medical  Attention, 

Now  Tomorrow 

And  The  Next  Day.  . . 


The  larger  your  practice,  the  more  reason  to  put 
MEDS  in  charge.  For  over  12  years,  our  computer- 
ized on-line  systems  have  helped  physicians  and 
multi-specialty  clients  of  all  sizes  manage  their 
practices  down  to  the  last  detail . . . from  prepar- 
ing insurance  claims  and  patient  account  state- 
ments to  appointment  scheduling  and  processing 
of  financial  analysis  reports. 

MEDS  has  the  hardware  and  software  to 
address  the  demanding  administrative  require- 
ments of  even  the  largest  offices.  We  provide  the 
very  latest  equipment  from  leading  hardware 
manufacturers  for  the  ultimate  in  performance, 
versatility  and  response  time.  MEDS  is  a truly 
portable  multiplatform  system  operating  on  the 
following  hardware: 

■ IBM 

■ Unisys 

■ DEC 

When  integrated  with  several  modules  from  the 
MEDS  system  of  over  200  separate  software 
programs,  the  result  is  a powerfully  effective  yet 
economical  medical  office  management  system. 


After  our  experienced  hardware  and  installa- 
tion staff  builds  and  installs  your  computer  to 
your  specific  needs,  our  programming  staff  loads 
the  recommended  software.  Next,  our  training 
and  customer  support  personnel  work  to  ensure 
your  satisfaction  with  the  system  on  an  ongoing 
basis.  By  controlling  all  phases  of  the  operation, 
we  make  your  system  is  as  simple  and  efficient  as 
possible  and  accept  full  responsibility  for  your 
entire  computer  system. 

Before  your  growing  practice  grows  out  of 
control,  call  MEDS  for  more  information.  Whether 
your  office  is  comprised  of  1 physician  or  127, 
MEDS  is  the  on-line,  on-call,  on-time  manage- 
ment solution. 

/MEDS 

MEDICAL  DATA  SYSTEMS,  INC. 

NationvUde  Toll  Free,  Call  1-800-922-MEDS 
Corporate  Office 

Ten  Thousand  North  Central « Suite  1000 
Dallas,  Texas  75231  - (214)  739-3737 


CAIHTAI.  COMMENTS 


Gramm  requests  peer  review 
of  hospital  patient  transfers 

Senator  Phil  Gramm  (R-Texas)  has  joined 
Texas  Medical  Association  in  supporting 
modifications  to  proposed  rules  to  clarify 
the  hospital  transfer  provisions  of  the 
Consolidated  Omnibus  Budget  Recon- 
1 ciliation  Act  (COBRA ) of  1986.  In  a let- 
1 ter  to  Louis  Sullivan,  secretary  of  the  US 
Department  of  Health  and  Human  Ser- 
vices, Senator  Gramm  requested  that 

. . the  revieve  of  hospital  patient  trans- 
fers be  a quality  assurance  and  utilization 
review  function,  with  each  case  handled 
I by  professionals  such  as  those  employed 
I by  or  under  contract  with  the  Texas 
I Medical  Foundation,  the  (peer  review  or- 
I ganization ) for  Texas.” 

In  the  March  21,  1990,  letter,  the  sena- 
tor wrote: 

I 

“I  am  very  concerned  about  the  issue 
of  patient  ‘dumping.’  As  you  know,  the 
Health  Care  Financing  Administration 
( HCFA  ) has  been  considering  proposed 
anti  dumping  regulations  since  mid- 1988. 
It  is  my  understanding  that  these  regula- 
tions have  not  been  adopted  in  final 
form. 

“These  regulations  are  being  consid- 
ered in  order  to  deal  with  a very  serious 
social  and  economic  problem  in  the 
health  care  delivery  system.  The  inap- 
propriate patient  transfers  occurring  in 
this  country  are  wrong,  and  the  issue 
needs  to  be  addressed.  I am  advocating 
an  approach  whereby  the  inappropriate 
transfers  can  be  expeditiously  addressed 
without  interfering  with  appropriate 
medical  decisions.  However,  I feel  we  are 
a long  way  from  achieving  this  objective, 
particularly  in  Texas.  I hope  the  follow- 
ing background  review  will  provide  you 
with  a greater  appreciation  for  the  prob- 
lems that  have  developed. 

“In  response  to  increased  concerns 
about  the  patient  dumping  issue,  the 
1985  Texas  Legislature  enacted  the  first 
anti  dumping  law  in  the  country.  It  pro- 
vides, among  other  things,  minimum 
standards  for  safe  transfers  and  rulemak- 
ing authority  to  the  Texas  Department  of 
Health  ( FDH).  Shortly  after  its  passage, 
TDH  promulgated  patient  transfer  rules 


that  have  had  only  minor  modifications 
since  that  time.  Fhus,  a single  set  of  stan- 
dards for  patient  transfers  was  adopted. 

“Only  a year  later,  the  99th  Congress 
passed  the  Consolidated  Omnibus  Bud- 
get Reconciliation  Act  (COBRA)  of  1986, 
which  included  an  anti  dumping  provi- 
sion. It  provides  a more  structured  sys- 
tem for  determining  the  propriety  of 
patient  transfers,  which  is  only  enforced 
by  monetary'  penalties.  However,  the  law 
itself  is  confusing,  misleading,  and  vague 
to  the  medical  professionals  who  must 
abide  by  it.  In  addition,  it  is  unclear  how 
many  fines  can  be  levied  for  a violation, 
and  there  is  no  due  process  for  physi- 
cians in  the  same  manner  as  is  available 
in  the  review  of  other  quality-of-care 
issues  under  the  Social  Security  Act. 

“Although  HCFA  has  not  promulgated 
final  rules  pursuant  to  the  1986  COBRA 
hospital  transfer  provisions,  the  Act  is 
being  enforced.  In  fact,  the  test  case  cur- 
rently under  litigation  originates  in  Texas 
(O/G  V Burditt).  As  you  can  see,  Texas  is 
faced  with  one  set  of  state  rules,  a federal 
act  that  is  unclear  and  confusing,  and  no 
federal  rules. 

“Regardless  of  whether  I am  traveling 
in  rural  or  urban  areas  of  Texas,  I receive 
the  same  basic  message  from  both  physi- 
cians and  hospital  administrators.  I am 
told  that  duplicative  state  and  federal  re- 
quirements are  confusing,  causing  unnec- 
essary delays  in  making  necessary 
transfers,  and  exacerbating  reverse 
dumping.’ 

“I  believe  a positive  regulatory'  ap- 
proach which  promotes  positive  correc- 


tive action  and  education  and  improves 
access  to  and  the  quality  of  emergency 
care  will  work  best.  It  is  my  recommen- 
dation that  the  proposed  regulations  be 
modified  to  require  that  the  review  of 
hospital  patient  transfers  be  a quality  as- 
surance and  utilization  review  function, 
with  each  case  handled  by  professionals 
such  as  those  employed  by  or  under  con- 
tract with  the  Texas  Medical  Foundation, 
the  PRO  for  Texas. 

“Determining  whether  a patient  trans- 
fer is  medically  appropriate  requires 
medical  expertise  and  judgment.  In  addi- 
tion, this  approach  will  bring  more  uni- 
formity to  the  process  for  review  of 
medical  decisions,  instead  of  treating 
hospital  transfer  decisions  differently 
than  other  medical  treatment  decisions. 

“I  am  eager  to  work  with  you  on  this 
issue.  If  you  feel  it  would  be  beneficial 
for  you  or  your  staff  to  meet  with  health 
care  providers  from  Texas,  I will  be 
pleased  to  arrange  it.  I look  forward  to 
hearing  from  you  on  this  issue  of  vital 
concern  to  the  state  of  Texas,  as  well  as 
the  entire  country.  ” 

Directory  lists  congressional, 
administrative  contacts 

The  1 990  American  Medical  Association 
congressional  directory  provides  a cur- 
rent listing  of  the  congressional  and  ad- 
ministrative contacts  important  for  those 
connected  with  health  care  legislation. 
Single  copies  of  the  directory  are  free  to 
AMA  members;  additional  copies  cost  S3. 


PRIME  PUTS  (ASH  IN  YOUR  POCKET 

jPrime  Health  Care  Financial  prefunds  your  insurance  receivables 
and  processes  the  claims.  We  increase  your  total  collectibles,  decrease  your 
practice  overhead,  and  provide  complete  claims  processing  management. 
The  result?  You  keep  much  more  of  the  revenue  your  practice 


generates 


With  a free  call,  you  can  find  out  how: 

1 -800-345-3879 

Prime  Health  Care  Financial 

5956  Sherry  Lane  • Dallas,  Texas  75225 
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Requests  and  checks  payable  to  the 
AMA  should  be  sent  to:  Lynette  Kennedy, 
AMA,  1101  Vermont  Ave  NW,  Washing- 
ton, D(;  20005.  For  more  inlbrmation, 
call  (202)  789-7421. 


Nf’WSMAKERS 


DONALD  E.  BAXTER,  MD,  was  honored 
recently  by  the  National  Collegiate  Ath- 
letic Association  at  their  Silver  Anniver- 
sary' Awards  Dinner.  ITie  dinner 
recognizes  former  outstanding  N(iAA  stu 
dent-athletes  who  have  made  significant 
professional  contributions  since  their  in- 
tercollegiate participation  25  years  ago. 
Dr  Baxter,  who  played  basketball  for 
Mercer  University  in  Macon,  Ga,  is  clini 
cal  associate  professor  of  orthopedic  sur- 
gery at  llie  University’  of  Texas  Medical 
School  at  Houston. 

FREDERICK  F.  BECKliR,  MD,  has  been 
elected  Ciorre.sponding  Academician  of 
the  Royal  Academy  of  Physical  and  Natu- 
ral Sciences  of  Spain.  Dr  Becker  was  se- 
lected for  his  career-long  contributions 
to  the  understanding  of  the  role  of 
chemical  agents  in  alterations  in  normal 
tissues  that  result  in  cancer.  Dr  Becker  is 
vice  president  for  research  and  scientilic 
director  of  the  Tumor  Institute  at  The 
University'  of  Fexas  M.D.  Anderson  Cian 
cer  (Center. 

Hie  Council  of  the  American  Association 
for  the  Advancement  of  Science  (AAAS) 
recently  elected  MICHAEL  S.  BROWN, 
MD,  DANIEL  W.  FOSTER,  MD,  JOSEPH  L. 
GOLDS  TEIN,  MD,  DONALD  W.  SELDIN, 
MD,  and  KERN  WILDENTHAL,  MD,  PhD, 
as  fellows  of  the  a.ssociation.  The  associa- 
tion describes  a fellow  as  “a  member 
w hose  effort  on  behalf  of  the  advance- 
ment of  science  or  its  applications  are 
scientifically  or  socially  distinguished.” 

ADIB  MIKHAIL.  MD,  was  elected  as  a full 
delegate  from  the  5th  Senatorial  District 
to  the  Republican  State  Convention.  Dr 
Mikhail  is  a psychiatrist  in  Houston. 

PETER  T.  SC:ARD1N0,  MD,  was  the  only 
new  member  accepted  by  the  Clinical 


Society’  of  Genitourinary’  Surgeons  at  a re- 
cent meeting.  The  prestigious  society’,  es- 
tablished 70  years  ago,  is  comprised  of 
25  leading  urologists  from  North  Amer- 
ica. Dr  Scardino  is  Scott  professor  and 
chairman  of  urology  at  Baylor  University 
College  of  Medicine. 


DEATHS 


RICHARD  G.  ALBERT,  MD,  general  sur- 
geon in  Alice.  Died  March  10,  1990;  age 
69.  Dr  Albert  graduated  in  1947  from 
'Hie  finiversity  of  Texas  Medical  Branch 
at  Galveston.  He  served  an  internship  at 
Hope  Hospital  in  Detroit,  a residency  at 
Stevens  Clinic  Ho.spital  in  West  Virginia, 
and  a surgical  residency  at  St  Vincent’s 
Ho.spital  in  Jacksonville,  Fla. 

HARRY  W.  BANKER,  MD,  retired  Eort 
Worth  radiologist.  Died  January'  18,  1990; 
age  67.  Dr  Banker  was  a 1945  graduate  of 
Indiana  University’  School  of  Medicine. 

He  served  an  internship  at  St  Joseph’s 
I lo.spital  in  Fort  Worth  and  completed  his 
residency  at  Caylor-Nickel  Clinic  in 
Indiana. 

CIAUDIO  V.  BARIIARI,  MD,  San  Antonio 
urologist.  Died  March  9,  1990;  age  4l.  Dr 
Barilari  received  his  medical  degree  from 
the  University’  of  Rome  in  Italy.  He 
served  an  internship  at  Cabrini  Medical 
(ienter  in  New  York  Caty  and  a residency 
at  Ochsner  Medical  Foundation  in  New 
Orleans. 

WILLIAM  ELISHA  BELL,  MD,  retired  Kerr- 
ville  urologist.  Died  August  15,  1989;  age 
93  In  1920,  Dr  Bell  graduated  from  the 
University  of  Arkansas  School  of  Medi- 
cine. He  served  an  internship  at  City  Hos- 
pital in  Little  Rock,  Ark.  During  World 
War  11,  Dr  Bell  served  in  the  US  Medical 
Corps.  He  was  an  honorary  member  of 
Texas  Medical  Association. 

JAMES  PAYNE  BRIDGES,  MD,  retired 
Center  urologist.  Died  February  1 1 , 

1989;  age  80.  Dr  Bridges  was  a 1935 
graduate  of  Baylor  University  College  of 
Medicine.  He  .served  an  internship  at  St 
Johns  Hospital  in  Brooklyn,  NY.  He  was  a 


resident  at  Roosevelt  Hospital,  Belle\'ue 
Ho.spital,  and  New  York  Hospital,  all  in 
New  York  City.  During  World  War  II,  Dr 
Bridges  served  with  the  US  Army. 

MARGARET  A.  CARTER,  MD,  retired 
Houston  pathologist.  Died  April  13, 

1988;  age  75.  Dr  Charter  received  her 
medical  degree  in  1938  from  Washington 
University  School  of  Medicine  in  St  Louis. 
She  served  an  internship  at  Albany  (NY) 
Hospital  and  a residency  at  Maternity 
Hospital  and  Barnes  Hospital,  both  in  St 
Louis. 

SIDNEY  GALT,  MD,  retired  Dallas  general 
surgeon.  Died  March  15,  1990;  age  81. 

Dr  Galt  was  a 1934  graduate  of  Baylor 
University  College  of  Medicine.  He 
served  his  internship  and  residency  at 
Baylor  Hospital.  He  was  a life  member  of 
Texas  Medical  Association. 

MARVIN  A.  (MONK)  CHILDERS,  MD,  re- 
tired San  Antonio  general  practitioner. 
Died  February’  15,  1990;  age  81.  In  1933, 
Dr  Childers  graduated  from  The  Univer- 
sity of  Texas  Medical  Branch  at  Gal- 
veston. He  served  an  internship  in  Kansas 
City,  Mo,  and  a residency  with  the  US 
Public  Health  Service  on  Ellis  Island,  NY, 
and  in  Jersey  City,  NJ.  Dr  Childers  was  an 
honorary  member  of  Texas  Medical 
Association. 

JACK  W.  COGSWELL,  MD,  retired  Vic- 
toria otorhinolary  ngologist.  Died  March 
20,  1990;  age  65.  Dr  Cogswell  received 
his  medical  degree  in  1951  from  Baylor 
University  College  of  Medicine.  He 
served  his  internship  at  Jelferson  Davis 
Hospital  and  his  residency  at  the  VA  Hos- 
pital, both  in  Houston.  During  World  War 
II,  Dr  Cogswell  served  with  the  US  Air 
Eorce. 

OTIS  W.  ENGLISH,  MD,  retired  Lubbock 
general  surgeon.  Died  March  26,  1990; 
age  88.  Dr  English  graduated  in  1 926 
from  Baylor  University  College  of  Medi- 
cine. He  served  a residency  at  Ellwood 
Hospital  in  Lubbock.  Dr  English  was  a 
veteran  of  both  world  wars.  He  was  a for- 
mer president  of  the  Lubbock-Garza- 
Crosby  County  Medical  Society  and  an 
honorary  member  of  Texas  Medical 
Association. 


Texas  Medicine 


ARMY  RESERVE  MEDICAL  PROFILE  N0.9 


Dr.  Holwick  outside  of  hospital  where  she  practices  as  a civilian  traumatologist. 


Dr.  Holwick  in  operating  room  at  Letterman  Army  Medical  Center. 


JANN  L HOLWICK,  M.D. 

General  and  Trauma  Surgeon. 

Captain,  U.S.  Army  Reserve. 

EDUCATION  University  of  Southern  California,  B.S.; 
University  of  California  School  of  Medicine. 

RESIDENCY  Harbor  General  Hospital — U CL  A 
Medical  Center. 

HOSPITAL  AFFILIATIONS  St  . Luke  Hospital; 
Huntington  Memorial  Hospital,  Pasadena,  California; 
Traumatologist,  Arcadia  Methodist  Hospital,  Arcadia, 
California. 

OUTSTANDING  ACHIEVEMENTS  Borden 
Freshman  Prize;  Alpha  Lambda  Delta;  Phi  Beta  Kappa; 
Phi  Kappa  Phi;  Bovard  Award;  ALD  Award;  American 
Institute  of  Chemists  Medal  Award;  Summa  Cum  Laude, 
University  of  California;  Alpha  Omega  Alpha. 


HWhen  you  enter  private  practice,  the 
only  cases  seen  are  usually  those  limited  to  your 
specialty.  Serving  as  a physician  in  the  Army 
Reserve  offers  me  a departure  from  my  daily 
routine.  1 can  be  involved  in  virtually  anything 
1 choose.  If  a certain  case  interests  me,  I can  ask 
to  be  part  of  the  surgical  team.  If  I wish  to  spend 
time  teaching  students,  I have  that  option,  too. 

“As  a Reserve  physician.  I’ve  had  the 
opportunity  to  interact  with  different  people, 
from  various  backgrounds,  with  assorted  medical 
and  social  viewpoints.  As  a result.  I’ve  grown  as 
a physician  and  as  a person. 

“I  spent  six  'months  looking  into  the  Army 
Reserve  program  before  I joined,  wanting  to 
make  sure  that  my  skill  and  time  would  be  put 
to  good  use.  I’ve  been  a Reservist  three  years 
now,  and  I still  find  it  extremely  rewarding.  I 
have  the  satisfaction  of  knowing  that  I’m  serving 
my  country.## 

Find  out  more  about  the  medical 
opportunities  in  the  Army  Reserve.  Call  toll  free 
bSOO-USA-ARMY. 

ARMY  RESERVE  MEDICINL 
BEALLYOUCANBE. 


Because  safety 

cannot  be  taken  for  granted 

in  H2-antagonist  therapy 


Minimal  potential  for 
drug  interactions 

Unlike  cimetidine  and  ranitidine,^ 
Axid  does  not  inhibit  the  cytochrome 
P-450  metabolizing  enzyme  system.^ 

Swift  and  effective 
Hz-antagonist  therapy 

■ Most  patients  experience 
pain  relief  with  the  first  dose^ 

■ Heals  duodena!  ulcer 
rapidly  and  effectively^^ 

■ Dosage  for  adults  with  active 
duodena!  ulcer  is  300 mg  once  nightly 
(150  mg  b.i.d.  is  also  available) 
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AXID® 

nizatidine  capsules 

Brief  Summary.  Consult  the  package  literature  tor  complete 
information. 

indications  and  Usage;  \.  Active  duodenal  ulcer-lot  up  to  eight  weeks 
of  treatment  Most  patients  heal  within  four  weeks. 

2.  Maintenance  therapy -lor  healed  duodenal  ulcer  patients  at  a 
reduced  dosage  ot  150  mg  h.s.  The  conseguences  ot  therapy  with  Axid 
tor  longer  than  one  year  are  not  known. 

Contraindication:  Known  hypersensitivity  to  the  drug.  Use  with  cauhon 
in  patients  with  hypersensihvily  to  other  H;-receptor  antagonists. 
Precautions:  General-I.  Symptomatic  response  to  nizatidine  therapy 
does  not  preclude  the  presence  of  gastric  malignancy. 

2.  Dosage  should  be  reduced  in  patients  with  moderate  to  severe 
renal  insufficiency. 

3.  In  patients  with  normal  renal  function  and  uncomplicated  hepatic 
dysfunction,  the  disposition  of  nizatidine  is  similar  to  that  in  normal 
subjects. 

Laboratory  Tests-False-positive  tests  for  urobilinogen  with  Mulbstix* 
may  occur  during  therapy. 

Drug  Interactions -No  interactions  have  been  observed  with  theophyl- 
line. chlordiazepoxide,  lorazepam,  lidocaine,  phenytoin,  and  warfarin.  Axid 
does  not  inhibit  the  cytochrome  P-450  enzyme  system;  therefore,  drug 
mterachons  mediated  by  inhibihon  ot  hepatic  metabolism  are  not  expected 
to  occur.  In  pahents  given  very  high  doses  (3,900  mg)  of  aspirin  daily, 
increased  serum  salicylate  levels  were  seen  when  nizahdine,  150  mg 
b.i.d.,  was  administered  concurrently. 

Carcinogenesis.  Mutagenesis.  Impairment  ot  Fertility -A  two-year  oral 
carcinogenicity  study  in  rats  with  doses  as  high  as  500  mg/kg/day 
(about  80  times  the  recommended  daily  therapeuhc  dose)  showed  no 
evidence  ot  a carcinogenic  effect  There  was  a dose-related  increase  in 
the  density  ot  enterochromatfin-like  (ECL)  cells  in  the  gastric  oxynhc 
mucosa.  In  a two-year  study  in  mice,  there  was  no  evidence  of  a 
carcinogenic  effect  in  male  mice,  although  hyperplastic  nodules  ot  the 
liver  were  increased  in  the  high-dose  males  as  compared  with  placebo. 
Female  mice  given  the  high  dose  of  Axid  (2,000  mg/kg/day.  about  330 
times  the  human  dose)  showed  marginally  statistically  significant 
increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numencal  increase  seen  in  any  ot  the  other  dose  groups.  The  rate  of 
hepatrc  carcinoma  in  the  high-dose  animals  was  within  the  historical 
control  limits  seen  tor  the  strain  of  mice  used.  The  female  mice  were 
given  a dose  larger  than  the  maximum  tolerated  dose,  as  indicated 
by  excessive  (30%)  weight  decrement  as  compared  with  concurrent 
controls  and  evidence  of  mild  liver  injury  (transaminase  elevations).  The 
occurrence  of  a marginal  finding  at  high  dose  only  in  animals  given 
Axid*  (nizatidine,  Lilly) 


an  excessive  and  somewhat  hepatotoxic  dose,  with  no  evidence  ot  a 
carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day,  about  60  times  the  human  dose),  and  a negative 
mutagenicity  battery  are  not  considered  evidence  ot  a carcinogenic 
potential  tor  /Lxid. 

Axid  was  not  mutagenic  m a battery  ot  tests  performed  to  evaluate  its 
potential  genetic  toxicity,  including  bactenal  mutation  tests,  unscheduled 
ONA  synthesis,  sister  chromatid  exchange,  mouse  lymphoma  assay, 
chromosome  aberration  tests,  and  a micronucleus  tesl 

In  a two-generation,  perinatal  and  postnatal  fertility  study  in  rats,  doses 
ot  nizatidine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the 
reproductive  performance  of  parental  animals  or  their  progeny. 

Pregnancy -Teratogenic  Effects -Pregnancy  Category  (^-Oral  repro- 
duchon  studies  in  rats  at  doses  up  to  300  hmes  the  human  dose  and  In 
Dutch  Belted  rabbits  at  doses  up  to  55  times  the  human  dose  revealed 
no  evidence  of  impaired  fertility  or  teratogenic  effect  but  at  a dose 
eguivalent  to  300  times  the  human  dose,  treated  rabbits  had  aborbons, 
decreased  number  of  live  fetuses,  and  depressed  fetal  weights.  On  intra- 
venous administration  to  pregnant  New  Zealand  White  rabbits,  nizahdine 
at  20  mg/kg  produced  cardiac  enlargement  coarctahon  of  the  aorhc 
arch,  and  cutaneous  edema  in  one  fetus,  and  at  50  mg/kg.  It  produced 
ventricular  anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly, 
and  enlarged  heart  in  one  fetus.  There  are.  however,  no  adeguate  and 
well-controlled  studies  in  pregnant  women.  It  is  also  not  known  whether 
nizatidine  can  cause  fetal  harm  when  administered  to  a pregnant  woman 
or  can  affect  reproduchon  capacity.  Nizahdine  should  be  used  during 
pregnancy  only  it  the  potential  benefit  justifies  the  potential  risk  to 
the  fetus. 

Nursing  Mothers -Sluiies  in  lactating  women  have  shown  that 
0.1%  ot  an  oral  dose  is  secreted  in  human  milk  in  proporhon  to  plasma 
concentrahons.  Because  ot  growth  depression  in  pups  reared  by  heated 
tactahng  rats,  a decision  should  be  made  whether  to  disconhnue  nursing 
or  the  drug,  taking  into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  Use-Safety  and  effectiveness  in  children  have  not  been 
established. 

Use  in  Elderly  Pat/enfs- Healing  rates  in  elderiy  pahents  were  similar 
to  those  in  younger  age  groups  as  were  the  rates  of  adverse  events  and 
laboratory  test  abnormalities.  Age  alone  may  not  be  an  important  factor 
in  the  disposition  of  nizatidine.  Elderly  patients  may  have  reduced 
renal  funchon. 

Adverse  Reactions:  Clinical  trials  of  varying  durahons  included  almost 
5,000  pahents.  Among  the  more  common  adverse  events  In  domeshc 
placebo-conholled  trials  ot  over  1,900  nizahdine  patients  and  over  1,300 
on  placebo,  sweahng  (1%  vs  0.2%),  urticaria  (0.5%  vs  <0.01%),  and 
somnolence  (2.4%  vs  1.3%)  were  significantly  more  common  with 
nizahdine.  It  was  not  possible  to  determine  whether  a variety  of  less 
common  events  was  due  to  the  drug. 

Axid*  (nizatidine,  Lilly) 


Hepafc- Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline 
phosphatase)  possibly  or  probably  related  to  nizahdine  occurred  in  some 
pahents.  In  some  cases,  there  was  marked  elevahon  (>500  lU/L)  in  SGOT 
or  SGPT  and,  in  a single  instance,  SGPT  was  >2,000  lU/L  The  incidence 
of  elevated  liver  enzymes  overall  and  elevahons  of  up  to  three  hmes 
the  upper  limit  ot  normal,  however,  did  not  signihcanhy  differ  from  that 
in  placebo  patients.  Hepatitis  and  jaundice  have  been  reported.  All 
abnormalities  were  reversible  after  disconhnuahon  of  /Vxid. 

Cardiovascular -\n  clinical  pharmacology  studies,  short  episodes 
ot  asymptomatic  ventricular  tachycardia  occurred  in  two  individuals 
administered  Axid  and  in  three  unheated  subjects. 

C/VS-Rare  cases  ot  reversible  mental  confusion  have  been  reported. 

Endocnne -Clinical  pharmacology  studies  and  conholled  clinical  trials 
showed  no  evidence  of  antiandrogenic  activity  due  to  nizatidine. 
Impotence  and  decreased  libido  were  reported  with  equal  frequency  by 
pahents  on  nizahdine  and  those  on  placebo.  Gynecomasha  has  been 
reported  rarely. 

Hematologic-Falal  thrombocytopenia  was  reported  in  a patient 
treated  with  nizahdine  and  another  Hj-receptor  anbgonist  This  pahent 
had  previously  experienced  thrombocytopenia  while  taking  other  drugs 
Rare  cases  of  thrombocytopenic  purpura  have  been  reported. 

Integumental -Sviealing  and  urticaria  were  reported  signihcanhy 
more  frequenhy  in  nizahdine-  than  in  placebo-treated  pahents.  Rash  and 
exfoliahve  dermahhs  were  also  reported. 

Hypersensitivity- As  with  other  Hj-receptor  antagonists,  rare  cases  ot 
anaphylaxis  following  nizatidine  administration  have  been  reported. 
Because  cross-sensihvity  among  this  class  has  been  observed,  Hj-receptor 
antagonists  should  not  be  administered  to  those  with  a history  ot  hyper- 
sensihvity  to  these  agents.  Rare  episodes  of  hypersensihvity  reachons 
(eg,  bronchospasm,  laryngeal  edema,  rash,  and  eosinophilia)  have  been 
reported. 

Ot/iez-Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was 
reported.  Eosinophilia,  fever,  and  nausea  related  to  nizahdine  have  been 
reported. 

Overdosage:  Overdoses  of  /txid  have  been  reported  rarely.  If  overdosage 
occurs,  achvated  charcoal,  emesis,  or  lavage  should  be  considered  along 
with  clinical  monitoring  and  supporhve  therapy.  Renal  dialysis  for  four 
to  six  hours  increased  plasma  clearance  by  approximately  84%. 

PV  2098  AMP  [091289] 

Additional  intormabon  available  to  the  profession  on  request 
Eli  Lilly  and  Company 
Indianapolis,  Indiana 
46285 
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VC'ILLIAM  M.  CiAMBRELL,  MI),  retired 
Kerrville  physician.  Died  Februar)’  27, 
1990;  age  66.  Dr  Gambrell  was  a 1950 
graduate  of  ITie  Dniversin'  of  Texas 
Medical  Branch  at  Galveston.  He  served 
an  internship  at  jackson  Memorial  Hospi- 
tal in  Miami,  a residency  at  Brackenridge 
Ilo.spital  in  Austin,  and  a second  resi- 
dency at  |t)hn  Scaly  Hospital  in  Gal- 
veston. During  World  War  II,  Dr 
Gambrell  served  with  the  US  Air  Force. 

RICHARD  B.  GRANT,  JR,  MD,  retired 
Bry  an  family  physician.  Reported  de- 
ceased. In  1931,  Dr  Grant  graduated 
from  The  I'niversity  of  Texas  Medical 
Branch  at  Galveston.  He  served  an  intern- 
ship at  Robert  B.  Green  Hospital  in  San 
Antonio.  Dr  Grant  was  an  honorary  mem- 
ber of  Texas  Medical  Association. 

MARIANNA  HOOD,  MD,  retired  Dallas 
obstetrician  and  gy  necologist.  Died  Feb- 
ruary 20,  1990;  age  75.  Dr  Hood  re- 
ceived her  medical  degree  in  1941  from 
I’ulane  University'  School  of  Medicine. 

She  served  an  internship  at  Charity  Hos- 
pital in  New  Orleans  and  a residency  at 
Parkland  Ho.spital  in  Dallas.  Dr  Hood 
was  a life  member  of  Texas  Medical 
Association. 

JAMES  W.  HOOKER,  MD,  retired  ,San  An- 
tonio pediatrician  Died  March  19,  1990; 
age  70.  Dr  Hooker  graduated  in  1943 
from  the  University  of  Illinois  College  of 
Medicine.  He  served  an  internship  at  St 
Louis  ( Mo ) Children’s  Hospital  and  a resi- 
dency at  Bethe,sda  ( Md ) Naval  Ho,spital. 
During  World  War  II,  he  served  with  the 
US  Nav'y.  Dr  Hooker  was  a life  member  of 
Texas  Medical  As,sociation. 

THOMAS  E.  KELLY,  MD,  Dallas  family 
physician.  Reported  decea,sed.  Dr  Kelly 
was  a 1935  graduate  of  Tulane  University' 
School  of  Medicine.  He  served  an  intern- 
ship at  St  Paul  Hospital  and  a residency  at 
City  Emergency  Hospital,  both  in  Dallas. 

JOHN  H.  MINNETT,  MD,  retired  Dallas 
internist.  Died  March  25,  1990;  age  82. 

In  19.32,  Dr  Minnett  graduated  from  Bay- 
lor University  College  of  Medicine.  He 
served  an  internship  at  Baylor  University 
Hospital.  During  World  War  11,  he  served 
as  a flight  surgeon.  Dr  Minnett  was  an 


honorary  member  of  Eexas  Medical 
A.ssociation. 

DAVID  F.  NICKELL,  MD,  retired 
Harlingen  general  surgeon.  Reported  de- 
cea,sed.  Dr  Nickell  received  his  medical 
degree  in  1941  from  the  Liniversity  of 
Louisville  in  Kentucky'.  He  served  an  in 
ternship  at  St  Joseph’s  Hospital  and  a resi- 
dency at  Lexington  Clinic,  both  in 
Lexington,  Ky.  Dr  Nickell  received 
postgraduate  training  at  the  Mayo  Clinic. 

EARL  M.  RUSSELL,  MD,  retired  Weather- 
ford general  practitioner.  Died  March  10, 
1990;  age  84.  Dr  Russell  graduated  in 
1932  from  Baylor  Liniversity'  College  of 
Medicine.  He  served  an  internship  at  St 
Paul’s  Hospital  in  Dallas.  He  was  an  hon- 
orary member  of  Texas  Medical 
Association. 

LEE  F.  SCARBOROUGH,  MD,  retired  Aus- 
tin psychiatrist.  Died  April  2,  1990;  age 
73.  Dr  Scarborough  was  a 1939  graduate 
of  Baylor  University  College  of  Medicine. 
He  .served  an  internship  at  Highland  Sani- 
tarium in  Shreveport,  La,  and  residencies 
at  Colorado  Psychiatric  Hospital  in  Den 
ver  and  Galveston  Psychiatric  Hospital. 
During  World  War  II,  Dr  Scarborough 
served  with  the  US  Army. 

FRED  WILLIAM  SETMOUR,  MD,  retired 
Lubbock  and  Houston  radiologist.  Died 
December  1,  1988;  age  8,3.  In  1933,  Dr 
Seymour  graduated  from  the  University’ 
of  Chicago  College  of  Medicine.  He 
served  an  internship  at  Lakeview  Hospital 
in  Chicago  and  a residency  at  Army  and 
Navy  General  Hospital  in  Hot  Springs, 

Ark.  From  1934  to  1959,  Dr  Seymour 
.served  with  the  US  Army. 

ROBERT  B.  SKINNER,  MD,  retired  Austin 
public  health  .specialist  who  was  a former 
deputy  commissioner  for  tuberculosis 
services  with  the  Texas  Department  of 
Health.  Died  March  22,  1990;  age  85.  Dr 
Skinner  received  his  medical  degree  in 
1930  from  the  University’  of  Virginia 
Medical  School  at  Charlottesville.  He 
served  an  intern.ship  at  Fitzsimons  Gen- 
eral Hospital  in  Denver.  Dr  Skinner 
served  30  years  with  the  US  Army  Medi- 
cal Corps. 


RICHARD  A.  SPARR,  SR,  MD,  Dallas 
obstetrician  and  gynecologist.  Died  Feb- 
ruary' 28,  1990;  age  62.  Dr  Sparr  grad- 
uated in  1952  from  Hie  Liniversity’  of 
Texas  Southwestern  Medical  School  at 
Dallas.  He  served  an  internship  at  Walter 
Reed  Army  Hospital  in  Washington,  DC, 
and  a residency  at  Parkland  Memorial 
Hospital  in  Dallas.  During  the  Korean 
War,  he  served  with  the  US  Army  Medical 
Corps. 

GAYLAND  CLARENCE  STEUBING,  MD, 
Houston  family  physician.  Died  March  1, 
1990;  age  51.  Dr  Steubing  was  a 1963 
graduate  of  The  liniversity'  of  Texas 
Medical  Branch  at  Galveston.  He  served 
an  internship  at  Memorial  Baptist  Hospi- 
tal in  Houston. 

EDMUND  P.  WILLIAMS  III,  MD.  San  An- 
tonio family  physician.  Died  March  20, 
1990;  age  58.  In  1957,  Dr  Williams  grad- 
uated from  The  University'  of  Texas  Medi- 
cal Branch  at  Galveston.  He  served  an 
internship  at  Memorial  I lo.spital  in  Cor- 
pus Christi. 
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Command 

Performances**. 

...Essential  to  Our  Professions 

How  many  times  have  you  felt  pressed  into  a command  performance? 
Whether  it’s  a treatment  course  or  surgery,  you  feel  all  eyes  are  watching  your 
every  move.  Expectations  are  high  and,  oftentimes,  unrealistic.  Then  the 
unpredictable  or  the  unwanted  occurs.  Those  high  expectations  are  not  fulfilled 
and  the  next  thing  you  know,  you’re  being  sued. 

That’s  why  our  command  performance  is  so  important.  When  all  eyes  shift 
to  the  legal  side,  you  want  an  insurance  company  backing  you  with  excellent 
claims  defense.  At  ICA,  our  claims  defense  is  renown  in  the  industry 
as  tough  and  resource- 
ful. We  respond  to  a 
claim  situation  with 
in-house  attorneys,  not 
adjusters.  And  we  use 
only  the  best  defense 
counsel  in  your  area, 
attorneys  whose  reputa- 
tions and  abilities 
present  the  one  com- 
mand performance  you’ll 
want  to  witness. 

Call  ICA  today  at 
l-(800)-231-2615  and 
check  out  the  reviews 
to  our  command 
performances. 


INSURANCE  CORPORATION  OF  AMERICA 

People  Who  Care  Houston,  Texas 


feature  I More  than  a building: 

a renewed  commitment 


from  Texas’  three  medical  schools — Bay- 
lor in  Houston.  The  University  of  Texas 
Medical  Branch  in  Galveston,  and  South- 
western Medical  School  in  Dallas — and 
setting  up  practices  all  over  Texas. 

Medical  scientists  were  searching  for 
antibiotics  to  overcome  the  inadequacies 
of  penicillin,  and  promising  heart  sur- 
geon Michael  DeBakey  wxs  stitching 
strips  of  Dacron  on  his  wife’s  sewing  ma- 
chine to  see  if  he  could  make  some  kind 
of  tubing  to  replace  clogged  arteries. 

On  Sept  19,  1952,  Gov  Allan  Shivers 
and  US  Sen  Lyndon  B.  John.son  spoke  at 
the  formal  dedication  ceremonies  of 
TMA’s  new  building.  During  the  public 
open  house  the  following  Sunday,  visitors 
watched  films  such  as  “Wonder  Engine  of 
the  Body”  in  the  first-floor  Thompson 
Auditorium. 

Tremendous  changes  in  37  years 
I'he  practice  of  medicine  and  the  associa- 
tion have  changed  greatly  in  37  years. 

I’he  two-story  white  limestone  building 
at  1801  N Lamar  Blvd,  once  an  elegant  li- 
brar)’  with  a .spacious  auditorium  and 
ample  offices,  is  overcrowded,  with  no 
meeting  .space  remaining.  Beginning  in 
the  early  1970s,  the  association  pur- 
chased three  additional  buildings  in  the 
adjacent  block  to  house  the  expanding 
staff. 

TMA  membership  has  nearly  quin- 
tupled, from  6,000  in  1952  to  more  than 
29,000  today.  Member  benefits  also  have 
multiplied.  In  addition  to  a professional 
journal  and  a libraty',  physicians  today 
have  a TMA-endorsed  group  insurance 
plan,  continuing  education  programs, 
international  travel  opportunities,  and 
business  and  individual  benefits,  such  as 
leasing  of  medical  equipment. 

Although  TMA  has  pushed  for  public 
health  laws,  including  sanitation  and 
childhood  immunizations  since  its  origin 
in  1853,  the  association  in  the  last  three 
decades  has  become  a stronger  advocate 
for  the  state’s  physicians  and  their  pa- 
tients. The  association’s  lobbyists  pro- 
mote health  interests  in  state  and  federal 
legislation,  a political  action  committee 
supports  candidates,  and  a medical  eco- 
nomics division  represents  physicians  on 

An  architect's  model  portrays  TMA’s  new 
headqiuirters  building,  which  is  expected  to  be 
completed  in  June  199  T In  the  left  foreground  is  a 
portion  of  the  Guest  Quarters  Hotel 


Texcis  Medical  Association  is  planning 
for  the  21st  century’  with  the  construe 
tion  of  a headejuarters  building  that 
will  accommodate  the  association’s 
space  needs  to  at  least  the  year  2010. 
Groundbreaking  ceremonies  for  the  new 
10-story  structure  were  held  April  4. 
with  occupancy  scheduled  for  summer 
1991.  Photos  of  the  groundbreaking  cer- 
emonies are  on  pp.  28-29. 

In  this  article,  Austin  freelance  writer 
and  editor  Barbara  Langbam  puts  the 
vision  of  the  new  building  into  a his- 
torical perspective. 


n 1952,  when  the  Texas  Medical  A.sso- 
ciation  moved  into  its  current  head- 
quarters building  at  1801  N Lamar 
Blvd  in  Austin,  first-grade  classrooms  in 
Texas  were  bulging  with  the  first  influx 
of  baby  boomers,  and  every'  school  child 
could  expect  to  get  the  measles — if  he 
hadn’t  had  them  already — as  a normal 
part  of  growing  up.  In  the  summertime 
children  reluctantly  heeded  their  moth- 
ers’ warnings  against  swimming  out  of 
fear  they  would  catch  polio. 

Young  physicians,  some  of  whom  had 
served  in  World  War  II,  were  graduating 
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Medicare,  Medicaid,  alternate  health  care 
deliver)'  systems,  qualiU'  as.su  ranee,  and 
other  i.ssues.  Moreover,  the  as.sociation 
organizes  postgraduate  courses  and  sci- 
entific programs  that  help  keep  doctors 
at  the  forefront  of  medical  advancements. 

llie  staff  who  provide  these  and  other 
services  has  grown  from  21  in  1952  to 
137  today,  not  counting  another  45  who 
are  employed  by  the  separate  insurance 
trust.  To  make  room  for  some  of  them, 
the  auditorium  has  been  subdivided  into 
work  cubicles,  forcing  committees  and 
councils  to  meet  at  other  locations.  ITic 
reading  room,  where  physicians  once 
studied  medical  journals,  now  serves  as  a 
staff  lounge,  a project  work  area,  and  a 
thoroughfare  for  arriving  visitors  and  de- 
liver)’ people. 

In  the  early  1970s,  while  TMA  was 
buying  the  one-  and  two-stor)’  office 
buildings  just  north  of  the  headquarters, 
it  became  apparent  that  the  situation 
could  not  go  on  indefinitely  and  that  a 
single  building  would  be  more  condu- 
cive to  conducting  business.  TMA's  Board 
of  Trustees  voted  in  1975  to  start  allocat- 
ing $15  from  members’  dues  to  a build- 
ing fund.  Half  the  projected  cost  of  the 
new  building  will  come  from  this  fund, 
one-fourth  from  disposition  of  existing 
properties,  and  the  remaining  one-fourth 
from  continued  allocation  of  $15  from 
dues  and  lease  income  in  the  new 
building. 

“As  a result  of  the  board’s  foresight  in 
the  1970s,  we  will  not  have  to  increase 
dues  or  assess  members, ’’  said  Merle  W. 
Delmer,  MD,  chairman  of  the  trustees’ 
new  building  task  force. 


From  a Fort  Worth  doctor’s  office  to 
Austin 

Location  was  a critical  consideration  in 
discussions  about  a new  building,  unlike 
earlier  times  when  convenience  and  ne- 
cessity were  chief  factors. 

In  the  late  1800s,  association  officers 
carried  on  the  group’s  business  activities 
in  their  private  offices  and  hospitals  in 
different  parts  of  the  state.  In  1903,  the 
association’s  files  and  materials  found  a 
home  in  the  Fort  Worth  office  of  Dr  Ira 
Chase,  the  association  secretar)',  when  he 
began  devoting  part  of  his  time  to  asso- 
ciation work  and  the  rest  to  his  medical 
practice. 


A fire  in  Chase’s  office  in  the  Fort 
Worth  National  Bank  Building  forced  the 
association  to  move  to  the  basement  of 
the  Continental  Bank  Building,  and  over- 
crowding forced  another  move  to  the 
Western  National  Bank  Building  in  1912. 

In  1922  the  association  moved  with 
the  Tarrant  County  Medical  Society'  to 
the  Newby  Building  ( Throckmorton  and 
1 1th  Streets).  In  1927,  there  was  a move 
to  the  Medical  Arts  Building  in  Fort 

Texas  Medical  Association  niored  into  its  current 
headquarters  building  in  Austin  in 
Eventually.  the  building's  space  limitations 
necessitated  the  purchase  of  three  additional 
buildings  to  house  the  association  s offices. 


A building  in  the  block  adjacent  to  TMA's 
headquarters  houses  the  association 's  membership 
department. 


TMA  's  general  counsel,  health  care  delivery,  health 
care  financing,  medical  economics,  practice 
management,  ptdtlic  affairs,  quality  assurance! 
utilization  review,  and  socioeconomic  research 
staffs  have  their  offices  at  1905  iV  Lamar  lilvd. 


The  TMA  Insurance  Trust  occupies  an  office  at  1901 
N Lamar  lilvd 
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hi  the  Fort  Worth  National  Ranh  Hiiilcting  (upper 
left),  the prst  huiUling  to  house  offices  of  the  Texas 
.Medical  Association,  activities  were  carried  on  in 
the  quarters  of  the  secretar)  — editor-in  -chief  until 
1910.  when  offices  were  set  up  in  the  basement 
of  the  Continental  Bank  Building  (upper  right) 
The  third  move  took  place  in  1912.  when  the 
association  office  was  housed  in  the  Western 


National  Bank  Building,  later  known  as  the  Texas 
State  Bank  Building  ( lower  left).  For  five  years, 
from  1922  to  192^.  the  central  office  ofT.MA  ivas 
located  on  the  second  floor  of  the  Newby  Building 
at  207  112  W Eleventh,  over  the  old  Gas  Company 
offices.  In  the  photograph  of  the  Newby  Building 
(lower  right),  the  ivindows  above  the  fire  escape 
toward  the  left  are  those  of  the  former  association 


office.  Other  space  on  the  second  floor  was  used  by 
the  Tarrant  Count)’  .Medical  Society.  "Home  " from 
192"  until  1935  was  on  the  second  floor  of  the 
.Medical  Arts  Building  in  Fort  Worth  (inset).  This 
page  of  photographs  and  those  on  the  next  page 
are  reproduced  from  the  program  of  the  1952 
dedication  ceremony  of  the  current  headquarters 
building 
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Worth.  In  193^,  the  association  bought  a 
two-stor)  brick  house  at  1 40-i  West  El 
Paso  Street  that  had  been  the  residence 
of  a prominent  Fort  W orth  family.  It 
marked  the  first  time  the  association  had 
use  of  an  entire  building.  By  that  time, 
TMA  had  4,150  members  and  10  full 
time  employees. 

Proximity  to  the  heartbeat  of  state  gov- 
ernment may  have  played  some  part  in 
the  decision  to  move  the  headquarters  to 
Austin  in  1948.  Ilie  association  leased  a 
three-stor)'  Victorian  house  built  in  1886 
for  the  John  Bremond,  Jr,  family,  which 
today  is  part  of  Austin’s  historic  Bremond 
Block,  listed  in  the  National  Register  of 
Historic  Places.  I lowever,  the  Bremond 
house  never  was  intended  to  be  a perma 
nent  home.  A few  months  after  this  move 
to  Austin,  the  Travis  County  Medical  So- 
ciety gave  the  Lamar  Boulevard  site  to 
the  association,  and  plans  went  forward 
for  building  the  “Memorial  Libraty,”  as  it 
was  called  when  completed  in  1952. 

A goal  of  presence,  not  prestige 
Interestingly,  the  newest  site  for  I’MA’s 
headquarters,  at  1 5th  and  Guadalupe 
Streets,  lies  only  eight  blocks  north  of  the 
first  Austin  site  at  7th  and  Guadalupe. 


The  a.s.soeiation  purchased  the  vacant  half 
block  of  land  facing  15th  Street  in  No- 
vember 1988,  culminating  a two-year 
search,  and  retained  the  Trammell  Oow 
(Company  as  project  manager. 

The  new  site  lies  just  three  and  one- 
half  blocks  from  the  Capitol,  “although 
that’s  not  why  we  bought  it,  ” Dr  Delmer 
said.  The  selection  was  based  on  pre- 
determined criteria:  central  business  dis- 
trict, full  TMA  ownership,  adequate  space 
for  projected  growth,  a cost  that  would 
not  dip  into  the  operating  fund  or  contin- 
gency reserves,  and  “presence — not 
prestige — in  the  community,”  Dr  Delmer 
said. 

“W'e  are  happy  to  be  close  to  the  Capi- 
tol,” he  said,  “because  it  reinforces  our 
physical  presence  and  our  concern  with 
legislation  and  state  policy  affecting  pub- 
lic health  care  and  medical  education.” 

“Close  proximity  to  the  C^apitol  was 
never  a goal,”  TMA  Executive  Vice  Presi- 
dent Bob  Mickey  said,  “but  it  has  turned 
out  to  be  an  agreeable  coincidence.” 

'I’he  search  included  a look  at  existing 
buildings  because  Austin’s  lagging  econ- 
omy had  left  many  new  buildings  vacant. 
At  one  point,  the  task  force  considered 
buying  an  existing  building  that  generally 


fit  the  criteria,  except  that  it  was  too  big. 
“We  could  aftbrd  the  price,  but  not  the 
cost  of  operating  it,  ” Mr  Mickey  said. 

'I’he  building  will  face  the  intersection 
of  1 5th  and  Guadalupe,  an  important  traf- 
fic node  for  people  traveling  to  state  gov- 
ernment buildings  or  the  downtown 
business  district.  The  location  also  offers 
easy  access  from  Interstate  Highway  35 
and  MOPAC,  a cross-town  freeway. 

Across  Guadalupe  Street  on  the  south- 
east corner  of  the  intersection  is  the 
Guest  Quarters  Hotel.  “Having  a hotel 
next  door  will  be  a nice  benefit,  ” Mr 
Mickey  said.  “We  frequently  have  meet- 
ings that  require  physicians  from  out  of 
town  to  stay  overnight.” 

Across  1 5th  Street  on  the  northwest 
corner  is  First  State  Bank,  and  diagonally 
across  the  intersection  on  the  northeast 
corner  is  One  Capital  Square,  w hich  the 
state  may  purchase. 

Directly  behind  the  new'  TMA  building 
on  the  same  block  are  a historically  des- 
ignated hoiKse  occupied  by  the  Texas  Sav- 
ings and  Loan  League  and  a new  building 
housing  the  Texas  Ckiunty  and  District 
Retirement  System.  Because  all  the 
neigliboring  buildings  are  relatively  new' 

( or  marked  for  historical  prevservation,  in 


The  first  home  of  the  association  that  was  owned  by 
TMA  was  secured  in  I93‘>  Fort  Worth  at  I~i(N  It' 
FI  Paso  Street,  the  former  residence  of  a prominent 
Fort  Worth  family  For  the  first  time,  the  association 
staff  and  activities  made  use  of  a complete 
building. 


The  Victorian  residence  at  ^00  Guadalupe  St  in 
Austin  housed  the  association  's  offices  from  19  tH 
until  1952.  when  the)'  were  moved  to  the  cunent 
headcpuirters  building  on  Tamar  Hotdevard. 


Volume  86  futie  1990 


one  case ),  TMA  can  expect  the  immedi- 
ate area  to  remain  fairly  stable  in  the 
years  ahead. 

Room  to  grow 

ITie  new  building,  designed  by  the  Dallas 
architectural  firm  of  Harwood  K.  Smith, 
w ill  be  a l{)-stor\"  structure  consisting  of 
a six-level  office  tower  stacked  onto  four 
lower  levels  of  parking  ( 295  cars).  Park- 
ing will  be  integrated  into  the  above- 
ground floors  for  tw'o  reasons:  to  avoid 
the  exorbitant  cost  of  excavation  and  to 
give  the  building  extra  height  ( since  tall 
buildings  stand  on  the  other  three  cor- 
ners of  the  intersection ). 

ITie  exterior  of  the  new  TMA  building 
will  be  made  of  granite-chip  precast  con- 
crete in  a reddish  hue  common  to  Austin 
buildings.  “ The  building  w ill  not  make  a 
big,  powerful  statement,  but  rather 
present  a solid,  tasteful  reminder  relative 
to  our  commitment  to  improving  medi- 
cal care,”  said  Drue  O.D.  Ware,  MD,  Fort 
Worth,  chairman  of  the  Board  of  Trustees 
and  a task  force  member. 

Of  the  120,000  square  feet  of  office 
space,  90,000  will  be  occupied  by  as.so- 
ciation  and  insurance  trust  st;iff;  the  re- 
maining 30,000  will  be  leased  for  the 
next  10  to  20  years,  until  the  association 
needs  the  space. 

Because  it  is  a new  building  in  a desir 
able  downtown  location,  the  prospects 
for  finding  tenants  look  good,  it’s  not  a 
matter  of  whether  we  w ill  lease,  but 
rather  what  the  lease  rate  w ill  be,"  Mr 
Mickey  said.  Among  those  expressing  in- 


terest in  leasing  have  been  several  small 
state  medical  organizations. 

ITie  interior  features,  developed  by  the 
Austin  architectural  firm  of  R TG  Partners 
Inc,  were  designed  to  be  highly  func- 
tional and  yet  convey  openness,  in  keep- 
ing with  FMA's  theme  of  "physicians 
caring  for  Texans.” 

History  of  medicine  exhibit  in  lobby 

On  the  ground  level  the  front  doors  will 
open  to  a lobby  and  an  exhibit  on  the 
history  of  medicine.  Display  cases  will 
contain  rare  medical  books,  old  surgical 
instruments,  and  other  artifacts  the  asso- 
ciation has  in  its  archives,  as  well  as 
other  materials  that  physicians  around 
the  state  may  wish  to  donate.  Dr  Flgin  W. 
Ware,  Jr,  Dallas,  heads  a committee  of 
physicians  and  auxiliary  members  who 
w ill  develop  and  alternate  various 
exhibits. 

“We  re  excited  about  the  possibilities 
of  the  exhibit."  Dr  Ware  said.  "It  offers  an 
opportunity  to  show  how  far  medical  sci- 
ence has  come  and  where  it  is  going.” 

Visitors  can  view  the  exhibit  and  also 
pick  up  brochures  on  various  public 
health  issues  at  a central  information 
desk. 

On  the  (iuadalupe  Street  side  on  the 
ground  floor  will  be  a 300-seat  au- 
ditorium. The  auditorium,  like  the  old 
one  in  the  current  building,  w ill  be 
named  in  memoiy’  of  Dr  and  Mrs  Sam 
ITiompson  of  Kerrville,  w ho  in  the  early 
1950s  made  a S5(),000  bequest  in  an  irre- 
vocable trust  for  building  and  operating 


the  association’s  libraiy.  “Dr  Sam,”  as  he 
was  known,  operated  a tuberculosis  sani- 
torium  in  Kerrville  in  the  1920s  and 
1930s  and  chaired  TMA’s  Board  of  Trust- 
ees for  10  years.  Annie  Lee  Thompson 
served  as  president  of  the  Kerr  County 
Medical  Society  Auxiliaty'  for  many  years, 
as  well  as  state  president  in  1944—1945. 
The  ITiompsons  made  many  large  be- 
quests to  the  association. 

Adjoining  kitchen  facilities  will  make  it 
po.ssible  to  have  catered  food  with 
meetings. 

Physicians  and  other  visitors  who 
come  to  the  auditorium  or  the  clinical  li- 
brar)  on  the  fifth  floor  will  be  able  to 
drive  into  the  ground  level’s  north  or 
west  sides  and  park  in  designated  visitor 
parking  spaces,  allowing  them  to  enter 
the  building  easily. 

ALso  on  the  ground  floor  wall  be  the  as- 
sociation’s printing  and  mailing  center, 
where  all  TMA  stationeiy’,  newsletters,  re- 
ports, and  other  materials  ( except  for 
Texas  Medicine  ) will  be  printed,  ad- 
dressed, and  mailed. 

Elevators  will  carry  st;tlf  and  visitors  up 
past  three  levels  of  parking  directly  to 
the  offices  above.  Level  five,  the  first  non- 
parking floor,  w ill  consist  primarily  of  the 
libraty'.  It  will  have  individual  carrels  as 
well  as  a reading  room  furnished  with  ca- 
sual tables  and  chairs,  providing  physi- 
cians a quiet  place  to  study,  undisturbed 
by  the  general  library’  traffic. 

Hie  fifth  floor  also  will  contain  a per- 
sonnel office,  property  management 
office,  staff  lunchroom,  and  staff  fitness 


An  nrchitcctiiral  sketch  shows  the  iOO  secit 
Thompson  A utiitorinm 


sociatto  I 
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center  ( which  can  use  before  and 
after  work  and  during  lunch  hours). 

ITie  fitness  center  aptly  demonstrates 
that  TMA  puts  its  proverbial  money 
where  its  mouth  is.  "It  is  most  appropri- 
ate that  the  medical  association  provide  a 
fitness  center  for  its  staff,  ' Chairman 
Ware  said. 

Key  features  of  other  floors  will 
include: 

Level  six — TMA  Insurance  Trust  and 
lease  space; 

Level  seven — departments  of  finance, 
membership,  membership  services,  an- 
nual session  and  scientific  programming, 
public  health,  medical  education,  spe- 
cialty societies,  information  systems  and 
its  computer  room; 

Level  eight — lease  space; 

Level  nine — offices  for  Texas  Medi- 
cine, public  relations  ( including  a studio 
for  recording  public  service  announce- 
ments), medical  economics,  and  lease 
space; 

Level  ten — offices  for  the  general 
counsel  ( including  a legal  library );  divi- 
sion directors  for  medical  information, 
medical  economics,  and  administration; 
executive  director  of  the  auxiliaix’;  and 
the  executive  vice  president. 

May  Owen  Conference  Room 
A singular  feature  of  the  tenth  floor  will 
be  the  Dr  May  Owen  Conference  Room, 
named  in  honor  of  the  revered  Fort 
Worth  pathologist  and  humanitarian.  “Dr 
May,”  who  served  as  FMA’s  first  woman 
president  in  I960,  established  a student 
loan  fund  ( with  assets  now  in  excess  of 
$1  million ) and  a physicians’  benevolent 
fund  that  TMA  administers.  She  died 
April  12,  1988,  three  days  before  her 
97th  birthday. 

I'he  Dr  May  Owen  Conference  Room, 
as  well  as  smaller  conference  rooms  on 
each  floor,  will  be  available  for  use  by  the 
as,sociation’s  many  boards,  committees, 
and  councils.  Meetings  larger  than  300, 
such  as  the  Fall  and  Winter  Leadership 
Conferences  and  the  interim  session  of 
the  House  of  Delegates,  which  attract 
500  to  1,000  people,  still  will  have  to 
meet  in  Austin  hotels.  But  smaller  groups 
can  meet  in  the  new  building,  thus  saving 
the  association  a considerable  sum  in 
meeting  costs. 

Present  properties  on  Lamar  Boulevard 
will  be  sold,  or  leased — then  .sold,  in  the 


next  few  years  depending  on  market 
conditions. 

"By  bringing  all  the  association  st;tff 
under  one  roof,”  Mr  Mickey  said,  “TMA 
will  realize  another  saving  in  reduced 
utility  and  maintenance  costs — com- 
pared to  operating  four  separate  build- 
ings now.  That  saving,  plus  enhanced 
internal  communication  and  administra- 
tive efficiencies,  will  mean  better  service 
to  members,” 

Equally  important  is  the  symbolic 
value.  “This  is  not  just  an  office  building,” 

Architectural  sketches  depict  the  entry'  hall  ( top) 
with  its  history’  of  medicine  display,  and  the  Dr  May 
Owen  Conference  Rocmi 


Chairman  Ware  said,  “but  a renewed 
commitment  of  physicians  to  the  ad- 
vancement of  medicine  and  medical  care 
for  the  people  of  the  State  of  Texas,” 
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Rogers.  Kintzel,  Austin,  chainnnn  of  the  Greater 

Austin  Chamber  of  Commerce,  addresses  the  crowd  Physicians,  guests,  and  staff  obsen  e the  groundbreaking  ceremony 


feature  ■ Texas  Medical  Association: 

Building  for  the  future 


IcxasMfdicil 

A-ssodation 


Drue  ()  D Ware.  Ml).  Fort  Worth,  chairman  of  T.MA  's 
Hoard  of  Irustees.  welcomes  guests  to  the 
groundbreaking  ceremony 


Beautiful  weather  and  a festive  atmo- 
sphere surrounded  groundbreaking  cere- 
monies for  Texas  Medical  Association’s 
new  headquarters  building,  April  4,  in 
Austin.  The  chairman  of  the  Greater  Aus- 
tin Chamber  of  Commerce  and  TMA 
leaders  addressed  a crowd  of  physicians, 
guests  and  TMA  staff  members,  and  re- 
freshments at  the  site  followed.  The  site 

A banner  at  the  building  site  announces  TMA's  project 


of  TMA’s  new  building  at  1 5th  and 
Guadalupe  is  just  eight  blocks  north  of 
the  association’s  first  Austin  home  at  700 
Guadalupe  St.  TMA  occupied  the  historic 
John  Bremond  home  from  1948  to  1952. 
file  new  building  is  described  in  detail  in 
a feature  beginning  on  page  22  of  this 
issue  of  Texas  Medicine. 

Photos  by  Jim  l.incoln. 
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C.  Hutlcr.  Ml).  Houston,  presiilent  of  the  Te.xus 
.Medical  .Association,  offers  remarks 


.Merle  W.'  Oe/mer.  MI).  .Seta  .Antonio,  chaired  the  trustees'  Task  I'orce  on  Neu'  liuildinp. 


7 

fw 

TMA  s Board  of  Tnestees  and  Mr  Kintzel  break 
ground  Pictured  from  left  to  right:  Merle  W.  Delmer. 
MD.  chairman.  Task  Force  on  Neu'  Building.  San 
Antonio;  Mark  J.  Kubala,  MD.  nice  speaker.  House  of 
Delegates;  Betty  P.  Stephenson,  MD.  Houston, 
secretary! treasurer.  TMA;  Sam  A Nixon.  MD. 


Houston,  speaker.  House  of  Delegates;  Elgin  W 
Ware.  Jr.  MD.  Dallas,  vice  chairman;  Val  F Borum, 
MD.  Fort  Worth,  immediate  past  president;  Roger  S 
Kintzel.  Austin,  chairman.  Greater  Austin  Chamber 
of  Commerce;  James  M.  Graham.  MD.  Austin;  Victor 
J.  Weiss,  Jr,  MD,  San  Antonio,  secretary;  Wm.  Gordon 


McGee.  MD.  El  Paso,  president-elect.  TMA;  Drue  O D. 
Ware.  MD.  Fort  Worth,  chairman;  Harold  R.  High. 
MD,  Cuero.J  Fotrest  Fitch.  MD,  McAllen;  Max  C. 
Butler.  MD.  Houston,  president.  TMA 
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At  Medical  Protective,  fi^liting  for  our 
doctors  is  our  lumiber  one  priority.  We  know 
we're  not  just  insuring  yonr  llnances.  We’re 
protecting  your  professional  reputation,  an 
asset  no  amount  of  insurance  can  replace. 

And  when  we  go  to  battle,  onr  winning 
record  is  unsnrpass('d.  The  reasons  are 
sini|)le. 

First,  no  one  knows  more  about  defending 
doctors  than  we  do.  We  invented  professional 
liability  insurance  90  years  ago  and  have 
been  defending  doctors  ever  since. 

Second,  since  our  inception  we  have 
employed  oidy  the  most  e\|)erienced  and 
skilled  mal|)ractice  lawyers  in  yonr  area.  We 
will  never  waver  from  tins  commitment. 

d'bird,  commitment  of  this  kind  recjuires 
bnancial  strength  and  stability.  VVitli  nearly 
a billion  dollars  in  assets  and  a continuous 
A.M.  Best  A+  (Superior)  rating,  we  don’t 
have  to  make  individual  case  decisions 
based  on  the  bottom  line.  We  have  the 
financial  clout  to  do  wliatever  it  takes  to 
serve  our  doctors. 

If  you  would  like  this  kind  of  aggressive 
defense  in  your  corner,  don’t  wait.  Call  d'he 
Medical  Protective  (aimpany  General  Agent 
in  your  area  today. 


Americas  premier  professional  liability  insurer. 


OfTices  in  Dallas,  Bruce  Crim,  Keith  H.  Prince,  Charles  F.  Curtice,  Daniel  S.  Marley,  (214)  821-4640  • Houston,  L.  Wayne  Kirk, 
Rick  D.  Bolin,  .John  Bedingfield,  (713)  465-4445  • San  Antonio,  Michael  Rollans,  Thomas  A.  W'eisman,  (512)  490-1081 
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Medical  Leasing 


725  Lamar  Blvd.  E • Arlington,  Texas  76011 

Metro  (817)  461-3236 
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National  Vehicle 
Leasing  Association 
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Obstetrical  risk 
management: 
establishing  documents 
of  defense 


Richard  \X  Walker,  Jr, 
MI),  President, 
Elenchos  Riniar,  Corp, 
-lOO  Medical  Center 
Blvd,  ,Suite  207, 
Webster,  TX  77‘598. 


The  practice  of  obstetrics  is  high  risk  for  the 
obstetrician.  We  are  the  target  for  plaintiffs  and 
their  attorneys  for  any  outcome — maternal  or 
neonatal — that  is  less  than  perfect  Thus  obstetri 
dans  should  learn  how  to  practice  inexpensive, 
high-quality  defensive  medicine  by  increasing 
knowledge  of  risk  management  and  improving 
charting  skills.  This  article  attempts  to  achieve 
these  objectives,  thus  reducing  the  obstetrician  's 
vulnerability  to  being  a legal  "sitting  duck”! 


According  to  the  1987  Government  Account- 
ing Office  report,  obstetrical  related  errors  in 
medical  malpractice,  were  highest  in  median 
and  average  payments:  865,000  and  8216,464  re- 
spectively. Obstetricians/gv  necologists  account  for 
5.2%  of  all  phv'sicians  but  are  involved  in  12.4%  of 
ail  involved  claims.  The.se  claims  carr\'  the  highest 
severity  of  all  medical  closed  claims  ( 1 ). 

ITiesc  findings  are  disturbing.  Of  even  greater 
concern  is  obstetricians’  unawareness  of  liability 
ri.sk-management  skills.  This  article  introduces 
obstetricians  to  risk-management  strategy,  tactics, 
and  skills  that  may  decrease  litigious  vulnerability. 

Risk  management,  simply  stated,  is  the  process  of 
managing  risks.  Risk  is  any  potential  for  loss  of  as- 
sets. Risk  management  is  therefore  the  process  of 
conservation  of  assets.  Assets  are  defined  according 
to  whom,  or  what,  the  risk  is  a potential  for.  In  the 
arena  of  health  care  there  are  three  primary'  compo- 
nents: hospitals,  patients,  and  physicians.  Risks  for 
hospitals  arc  economic  loss  and  damaged  reputa- 
tions; risks  for  patients  are  iatrogenic  injury',  trauma 
or  disease;  and  ri.sks  for  physicians  are  the  night- 
mare of  bad  outcomes  which  can  lead  to  litigation, 
financial  loss,  and  tarnished  reputations. 

Grose  stated  an  important  concept  of  risk  man- 
agement that  should  remain  clear  in  the  minds  of 
practicing  physicians:  “Risk  is  directly  related  to  ig- 
norance or  uncertainty'  of  the  consequences  of  any 
proposed  action”  ( 2 ). 

ITie  risk-management  process  begins  with  identi- 
fication of  ri.sks.  We  will  examine  obstetrical  risk 
management  by  looking  at  it  in  sequential  order, 
starting  with  the  antepartum  period.  This  systematic 
process  enables  us  to  maximize  the  identification  of 
potential  problems. 

Medical  risk  management  as  a defensive  tool  ulti- 
mately hinges  on  the  legal  concept  of  causation. 

I'he  search  for  causation  should  therefore  be  the 
single  most  important  area  of  investigation  for  an 
obstetrician’s  defense  counsel.  Causation  is  a com- 
ponent of  negligence.  It  is  “ . . . that  a rea.sonable, 
close,  causal  connection  exists  between  the  acts  of 
the  obstetrician  or  gy  necologist  and  the  resulting 
injury.  I’his  is  commonly  known  as  legal  cause’  or 


proximate  cause,’  which  differs  from  medical  causa- 
tion in  that  it  refers  to  a cause  and  not  necessarily 
the  cause  or  even  the  most  immediate  cause,  as  is 
the  case  with  medical  causation”  (3). 

In  developing  obstetrical  risk  management  the 
obstetrician  should  understand  this  concept  of 
causation  clearly,  as  it  becomes  the  cornerstone  for 
all  your  efforts  and  your  defense,  should  the  need 
arise.  Every'  commission  or  omission  from  the  time 
the  patient  is  first  seen  by  the  physician  until  dis- 
charge from  the  labor  and  delivery  unit  will  be  rele- 
vant to  causation.  Causation  ( legally ) must  be: 
50.1%,  have  a probability,  be  more  likely  than  not, 
have  a reasonable  medical  certainty  that  the  act  of 
the  physician  resulted  in  the  injury'. 

There  are  two  ways  in  which  causation  can  be  in- 
vestigated: “cause  in  fact”  and  “proximate  cause”  in- 
quiries. “Cause  in  fact”  inquiry  addresses  the 
conduct  of  the  defendant  physician.  The  latter  at- 
tempts to  establish  “causes  so  closely  connected 
with  the  results  in  time  and  space  and  of  such  sig- 
nificance that  the  law  is  justified  in  imposing  lia- 
bility” ( 3 ).  In  other  words,  cause  in  fact  inquiry 
looks  at  the  physician’s  conduct,  commissions  or 
omissions,  as  the  origin  of  the  injury.  Proximate 
cause  inquiry'  can  support  the  defendant  in  that  the 
conduct  of  the  defendant  did  not  have  anything  to 
do  with  the  consequent  injury*.  That,  in  the  latter 
case,  the  injury  would  have  resulted  no  matter  what 
the  physician  did  or  did  not  do.  In  legal  parlance 
this  is  known  as  the  “but  for”  formula,  indicating 
that  the  defendant’s  conduct  was  not  a contribution 
to  the  event  causing  the  harm. 

Understanding  of  this  is  crucial  to  the  obstetrician 
involved  in  litigation,  particularly  if  the  suit  involves 
a brain  damaged  baby.  Unfortunately,  most  of  us  do 
not  appreciate  its  importance,  nor  do  many  defen- 
dants’ attorneys  ( 4 ).  Support  for  the  physician  is 
maximized  through  obtaining  appropriate  docu- 
mentation. 

If  the  pathogenesis  ( the  “but  for”  ) can  be  demon- 
strated as  the  cause  of  injury  due  to  processes  unre- 
lated to  management  such  as  a “latent  pathologic 
process  during  gestation  or  by  other  factors  unre- 
lated to  the  treatment  given,  then  the  culpability  of 
the  defendant  is  negated”  (5).  Thus  the  obstetrician 
should  practice  good  obstetrics  and  also  provide 
the  best  possible  defense  by  incorporating  good 
obstetrical  risk  management  skills.  These  skills  en- 
hance both  the  clinical  management  and  defense 
capabilities. 

Antepartum  risk  management 

PHYSICIAN-PATIENT  RELATIONSHIP 
In  any  area  of  clinical  practice,  the  physician-patient 
relationship  is  of  paramount  importance  since  it 
governs  the  remainder  of  the  interpersonal  interac- 
tion. This  component  of  care,  provided  by  any  phy- 
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sician,  lays  the  foundation  for  any  good  medical 
risk-management  program.  Mere  are  some  key  risk 
management  steps: 

1.  Develop  the  interpersonal  interaction  by  en- 
couraging the  patient  to  bring  a significant  other  to 
office  visits.  Hxplain  the  status  of  the  pregnancy  at 
that  time.  Also  explain  how  you  like  to  go  about 
doing  things  and  encourage  their  input;  ask  for 
questions. 

2.  Do  not  appear  to  be  anxious  to  have  the  meet- 
ing over,  but  be  prepared  to  spend  more  time  than 
usual.  It  is  best  to  be  seated.  This  gives  the  appear- 
ance of  being  patient. 

3 Allow  the  patient  to  bring  one  or  two  others 
to  see  the  ultrasound  viewing  if  it  is  to  be  done  in 
your  office. 

4.  Share  with  the  patient,  at  all  times,  the  labora- 
tory findings  regardless  of  the  outcome.  Offer  to 
give  the  results,  explain  it  in  lay  terms  or  terms  ap 
propriate  for  their  level  of  understanding. 

CHARTING 

1 . Record  every  thing  done  above  in  the  chart,  es- 
pecially refusals  to  adhere  to  your  recommenda- 
tions: “stop  smoking,”  “take  all  your  medications,” 
patient’s  desire  not  to  obtain  any  studies,  such  as  ul- 
trasound, amniocentesis, 

2.  It  is  strongly  recommended  that  the  obstetri- 
cian use  preformed  or  standardized  charts.  This 

ty  pe  of  obstetrical  chart  almost  compels  the 
obstetrician  to  obtain  the  appropriate  data,  acts  as 
reminders,  and  allows  for  easy,  continuous,  and  se- 
quential documentation. 

3-  Charting  is  the  single  most  important  risk  man- 
agement tool  available  that  can  place  the  obstetri- 
cian in  a good  defensive  posture.  In  addition  to 
recording  the  above,  make  a record  of  the  following 
in  the  antepartum  chart: 

— Interpersonal  relationship  of  patient  and  the 
baby’s  father.  This  may  provide  information  indicat- 
ing significant  family  problems  that  may  affect 
outcomes. 

— Type  of  employment  of  the  patient  and  the 
number  of  hours  she  works  ( 6 ).  Long  hours  of 
standing  during  the  work  day  may  explain  a poor 
pregnancy  outcome  ( ie,  greater  probability  of  still- 
birth ).  Prolonged  standing  is  as.sociated  with  pla- 
centa infarcts  and  maternal  floor  infarcts.  The  latter 
has  a high  fetal  mortality  of  17%.  These  have  noth- 
ing to  do  with  the  physician’s  management  (con- 
duct ) ( 4 ).  The  physician  having  knowledge  of 
physically  demanding  work  being  done  by  the  pa- 
tient could  request  a change  in  her  work  status  dur- 
ing the  pregnancy',  thus  achieving  a better  outcome. 

— History’  of  psychological  and  or  physical  abuse 
past,  present  and  current  ( 7 ). 

— Nutritional  habits  and  general  lifestyles  may  in- 
fluence the  pregnanc'y  outcome.  ITierefore  make 


note  of  them:  pre-pregnancy  weight,  exercise,  etc 
(8). 

— Documentation  of  antepartum  testing  and  the 
results  ( 9 ). 

— Frequency  of  fetal  movement. 

— llistorv  of  congenital  maternal/paternal  defects 
(10). 

— Coital  frequency  and  last  episode.  ITiere  is  evi- 
dence that  orgasm  at  or  near  term  may  initiate  labor 
and  fetal  heart  rate  decelerations  have  been  ob- 
served (11).  Coitus  once  per  week  in  the  last 
month  of  pregnancy  can  be  a,ssociated  with  in- 
creased chorioamnionitis  and  subsequent  increased 
fetal  morbidity’  ( 12,13). 

— Other  current  physicians  and  medications  pre- 
scribed by  them. 

— Presence  of  environmental  hazards,  ie,  factories 
and  nearby  toxic  spills  can  have  adverse  outcomes 
in  pregnant  women  (14). 

— Habits:  alcohol  ( 14 ),  smoking  ( 1 5 ) ( include 
exposure  to  ambient  smoke),  drugs  ( 14 ),  medica- 
tions ( 16 ),  etc. 

FEES 

Eees  should  be  discussed  at  the  initial  obstetrical  in- 
terview. The  physician  should  not  hesitate  to  ad- 
dress any  questions  of  the  patient  in  this  area. 
However,  since  many  physicians  feel  uncomfortable 
di.scussing  fees,  it  is  appropriate  to  have  a desig- 
nated employee  do  this.  Keep  the  door  open,  how- 
ever, for  the  patient  to  ask  you  for  clarification.  Be 
certain  fees  other  than  the  obstetrical  fee  are  dis- 
cussed ( eg,  cost  of  ultrasound,  if  not  already  in- 
cluded; costs  of  laboratory’  tests  including  repeats, 
as  needed;  amniocentesis/chorionic  villus  sampling. 
Be  clear  to  distinguish  your  fees  from  those  of  the 
hospitals,  anesthesiologists,  etc. 

In  each  one  of  the  above  areas  the  physician  ac- 
complishes fwo  goals:  first,  he  or  she  is  providing 
good  clinical  documentation,  which  allows  for 
better  observation  and  follow-up  of  the  patient  and 
thus  good  clinical  care;  second,  the  physician  is 
practicing  defensive  medicine  with  no  additional 
cost  to  the  patient,  physician,  or  reimbursement 
system. 

Intrapartum  risk  management 

Intrapartum  obstetrical  ri,sk  management  is  proba- 
bly the  most  difficult  area  to  manage.  Ihilike  the  an 
tepartum  area  where  the  physician  has  almost  total 
control  in  developing  a good  relationship  with  his 
or  her  patient  and  providing  proper  documentation, 
the  intrapartum  area  involves  many  other  factors. 

ITie  patient  is  no  longer  directly  cared  for  by  the 
physician  and  is  in  a facility  where  there  are  many 
other  people  caring  for  her,  directly  or  indirectly. 
Consequently,  the  proce.ss  is  more  difficult  ITiere- 
fore,  a step-by-step  approach  w ill  isolate  and  iden- 
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tif\'  the  many  risks'  areas.  Identification  of  risks  is  the 
sine  qua  non  for  controlling  them. 

ADMISSION 

ITiere  are  key  elements  to  be  noted  w hen  the  pa- 
tient is  admitted  to  labor  and  delivers’: 

1 . “Rule  in  ” fetal  well-being.  Physicians,  for  the 
most  part,  assume  good  fetal  well-being  until  dem- 
onstrated otherss  ise.  Because  of  the  nature  of  their 
work,  plaintiff  attorneys  ( or  their  expert  witnesses ) 
will  always  assume  fetal  distress  unless  the  defense 
can  demonstrate  otherwise.  Establishing  maternal 
and  fetal  well  being  helps  the  physician  establish 
that  any  alleged  deviation  from  the  standard  of  care 
had  no  bearing  on  the  status  of  the  mother  or  fetus 
(17).  ITiis  suggests  several  specific  steps  the  physi- 
cian can  take; 

2.  Always  note  the  time  of  admission  and  the 
status  of  mother  and  fetus  at  that  time.  Recorded 
times  can  prove  to  be  the  primary  factor  in  winning 
or  losing  a case.  Since  it  may  carr}’  so  much  weight, 
suggest  to  the  labor  and  deliver)’  stafl  that  only  the 
labor  and  deliver)’  clocks  be  used  and  not  personal 
wrist  watches.  Also,  have  all  the  labor  and  deliver)’ 
clocks  synchronized  and  checked  ever)’  couple  of 
months  (18). 

3.  Vital  signs  should  always  be  recorded  upon  ad- 
mission, and  an  electronic  fetal  monitor  should  be 
used  for  the  first  30  minutes  of  admission  for  low 
risk  pregnancies.  High-risk  pregnancies  should  have 
continuous  electronic  fetal  monitoring  throughout 
labor  ( 19). 

4.  Employ  fetal  blood  scalp  pH  if  there  are  any 
questions  regarding  fetal  heart  rate  patterns  ( 20 ). 
'Hie  physician  should  note  the  position  of  the  pa- 
tient for  the  30  minutes  preceding  the  test:  lateral, 
supine,  etc.  A decreased  pH  can  be  a,ssociated  with 
patient’s  being  in  the  supine  position  for  prolonged 
periods  (21). 

5.  If  deliver)’  is  not  required,  despite  continued 
decelerations  and/or  scalp  pHs,  write  a note  in  the 
chart  indicating  date,  time,  observation,  and  your 
judgment  as  to  your  decision!  s ).  Make  mention  of 
good  vs  poor  beat-to-beat  variabilit)'.  With  poor 
beat-to-beat  variability,  an  internal  monitor  and/or 
scalp  pH  should  be  performed.  If  it  is  not  done, 
document  your  reasoning. 

RUFEURE  OE  MEMBRANES 

If  the  membranes  are  ruptured  on  admission  it  is 
ver)'  important  that  this  be  stated  in  the  admission 
note.  If  meconium  is  observed,  it  is  imperative  it 
gets  charted  as  “meconium  noticed  on  admission”. 
ITiis  will  be  interj^reted  that  a possible  hypoxic  in- 
jur)' to  the  fetus  may  have  resulted  when  the  patient 
was  not  under  direct  medical  management.  This 
carries  its  greatest  weight  when  there  was  no  ob- 
vious maloccurrence  in  labor  or  deliver)’  ( 22).  Even 


if  a maloccurrence  were  to  happen,  it  would  be 
difficult  to  clearly  state,  by  plaintiffs,  that  a physi- 
cian  s conduct  ( management ) was  the  “ cause  in 
fact.” 

Notice  in  the  quote  ‘ meconium  noticed  on  ad- 
mission” there  were  no  words  describing  the 
meconium.  Meconium  is  meconium!  Any  lurther 
description  only  adds  to  the  speculation  of  plaintiffs 
and  their  expert  witnesses  (23)  One  should,  how- 
ever, make  certain  that  a clear  distinction  is  made 
between  meconium  fluid  or  meconium  staining. 
Staining  of  the  child,  membranes,  and  placenta  has 
time  elements  attributed  to  it  (24).  The  time  factor 
may  prove  to  demonstrate  the  passage  of  meconium 
prior  to  labor  and/or  deliver)’.  This  may  require  ob- 
taining placental  pathologic  evaluation.  If  a hypoxic 
injuty’  has  been  sustained  by  the  fetus,  the  placental 
patholog)'  may  be  able  to  show  it  occurred  prior  to 
admi.ssion. 

lABOR  AND  DELfVERY 

Throughout  labor  the  physician  should  continue  to 
require  documentation  of  maternal  and  fetal  well- 
being. Any  change  in  either  patient  requires  a com- 
ment in  the  chart.  Plaintiffs  and  their  expert  wit- 
nesses must  stack  the  deck  against  you  to  prove 
your  commissions  or  omissions  were  the  proximate 
cause.  Remember,  there  must  be  50.1%  to  prove  a 
cause  not  the  cause.  ITierefore,  the  more  you  dem- 
onstrate judgment,  the  harder  it  becomes  to  con- 
struct a case  or,  better  yet,  for  a plaintiffs  attorney 
to  accept  a case. 

Eetal  monitoring,  electronic  or  by  auscultation, 
,should  be  performed  througliout  labor  (19).  Varia- 
tions in  performing  it  according  to  protocol(s)  are 
to  be  provided  with  explanations  (eg,  “ walking”,  “in 
the  jaccuzzi’ , “ sleeping”,  etc ).  Of  course,  if  any  of 
the.se  explanations  are  to  be  written,  it  should  also 
state  that  both  patients  were  fine  prior  to  omitting 
those  monitors.  Additionally,  abnormal  findings  on 
any  fetal  monitor  tracing  should  not  be  allowed  to 
stand  alone.  Any  physician  should  be  able  to  dem- 
onstrate the  fallibility  of  electronic  fetal  monitoring. 
“The  positive  predictive  value  of  an  abnormal  trac- 
ing was  8.7%  for  babies  who  needed  intermittent 
positive  pressure  ventilation  and  18.7%  for  babies 
who  did  not  but  who  had  an  Apgar  score  of  less 
than  7.  The  positive  predictive  value  of  an  abnormal 
tracing  was  27.4%  for  all  babies  with  an  Apgar  score 
of  less  than  7”  (25 ). 

Prolonged  labors  are  frequently  attacked  if  there 
was  a poor  fetal  outcome.  Again,  establish  that  de- 
spite a prolonged  labor  both  patients  continued 
doing  well.  An  internal  electronic  fetal  monitor  trac- 
ing would  account  for  good  fetal  well-being  if  there 
was  good  beat-to-beat  variability. 

Cesarean  section — or  the  failure  to  do  one — is 
often  pursued  by  plaintiff  attorneys  and  their  ex- 
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pcrts.  Generally,  they  associate  prolonged  labor  ;ls 
the  "probable  cause"  for  a poor  fetal  onteome.  ITiis, 
of  course,  is  teleogic  reasoning,  but  it  will  be  pre- 
sented to  a jury’  and  you  must  defuse  the  issue.  ITiis 
is  accomplished  by  documenting  maternaldetal 
well-being. 

Other  areas  of  concern  in  labor  or  delivery  in- 
clude use  of  oxytocin-like  agents  ( 26 ),  epidural  an- 
algesics, prolonged  second  stage  of  labor,  and 
forceps  deliveries.  As  has  been  stated  throughout, 
the  demonstration  of  one's  judgment  should  again 
be  evident  in  the  chart  when  faced  with  any  deci- 
sion involving  these  areas. 

Prolonged  second  stage  of  labor  longer  than  2 
hours  is  often  seen  by  plaintiffs  as  a breach  of  stan- 
dards of  care  ( 27).  However,  this  proves  erroneous 
if  it  can  be  shown  that  during  this  time,  both  the 
mother  and  fetus  were  monitored  and  showed  no 
signs  of  distress.  To  accomplish  this  note  that  ( a ) 
the  mother  was  comfortable;  ( b ) the  mother 
showed  no  evidence  of  exhaustion;  (c)  she  had 
both  psychologic  and  physiologic  support;  ( d ) that 
a good  probability  of  a vaginal  birth  was  anticipated; 
( c ) the  fetus  had  no  signs  of  distress. 

The  use  of  midforceps  remains  controversial 
( 28,29)  and  should  be  clearly  indicated  by  situa- 
tions that  require  immediate  discontinuation  of  the 
pregnancy'.  The  criteria  for  this  procedure  should  be 
adhered  to  as  closely  as  possible.  If  there  is  a poor 
fetal  outcome,  expect  questions  to  arise  relevant  to 
this  procedure  in  lieu  of  a cesarean  section  being 
the  alternative  ( ). 

Postpartum  risk  management 

ITie  two  areas  deserving  attention  at  this  point  are 
continued  observation  of  the  mother  and  observa- 
tion of  the  newborn. 

MATERNAL  t)BSERVATK)N 

Risk  management  after  birth  generally  requires  the 
recordings  by  the  nursef  s ) that  the  observation  was 
done.  ITie  Gvo  primary  concerns  during  this  third 
stage  of  labor  are  to  ob.serve  for  postpartum  hemor- 
rhage ( PPM  ) and  to  note  any  changes  that  may  be 
consistent  with  the  development  of  postpartum 
pregnancy-induced  hypertension.  In  the  c;ise  of  a 
PPH,  it  first  must  be  recognized  to  be  treated.  Rec- 
ognition is  therefore  the  key.  Since  most  private- 
practicing  obstetricians  do  not  remain  with  the  pa- 
tient throughout  the  immediate  postpartum  period, 
a protocol  should  be  available  for  the  nursing  staff. 
ITiis  will  suffice  to  provide  good  clinical  care  as 
well  as  good  risk  management  ( 9 ). 

As  with  the  comment  on  not  defining  the  charac- 
ter of  meconium,  the  same  is  appropriate  here  for 
not  defining  in  the  chart  the  quantity  of  the  PPH.  Be 
certain  this  is  clear  to  the  nursing  staff.  A postpar- 
tum hemorrhage  is  exactly  that!  It  would  be  even 


better  if  the  word  hemorrhage  were  not  used, 
bleeding  is  all  that's  required.  Any  amplifiers  simply 
add  to  speculation  and  indict  the  physician  ( 23  ). 

ITie  observation  for  pregnancy-induced  hyperten- 
sion follows  the  same  counse  as  for  PPH.  Provide  a 
guideline  to  observe  for  this  condition  througliout 
the  intrapartum  and  postpartum  periods. 

WHAT  TO  Dt)  WHEN  THERE’S  AN  UNEXPECTED 
NEONATAL  OUTCOME 

If  the  outcome  is  compromised  or  even  suspected, 
steps  are  to  be  taken  immediately  to  enhance  your 
risk  management,  and  thus  your  defensibility. 

1.  Dictations:  In  such  circumstances  all  methods 
of  delivery  should  be  dictated.  Dictating  provides 
more  data  and  gives  a clearer  understanding  of  your 
judgment.  ALso  dictate  a di.scharge  summary,  even  in 
vaginal  birth  cases.  You  give  more  information 
when  dictating  and  consequently  you  provide  your 
rea.soning  for  your  actions  and  subsequent  out- 
comes. Additionally',  it  provides  a continuum  of 
thought  and  becomes  a reflection  of  your  quality  of 
care. 

2.  Obtain  cord  blood  gases.  Cord  blood  gases  can 
be  both  positive  or  negative  in  providing  clues  to 
the  "proximate  cause.  ” It  more  than  likely  will  be  a 
supportive  piece  of  information.  It  can  demonstrate 
the  presence  of  intrauterine  hypoxia  and/or  i.sch- 
emia  ( 30 ).  It  is  only  one  piece  of  the  entire  picture, 
and  it  should  not  stand  alone.  ITie  severity  of  fetal 
hypoxia  does  not  correlate  as  a neurologic  deficit 
predictor.  The  purpo.se  of  obtaining  these  blood 
gases,  then,  arises  from  the  need  to  distinguish  be- 
tween metabolic  and  respiratory  acidosis  for  treat- 
ment. And,  in  doing  so,  they  provide  additional  data 
for  the  physician  defensively.  TTie  maximum  benefit 
of  cord  blood  gases  is  achieved  when  it  is  used  in 
conjunction  with  electronic  fetal  monitoring  and 
the  use  of  extended  Apgar  scores  (31,32 ). 

3 Often  in  the  course  of  care  of  a depressed 
newborn,  the  terms  "neonatal  asphy'xia  ” or  " birth 
asphyxia  ” will  be  charted,  either  in  the  maternal 
chart  and/or,  primarily’,  the  newborn’s  chart.  It  is 
strongly  recommended  that  these  terms  not  be 
used.  T'he  u.se  of  these  terms  imply  the  baby’s  condi- 
tion is  directly  associated  with  the  birth.  It  directly 
incriminates  the  physician. 

T'o  use  the  word  asphy  xia,  one  should  fully  under- 
stand it.  The  definitions  of  asphy'xia  ( 33  ),  using  Ap- 
gar .scores,  laboratory  values,  and  systemic  signs  arc- 
shown  in  Eig  1 . 

A.sphyxia  may  also  be  defined  as  hypoxia  plus  aci- 
dosis. However,  if  these  two  conditions  do  exist, 
other  systemic  signs  should  be  observed  as  men- 
tioned above.  It  is  important  for  the  obstetrician  to 
ob.serve  for  the  u.se  of  these  highly  charged  terms 
including  others  ( ie,  “birth  trauma  ”,  and  "birth  in- 
jury”) and  omit  them  from  use  ( 34).  It  is  therefore 
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important  that  the  obstetrician  constantly  review 
the  neonate  s chart  and  discuss  the  concern  about 
those  terms  with  both  the  nursing  staff  and  pedi- 
atric and  neonatolog)’  colleagues,  before  any  event 
occurs  A much  better  term  to  use  is  "depressed 
newborn." 

4.  Apgar  scores  are  done  routinely  on  almost 
ever)  baby  born  in  hospitals  in  the  United  States. 

For  the  most  part,  the  assessment  is  done  by  the 
nursing  staff  or  pediatricians.  This  is  acceptable 
providing  there  is  a " healthy,  happy  baby.”  When 
things  are  not  normal,  the  u.sual  needs  to  be 
amended. 

Let’s  examine  the  Apgar  scoring  system.  The  cri- 
teria evaluated  by  Virginia  Apgar — color,  tone,  heart 
rate,  reflexes,  and  respirations — all  var)'  dependent 
upon  the  physiologic  maturity  of  the  fetus.  There- 
fore, babies  may  have  low  Apgar  scores  due  to 
physiologic  immaturit)’  and  not  necessarily  due  to 
brain  injur)'  (3"^, ."^6). 

llic  scores  may  also  be  affected  by  sedation,  anal- 
gesia, muscle  disease,  cardiorespirator)  or  cerebral 
abnormalities.  Since  there  arc  .so  many  variables,  it 
becomes  arbitrary'  when  .someone  associates  a low 
Apgar  score,  alone,  with  a depressed  neonate.  To 
obtain  more  relevancy  the  obstetrician  should  ei- 
ther do  or  request  a 20  minute  Apgar  .score  on  any 
baby  who  has  even  a question  of  being  depressed  at 
birth.  It  follows  as  1 minute,  S minute,  10  minute, 

15  minute,  and  20  minute  scoring  nie  predictive 
value  of  the  score  increases  with  time. 

ITie  1 minute  score  should  be  used  as  an  indica- 
tion that  the  baby  requires  additional  attention  and 

/ Definilions  of  iisfhyxiu 

Apgar  score  and  biochemical  indicators  of  asphyxia; 

S minute  Apgar  score  < S and  cord  blood  pH  < 7 2 
and 

cord  blood  PCO^  > SO  nini  Hg  (venous) 

( linical  systemic  indicators  ot  asphyxia 

Decrea.sed  renal  function 

Oliguria  ( BUN  > 20  mg/dl.|^  la  mmol  I,  of  nitrogen] ) 
Creatinine  > 12  mg/dl.  ( 106  /umol'l  ) 
and/or 

( ardioviLscular  compromise 
Arrhythmias 
tailure 
and/or 

Neurological  deficits 
Sei/ures 

Intraventricular  hemorrhage 
Periventricular  leukomalacia 
and/or 

Metabolic  signs 

Sodium  < I.SO  niKq/l,  ( USO  mmol/I.) 

Calcium  < 7 mHq  l,  ( .S  S mmol'l.) 

Clucose  < -iO  mg/dl.  (2  2 mmol  1. ) 
and/or 

Primarv  pulmon.arv  hypertension 
and/or 

Necrotizing  enterocolitis 


evaluation  if  the  score  is  less  than  7.  However,  a 
score  at  this  time  does  not  correlate  with  future 
neurologic  or  intellectual  outcomes.  Five-minute 
scores  indicate  the  benefits  of  resuscitation  if  it  had 
to  be  done.  Apgar  scores  of  0—3  at  5 minutes  also 
don’t  correlate  with  future  outcomes  (37).  Neither 
of  these  scores  helps  provide  any  information  re- 
garding “proximate  cause” 

.Scores  of  0 — 3 at  10,  15,  and  20  minutes  are  pre- 
dictive of  long-term  outcomes.  A 10-minute  Apgar 
score  of  0-3  is  indicative  of  brain  injury  when  com- 
bined with  hypotonia,  of  .several  hours  duration,  and 
seizure  activity  ( 36 ). 

5.  Adding  to  the  overall  risk-management  plan  is 
the  employment  of  the  gross  and  micro.scopic 
evaluation  of  the  placenta,  cord,  and  membranes. 
I'here  is  a world  of  information  present  when  ex- 
amination of  the  placenta  and  its  components  is  per- 
formed. For  example,  fetal  hypoxia  may  be  caused 
by  chorioamnionitis  which  produced  placental  vil- 
lous edema  ( 38 ).  Placental  weights  may  reveal  ma- 
ternal diseases  (eg,  large  placentas  due  to 
congenital  syphilis,  maternal  or  fetal  anemia,  mater- 
nal diabetes;  small  placenta  due  to  fetal  malforma- 
tions or  maternal  hypertension ) (39).  Short 
umbilical  cord  lengths  (ie,  cords  less  than  30  cm) 
are  a.s.sociated  with  lower  Apgar  scores,  psycho- 
motor impairment,  abruptio  placentae,  delayed  sec- 
ond stage  of  labor,  more  frequent  need  for 
resuscitation  and  often  are  a prognosticator  of  low 
IQ  values  ( 40 ). 

Many  other  facts  can  be  ascertained  from  placen- 
tal pathology  (41  ),  but  the  obstetrician  must  first 
think  risk  management  by  remaining  alert  to  what 
can  be  done  to  develop  a defensive  posture. 

6.  Observe  the  depressed  infant  for  yourself  and 
make  your  own  notes  in  the  chart  regarding  these 
observations.  Unfortunately,  too  many  obstetricians 
leave  the  newborn  totally  in  the  care  of  the  nursery 
nurses,  pediatrician,  and/or  neonatologist.  There  are 
a couple  of  risk-management  steps  that  can  be 
taken.  First,  if  it  becomes  apparent  that  the  newborn 
miglit  be  depressed  at  birth,  have  .someone  available 
who  is  knowledgeable  in  newborn  resuscitation.  If 
this  is  not  possible,  you  should  be  able  to  do  it 
yourself  Even  if  you  are  unsuccessful  and  less  ca- 
pable than  others,  make  an  attempt.  It  is  preferable 
that  a pediatrician  be  available  when  a poor 
obstetrical/neonatal  outcome  is  anticipated  (42). 
Second,  the  obstetrician  should  familiarize  herselT 
himself  with  the  clinical  picture  of  “hypoxic-isch- 
emic encephalopathy,”  as  developed  by  Volpe  (43), 
and  observe  for  these  signs  or  their  absence. 

Summary 

I’his  article  has  attempted  to  alert  the  obstetrician 
to  the  benefits  of  thinking  in  terms  of  obstetrical 
risk  management.  ITie  risk-management  strategy  is 
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to  reduce,  minimize,  or  eliminate  one’s  exposure  to 
litigation  if  possible.  ITie  tactic  employed  is  to  think 
risk  management  if  there  is  any  suspicion  of  a poor 
outcome.  It  is  best,  however,  to  develop  this  aware- 
ness in  all  obstetrical  cases.  I’o  develop  our  strategy-, 
we  systematically  went  througli  each  phase  of 
obstetrical  care  to  identify  potential  problem  areas. 
Remember,  identification  is  the  ultimate  key  to  your 
risk  management. 

ITie  success  of  your  risk  management  depends  on 
a fundamental  skill — documentation!  Tottenham 
and  associates  list  poor  record  keeping  as  a leading 
precipitating  cause  for  malpractice  litigation.  ITie 
primar)'  problems  with  poor  documentation  are  in 
“omissions  and  imprecise  entries”  ( 44 ).  Towbin 
provides  a litany  of  problems  he  has  found  with 
obstetrical  charts,  which  have  caused  great  difficulty 
for  legal  defense  counsel.  These  problems  are:  miss- 
ing admit  notes,  scanty  obstetrical  notes,  incom- 
plete prenatal  records,  incomplete  delivery  notes, 
and  missing  discharge  summaries  (4S,46).  I’he 
single  best  thing  physicians  can  do  is  to  improve 
documentation  skills.  'I’he  following  checklist  can 
be  used  as  a risk-management  tool  in  your  practice. 

ANTEPAR'rUM  PERIOD 

1.  Develop  a good  rapport  with  your  patient  and 
her  family. 

2.  Encourage  discussion. 

3.  Take  time  with  your  patient  and  family. 

4.  Document  every  thing!  Use  complete  thoughts 
in  your  sentences. 

5.  If  possible,  use  predesigned  prenatal  flow 
sheets.  Keep  them  up  to  date! 

6.  Obtain  appropriate  laboratory'  tests  and  discuss 
the  results. 

IN  I’RAPAR'njM  PERIOD 

1.  Note  the  day  and  time  of  events:  admission, 
rupture  of  membranes,  etc. 

2.  Rule  in  maternal/fetal  well  being:  fetal  moni- 
toring, vital  signs,  scalp  pi  Is,  etc. 

3.  Document  reason  for  your  decisions  based  on 
laboratory  findings,  patient,  experience,  articles,  etc. 

4.  Dictate  delivery  and  discharge  notes,  espe- 
cially when  there  is  a poor  outcome. 

POSTPAR  ITJM  PERIOD 

1.  Have  protocols  for  the  nurses  to  follow. 

2.  Obtain  cord  blood  gases  and  measure  the  cord 
lengths  routinely. 

3.  Omit  ‘bad”  words  from  the  chart  ( eg,  “as- 
phyxia” and  “hemorrhage” ) and  substitute  perma- 
nently “depressed”  and  “bleeding”  for  them 
respectively. 

4.  Improve  Apgar  scoring  significance  by  employ- 
ing extended  Apgar  scoring  with  potentially  de- 
pressed or  depressed  babies. 


3.  Order  pathologic  examination  of  placentas, 
grossly  and  microscopically. 

6.  Observe  the  depressed  baby  yourself 
Document  ei’eiything! 
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Family  therapy 
for  colic 

The  excessive  crying  of  colic  puts  a strain  on 
the  most  loving  family-and  often  on  their 
physician  as  well.  And  whatever  the  cause  of 
colic,  one  faot  is  clear: 

Gas  is  often  part  of  the  colic  problem. 

New  Phazyme  Drops  contains  simethicone, 
which  can  safely  break  up  gas  and  bring  baby 
relief.  That’s  why  it  can  help  whenever  colic 
is  a problem. 

Significantly  reduces  crying  of 
colicky  infants.' 


Frequency  of  crying  attacks  Amplitude  of  crying  attacks 


Period  of  therapy  (days)  Period  of  therapy  (days) 

Placebo  therapy  Active  therapy 

p values  (active  vs  placebo)  NS  ^ Not  significant  *^<  0 05  tp<0  02  tp<0  0l 


Double-blind,  randomized,  placebo-controlled  study 

Priced  25%  below  the  leading  brand. 

This  significant  price  advantage  will  be 
particularly  important  to  parents,  since  they 
may  be  relying  on  Phazyme  Drops  for  up  to 
three  months.  And  it's  naturally  flavored- 
something  else  they'll  appreciate. 


(simethicone/ 

antigas) 


Helps  you  through 
the  colic  phase. 


1 Kanwaljit  SS,  Jasbir  KS.  Simethicone  in  the  management  of  infant  colic 
Practitioner  1988,232:508 
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There  is  no  quest  ion  that  the  domain  of  the  Ameri 
can  family  has  been  invaded  by  the  H TV  infection/ 
AIDS  epidemic.  The  disease,  and  particularly  its 
fonn  affecting  children  ( pediatric  AIDS),  has  had 
marked  psychosocial  impact  on  patients  and 
families  ( intellectual/cognitive,  emotional/ behav- 
ioral. spiritual,  andpnancied)  and  on  our  society 
in  general  (adverse  or  favorable).  These  impacts  of 
pediatric  AIDS  are  discussed  in  the  present 
communication. 


here  is  no  question  that  the  epidemic  of  HIV 
infection/AIDS  has  entered  the  domain  of  the 
American  family  through  heterosexual  trans- 
mission. sexual  abuse  of  children,  and  intravencfus 
drug  abuse.  This  disea.se  has  had  profound  impacts 
on  the  lives  of  the  patients,  their  families,  and  the 
society  in  general.  In  the  case  of  pediatric  AIDS,  the 
impact  on  the  patient  and  his  or  her  family  arc  vir- 
tually inseparable,  and  for  this  rea.son  we  will  dis- 
cuss them  together.  'Hie  impacts  of  pediatric  AIDS 
on  the  patient  and  family  and  on  the  society  in  gen- 
eral are  shown  in  Fig  1 . 

Impact  on  the  family 

'Hie  HIV'  epidemic,  when  it  touches  the  life  of  a fam- 
ily by  affecting  an  infant  or  child,  challenges  the 
family’s  structure  and  function  as  a unit.  While  this 
is  true  for  any  chronic  di.sease  affecting  a child 
( 1,2 ),  it  is  particularly  taxing  in  the  case  of  pediatric 
AIDS  because  of  the  incurable,  fatal  nature  of  the 
disease  and  its  association  with  societal  stigmatiza- 
tion and  intrafamilial  psychological  repercussions. 

ITie  impact  of  this  disease  is  particularly  challeng- 
ing because  pediatric  AIDS,  up  to  this  point,  has  dis- 
proportionally  affected  minority  children  and  their 
families.  According  to  stati.stics  published  by  the 
Centers  for  Disease  Control,  black  children  consti- 
tute 53%  of  all  cases  of  pediatric  AIDS  while  they 
make  up  1 5%  of  the  pediatric  population  of  the  US. 
Similarly,  Hispanic  children  account  for  21%  of  pe- 
diatric AIDS  cases  while  they  make  up  10%  of  our 
nation’s  children.  With  75%  of  the  pediatric  AIDS 
ca.scs  belonging  to  minority  families,  the  chances  of 
psychological  traumatization  are  increa.sed  because 
these  families  already  perceive  that  they  are  disen- 
franchised, stigmatized,  and  treated  prejudicially 
( 1 ).  Such  perceptions  can  create  feelings  of  anger 
and  helplessne.ss,  which  may  affect  the  patients’  re- 
lationships with  the  health-care  providers  and  inter- 
fere with  health-care  delivery'.  We  have  seen  this 
expressed  as  failure  to  administer  medications  or  to 
keep  designated  appointments.  Care  providers  for 
children  with  IlfV  infection/AIDS  must  keep  these 
facts  in  mind  as  they  plan  therapeutic  interventions 
and  long-term  care. 


Intellectual-cognitive  impact 
ITie  family  with  an  infant  or  child  with  HIV  infec 
tion/AIDS  is  challenged  cognitively  because  the  par- 
ents and  other  family  members  need  to  learn 
detailed  medical  information  regarding  the  etiology, 
.symptomatology',  prognosis,  treatment  strategies, 
and  implications  of  pediatric  AIDS  on  the  life  of  the 
entire  family  ( 2 ).  Often  we  have  had  difficulty  help- 
ing families  develop  an  intellectual  response  to  this 
challenging  impact  of  pediatric  AIDS.  Some  of  the 
cognitive  barriers  impeding  doctor-patient  relation- 
ships are  lack  of  education  and,  most  importantly, 
existing  cultural  and  language  barriers. 

It  has  been  of  tremendous  help  in  our  efforts  to 
have  members  of  our  care  team  who  come  from  the 
various  ethnic  and  cultural  minority  groups  of  our 
.society  or  who  are  bilingual  ( English-Spanish ),  and 
thus  can  reach  the  families  in  an  appropriate,  non- 
threatening, non-frustrating,  easily  understood  man- 
ner. Tliis  culturally  sensitive  approach  helps  to  pre- 
vent many  of  the  problems  usually  arising  from  the 
intellectual/cognitive  impact  of  pediatric  AIDS  on 
these  families. 

We  have  also  realized  that  the  shock  of  the  fami- 
lies at  the  time  of  diagnosis  blocks  completely  their 
understanding  of  most  of  the  information  we  try  to 
transmit  to  them.  Repetition  of  the  same  informa- 
tion over  a long  period  of  time,  while  maintaining  a 
patient,  compa.ssionate  approach,  facilitates  the  de- 
velopment of  mutual  trust  in  the  handling  of  these 
intellectual/cognitive  difficulties  of  the  families  with 
HIV  infected  children.  Simultaneou.sly,  we  try  to 
help  the  families  to  manage  their  daily  problems  in 
an  intellectual  and  effective  way.  It  is  a major  task  of 
our  intervention  to  prevent  the  emotional  impact  of 
the  disea.se  from  becoming  so  overwhelming  that  it 
interferes  with  the  rational  handling  of  the  medical 
problems  of  the  infected  children.  Again,  this  effort 
requires  an  in-depth  understanding  of  the  back- 
ground of  the  families,  ability  to  communicate  with 
them,  and  most  importantly,  kind  and  compassio- 
nate approaches  to  their  problems.  In  these  inter- 
ventions, the  challenge  for  the  care  providers  is  to 
maintain  intense  efforts  of  intervention  without 
taking  over  the  direction  of  the  lives  of  these  fami- 
lies and  turning  all  their  members  into  dependent, 
.social  cripples. 

Emotional-behavioral  impact 

Upon  learning  that  their  infant  or  child  is  infected 
by  IirV,  parents  develop  overwhelming  feelings  of 
guilt  and  anxiety  stemming  from  any  of  several 
scenarios: 

1.  'Fhey  may  have  transmitted  the  disea,se  to  the 
child  as  in  the  case  of  father  (drug  abuser  or  bisex- 
ual or  heterosexual  with  encounters  with  IirV-in- 
fected  woman ),  who  has  infected  his  spouse  who  in 
turn  infected  the  infant  in  utero  or  perinatally; 
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2 riicy  have  had  a child  w ith  gcncticalK  trans- 
mitted hemophilia  who  received  11 IV  infected  hlood 
or  blood  products; 

3.  ITicy  have  allowed  their  child  to  be  sexually 
abused  by  an  lllV-infected  person; 

4.  The  mother  has  acquired  the  111\'  infection 
through  intravenous  drug  abuse  and  transmitted  it 
to  her  child  ( 3 ) 

ITiere  are  many  more  scenarios  that  create  such 
feelings  of  guilt  and  anxiety  in  the  families  that  have 
pediatric  patients  with  HIV  infeetion/AlDS,  but  their 
description  is  beyond  the  scope  of  this  paper.  One 
thing  is  certain:  pediatric  lllV  infection/AlDS  has  a 
tremendous  emotional  impact  on  patients  and  their 
families  which,  unless  handled  effectively  from  the 
time  of  diagnosis,  can  have  devastating  effects  on 
both  the  patients  and  their  families.  We  have  ob- 
served the  paralyzing  behavioral  effects  that  the  dis- 
ease has  on  the  family.  In  some  cases  the  family  has 
not  been  able  to  handle  any  aspects  of  the  di.sease 
because  they  feel  so  overwhelmed.  On  occasion, 
the  emotional  impact  of  this  disease  has  caused  fam- 
ily members  to  turn  to  substance  abuse,  sexual  pro- 
mi.scuity,  and  antisocial  behavior  as  a way  of  acting 
out  in  response  to  their  emotional  problems  caused 
by  pediatric  HIV  infection/AlDS. 

Spiritual  impact 

HIV  infection/AIDS  of  infants  and  children  dial 
lenges  the  spiritual  outlook  of  the  affected  families, 
ITie  reactions  range  from  one  extreme,  where 
anger,  guilt,  disappointment,  and  frustration  prevail, 
to  the  other  extreme,  where  acceptance  of  the  dis- 
ease, reconciliation  with  the  Supreme  Being,  peace, 
and  joy  may  exist.  No  matter  what  the  religious/ 
spiritual  background  t)f  a given  family  might  be,  the 
infection  of  one  of  its  children  by  the  HIV  raises  the 
levels  of  spirituality  positively  or  negatively,  The  fa 
tal  nature  of  AIDS  forces  families  to  review  their 
spiritual  beliefs  and  religious  standings.  The  bene- 
ficial results  of  such  reviews  may  provide  the  mem 
bers  of  these  families  wifh  comfort  and  peace  if 
some  of  the  obviously  impo.ssible-to-resolve  issues 
are  placed  in  the  domain  of  a spiritual  Supreme 
Being,  We  have  witnessed  whole  families  develop- 
ing renewed  faith  and  using  the  principles  and 
hopes  deriving  from  that  faith  in  order  to  gain  ac- 
ceptance of  the  disease  and  hope  for  existence  in  a 
different  dimension  after  this  life  is  ended.  ITie  road 
between  discovery  of  the  diagnosis  of  HIV  infection/ 
AIDS  and  the  ultimate  acceptance  of  the  disease  in 
spiritual  terms  can  be  long,  painful  and  full  of  feel- 
ings of  guilt,  anxiety,  emotional  pain,  rejection,  and 
lonelinc.ss.  The  stigmatization  of  patients  with  HIV 
infection/AIDS,  both  adults  and  children,  has  con 
tributed  significantly  to  all  these  reactions.  The  lack 
of  compassionate  reactions  and  organized  religion’s 
slow  response  to  the  AIDS  problem  has  contributed 


to  the  feelings  of  rejection  of  individual  patients  or 
families  with  HIV  infection/AIDS.  During  the  past 
year,  we  have  oixserved  encouraging  signs  that  more 
compassionate,  kind,  and  loving  attitudes  are  devel 
oping  in  the  various  religious  communities,  which 
may  lessen  the  detrimental  impact  previous  atti 
tildes  had  on  patients  and  families. 

Financial  impact 

Financial  di.saster  has  been  the  most  devastating 
blow  to  families  with  HIV  infection/AIDS.  Rearing  a 
healthy  child  has  been  a full-time  job  for  the  two- 
parent,  medium  income  family.  Parenting  a chron- 
ically ill  child  infected  by  Hl\'  is  a frustrating  task 
for  the  traditional  "two-parent"  family,  and  it  can  be 
an  exhausting  and  exasperating  task  for  the  single 
parent  of  such  a child  living  on  an  annual  income  at 
or  below  the  poverty  level.  In  1988,  the  US  Depart- 
ment of  Agriculture  estimated  that  the  average  cost 
of  raising  a child  from  birth  through  18  years  was 
between  $48,000  and  $1 12,000  (4).  Fhe  parents 
raising  a child  with  HIV  infection  have  a major  li- 
nancial  burden;  the  health  care-costs  alone  are  ap- 
proximately $3, 300/year  for  the  a,symptomatic 
child,  $1 S, 000/year  for  the  moderately  symptomatic 
child,  and  over  $30,000/year  for  the  severely  symp 
tomatic  child  ( 3 ),  To  these  basic  costs  one  must  add 
the  costs  of  routine  daily  expenses  for  food, 
clothing,  housing,  education,  and  other  necessities. 
These  add  up  to  astronomical  costs  that  no  middle- 
class  family  can  satisfy.  In  addition,  in  the  cases  re- 
sulting from  the  vertical  transmission  of  the  HIV, 
there  is  parental  HIV  illne.ss  as  well  as  usually  poor 
socioeconomic  background  The  impact  of  the  fi- 
nancial burden  of  HIV  infection  on  families  is  proba- 
bly the  most  difficult  to  handle  because  societal 
resources  for  a.ssistance  of  these  families  are  meager, 
if  they  exist  at  all. 

Impact  on  society 

ITie  epidemic  of  HIV  infection/AIDS  has  affected  our 
,society  adversely  as  well  as  favorably  . In  general, 
our  society  was  caught  unprepared  to  face  the 
effects  of  this  epidemic  because  nothing  like  it  had 
been  experienced  in  the  past.  File  finality  of  the  fate 
of  individuals  infected  by  the  HIV  and  the  earlier  in 
volvement  of  male  homo.sexuals  and  drug  addicts 
placed  a stigma  on  the  disease  that  has  iiffected  so- 
ciety’s response  to  the  needs  of  the  patients  More 
.specifically,  the  following  adverse  effects  on  society 
have  been  produced  by  the  HIV  infection/AIDS 
epidemic: 

1.  Because  of  early  involvement  of  male  homo- 
sexuals and  drug  addicts,  our  society  stigmatized  all 
patients  and  has  developed  an  attitude  of  segrega 
tion,  avoidance  of  contact,  and  even  persecution; 
judgment  of  guilt  has  been  passed  because  of  the 
modes  of  transmission  and  the  opinion  that  the  dis- 
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ease  represents  “deserved”  punishment  for  those 
afteeted  by  it  has  prevailed. 

2.  Because  of  these  reactions,  legislation  and 
regulations  imposing  most  restrictive  rules  of  confi- 
dentiality' have  been  applied;  these  have  made  the 
care  of  patients  very  difficult  and  increased  the  iso- 
lation of  the  patients  and  their  families  from  the  rest 
of  .society. 

Because  of  total  ignorance  of  the  modes  of 
transmission  of  the  HIV.  panic  occurred  in  our 
schools,  and  the  results  were  often  tragic  for  both 
the  patients  and  the  educational  systems. 

4.  Because  our  social  systems  were  not  prepared 
to  handle  the  needs  of  the  patients,  indilference  and 
hostility’  were  used  as  weapons  to  avoid  dealing 
with  this  epidemic. 

5.  Because  the  medical  profession  had  not  expe- 
rienced for  many  years  the  handling  of  patients  who 
posed  personal  risks  for  the  physicians  and  other 
health  professionals,  avoidance  of  involvement  in 
such  care  has  been  the  rule  rather  than  the  excep 
tion;  similarly,  many  physicians,  fearing  damage  to 
their  practices  if  it  became  known  that  they  cared 
for  HIV-infected  patients,  avoided  assuming  care  re- 
sponsibilities for  such  patients. 

6.  Health  insurance  companies  and  other  prepaid 
systems  of  health  care  delivery,  fearing  enormously 
escalating  costs,  have  tried  to  find  ways  to  avoid  en- 
rollment of  HIV-infected  patients  in  their  practice 
groups  or  to  free  themselves  from  the  continuing 
coverage  of  such  patients. 

One  could  go  on  and  on  discussing  the  adverse 
impact  the  HIV  infection  epidemic  has  had  in  our 
society,  particularly  in  the  early  and  mid-eighties 
when  societal  panic  was  the  main  form  of  reaction 
to  the  epidemic.  As  the  disease  began  to  iiflect  het- 
erosexuals. infants,  and  children — and  as  the  medi- 
cal profe.ssion  and  public  learned  about  its  cause, 
transmission,  and  natural  history' — attitudes 
changed  and  panic  has  begun  to  diminish.  Physi- 
cians learned  that  there  were  virtually  no  risks  in 
dealing  with  HIV-infected  persons,  schools  have  be- 
gun to  react  rationally  to  the  schooling  of  HIV-in- 
fected children,  reasonable  legislation  and 
regulations  have  been  enacted  by  federal  and  state 
agencies,  and  an  atmosphere  of  well  deserved  kind- 
ness, compa.ssion,  and  caring  has  begun  to  emerge. 
As  a matter  of  fact,  we  are  beginning  to  see  societal 
benefits  because  of  the  epidemic  of  HfV  infection  in 
our  country; 

1 . 'Hie  issues  of  homosexuality  and  drug  addic- 
tion are  being  discussed  openly  and  rationally  at  all 
levels  of  our  society. 

2.  'Hie  AIDS  epidemic  has  forced  us  to  discuss 
more  openly  the  issues  of  human  sexuality  and  par 
ticularly  those  affecting  young  people. 

3.  Prevention  of  sexually  transmitted  diseases  is 
di.scussed  openly. 


-4.  Our  religious  institutions  and  groups  are  re- 
discovering their  mission  in  our  society  and  the 
“healing”  .spirit  has  begun  to  shine  again. 

5.  ITie  initially  frantic  and  fragmented  efforts  of 
our  governmental  agencies  are  beginning  to  get 
well  organized,  to  be  rational  and  even  modestly 
effective! 

6.  Our  educational  systems  are  being  used  as  the 
most  effective  tools  of  AIDS  prevention  rather  than 
as  the  sources  of  panic  through  misinformation  or 
ignorance. 

Hie  medical  profession  is  coming  to  grips  with 
the  professional,  moral,  and  ethical  issues  raised  by 
this  epidemic. 

8.  Medical  curricula  for  undergraduate,  graduate, 
and  postgraduate  education  are  properly  educating 
new  physicians  and  are  even  beginning  to  free  them 
from  the  unreasonable  fears  of  this  epidemic. 

We  believe  that,  as  tragic  as  pediatric  AIDS  might 
be,  its  occurrence  has  helped  pave  the  way  out  of 
the  early  state  of  confusing  ignorance  and  prejudice 
at  all  levels  of  our  society.  If  one  al.so  considers  the 
amazing  advances  in  virology',  immunology’,  diag- 
nostic sciences,  and  therapeutic  drug  development 
that  the  AIDS  epidemic  has  forced  us  to  achieve, 
one  could  say  that  this  di.sease — in  spite  of  its  cur- 
rent disastrous  impacts  on  our  society — may,  in  the 
long  run,  benefit  immensely  our  ability  to  under- 
stand, diagnose,  and  treat  effectively  this  and  many 
other  human  diseases. 
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We  examined  949  consecutive  toxicolog}’  rec{iiests 
to  determine  (a)  the  identity  and  relative  fre- 
quency of  the  most  commonly  detected  drugs  in 
our  hospital  population;  (h)  degree  of  concor- 
dance betiveen  clinical  impression  and  laboratory 
analysis;  ( c)  influence  of  age  and  sex  upon  the 
numbers  and  results  of  toxicologic  analyses;  (d) 
tetyiporal  pattern  of  our  annual  toxicology  case- 
load; (e)  temporal  and  sexual  distribution  of  vari- 
ous common  drugs;  (f)  drugs  most  often  found 
together;  and  (g)  frequency  with  which  inap- 
propriate toxicology  requests  were  received.  Labo- 
ratory analysis  agreed  with  clinical  impression  in 
only  17.4%  of  cases.  Age  and  sex  correlated  with 
the  detection  of  specific  drugs.  But  for  ben- 
zodiazepines, no  consistent  temporal  pattern  was 
present  regarding  either  type  or  number  of  drugs 
detected.  Certain  days  of  the  week  demonstrated  a 
statistically  significant  effect  upon  the  nttmber  of 
toxicology  requests  received,  while  seasons,  holi- 
days, and  lunar  phases  hcul  no  influence.  Inap- 
propriate requests  comprised  9%  of  the  total 
annual  toxicology  caseload. 


No  one  caring  for  patients  admitted  through 
emergency  centers  can  fail  to  be  aware  of 
the  alarming  number  of  admissions  due  to 
self-poisoning,  and  the  rate  has  been  increasing  each 
year  (1,2).  Clinical  toxicology’  affords  a unique  op 
portunity  to  pathology  laboratories  for  direct  and 
immediate  impact  upon  acute  patient  care,  often  in 
an  emergency  setting. 

For  best  results,  use  of  the  toxicology  laboratory 
requires  contact  between  pathologist  and  his  or  her 
laboratory'  staff  and  the  involved  clinician(  s)  ( 3 ) 
Nevertheless,  all  too  often,  no  contact  is  made. 
Clearly,  optimum  utilization  of  clinical  toxicology' 
services  relies  upon  education  of  both  clinicians 
and  pathology'  personnel  regarding  the  capabilities, 
needs,  and  limitations  of  each  ( 3 ) With  overdose 
patients  demanding  a significant  percentage  of 
emergency  and  intensive  care  facilities’  time  and  re- 
sources ( 1 ),  such  an  opportunity  requires  investiga- 
tion. Unfortunately,  the  information  upon  which  this 
education  rests  is  often  artificially  fragmented 
among  the  separate  cla,sses  of  journals  favored  by 
each  profession.  Clinical  journals  most  often  empha- 
size treatment  of  overdose  ( 1,4,5);  pathology'  jour- 
nals understandably  stress  methodology'  and  results 
(2,6-8).  Furthermore,  where  the  two  do  overlap, 
conflicting  results  are  reported. 

Relative  frequencies  of  overdose  with  commonly 
abused  substances  differ  significantly,  reflecting  re- 
gional and  cultural  factors  as  well  as  a changing  pat- 
tern in  self-poisoning  (8—10).  ITie  role  of  the 
toxicology  laboratory  itself  has  been  questioned 


( 1 1 ),  as  studies  disagree  in  their  assessments  of  the 
concordance  between  clinicians’  impressions  and 
laboratory'  results  (6,1 1 — 14).  Even  the  clinical  ac- 
curacy of  predicting  the  presence  of  those  drugs 
carry  ing  greatest  morbidity  and  mortality  differs 
widely.  Clearly  these  issues  are  central  to  the 
proper  determination  of  the  role  best  performed  by 
a hospital’s  toxicology'  laboratory'.  Our  hospital 
( Medical  Center  Hospital,  San  Antonio,  Tex)  is  a pri- 
mary' care  facility  serving  a large  metropolitan  area 
with  a sizeable  indigent  population  and  a growing 
number  of  immigrants.  Our  area  is  increasingly  in- 
volved in  the  illicit  drug  trade  through  the  South 
Texas  corridor.  To  better  delineate  the  role  our  hos- 
pital’s toxicology  laboratory  is  to  play  in  acute  pa- 
tient care,  we  collected  the  results  of  one  year’s 
( 1 987 ) toxicology  caseload.  We  sought  to  deter- 
mine ( a ) the  identity'  and  relative  frequency  of  the 
drugs  most  commonly  detected  in  our  hospital 
population;  (b)  the  frequency  with  which  tox- 
icologic analysis  demonstrated  the  presence  of  clini- 
cally unsuspected  drugs;  (c)  the  frequency  with 
which  the  pre.sence  of  drugs  suspected  clinically 
was  verified  by  toxicologic  analysis;  (d)  the  influ- 
ence of  age  and  sex  upon  the  number  and  results  of 
toxicology'  analysis;  (e)  those  groups  of  drugs  most 
often  associated  with  ethanol  consumption;  (f) 
whether  ( and  which ) combinations  of  various  com- 
mon drug  groups  were  taken  together;  (g)  whether 
any  of  the  common  drug  groups  were  taken  prefer- 
entially during  specific  calendar  periods;  (h) 
whether  the  distribution  of  toxicology  requests  re- 
flected any  demonstrable  temporal  pattern  (ie,  by 
day  of  the  week,  month,  season,  holiday,  lunar 
phase );  and  ( i ) the  frequency  with  which  inap- 
propriate requests  and/or  samples  were  received, 
together  with  the  nature  of  the  error(s). 

Patients  and  methods 

We  collected  949  consecutive  requests  for  tox- 
icology screens  repre.senting  the  complete  annual 
toxicology'  caseload  of  1987.  These  represent  949 
consecutive  patients  who  presented  to  Medical 
Center  Hospital  with  a history,  symptoms,  and/or 
signs  .suggestive  of  drug  toxicity  or  substance  abuse. 
In  Medical  Center  Hospital,  the  clinician  requesting 
a toxicology  screen  is  required  to  complete  a form 
(Fig  1 ) concerning  the  patient,  including  mental 
status,  signs  and  symptoms,  age  and  sex,  history  of 
drug  abuse,  drugs  suspected  clinically,  therapeutic 
and  nonprescription  medications  taken,  and  any 
drugs  administered  before  specimen  collection.  The 
toxicology  screen  is  performed  on  a “stat”  basis  if 
the  patient  is  comatose;  otherwise  it  is  performed 
once  a day,  seven  days  a week. 

Fhree  different  specimens  were  requested:  gastric 
secretions,  urine,  and  serum.  Because  the  physician 
is  often  unaware  or  uncertain  of  the  drugs  ingested. 
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all  three  samples  are  requested.  At  times,  however, 
only  urine  and  serum  samples  are  submitted;  le.ss 
often,  urine  or  serum  samples  are  submitted  aktne. 
linfortunately,  using  our  hospital's  methodologies 
and  instrumentation,  specific  substances  can  be  de- 
tected only  in  certain  samples  (eg,  to  detect  and 
quantitate  alcohol  levels,  blood  is  required).  Our 
laboratory’  initially  screens  the  specific  samples 
using  a thin-layer  chromatography  (TLC)  method 
called  Toxi-Lab  (Analytical  Systems,  Irving,  Cal). 
Toxi-Lab  is  a rapid  and  reliable  method  by  which 
approximately  350  drugs  can  be  detected  and  iden- 
tified (6).  Although  biological  fluids  (gastric  con- 
tents, urine,  and  blood ) are  the  most  commonly 
tested  samples,  other  samples  such  as  pills  and  pow- 
ders may  also  be  analyzed  ( 6 ).  All  results  are  inter- 
preted by  only  those  technologists,  pathologists, 
and/or  clinical  chemists  qualified  to  read,  interpret, 
and  report  Toxi-Lab  (TLC)  results. 

Once  detected  by  TLC,  the  vast  majority  of  drugs 
are  then  verified  using  a separate  methodology'.  The 
following  methods  are  used: 

1.  Enzyme  Multiplied  Immunoassay  Technique 
(EMIT)  (Syva  Co,  Palo  Alto,  CA)  (7),  to  confirm 
barbiturates,  benzodiazepines,  cocaine,  opiates, 
amphetamines,  and  phencyclidine  (PCP).  This  tech- 
nique is  also  used  as  a screen  for  marijuana  (THC). 

2.  Automated  Clinical  Analyzer  (ACA)  (DuPont, 
Wilmington,  Del),  to  quantitate  alcohol,  dilantin, 
barbiturates,  primidone,  valproic  acid,  car- 
bamazepine,  salicylates,  acetaminophen,  the- 
ophylline, and  procainamide  or  NAPA 

3-  Spot  test  ( reagents  made  in  house ),  used  to 
confirm  bromide,  Placidyl  ( ethchlorv'ynol ),  phe- 
nothiazines,  and  salicylates. 

4.  Gas  Liquid  Chromatography  (GLC)  ( Varian 
6500,  Supelco,  Inc,  Bellefonte,  Penn ),  used  to  con- 
firm and  quantify'  alcohols. 

5.  Alternate  TLC  Toxi-Lab  (Analytical  Systems,  Ir- 
vine, Cal ),  used  for  amine  separation  and  to  identify 
and  confirm  drugs  such  as  ipecac  syrup  and 
diphenhydramine. 

6.  High  Performance  Liquid  Chromatography 
(HPLC)  evarian  5060  with  computer/plotter 
equipped  with  a 15  cm  Varian  MCIl-NCAP-5/Packed 
column,  and  a 100  p,L  loop  valve  injector),  used  to 
confirm  and  quantify  tricyclic  antidepressants. 

This  combined  approach  consistently  yields  high 
(94%  to  98%  ) accuracy  in  the  qualitative  deter- 
minations of  hospital-based  ( nonforensic ) tox- 
icology (6). 

In  our  study,  after  the  toxicology’  evaluation  was 
completed,  a toxicology'  survey  ( Fig  2 ) was  com- 
pleted by  the  investigators.  It  contained  26  vari- 
ables, including  date,  time,  day  of  week,  age,  sex, 
and  drugs  suspected  by  clinician.  Surveys  were 
compiled  for  1 calendar  year  in  order  to  assess  any 
potential  role  played  by  seasonal  factors,  holidays. 


and  other  significant  annual  events.  For  the  purpose 
of  this  study,  an  inappropriate  request/sample  was 
defined  as  either:  (a)  requests  to  screen  for  sub- 
stances not  routinely  detected  by  Toxi-Lab  (eg,  LSD, 
mescaline,  insulin,  cyanides,  various  heavy'  metals, 
petroleum  distillates,  warfarin,  et  al ),  or  ( b ) re- 
quests to  screen  for  substances  not  detectable  in 
the  samples  submitted  ( eg,  ethanol  suspected  but 
no  serum  submitted ).  In  both  cases,  the  samples 
were  processed  as  the  others.  Whenever  possible, 
every  effort  was  made  to  arrange  specific  testing  for 
substances  suspected  clinically  but  not  detected 
routinely,  and  to  obtain  any  appropriate  but  missing 
biologic  fluid(  s ) necessary'  to  detect  those  sub- 


I Toxicology’  form  filled  out  by  clinicians  when  patient  specimens  were  submitted 

TOXICOLOGY  SCREENING  REQUEST  FORM 
(Chemistry  Laboratory 
Department  of  Pathology 
Medical  Center  Hospital 

Drug  screening  assays  are  done  by  thin  layer  chromatography  and  will  not  provide  quantitative 
information  Most  drugs  are  detected  best  in  urine  or  gastric  contents.  Barbiturates  and  similar 
compounds  are  detected  in  blood  Clinical  history  is  very  helpful  in  the  interpretation  of  chro- 
matographic patterns,  and  toxicology  screening  procedures  will  not  be  performed  until  the 
information  requested  on  this  form  is  completed  See  reverse  side  for  information  on  STAT 
requests 

INFORMATION  MUST  BE  COMPLETED  BY  A PHYSICIAN  BEFORE  SPECIMENS  WILL  BE 
PROCESSED. 

am 

TIME p m STAT ROUTINE 

BRIEF  lIISTOR'i'  AND  PATIENT  .STA’RIS: 


■I  HERAPEfTlC  AND  OVER  THE  COUNTER  MEDICATIONS: 


lllSTOR\’  OF  ABUSED  DRUGS; 


DRUGS  ADMINISTERED  PRltfR  TO  OBTAINING  SAMPLE: 


SUSPECTED  DRUGS: 


PHYSICIAN’S  signature: DATE 

SAMPIJiS  (TB  TAINED  FOR  TOXlCOLOG\’  SCREENING: 

URINE,  random  sample  obtained  immediately,  100  cc  Preferred  specimen 

BLOOD,  two  ( 2 ) 7 ml  special  toxicology  gray-top  tubes  with  NaF  and  one  ( 1 ) 

ml  red-top  tube,  2 L ml  total  Obtain  tubes  from  MCH  lab,  MCH  ER,  Brady- 
Intake  Clime,  Brady  /Green  lab  Blood  is  necessary'  for  detection  of  alcohol, 
salicylates,  barbiturates  and  similar  drugs 

GASTRIC  aspirate,  if  obtained 
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2 Toxicology  sun<ey  form  completed  by  investigiitor^ 


TOXICOLOC.Y  SURVE\' 


list 


First 


Ml  G# 


A(jE  Less 
TFian 
1 Yr 


SEX  STAT  ROITINE  TIME  OF 
Male/Fcmak*  1 2 REQUEST 

1 2 


Mo  Day  AT 
DATE  OF  REQUEST 


DAY  OF  WEEK 
Sun  = 1 
Mon  = 2 
Tucs  = 3 
Wed  = ■* 


Thur  = S 
Fri  = 6 
Sat  = 7 
linknown 


9 


SPECIMEN  OBTAINED: 

Ciastric  V M Urine  V M Scrum  V M 


stances  suspected  clinically.  In  our  study,  requests 
were  considered  inappropriate  only  after  these 
efforts  proved  unsuccessful. 

Information  from  the  original  toxicology  screen- 
ing request  form  ( Fig  1 ) was  transcribed  along  with 
the  laboratory  results  onto  the  toxicology  survey 
form  ( Fig  2 ).  The  data  from  the  toxicology  survey 
form  was  then  entered  into  an  IBM  personal  com- 
puter and  analyzed.  Statistical  analysis  included  both 
the  Student  s t-test  and  chi-square  calculations. 
Quantitation  factors  were  analyzed  using  the  Stu- 
dent’s t-test  and  chi  square  calculations.  Analysis  of 
variance  was  performed  as  it  applied.  Contingency 
tables  were  set  up  for  variables  such  as  age,  sex,  sea- 
son, day  of  week,  drugs  detected,  etc.  From  these 
tables  the  statistical  significance  of  each  factor  was 
determined. 


Drugs  Found 

None  Detected  0 

V = Verilied 

Yes  = 1 ; No  = 2 

M = Method  used  to  verify 

Emit  = I ; Spot  Test  = 2;  ACA  = 3;  fiLC;  = -i;  Alternate  TLf;  = S; 

< Iriginal  TLC,  Standard  = 6;  Conhrmation  unnecessary  = 7 

Unable  to  contirm: 

Only  metabolite  present  = Incorrect  specimen  = 88.  Insufficient  specimen  - 99 


Results 

A total  of  2,496  drugs  were  detected  among  the  949 
patient  .specimens  comprising  our  toxicologic  case- 
load of  1987.  Ilie  most  commonly  detected 
drugs — including  nicotine  and  caffeine — are  listed 
in  Fig  3 in  de.scending  order  of  frequency.  Ethanol 
was  the  most  commonly  detected  significant  drug  in 
our  patient  population.  It  was  prc.sent  in  18.8%  of 
all  the  requests  .submitted  (24.2%  of  all  po.sitive  re- 
quests ).  Benzodiazepines  ( most  often  diazepam ) 
were  present  in  18.4%  of  all  requests  considered  to- 
gether. Acetaminffphen,  .salicylates,  and  anti- 
histamines were  present  in  26.3%  of  the  samples. 
Antidepressant  medications  ( most  frequently 
amitriptyline,  nortripty  line,  doxepin  hydrochloride, 
and  dcYsipramine ) were  present  in  9 9%  of  the  tox- 
icology requests.  Opiates,  antipsychotic  drugs,  and 
barbiturates  were  found  in  9.6%,  7.1%,  and  4.2%  of 
patients,  respectively.  Ipecac  syrup  was  found  in 
8.5%  of  the  patients  ( usually  administered  in  the 
emergency  room).  Amphetamines  (3.8%  ) and 
cimetidine  (2.1%  ) were  found  infrequently — and 
although  we  have  recently  seen  an  increase  in  the 
u.se  of  cocaine  ( crack ) in  our  hospital  population,  it 
was  detected  in  only  0.7%  of  the  patients.  In  22.3% 
of  patient  samples,  no  substances  were  detected. 

Overall,  concordance  between  clinical  impres- 
sion and  laboratory  verification  was  poor;  in  only 
17.4%  of  patient  samples  was  there  complete  agree- 
ment between  the  two.  With  the  elimination  of  sub- 
stances generally  considered  clinically  insignificant 
( caffeine,  nicotine,  ipecac  syrup,  cimetidine,  et  al ), 
overall  concordance  rose  to  only  20.6% . Fig  3 also 
lists  the  frequencies  with  which  drugs  detected  by 
laboratory  analysis  had  been  suspected  by  our  clini- 
cians. Fig  3 further  details  how  frequently  clinically 
suspected  drugs  were  in  fact  detected  by  tox- 
icologic analysis.  Even  among  commonly  detected 
drugs,  degree  of  agreement  of  either  type  was  gen- 
erally poor.  For  example,  when  clinically  suspected. 


ALCOIIOI SAI.KYIATES 

CAFFEINE NICOTINE 

Tc.st  ni)t  done  = — 9 
None  detected  = 0 

DRUGS  SUSPECTED  BY  PHASICIAN;  Unknown  = -9 

None  suspected  -() 

THERAPEUTIC  AND  tWER-THE-COUNTER  MEDICATIONS:  Unknown  = -9 

None  taken  = 0 

IILSTORA’  OF  ABUSED  DRUGS:  IlLSTORY  t)F  SUICIDE  ATTEMFIS 

Yes  = I;  No  = 2;  Unknown  = -9 

DRUGS  ADMINI.STERED  PRIOR  TO  OBTAINING  SAMPLE 

If  none  administered  = 0 

Completely  negative  

Aes  = I ; No  = 2 


.STEROID 

METABOLITES 
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/ Cj  roups  of  drugs  found  according  to  age  and 


benzodiazepines  were  detected  in  only  16.9%  t)l  pa- 
tients; among  those  specimens  where  ben- 
zodiazepines had  been  detected  by  the  laboratory, 
clinicians  had  suspected  their  presence  in  only 
1 5.8% . Although  our  patients  ranged  from  1 to  90 
years  in  age,  these  results  reflect  a predominance  of 
adults  and  adolescents  among  our  patients.  Ninety- 
two  percent  of  patients  ( n = 873 ) were  adults 
( more  than  2 1 years  of  age ) or  adolescents  ( be- 
tween 13  and  20  years);  no  significant  difference  in 
clinical  concordance  between  these  age  groups  was 
present. 

Only  8.6%  ( n = 76 ) of  our  samples  w^ere  ob- 
tained from  children  ( less  than  1 3 years  old ).  Of 
these  76  samples,  51%  (n  = 39)  contained  detect- 
able substances,  and  49%  (n  = 37)  did  not.  In  chil- 
dren, the  most  commonly  detected  substances 
were:  ipecac  syrup  (31%  ),  acetaminophen  (28%  ), 
caffeine  ( 18%  ),  benzodiazepines  ( 10%  ),  and  salicy- 
lates ( 2.5%  ).  Among  adults  and  adolescents  ( n = 
873),  both  age  and  sex  were  significantly  associated 
with  specific  drug  groups  (Fig  4).  Overall,  67.5%  of 
our  patients  were  between  2 1 and  50  years  old; 
males  comprised  60%  and  females  40%  of  our 
population.  Benzodiazepines  and  opiates  were 
found  most  frequently  in  the  21—50  year  age  group 
(p  < 0.001 ).  In  contrast,  those  over  50  years  old 
took  more  antidepressants  than  any  other  age  group 
(p  < 0.001 ).  Antidepressants  were  detected  among 
females  more  frequently  than  males  (p  < 0.001  ), 
whereas  amphetamines  were  found  among  males 
more  often  than  females  (p  < 0.002  ).  Ethanol  was 
detected  in  18.8%  of  patient  samples.  It  was  most 
frequently  associated  with  clinically  insignificant 
substances  ( Fig  5 ) — nicotine  ( 5 1 .7%  ) and  caffeine 
(34.3%  ).  Of  the  clinically  significant  substances 
found  with  ethanol,  benzodiazepines  appeared  in 
24.1%  of  the  samples  ( n = 43 ) and  acetaminophen/ 
salicylates  in  14.0%  (n  = 25  ) of  cases.  Antidepres- 
sants were  associated  with  ethanol  14%  of  the  time. 


Overall  % Sex  % of  Drugs  Found  b)'  Age  Oroup 


Positive 

Drug  Group 

%M 

%F 

0-12 

13-20 

21-30 

>30 

7.6 

Antipsychotics 

90 

3.3 

1 .3 

3.8 

8.9 

69 

a,3 

Barbiturates 

3.9 

3 3 

4.0 

39 

4.9 

3,3 

1 12 

Antidepressants 

6.7 

17.9' 

1,3 

3.8 

13  1 

19.0 

3,9 

Amphetamines 

3.3* 

16 

2,6 

2.0 

4.9 

0.0 

20.0 

Benzodiazepines 

18  1 

23.0 

6.6 

13.0 

24.1’ 

19.0 

13  9 

Opiates 

12.9 

13  3 

3 3 

33 

18.4' 

69 

Age  Ciroups; 

<13  = K-6% 

ai3  - S20  = 17.4% 

£21  - SSO  = 67.3% 

>30  = 6.3%  Sex: 

Males  = 39.8% 
Females  = 40.2% 


' p value  is  significant 

5 Substances  conimoyily  found  in  association  with  ethanol 


3.  Substances  commonly  found  and  their  clinical  concordance 


Most  Commonly 

Found  Substances 

% of  All 

Positive 

Requests 

(n=737) 

% of  All 
Requests 

When  Laboratory  Found 
a Drug.  How  Often 

Did  Clinician  Suspect  It? 
n % 

When  Clinician  .Suspected 

A Drug.  Flow  Often 

Did  latboratory  Find  It? 
n % 

Nicotine 

.39.8 

30  8 

293 

0.3 

2 

30.0 

Caffeine 

27.8 

216 

203 

19 

6 

66.7 

Ethanol 

24.2 

18  8 

178 

40.7 

163 

44.2 

Benzodiazepines 

23.7 

18.4 

|■’3 

13.8 

203 

16.9 

Acetaminophen/salicylatcs 

18,4 

14.3 

1.36 

.39,0 

101 

10,1 

Antihistamines 

13  3 

12  0 

114 

6.3 

39 

113 

Antidepressants 

12. ■’ 

9.9 

94 

23  9 

107 

30  1 

Opiates 

12.3 

9.6 

91 

26.9 

209 

10.8 

Ipecac  syrup 

1 1.0 

8.3 

81 

43.2 

3 

20,0 

Antipsychotics 

90 

■'.1 

67 

6.7 

163 

3,0 

Barbiturates 

3.4 

4.2 

40 

47.1 

121 

13  1 

Amphetamines 

4.9 

38 

36 

18  1 

201 

4.7 

Cimetidine 

2.7 

2 1 

20 

40.0 

1 1 

72.7 

Cocaine 

0,9 

(),■’ 

7 

714 

90 

4.2 

47 
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Six  drug  groups — antipsychotics,  barbiturates,  anti- 
depressants, amphetamines,  benzodiazepines,  and 
opiates — were  examined  to  determine  how  often 
eaeh  was  detected  in  combination  with  the  others 
( Fig  6 ).  When  benzodiazepines  were  detected  ( n = 
175  ),  12%  of  the  time  antidepressants  were  also  de- 
tected; among  positive  benzodiazepine  samples, 

18%  also  contained  an  opiate.  When  an  antidepres- 
sant was  discovered  ( n = 94 ),  coexistent  ben- 
zodiazepines were  present  in  4 1 % of  samples.  An 
antidepressant  was  never  found  in  association  with 
an  amphetamine. 

Considered  together,  30-8%  of  toxicology 
samples  contained  only  a single  clinically  signilicant 
substance.  In  19.6%,  two  of  these  substances  were 
detected;  in  16.3%,  three  or  more  substances  ap- 
peared. Eleven  percent  of  the  toxicolog)  samples 
contained  only  caffeine  or  nicotine  or  a combina- 
tion of  the  two.  I'hese  same  six  drug  groups — anti 
psychotics,  barbiturates,  antidepressants, 
amphetamines,  benzodiazepines,  and  opiates — were 
scrutinized  for  any  temporal  pattern  associated  with 
their  ingestion  Day  of  the  week,  holidays,  seasons, 
and  lunar  phases  were  examined.  With  the  excep- 
tion of  benzodiazepines,  none  demonstrated  any  sta- 
tistically significant  temporal  pattern. 

Benzodiazepines  were  detected  more  frequently 
on  ITiursdays  ( 27.5%  ) and  less  frequently  on  Satur 
days  ( 10.4%  ) (p  = 0.037).  Furthermore,  use  t)f  ben- 
zodiazepines appeared  significantly  influenced  by 
season  (p  = 0.01 1 ),  as  their  detection  increased  in 
winter  months  ( 26.3%  ) ;ind  decreased  in  fall 
months  ( 14.9%  ) (Fig  7).  Similarly,  the  total  number 
of  toxicology  requests  were  examined  for  any  statis- 
tically signilicant  temporal  pattern,  considering  day 
of  the  week,  holidays,  seasons,  and  lunar  phases.  Al- 
though minor  fluctuations  were  noted,  no  signifi 
cant  temporal  pattern  was  present;  neither  day  of 
the  week  (Fig  8),  holidays  (including  the  day  before 
and  the  day  ;ifter ) ( Fig  9 ),  seasons  ( Fig  1 0 ),  nor  lu- 
nar phase  had  any  real  eftect  For  example,  we 
evaluated  lunar  phase  by  examining  new  moons  and 
full  moons  ( plus  one  day  each ) for  any  increase  in 
total  toxicology  requests  received.  Full  moons  plus 
one  day  accounted  for  7%  of  the  days  of  the  year; 
expecting  to  receive  7%  of  the  requests  on  these 
days,  we  received  6.2%.  New  moons  plus  one  day 


comprised  6.5%  of  the  days  of  the  year;  7.1%  of  re- 
quests were  received  on  those  days. 

Finally,  we  determined  the  number  of  inappropri- 
ate requests  received  in  our  laboratory.  We  in- 
cluded both  requests  for  substances  not  detectable 
by  our  screening  techniques  and  requests  for  sub- 
stances not  routinely  detected  in  the  type  of 
samples  submitted.  Fhe  former  type  occurred  far 
more  frequently  and  included  requests  seeking  in- 
secticides, fertilizers,  liiD,  cyanide,  heavy  metals 
(lead,  thallium,  etc),  petroleum  distillates,  etc.  An 
example  of  the  latter  type  of  error  included  re- 
quests for  alcohol  determinations  when  only  urine 
samples  were  received.  In  all,  9%  of  toxicology  re- 
quests ( n = 85 ) were  deemed  inappropriate  by 
these  criteria. 

Discussion 

Self-poisoning,  both  accidental  and  suicidal,  con- 
tinues to  pose  a serious  public  health  problem  (1,9) 
and  to  demand  an  increasing  share  of  available  hos- 
pital resources  (2).  Our  results,  as  have  others,  re- 
flect a continually  evolving  pattern  of  self-poisoning. 
Our  low  incidence  of  barbiturates  supports  the  con- 
tinuing decline  in  sedative/hypnotic  abuse  reported 
by  others  (9,10).  Concomitantly,  the  frequency  of 
benzodiazepines  and  antidepressants — two  of  our 
most  commonly  detected  substances — continues  to 
increase  (9,10).  Comparison  of  our  results  with 
tho.se  of  other  recent  surveys  highlights  both  re- 
gional (2,12,13,15,16)  and  national  (8,17,18)  differ- 
ences in  drug  profiles  of  the  patient  population 
served.  Our  study  reported  a higher  percentage  of 
negative  results  than  many  (2,13).  Certain  sub- 
stances common  to  other  areas  appeared  far  less  fre- 
quently here.  For  example,  rates  of  barbiturate 
detection  vary  widely  (2,12,16),  placing  it  any- 
where from  first  (16)  to  last  (12)  among  commonly 
ingested  drug  groups.  Previously  a more  popular 
substance  of  abuse,  PCP  appeared  frequently  in  the 
report  of  Horwitz.  et  al  examining  the  Detroit  area 
( 16),  yet  here  it  was  extremely  uncommon  (less 
than  0.05%  ).  Due  to  significant  regional  and  na- 
tional differences,  it  is  difficult  to  extrapolate  na- 
tional or  international  trends  based  upon  a single 
survey.  Rather,  these  differences  point  to  the  signifi- 
cant regional  variability  in  relative  rates  of  sub- 


6.  AssocUitio7i  between  groups  oj  drugs  found  in  l>i>sitii'e  requests  (n  = 7J7) 


Antipsychotics 

% 

Barbiturates 

% 

Antidepressants 

% 

Amphetamines 

% 

Benzodiazepines 

% 

Opiates 

% 

Antipsychotics  ( n = 67 ) 

too 

6 

1,3 

.3 

24 

18 

Barbiturates  ( n = -tO) 

10 

100 

20 

7.S 

30 

20 

Antidepres-sants  ( n = 94) 

10 

9 

100 

0 

41 

13 

Amphetamines  ( n = 36) 

6 

8 

0 

100 

6 

8 

Benzodiazepines  ( n = 1 7S  ) 

9 

7 

22 

1 

100 

18 

Opiates  ( n = 111) 

1 1 

7 

1 1 

3 

28 

100 

*p<() OS  for  Fisher  s exact  test 
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Antipsychotics 
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4.-4 

Barbiturates 
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SI 
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S6 
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10  s 

12  1 

12  a 

10  4 

SSa 
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.\mphetamines 

4.4 

SI 
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2.6 

S62 

20.0 

Benzodiazepines 

2(> 

17.-’ 

216 

U 9 

,01  r 

1 ^.9 

Opiates 

1 10 

l-i  1 

16  8 

l.S  -1 

.S2a 

•p  value  signirtcani 


stance  abuse.  Benzodiazepines,  antidepressants, 
ethanol,  opiates,  and  analgesics  remain  commonly 
detected  here,  with  antipsychotics,  barbiturates,  co- 
caine, and  amphetamines  less  frequently  encoun- 
tered, Other  areas  may  well  find  a different  pattern. 
Areas  more  heavily  involved  by  the  epidemic  of  co- 
caine (“crack”)  (eg.  New  York  City,  Los  Angeles, 
Miami ) should  find  cocaine  more  frequently,  per- 
haps replacing  opiates,  traditionally  more  common 
in  our  patient  population.  In  our  study,  ethanol  and 
benzodiazepines  appeared  frequently,  both  singly 
and  in  combination  with  other  substances.  Ben- 
zodiazepines were  the  drug  most  frequently  associ- 
ated with  alcohol  ingestion.  ITiey  were  found  in 
24.1%  of  the  samples  with  alcohol.  Overall,  our  pa- 
tient population  recorded  a slightly  lower  incidence 
of  multi-drug  ingestion  than  did  several  others — 
35.9%  compared  to  37%  to  59%  (2,8,12). 

Patient  age  and  sex  remain  valid  predictors  of 
broad  patterns  of  drug  detection  ( 16,19).  Children 
and  adults  form  distinct  groups  among  overdose  pa- 
tients, with  adolescents  increasingly  mimicking 
their  elders  ( 20,2 1 ).  The  majority  of  self-poisonings 
in  young  children  are  accidental  (21,22);  those  of 
adolescents  and  adults  are  overwhelmingly  deliber- 
ate (8,21 ),  though  perhaps  not  genuinely  suicidal. 
These  differences  are  reflected  in  the  varying  fre- 
quencies with  which  various  substances  were  de- 
tected in  samples  submitted  from  these  two  groups 
(Fig  4).  Some  overlap  exists,  as  both  arise  from  im- 
pulsive acts,  and  generally  involve  that  which  is 
readily  available:  for  the  young  child,  household 
products  and  common  nonprescription  and  pre- 
scription medications;  for  the  adult/adolescent,  pre- 
scription medications  and  popular  street  drug 
preparations.  Among  adults,  sex  continues  to  offer 
some  clinical  guide,  as  females  favor  antidepressants 
and  males  favor  amphetamines  ( Fig  4 ). 

Owing  to  mysticism  and  the  fact  that  about  60% 
of  our  body  weight  consists  of  water,  the  interest  in 
human  behavior  under  a full  moon  never  dies.  Re- 
cent interest  in  the  effects  of  inborn  circadian 
rhythms  upon  human  disease  augments  such  specu- 
lation (23).  Thakur  and  Sharma  (24)  demonstrated 
a significant  increase  in  hospital  admissions  due  to 
acute  poisonings  during  a full  moon.  Oderda  and 
Klein-Schwartz  (25)  found  a close  link  between  self- 
poisoning and  the  lunar  cycle.  In  that  study,  the 
total  number  of  calls  to  a poison  control  center  and 
the  number  of  unintentional  or  accidental  poison- 
ings were  increased  during  a full  moon;  in  addition, 
the  number  of  suicidal  poisonings  increa.sed  during 
a new  moon.  A subsequent  study  by  Jacobsen  et  al 
( 26 ),  failed  to  demonstrate  any  significant  correla- 
tion between  lunar  cycles  and  self-poisoning.  In  our 
study,  we  too  found  no  correlation  between  self- 
poisoning and  lunar  phases — further  dampening 
such  speculation. 


fl.  Days  of  the  week  toxicology’  requests  were  received 


Percent 
20  1 


9.  Toxicology  requests  submitted  during  holidays. ' 


Holiday 

No.  Toxicolog\’  Requests 

New  Year's  Eve  and  Day 

+ - 1 

Good  Friday  through  Easter 

+ ~1 

Memorial  Day  Holiday  and  Weekend 

-p- 1 

Independence  Day 

-p-i 

Labor  Day  Holiday  and  Weekend 

-p- 1 

Veteran  s Day  Holiday  and  Weekend 

+ -1 

Thanksgiving  Day  Weekend 

-p  - 1 

Christmas  Eve  and  Dav 

+ - 1 

Fiesta  Week 

+ - 1 

Battle  of  Flowers  Holiday/Weekend 

+ - 1 

Cinco  de  Mayo  Weekend 

-p- 1 

= 6 1 days  ( 1 S 2%  of  toxicology'  requests  received ) 

Pixpect  16.7%  of  requests  in  61  days 

'All  requests  counted  also  included  the  day  before  and  the  day 
after  the  holiday 


10.  Toxicology  requests  received  during  different  seasons. 
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Other  temporal  ( 9 ) and  seasonal  ( 20,2 1 ) patterns 
have  been  inconsistently  reported  in  other  studies. 
Here,  although  minor  statistical  variation  was 
present  among  various  temprtral  parameters,  no 
useful  temporal  pattern  regarding  total  number  of 
toxicology’  requests  emerged,  by  day  of  the  week 
( Fig  -4 ),  holiday  ( Fig  9 ),  or  sea.son  ( Fig  10  ).  Only 
minor  variations  in  the  number  of  toxicology  re- 
quests were  present — casting  doubt  upon  any  real 
clinical  significance.  Lising  these  same  temporal  pa- 
rameters, the  major  groups  of  substances  detected 
were  examined.  Benzodia/.epines  alone  demon- 
strated a statistically  significant  change,  througli  a 
mild  increase  during  midweek.  No  other  statistically 
significant  temporal  pattern  was  present;  any  clini- 
cal interpretation  of  this  lone  association  remains 
highly  .speculative. 

Overall  clinical  concordance  averaged  only 
17,4%  in  our  study  ( 20.6%  when  clinically  insignifi- 
cant drugs  were  eliminated ).  Others  have  reported 
a wide  range  of  clinical  concordance,  from  26%  to 
85%  ( 6—8, 1 1,15,19).  Within  this  range,  more  stud- 
ies support  the  poor  correlation  between  clinical 
impressions  and  the  laboratory  findings.  Our  results 
confirmed  an  overall  poor  clinical  concordance,  as 
well  as  the  poor  predictive  power  of  ( our ) clini- 
cians regarding  even  the  major  drug  groups.  Recent 
research  developments  suggest  a growing  role  for 
drug-specific  therapy  through  continued  develop 
ments  in  immunotherapy  ( 2“’, 28 ).  Drug-specific 
antibodies  have  been  developed  for  both  diagnostic 
and  therapeutic  u.scs,  the  former  through  use  in 
El.l.SA  testing  and  the  latter  through  enhanced  drug 
clearance  as  bound  antigen-antibody  complexes 
( 27 ).  For  such  clinical  benefits  to  be  realized,  the 
need  for  accurate,  rapid  diagnosis  has  been  repeat- 
edly emphasized  ( 3,29  ).  Hiis  need  must  be  satisfied 
within  the  constraints  of  ever-increasing  pressures 
of  cost  containment  ( 30 ). 

Fo  achieve  these  goals  simultaneously  is  challeng- 
ing but  not  impossible.  With  good  communication 
between  clinical  and  laboratory  services,  even  a 
small  toxicology  service  can  be  established  to  pro- 
vide that  information  deemed  most  ;iftbrdable  and 
most  clinically  relevant  (6,31  ).  Fhese  benefits  arc- 
enhanced  by  each  service’s  awareness  of  the  needs 
and  limitations  of  the  other — accelerating  specimen 
turnaround  time  while  diminishing  the  number  of 
inappropriate  requests/samples  ( 3,6 ).  Staffing  and 
testing  can  be  tailored  to  the  .specific  region,  guided 
by  pilot  surveys  determining  the  peculiar  substance 
abuse  frequencies  among  its  patient  population. 
Within  this  framew-ork,  enougli  flexibility  remains  to 
permit  tests  tailored  to  individual  cases.  As  new  im- 
provements appear  in  the  diagnosis  ( 2"^, 28 ) and 
management  ( 1,27)  of  .self-poi.soning,  they  can  be 
readily  integrated  within  a functioning  system  to 
further  enhance  acute  patient  care. 


REFERENCES 

1.  Skoutakis  VA:  Management  of  the  overdosed  patient 
( Fart  1 ).  Clin  Toxicol  Con  1 ):  1 — 1985. 

2.  Bailey  DN,  .Manoguerra  AS:  Survey  of  drug-abuse 
patterns  and  toxicolog\’  analysis  in  an  emergency-room 
population.  ) Anal  Toxicol  4(4):  199—203,  1980. 

3.  Bailey  DN:  The  role  of  the  laboratory’  in  treatment 
of  the  poisoned  patient:  laboratory-  perspective. .)  Anal  Tox- 
icol ■’(3):  1.36-141,  1983. 

4.  Skoutakis  \'A:  Management  of  the  overdosed  patient 

( Fart  2 ).  Clin  Toxicol  Con  "’(  2 ):  1 1985. 

5.  Goldberg  M),  Spector  R,  Fark  GD,  et  al:  An  ap- 
proach to  the  management  of  the  poisoned  patient.  Arch 
Intern  Med  1 46(  ^ ) : 1 38 1 - 1 385.  1 986. 

6.  Hepler  BR,  Sutheimer  (;A,  Sunshine  1:  The  role  of 
the  toxicology-  laboratory  in  emergency  medicine.  II:  Study 
of  an  integrated  approach,  j Toxicol  Cdin  Toxicol 

22(6):  503- 528.  1984-1985. 

7.  Sutheimer  C,  Hepler  BR,  Sunshine  I:  Clinical  appli- 
cation and  evaluation  of  the  Emit-st™  drug  detection  sys- 
tem. Am  I Clin  Fathol  ^~(6):"’31— "^35,  1982. 

8.  Jacobsen  1),  Frederichsen  FS,  Knutsen  KM,  et  al:  A 
prospective  study  of  1212  cases  of  acute  poisoning:  gen- 
eral epidemiology’.  Hum  Toxicol  23(  2 ):93— 106,  1984. 

9.  Dirs.son  .SO,  Sundkvist  fi:  Acute  intoxication.  A com- 
parative investigation  at  a general  city  hospital  for  the 
years  1951,  1961  and  1 9"' I . Acta  Med  .Scand 

195(6):  5 15- 520,  1974. 

10.  Froudfoot  AT.  Fark  I . Changing  pattern  of  drugs 
used  for  self-poisoning.  Br  Med  J 1(6105  ):90— 93,  1978. 

1 1.  Rygnestad  F,  Berg  KJ:  Evaluation  of  benefits  of  drug 
analysis  in  the  routine  clinical  management  of  acute  .self 
poisoning.  I Toxicol  Clin  Toxicol  22(  I ):51— 61,  1984. 

1 2.  Soslow’  AR:  Acute  drug  overdo.se:  one  hospital’s  ex- 
perience. Ann  Emerg  Med  10(  I ):  18-21,  1981. 

13  Teitelbaum  D'E,  Morgan  J,  Gray  G:  Nonconcordance 
betyvecn  clinical  impression  and  laboratory’  findings  in 
clinical  toxicology.  Clin  Toxicol  10(  4 ):4l‘:'-422,  1977. 

14.  Brett  AS:  Implications  of  discordance  between  clini- 
cal impression  and  toxicology  analysis  in  drug  overdose. 
Arch  Intern  Med  l48(  2 ):437-44l,  1988. 

1 5.  Bouknight  R,  Alguire  F,  l.ofgren  R,  et  al:  A profile  of 
the  self-poisoner  in  Michigan.  Am  J Fublic  Health 

'5(  12):  14.35- 14.36,  1985. 

16.  Horyy'itz,  )F,  Hills  EB,  Andrzejewski  D,  et  al:  Adjunct 
hospital  emergency  toxicology  service.  A model  for  a met- 
ropolitan area.  JAMA  2.35(  16):  I ■'08—  I ■’12,  1976. 

17.  Adams  RH:  An  accident  and  emergency  depart- 
ment’s view  of  self-poisoning:  a retrospective  study  from 
the  United  Noryvich  Hospitals  19^’8—  1982.  Hum  Toxicol 
5(  1 ):5-l(),  1986. 

18.  Center  for  Disease  Control:  Suicide  and  suicide  at- 
tempts by  the  non-medical  use  of  drugs.  MMWR 
,34(37):57()-5-’l,  1985. 

19.  Jones  Dl:  .Self-poisoning  with  drugs:  the  past  20 
years  in  Sheffield.  Br  Med.)  1(6052  ):28-29,  1977. 

20.  Fazen  EE  3d,  Eovejoy  EH  Jr,  Crone  RK:  Acute  poi- 
soning in  a children’s  hospital:  a 2-year  experience.  Fedi- 
atrics  77(  2 ) : 1 44-  1 5 1 , 1 986. 

21  Garfinkel  BD,  Froese  A,  Hood  ):  Suicide  attempts  in 
chiidren  and  adolescents.  Am  J Fsychiatry  139(  10): 
1257-1261,  1982. 

22.  Center  for  Di.sea.se  Control:  Elpdate:  childhood  poi- 
soning—United  States.  MMWR  34(9):  1 17-118,  1985. 


fexcK  Mecliciite 


YOCON 

YOHIMBINE  HCI 


23  Mt)orc-E(Jc  NK^,  O.ci.slcr  C'A,  Richardson  CiS:  (arca- 
dian timekeeping  in  health  and  disease.  Part  2.  Clinical  im 
plications  of  circadian  rh>  thmicity.  N Engl  | Med 
309(9);  330-336,  1983. 

24.  Thakur  (;P,  Sharma  RN,  Akhtar  MS:  Eull  moon  and 
poisoning.  Hr  Med  J 281(6236):  1684,  1980. 

23.  Oderda  CM,  Klein-Schwartz  V£':  Lunar  cycle  and  poi- 
son center  calls.  J Toxicol  Clin  Toxicol  20(  3 ):48“' — 193, 
1983. 

26.  lacobsen  D,  Erederichsen  PS,  Knutsen  KM,  et  al: 
Self-poisoning  and  moon  phases  in  Oslo.  Hum  Toxicol 
3(  1 ):31-32,  1986. 

27.  Rollins  DE,  Brizgvs  M:  Immunological  approach  to 
poisoning.  Ann  Emerg  Med  13(9):  IO46-  1031,  1986. 

28.  Einkle  BS:  (dinical  toxicology  for  the  emergency 
room:  instrumentation  and  newer  techniques  ! Anal  Tox- 
icol 7(3):  149-131,  1983. 

29.  McCarron  MM:  The  role  of  the  laborator)-  in  treat- 
ment of  the  poi.soned  patient:  clinical  perspective.  J Anal 
Toxicol  7(  3 ):  142-143,  1983. 

30.  Snyder  JW,  Classes  PH:  Role  of  the  laboratory  in 
treatment  of  the  poisoned  patient  ( Editorial ).  Arch  Intern 
Med  148(2):  279-280,  1988. 

31.  Daly  M,  Conway  .M,  Kelleher  MJ:  Social  determi- 
nants of  self-poisoning.  Br  I Psychiatrv'  148:406-413, 

1986. 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  lound  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon  ® is  indicated  as  a sympathicolytic  and  mydnatne.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
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warning:  Generally,  this  drug  is  not  proposed  tor  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
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eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
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are  common  after  parenteral  administration  of  the  drug.^  ^ Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. ^ 3 
Dosage  and  Administration:  Experimental  dosage  reported  In  treatment  of 
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times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 
How  Supplied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 
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Why  a 

HOSPITAL'BASED 

Staff  Looks 
So  Good  From  A 

PATIENT’S 

Point  Of  View 

The  ori'Staff  physiatrists  at  Warm 
Springs  provide  the  kind  of  full-time 
care  and  attention  rehabilitation 
patients  need. 

TTie  doctors  here  see  our  patients 
every  day,  prescribing  specific  therapy, 
keeping  track  of  their  progress, 
meeting  with  their  families,  and 
working  with  their  referring  physicians, 
to  whom  consulting  privileges  are 
readily  available. 

TTieir  unique  approach  puts  patients 
first.  It’s  a full-time  job  for  a full-time 
physician. 

Look  to  Warm  Springs  for  a com- 
mitment to  patient  care  you  won’t  find 
anywhere  else.  From  physicians  you 
won’t  find  anywhere  else. 


Brian  Buck , M . D.  Alex  Willin^m , M.D. 

Pediatric  Rehahilitatkm  Medical  Director 
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ono  ocelominophen  500  mg) 
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(hydrocodor^  biiOftrcrte  7 5mg  [Warning  May  be  habit  forming) 
aixJ  ocelaminophen  750  mg) 


INDICATIONS  AND  USAGE;  For  the  relief  of  moderate  to  moderately 
severe  pain. 

CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophen  or 
hydrocodone. 

WARNINGS; 

Allergic-Type  Reactions : VICODIN  A/ICODIN  ES  Tablets  contain  sodium 
metabisulfite,  a sulfite  that  may  cause  allergic-type  reactions  including 
anaphylactic  symptoms  and  life-threatening  or  Wss  severe  asthmatic 
episodes  in  certain  susceptible  people 

Respiratory  Depression:  At  high  doses  or  in  sensitive  patients, 
hydrocodone  may  produce  dose-related  respiratory  depression. 

Head  Injury  and  Increased  Intracranial  Pressure:  The  respiratory 
depressant  effects  of  narcotics  and  their  capacity  to  elevate  cerebrospi- 
nal fluid  pressure  may  be  markedly  exaggerated  in  the  presence  of  head 
injury,  other  intracranial  lesions  or  a preexisting  increase  in  intracranial 
pressure.  Furthermore,  narcotics  produce  adverse  reactions  which  may 
obscure  the  clinical  course  of  patients  with  head  injuries. 

Acute  Abdominal  Conditions;  The  administration  of  narcotics  may 
obscure  the  diagnosis  or  clinical  course  of  patients  with  acute  abdominal 
conditions. 

PRECAUTIONS: 

Special  Risk  Patients:  VICODINA^ICODIN  ES  Tablets  should  be  used 
with  caution  in  elderly  or  debilitated  patients  and  those  with  severe 
impairment  of  hepatic  or  renal  function,  hypothyroidism,  Addison's  dis- 
ease, prostatic  hypertrophy  or  urethral  stricture. 

Cough  Reflex;  Hydrocodone  suppresses  the  cough  reflex;  as  with  all 
narcotics,  caution  should  be  exercised  when  VICODIN/VICODIN  ES  Tab- 
lets are  used  postoperatively  and  in  patients  with  pulmonary  disease. 
Drug  Interactions;  Patients  receiving  other  narcotic  analgesics,  antipsy- 
chotics,  antianxiety  agents,  or  other  CNS  depressants  (including  alcohol) 
concomitantly  with  VICODINA/ICOOIN  ES  Tablets  may  exhibit  an  additive 
CNS  depression.  The  use  of  MAO  inhibitors  or  tricyclic  antidepressants 
with  hydrocodone  preparations  may  increase  the  effect  of  either  the 
antidepressant  or  hydrocodone.  The  concurrent  use  of  anticholinergics 
with  hydrocodone  may  produce  paralytic  ileus. 

Usage  in  Pregnancy: 

Teratogenic  Effects:  Pregnancy  Category  C.  Hydrocodone  has  been 
shown  to  be  teratogenic  in  hamsters  when  given  in  doses  700  times  the 
human  dose.  There  are  no  adeguate  ana  well-controlled  studies  in 
pregnant  women.  VICODIN/  VICODIN  ES  Tablets  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus. 

Nonteratogenic  effects:  Babies  born  to  mothers  who  have  been  tak- 
ing opioids  regularly  prior  to  delivery  will  be  physically  dependent.  The 
withdrawal  signs  include  irritability  and  excessive  crying,  tremors,  hyper- 
active reflexes,  increased  respiratory  rate,  increased  stools,  sneezing, 
yawning,  vomiting,  and  fever. 

Labor  and  Delivery;  Administration  of  VICODINA/ICODIN  ES  Tablets  to 
the  mother  shortly  before  delivery  may  result  in  some  degree  of  respira- 
tory depression  in  the  newborn,  especially  if  higher  doses  are  used. 
Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk  and 
because  of  the  potential  for  serious  adverse  reactions  in  nursing  infants 
from  VICODIN/VICODIN  ES  Tablets,  a decision  should  be  made  whether 
to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the 
importance  of  the  drug  to  the  mother. 

Pecliatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established 

ADVERSE  REACTIONS: 

The  most  freciuently  observed  adverse  reactions  include  light-headedness, 
dizziness,  sedation,  nausea  and  vomiting.  These  effects  seem  to  be  more 
prominent  in  ambulatory  than  in  nonambulatory  patients  and  some  of 
these  adverse  reactions  may  be  alleviated  if  the  patient  lies  down.  Other 
adverse  reactions  include: 

Central  Nervous  System:  Drowsiness,  mental  clouding,  lethargy,  impair- 
ment of  mental  and  physical  performance,  anxiety,  fear,  dysphoria,  psy- 
chic dependence  and  mood  changes. 

Gastrointestinal  System : The  antiemetic  phenothiazines  are  useful  in 
suppressing  the  nausea  and  vomiting  which  may  occur  (see  above); 
however,  some  phenothiazine  derivatives  seem  to  be  antianalqesic  and 
to  increase  the  amount  of  narcotic  required  to  produce  pain  rehef,  while 
other  phenothiazines  reduce  the  amount  of  narcotic  required  to  produce 
a given  level  of  analgesia.  Prolonged  administration  of  VICODIN/VICODIN 
ES  Tablets  may  produce  constipation. 

Genitourinary  System:  Ureteral  spasm,  spasm  of  vesical  sphincters 
and  urinary  retention  have  been  reported. 

Respiratory  Depression:  Hydrocodone  bitartrate  may  produce  dose- 
related  respiratory  depression  by  acting  directly  on  the  brain  stem  respi- 
ratory center.  Hydrocodone  also  affects  tne  center  that  controls  respiratory 
rhythm,  and  may  produce  irregular  and  periodic  breathing.  If  significant 
respiratory  depression  occurs,  it  may  be  antagonized  oy  the  use  of 
naloxone  hydrochloride  Apply  other  supportive  measures  when  indicated. 
DRUG  ABUSE  AND  DEPENDENCE; 

VICODIN/VICODIN  ES  Tablets  are  subject  to  the  Federal  Controlled  Sub- 
stance Act  (Schedule  III).  Psychic  dependence,  physical  dependence,  and 
tolerance  may  develop  upon  repeated  administration  of  narcotics:  there- 
fore, VICODIN/  VICODIN  ES  Tablets  should  be  prescribed  and  adminis- 
tered with  caution. 

OVERDOSAGE: 

Acetaminophen  Signs  and  Symptoms:  In  acute  acetaminophen  over- 
dosage,  dose-dependent,  potentially  fatal  hepatic  necrosis  is  the  most 
serious  adverse  effect.  Renal  tubular  necrosis,  hypoglycemic  coma,  and 
thrombocytopenia  may  also  occur.  Early  symptoms  following  a poten- 
tially hepatotoxic  overdose  may  include;  nausea,  vomiting,  diaphoresis 
and  general  malaise.  Clinical  and  laboratory  evidence  of  hepatic  toxicity 
may  not  be  apparent  until  48  to  72  hours  jwst-ingestion. 
Hydrocodone  Signs  and  Symptoms:  Serious  overdose  with 
hydrocodone  is  characterized  by  respiratory  depression  (a  decrease  in 
respiratory  rate  and/or  tidal  volume,  Cheyne-Stokes  respiration,  (cyano- 
sis), extreme  somnolence  progressing  to  stupor  or  coma,  skeletal  muscle 
flaccidity,  cold  and  clammy  skin,  and  sometimes  bradycardia  and  hypo- 
tension. In  severe  overdosage,  apnea,  circulatory  collapse,  cardiac  arrest 
and  death  may  occur. 
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. . . Excellent  patient  acceptance 

• Few  reported  side  effects^ 

Pain  relief  that  lasts 

• Four  to  six  hours  of  extra  strength  pain  relief 

The  heritage  of  VICODIN  ^'  ^ 

• VICODIN  is  the  24th  most  frequently 
prescribed  medication  in  America? 
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/rthe  most  potent  analgesic  you  can  phone  in 
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How  can  we  best  help 
other  physicians? 


John  M raimadgc,  MD,  The  physician 's  life  is  stressful  and  demanding  de- 
6800  Preston  Rd,  Spite  its  many  rewards.  The  physician  experiencing 

Plano,  IX  7502-1.  emotional  problems  or  addiction  often  does  not 

get  help,  since  the  profession  expects  doctors  to  he 
superior  and  above  the  need  for  assistance.  Addic- 
tion and  affective  disorders  are  highly  treatable, 
but  many  doctors  suffer  rather  than  ask  for  help. 
Helping  a troubled  physician  is  a valuable  invest- 
ment when  we  consider  the  lives  affected. 
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The  MD  who  has  business  or  marital  trouble, 
problems  with  his  or  her  children,  or  a vul 
nerability  to  alcohol  and  drugs  probably  does 
not  know  where  to  turn  or  how  to  ask  for  help.  Like 
the  priest  and  the  pedagogue,  the  physician  is  some- 
thing of  a sacred  tribal  figure,  ill-equipped  to  live 
life  as  an  ordinary'  person.  All  his  life  he  has  been 
special,  above  the  rest,  driven,  and — for  the  most 
part — successful.  Even  his  recreation  reflects  his  in- 
ability' to  relax  and  reflect.  His  family  relationships 
are  amateurish  at  best  and  take  ( often  distant ) sec- 
ond place  behind  the  increasingly  technical  and  in- 
humane demands  of  the  new  electronic  medicine, 
amidst  which  he  is  like  a latter-day  witch  doctor  in 
a global  village. 

P.sychiatrists  ( 1 am  one ) have  not  been  much 
help,  sad  to  say.  Rare  is  the  nonpsychiatric  physician 
who  feels  comfortable  opening  up  to  a “shrink,” 
since  the  domain  of  psychiatry-  is  a dark  cavern — 
not  a bright  and  shining  light — in  the  direct  experi- 
ence of  most  medical  students  and  house  officers. 
Most  doctors  don’t  care  much  for  psychiatry'  and 
have  precious  little  respect  for  what  it  can  do,  al- 
though these  same  doctors  prescribe  the  vast  major- 
ity of  tranquilizers,  antidepressants,  and  psychotropic 
medications  to  patients.  A stark  reality'  is  that  most 
doctors  will  die  rather  than  seek  psychiatric  sup- 
port. On  the  other  hand,  1 have  found  doctors  very' 
receptive  to  off-the-record,  informal  consultation  as 
a beginning;  and  I am  not  totally  cynical  about  one 
professional  helping  another. 

Talking  to  fellow  physicians  is  not,  however,  the 
option  it  once  was  for  the  doctor  in  trouble.  Lime 
was  when  we  medical  people  would  stick  together; 
we  shared  common  goals  and,  moreover,  common 
enemies:  disease,  death,  ignorance,  big  government. 
We  were  enlightened  comrades  in  arms,  or  so  it 
seemed.  Now,  medicine  is  no  longer  a sheltered 
guild;  it  is  big  business,  with  HMO  doctors  pitted 
against  traditionalists  and  salaried  PRO  reviewers 
breathing  down  the  financial  necks  of  their 
brethren.  Surgeons  find  little  in  common  with  der- 
matologists and  pediatricians,  who  have  even  less  in 
common  with  the  overburdened  family  medicine 
specialists,  who  still  must  be  all  things  to  all  pa- 
tients. So  unusual  is  physician  self-help  that  a small 


group  of  six  doctors  in  the  Carolinas  made  national 
network  news  by  revealing  that  they  actually  sit 
down  together  for  2 hours  every'  Wednesday  night 
and  talk  about  their  lives  and  common  problems. 

The  physician  facing  divorce,  financial  battering, 
or  the  lethal  burden  of  addictive  disease  must  over- 
come so  many  barriers  that  we  estimate  only  one 
physician  in  eight  who  needs  help  actually  gets  it, 
while  seven  die.  Suicide,  premature  mortality',  and 
alcohol/drug-related  death  take  an  awesome,  silent 
toll  on  the  family  of  medicine. 

A single  intervention  . . . 

When  I visit  with  a fellow  physician,  it’s  only  some- 
times at  his  or  her  request.  The  most  frequent 
source  of  the  cry'  for  help  is  the  spouse.  As  an  addic- 
tion medicine  specialist,  I am  usually  called  when 
trouble  has  become  so  monstrous  that  it  threatens 
not  only  the  impaired  doctor,  but  many  people 
around  him  or  her.  One  of  my  wisest  teachers  ad- 
monished us,  in  the  context  of  emergency  room 
psychiatry;  “Never  underestimate  the  power  of  a 
single  intervention!  ” I’ve  seen  this  prove  true  count- 
less times  in  my  practice,  because  my  presence 
often  occurs  at  a moment  the  Greeks  call  kairos — 
the  auspicious  moment — when  the  possibility  of 
transformation  and  healing  is  acute  and  imminent. 

During  an  auspicious  moment  1 communicate 
three  ideas  to  the  person  who  needs  help.  Common 
sense  dictates  how  I say  what  1 say.  First,  we  are 
often  the  last  to  know-  how  badly  we  need  help.  1 
have  never  treated  an  alcoholic  who  could  truth- 
fully say  that  no  one  around  him  thought  he  had  a 
drinking  problem.  Someone  else  always  knows. 

Second,  most  doctors  don’t  realize  how  available 
and  accessible  help  actually  is.  Unfortunately,  for  ex- 
ample, most  doctors  don’t  understand  how  psychi- 
atric medications  work  and  have  little  faith  in  them. 
Benzodiazepines  are  massively  mis-prescribed  and 
the  antidepressants  are  almost  never  prescribed  in 
the  riglit  doses  for  an  adequate  period  of  time.  Self- 
medication  is  a folly  no  physician  can  endorse,  but 
many  physicians  practice.  For  the  doctor  to  benefit 
from  treatment,  he  must  stop  the  cycle  of  “fool  for  a 
doctor  and  jackass  for  a patient  ” that  ensues  from 
self-prescription. 

Third,  the  arrogance  of  the  medical  profession 
sees  getting  help  as  a moral  weakness,  not  a human 
trait.  A god  does  not  need  help. 

Structured  program  of  recovery 

To  our  good  fortune,  scientific  studies  prove  the 
value  of  cognitive  therapies  and  biological  treat- 
ments for  disorders  of  need  and  feeling,  and  for  ad- 
dictive disease.  ITie  wise  among  us  counsel  that  we 
should  never  promise  an  absolute  cure  ( ie,  just  be- 
cause your  headache  is  better  doesn’t  mean  you’ll 
never  get  another  one).  But  we  can  .say  that  we 
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know  how  to  diagnose  and  treat  the  disease  process 
called  depression. 

VC’e  know  that  depression,  like  anxiety,  is  a bio- 
logical disorder  of  the  limbic  system.  W e know  now 
about  biogenie  amines,  their  origins  and  functions, 
and  we  understand  anxiety  in  terms  of  CiABA  sites 
and  neurotransmitter  pathways.  W e also  know  that 
( for  reasons  we  do  not  know ) the  depressed  person 
can  use  “talking  therapy"  to  learn  new  and  effective 
ways  of  coping  with  ill  feelings  and  low  moods.  For 
all  its  influence,  psychoanalysis  has  lost  its  luster 
and  more  practical  methods  (read:  quick  and  less 
expensive ) prevail  and  help  thousands  of  people- 
daily. 

For  the  doctor  who  is  dependent  on  drugs,  medi- 
cations, or  alcohol,  the  program  of  reeoven-  must 
include  spiritual  recover)-.  1 have  found  Alcoholics 
Anonymous  to  be  the  most  effective  path  along 
which  to  acquire  the  kind  of  self-discipline  and 
understanding  essential  to  sustained,  quality-  so- 
briety and  serenity-.  Once  again,  the  power  of  the 
group  is  so  much  greater  than  the  power  of  the  in 
dividual,  and  this  does  not  set  well  with  traditional 
medical  models  of  the  doctor  as  god. 

The  value  of  one  physician’s  life 
W hen  I talk  to  parents,  I ask  them  to  wonder  what 
the  world  would  have  been  like  if  W'inston  Church- 
ill or  Albert  Schweitzer  or  W^olfgang  Mozart  had 
died  in  infancy.  We  don’t  know  the  potential  that  a 
child  has.  We  do,  on  the  other  hand,  know  that  any- 
one physician,  practicing  in  good  health,  will  touch 
the  lives  of  hundreds  and  thousands  of  people.  In 
fact,  if  Mozart  himself  had  been  fortunate  enough  to 
have  adequate  medical  attention,  his  alcoholism  and 
respirator)-  illnesses  might  not  have  killed  him  at 
the  age  of  35.  An  intervention  that  saves  a doctor 
saves  many  other  people  as  well,  and  returns  a pearl 
of  great  price  to  the  human  community. 

Final  thoughts 

When  the  Texas  Medical  Association  increased  our 
attention  to  physician  health  and  rehabilitation,  we 
didn’t  realize  how  many  doctors,  nurses,  and  other 
health  professionals  we  would  see  as  patients.  It  has 
turned  out  that  a large  share  of  our  time  is  spent 
“helping  other  helpers."  We’ve  found  that  doctors 
are  more  simply  human  than  otherw-ise,  and  that  the 
diseases  and  difficulties  that  plague  the  rest  of  the 
world  plague  us  as  well. 

In  working  with  physicians,  particularly,  we  find  it 
important  to  remember  that  doctors  deserve  love 
and  understanding,  too,  just  like  they  give  to  their 
patients.  Of  similar  importance  is  the  battle  we 
wage  against  the  affective  disorders  and  the  addic- 
tions, which  drain  the  life  from  our  medical  family 
and  prevent  us  from  playing  the  game  of  life  at  full 
capacity.  Only  when  we  are  all  healthy,  happy,  sane. 


and  serene  can  we  rest  in  our  struggle  to  free  our 
selves  from  the  same  problems  we  are  trained  to 
fight. 

We  can  help  other  physicians  by  having  the  cour- 
age to  speak  the  truth  about  ourselves  and  our  pro- 
fession, by  having  the  wisdom  to  intervene  and  offer 
the  most  advanced  understanding  of  disabling  dis- 
eases, including  addiction,  and  by  reaching  out  as- 
sertively to  the  physician  in  trouble.  Ignorance  and 
apathy  are  as  much  our  enemies  as  any  virus  or  il- 
licit drug;  society-  continues  to  treat  diseases  as 
moral  problems  or  legislative  agenda  items,  when 
medicine  already  knows  what  must  be  done.  We 
must  have  the  stamina  and,  again,  the  simple  cour- 
age to  get  the  job  done. 

Together,  if  we  save  a single  doctor’s  life,  we  have 
touched  the  lives  of  a thousand  others. 


Associate 
Medical  Director 

Part-time 

Prudential  Health  Care  System  in  North  Texas  has 
been  growing  rapidly  and  expects  to  have  over 
100,000  members  by  year  end.  We  are  seeking  a 
consultant  as  an  Associate  Medical  Director  to 
assist  our  full-time  Medical  Director  in  Utilization 
Management  and  Quality  Assurance. 

The  ideal  candidate  will  be  board  certified  (pri- 
mary care  or  general  surgery  preferred)  and  have 
had  prior  managed  care  exposure.  This  will  be  an 
ideal  opportunity  to  continue  in  your  current 
Dallas/Fort  Worth  area  practice  and  work  part- 
time  for  a local  and  national,  managed  care  leader. 
Send  your  C.V.  to:  J.  Lynn  Ruben,  Prudential 
Health  Care  System  - North  Texas,  6060  North 
Central  Expressway,  Suite  750,  Dallas,  Texas 
75206. 

Prudential  provides  a non-smoking  environment. 

An  equal  opportimity  employer. 

ThePrudential 

A subsidiary  of  the  Prudential 
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Texas  Medicine  has  two  purposes:  As  a continuing  education  vehicle 
for  physicians,  it  publishes  clinically  useful  scientific  articles  and  other 
technical  information.  As  the  official  publication  of  the  Texas  Medical 
Association,  it  informs  members — through  editorials,  news  pages,  and 
regular  departments — about  medical  events,  legislative  and  govern- 
mental news,  meetings,  continuing  education  courses,  and  programs 
and  policies  of  the  Association. 

Material  for  Texas  Medicine  may  be  sent  to  the  Managing  Editor, 
1801  North  I,amar  Blvd,  Austin,  TX  78701.  It  must  be  offered  solely  to 
this  journal.  Each  article  is  reviewed  by  a consultant  specialist  and  the 
Editorial  Committee,  and  is  accepted  or  rejected  on  the  basis  of  its  in- 
dividual merit,  appropriateness,  and  the  availability'  of  other  material. 
Reviews  usually  take  six  to  eight  weeks.  Texas  Medicine  reserves  the 
right  to  reject  up  to  press  time  any  articles  that  may  have  been  ac- 
cepted for  publication. 

Copyright  assignment 

In  view  of  The  Copyright  Revision  Act  of  1976,  effective  Jan  1,  1978, 
all  transmittal  letters  to  the  editor  must  contain  the  following  lan- 
guage: "In  consideration  of  the  Texas  Medical  Association  taking  action 
in  reviewing  and  editing  my  submission,  the  author(s)  undersigned 
hereby  transfers,  assigns,  or  otherwise  conveys  all  copyright  ownership 
to  the  Texas  Medical  Association  in  the  event  that  such  work  is  pub- 
lished by  the  TMA.” 

We  regret  that  transmittal  letters  not  containing  the  foregoing  lan- 
guage signed  by  all  authors  of  the  manuscript  will  necessitate  return  of 
the  manuscript. 

Scientific  articles 

Manuscripts  should  be  typed  double-spaced  with  ample  margins. 

Three  copies,  including  illustrations,  should  be  submitted  and  the  au- 
thor should  keep  a copy. 

Titles  should  include  the  words  most  suitable  for  indexing  the  ar- 
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I New  rules  for  physicians 
implement  sample  drug  bill 


Record  keeping  requirements  for  dan- 
gerous drugs,  including  samples,  has 
been  a source  of  confusion  for  physi- 
cians and  often  has  lead  to  misin 
terpretcdion  of  the  law.  To  clarify  this 
issue  and  to  assist  in  implementing  Sen- 
ate Bill  '^88  (the  sample  drug  hill),  the 
Texas  State  Board  of  Medical  Examiners 
recently  has  adopted  rules  for  record 
keeping  for  dangerous  drugs  and  coti- 
trolled  substances. 

A dangerous  drug  is  any  drug  or  de- 
vice that  is  not  listed  in  the  Controlled 
Substances  Act  and  thus  is  not  safe  for 
self-medication,  or  hears  the  legend. 

"Caution:  Federal  late  prohibits  dispens- 
ing without  a prescription.  " The  Danger- 
ous Drugs  Act  requires  a physician  to 
maintain  records  for  2 years  after  the 
date  of  the  acquisition  or  disposal  of  the 
dangerous  drug.  The  new  TSBME  rules 
provide  a presumption  of  compliance 
by  a physician  for  record  keeping  for 
dangerous  drug  samples  if  he  or  she  ( 1) 
retains  a copy  of  the  signed  request 
form  required  by  the  Prescription  Drug 
Marketing  Act  of  1987  for  2 years  and 
(2)  makes  appropriate  entries  in  a pa- 
tient's medical  records  when  a danger- 
ous drug  sample  is  supplied  to  the 
patient  Generally,  a drug  company  rep- 
resentative provides  a copy  of  the  re- 
quest as  a receipt  at  the  time  the 
physician  receives  the  samples. 

For  dangerous  drugs  that  the  physi- 
cian acquires  other  than  as  samples,  the 
physician  needs  to  retain  a copy  of  the 
invoice  or  receiving  order  or  other  fonn 
of  documentation  of  receipt  or  accpiisi- 
tion  for  2 years.  Once  again,  the  physi- 
cian should  make  appropriate  entries  in 
patients'  records.  As  ivith  samples,  if 
these  two  steps  are  taken,  the  new  rules 
^(S  provide  that  the  physician  will  be  pre- 

sumed  to  have  complied  with  the  record 

keeping  requirements  for  dangerous 
drugs. 

The  TSBME  also  adopted  rules  for 
record  keeping  for  controlled  substances 
that  are  identical  to  the  rules  of  the 
Texas  Department  of  Public  Safety. 

The  board  rules  concerning  the  au- 
thority of  physicians  to  supply  drugs  are 
reproduced  here. 


§ 1 69. 1 . Purpose.  The  purpose  of  this 
chapter  is  to  provide  physicians  with 
guidelines  for  supplying  drugs  to  their 
patients  as  authorized  by  Texas  Civil  stat- 
utes. Article  4495b,  §3.06(d)(2)  and 
§5.09,  and  by  the  Texas  Pharmacy  Act. 

§169.2.  Definitions.  The  following  words 
and  terms,  when  used  in  this  chapter, 
shall  have  the  following  meanings,  unless 
the  context  clearly  indicates  otherwise. 

Act — ITic  Medical  Practice  Act  of 
Texas.  Texas  Civil  Statutes,  Article  4495b. 

Administer — The  direct  application  of 
a drug  by  injection,  inhalation,  ingestion, 
or  any  other  means  to  the  body  of  a phy- 
sician's patient. 

Board — ITie  Texas  State  Board  of 
Medical  Examiners. 

Dispense — Preparing,  packing,  com- 
pounding, or  labeling  for  delivery  a pre- 
scription drug  or  device  in  the  course  of 
professional  practice  to  an  ultimate  user 
or  his  or  her  agent  by  or  pursuant  to  the 
lawful  order  of  a physician. 

Distribute — ITie  deliver)-  of  a prescrip- 
tion drug  or  device  other  than  by  admin- 
istering or  dispensing. 

Imtnediate  needs — ITic  amount  of  a 
prescription  drug  needed  for  the  proper 
treatment  of  a patient  until  access  to  a 
pharmacy  is  possible. 

Physician — A licensee  of  the  Texas 
State  Board  of  Medical  Examiners. 

Provision — To  supply  one  or  more 
unit  doses  of  a drug,  medicine,  or  danger- 
ous drug. 

Reimbursed  for  cost — An  additional 
charge  separate  from  that  made  for  the 
physician  s professional  services  which 
includes  the  cost  of  the  drug  product  and 
all  other  actual  costs  to  the  physician  in- 
cidental to  providing  the  dispensing  ser- 
vice, but  not  including  a separate  fee  for 
the  act  of  dispensing  the  drug  product 
itself 

Rural  area — An  area  in  which  there  is 
no  pharmacy  within  a 1 5-mile  radius  of 
the  physician’s  office  and  which  is  within 
either  a count)-  w-ith  a total  population  of 
5,000  or  less  according  to  the  most  re- 
cent federal  census;  but  not  including  a 
cit)-  or  tow  n,  incorporated  or  unincorpo- 
rated, with  a population  of  less  than 
2,500  according  to  the  most  recent  fed- 
eral census,  but  not  including  a city  or 
town,  incorporated  or  unincorporated, 
whose  boundaries  are  adjacent  to  an  in- 


corporated city  or  town  w ith  an  equal  or 
greater  population. 

Sample — A prescription  drug  which  is 
prepackaged  by  the  original  manufac- 
turer, provided  to  the  physician  at  no 
cost  by  the  manufacturer,  and  is  either 
marked  as  a sample  on  the  original  con- 
tainer or  is  included  in  the  physician’s 
records  as  a sample. 

Standing  delegation  order — Written 
instructions,  orders,  rules,  regulations,  or 
procedures  prepared  by  a physician  and 
designed  for  a patient  population  with 
.specific  diseases,  disorders,  health  prob- 
lems, or  sets  of  symptoms.  Such  w-ritten 
instructions,  orders,  rules,  regulations,  or 
procedures  shall  delineate  under  what 
set  of  conditions  and  circumstances  ac- 
tion should  be  instituted.  These  instruc- 
tions, orders,  rules,  regulations,  or 
procedures  are  to  provide  authority  of 
and  a plan  for  use  with  patients  present- 
ing themselves  prior  to  being  examined 
or  evaluated  by  a physician  to  assure  that 
such  acts  are  carried  out  correctly  and 
are  distinct  from  specific  orders  written 
for  a particular  patient. 

Standing  medical  orders — Orders, 
rules,  regulations,  or  procedures  pre- 
pared by  a physician  or  approved  by  a 
physician  or  the  medical  staff  of  an  in- 
stitution for  patients  which  have  been 
examined  or  evaluated  by  a physician 
and  which  are  used  as  a guide  in  prepara- 
tion for  and  cariy  ing  out  medical  and/or 
surgical  procedures.  The.se  orders,  rules, 
regulations,  or  procedures  are  authority 
and  direction  for  the  performance  for 
certain  prescribed  acts  for  patients  by  au- 
thorized persons  a.s  distinguished  from 
specific  orders  written  for  a particular 
patient. 

§169. .5.  Administration  of  Drugs.  A physi- 
cian may  personally  administer  those 
drugs  to  his  or  her  patients  which  are,  in 
the  physician’s  medical  judgment,  thera- 
peutically beneficial  or  necessary  for  the 
patient’s  treatment.  A physician  may  dele- 
gate authority  for  administration  of  drugs 
to  patients  in  his  or  her  office  to  any 
qualified  and  properly  trained  person.  A 
physician  shall  comply  with  all  appropri- 
ate record  keeping  requirements  appli- 
cable to  the  drugs  administered,  or  shall 
assure  compliance  with  said  record  keep- 
ing requirements  by  persons  acting 
under  the  physician’s  direction  and 
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slipcn  ision.  A physician  may  cliarge  a fee 
for  administration  of  drugs  to  a patient 
that  is  separate  from  fees  charged  for 
other  medical  services.  The  separate  fee 
shall  allow  the  physician  to  recover  the 
cost  of  administration,  including  the  cost 
of  the  drug  itself 

§169.4.  Providing,  Dispensing,  or  Dis- 
tributing Drugs.  Except  as  provided  in 
this  chapter,  a physician  may  provide, 
dispense,  or  distribute  drugs  for  use  or 
consumption  by  the  patient  away  from 
the  physician’s  office  or  ;ifter  the  conclu- 
sion of  the  physician-patient  encounter 
only  in  quantities  as  are  necessary  to 
meet  the  patient’s  immediate  needs.  A 
physician  shall  comply  personally  with 
all  appropriate  labeling  and  record  keep- 
ing requirements  under  state  or  federal 
law  or  shall  oversee  compliance  by  per- 
sons acting  under  his  or  her  direction 
and  supervision.  A physician  who  pro- 
vides, dispenses,  or  distributes  drugs  to  a 
patient  to  meet  his  or  her  immediate 
needs  may  not  charge  a fee  separate  from 
that  charged  for  medical  services  pro- 
vided to  the  patient, 

§169.5.  Exceptions.  I'nder  the  following 
circumstances,  a physician  may  dispense 
or  distribute  drugs  in  quantities  greater 
than  those  neces.sary  to  meet  a patient’s 
immediate  needs. 

( 1 ) A licensed  physician  who  prac- 
tices medicine  in  a rural  area  in  which 
there  is  no  pharmacy  may  maintain  a 
supply  of  dangerous  drugs  in  his  or  her 
office  to  be  di.spensed  in  treating  his  or 
her  patients  and  may  be  reimbursed 
for  the  cost  of  supplying  those  drugs 
without  violating  the  I’exas  Pharmacy 
Act,  Texas  Civil  Statutes,  Article 
4542a- 1.  A physician  desiring  to  dis- 
pense dangerous  drugs  in  compliance 
with  this  subsection  and  Texas  Civil 
Statutes,  Article  4495b,  5.()9(c),  shall 
notify'  the  board  and  the  Texas  State 
Board  of  Pharmacy  that  he  or  she  prac- 
tices in  a rural  area. 

( 2 ) If  a physician  believes  that  a pa- 
tient’s prescribed  treatment  regimen 
should  include  certain  drugs,  the  phy- 
sician may  supply  them  to  the  patient 
by  means  of  pharmaceutical  samples. 
No  charge  may  be  made  by  a physician 
for  such  samples.  A patient’s  immediate 
needs  as  defined  in  this  chapter  shall 


not  affect  or  limit  the  quantity  of  phar- 
maceutical samples  a physician  may 
provide  to  the  patient. 

§169.6.  Administration  or  Provision  of 
Drugs  in  Licen.sed  Eacilities.  A physician 
may  authorize  the  administration  or  pro- 
vision of  dangerous  drugs  to  a patient  in 
a facility  licensed  as  a Class  D ( clinic ) 
pharmacy  by  the  Texas  State  Board  of 
Pharmacy.  However,  in  such  facilities,  the 
physician  may  delegate  to  other  persons 
only  authority’  for  entering  on  the  label 
the  patient’s  name,  date  of  provision  of 
the  dangerous  drug,  and  the  practi- 
tioner’s name. 

§169.^.  Record  Keeping. 

(a)  The  following  provisions  relate 
to  dangerous  drugs. 

( 1 ) A licensee  shall  be  presumed 
to  have  complied  with  record  keep- 
ing requirements  for  dangerous 
drugs  ( the  Texas  Health  and  Safety 
Code,  Chapter  483 ) received  as 
pharmaceutical  samples  if: 

(A)  the  licensee  maintains  a 
copy  of  each  signed  request  form 
for  samples  required  by  the  Pre- 
scription Drug  Marketing  Act  of 
1987,  Public  Law  Number 
100-293,  102  Statute  95  (21 
United  States  Code  503(  D ) ) for  a 
period  of  two  years  from  the  date 
of  acquisition;  and 

( B ) the  licen.see  makes  appro- 
priate entries  in  patients’  medical 
records  when  a pharmaceutical 
sample  is  supplied  to  a patient. 

( 2 ) A licensee  shall  be  presumed 
to  have  complied  with  record  keep- 
ing requirements  for  dangerous 
drugs  (the  Texas  Health  and  Safety 
C.ode,  Chapter  483 ) received  or  ac 
quired  other  than  as  a phar- 
maceutical sample  if: 

(A  ) the  licensee  maintains  all  in- 
voices for  purchases,  receiving 
orders,  or  other  documentation  of 
receipt  or  acquisition  for  a period 
of  two  years  from  the  date  of  re- 
ceipt or  acquisition;  and 

( B ) the  licensee  makes  appro- 
priate entries  in  patients’  medical 
records  when  a dangerous  drug  is 
provided,  administered,  or  sup- 
plied to  a patient. 


( b ) I’he  following  provisions  relate 
to  controlled  substances. 

( 1 ) A licen.see  shall  be  presumed 
to  have  complied  with  record  keep- 
ing requirements  for  controlled  sub- 
stances ( the  Texas  Health  and  Safety 
Code,  Chapter  48 1 ) received  as 
pharmaceutical  samples  if: 

(A)  the  licensee  maintains  a 
copy  of  each  signed  request  form 
for  samples  required  by  the  Pre- 
scription Drug  Marketing  Act  of 
1987,  Public  Law  Number 
100-293,  102  Statute  95  (21 
United  States  Code  503(  D ) ) for  a 
period  of  two  years  from  the  date 
of  acquisition;  and 

( B ) the  licensee  maintains 
records  of  pharmaceutical  samples 
as  required  by  37  TAC  §13  28, 
Texas  Department  of  Public  Safety, 
controlled  substance  regulations. 

( 2 ) A licensee  shall  be  presumed 
to  have  complied  with  the  record 
keeping  requirements  for  controlled 
substances  (the  Texas  Health  and 
Safety  Code,  Chapter  48 1 ) received 
or  acquired  other  than  as  a phar- 
maceutical sample  if  the  licensee 
maintains  records  of  such  controlled 
substances  as  required  by  37  TAC 
SI 3.28,  Texas  Department  of  Public 
Safety,  controlled  substance 
regulations. 

§169. 8.  Policy.  It  is  the  policy  of  the 
board  to  encourage  physicians  to  issue 
prescriptions  for  drugs  and  remedies,  un- 
less supplying  the  drug  is  necessary  to 
meet  the  patient’s  immediate  medical 
needs  and  the  drug  is  reasonably  un- 
available from  licensed  pharmacies  in  the 
existing  circumstances,  or  unless  the 
physician  determines  that  the  patient’s 
prescribed  treatment  regimen  requires 
that  pharmaceutical  samples  should  be 
supplied  to  the  patient. 
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PLASTIC  SURGEONS... 

ARE  YOUR  INSURANCE  RECEIVABLES  A PROBLEM? 

The  Law  Offices  of  J.D.  Johnson  & Associates 
enforces  the  rights  of  Plastic  Surgeons,  and  other 
physicians  throughout  Texas,  against  insurance 
companies  who  have  withheld  medical  benefits 
owed  on  valid  claims  for  services  provided  by  the 
physician.  Our  legal  experts  have  recovered  a 
substantial  amount  of  money  on  claims  which 
were  unreasonably  denied,  in  whole  or  in  part,  for 
such  typical  excuses  as: 

• The  service(s}  provided  was  cosmetic/non-functional 

• The  service(s)  provided  was  not  medically  necessary 

• The  physician’s  fees  exceed  reasonable  and  customary 

We  offer  a flexible  contingency  arrangement 

NO  RECOVERY...NO  CHARGE  TO  PHYSICIAN 

If  your  insurance  receivables  have  become  a 
problem. ..J.D.  Johnson  & Associates  welcomes  the 
opportunity  to  discuss  your  situation. 

The  Law  Offices  of  (71 3)  521-0105 

J.D.  Johnson  & Associates  FAX  (713)  529-4867 
Attorneys  at  Law 

No  designation  has  been  made  by  the  Texas  Board  of  Legal  Specialization 
for  a certificate  of  special  competency  in  this  area. 
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MRI 

150  W.  Parker  Rd.,  Suite  107 
Houston,  TX  77076 
713/692-3330 

Excellence  in  Magnetic  Resonance  Imaging 


Our  new  magnet  is  the  unique  open  design  which  will  accommodate 
oversized  patients  rejected  from  other  centers,  and  is  tolerable  to 
those  patients  who  are  daustroohobic  in  the  large  closed  design  units. 
This  concept  is  new  and  we  are  the  only  ones  in  Houston  to  have  one. 
Please  call  713-692-3330  for  more  information  about  our  noiseless 
open  design  unit  or  for  scheduling  of  appointments.  We  offer  flexible 
scheduling  of  appointments,  24  hours  a day,  7 days  a week. 
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Texas  Medical  Association 


The  Texas  Physicians’  Retirement  Plan™  designed  exclu- 
sively for  members  by  PaineWebber/Rotan  Mosle,  is  the 
only  retirement  planning  program  endorsed  by  the 
Association.  Paine Webber/Rotan  Mosle,  with  an  outside 
consultant,  offers  a full  range  of  retirement  planning 
services:  plan  design,  plan  administration,  asset  man- 
agement, asset  distribution. 

Superior  service  that 
simplifies  your  planning 

A Paine  Webber/Rotan  Mosle  Investment  Executive  - 
specially  trained  to  service  the  retirement  planning 
needs  of  Association  members  - will  work  with  you  to 
eliminate  the  confusion  and  shorten  the  process  of  retire- 
ment planning.  It  all  adds  up  to  full  service  retirement  plan- 
ning: quality,  flexibility,  and  a cost  lower  than  you’d  probably 
find  on  your  own.  Call  today  and  find  out  how  we  could  save 
you  time  and  money. 


For  more  information  call  (800)  999-7740. 
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The  practice  is  yours. 

The  patients  are  yours. 

The  prescriptions  are  yours. 

Make  the  prescribing  decision  yours,  too. 


Sign  on  the 

“Dispense  as  written”  line. 
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Employment  law  primer 

AH  physicians  regardless  of  their  practice  size  will  find  them 
selves  one  day  in  the  nnconifortable  situation  of  dismissing 
an  employee  who  may  threaten  legal  action  because  of  ter- 
ynination.  Knowledge  of  and  adherence  to  the  basics  of  em 
ploynwtit  latv  as  outlined  in  this  article  tnay  not  stop  an 
angty  dismissed  employee  from  pursuing  legal  action.  How- 
ever, it  should  alloiv  the  physician  to  feel  somewhat  secure 
that  such  action  likely  will  not  be  successful. 

Employment  at  will 

In  Texas,  employment  Upically  is  at  will.  Employment  at  will 
means  that  when  the  employment  period  is  not  fixed,  either 
the  employer  or  the  employee  can  terminate  the  employment 
at  any  time  without  cause  ( 1 ).  However,  if  there  is  either  an 
oral  or  written  contract  of  employment,  then  there  must  be 
good  cause  for  discharge  to  avoid  a wrongful  discharge  suit. 
Whether  an  employer  has  good  cause  to  terminate  is  for  the 
juiy’  to  decide  ( 2 ).  The  wrongfully  di.scharged  employee,  if 
succes.sful,  may  recover  attorney's  fees,  past  and  future  dam- 
ages, and  possibly  punitive  damages  if  the  employer’s  conduct 
was  oppressive  ( 3 )• 

I'sually,  aggrieved  ex-employees  tn-  to  prove  a written  mod- 
ification to  their  employment  at  will  status  by  pointing  to  pro- 
visions in  employee  handbooks  implying  that  employment  will 
not  be  terminated  without  good  cause.  For  example,  represen- 
tations that  employment  will  continue  as  long  as  work  is  per- 
formed sati.sfactorily  could  be  cited  in  support  of  such  a 
contention.  Up  to  this  point,  such  attempts  have  failed  in 
Texas.  But  to  keep  personnel  handbooks  from  becoming  em 
ployment  contracts,  it  is  the  practice  of  employers  who  issue 
handbooks  to  include  a disclaimer  that  the  handbook  is  not  a 
contract  of  employment  and  to  reserve  the  riglit  to  terminate 
an  employee  without  cau.se. 

Additionally,  some  ex-employees  have  claimed  that  letters 
from  their  employers  welcoming  them  aboard  and  stating  their 
yearly  salaries  are  contracts.  In  order  to  a\'oid  such  claims, 
.some  employers  have  disclaimed  in  their  letters  any  waiver  of 
employment  at  wall  status  by  the  terms  of  the  letters  and/or 
have  stated  employees’  w ages  per  paycheck. 

Failing  to  prove  a w ritten  modification  of  their  employment 
status,  .some  ex-employees  argue  that  there  have  been  oral 
modifications  of  their  at  will  status  by  their  employers  or  su- 
pervisors. In  the  recent  case  of  Schroeder  v Texas  Iroti  Works. 
Inc,  (-t)  the  employee  asked  whether  he  should  proceed  with 
the  construction  of  a retirement  home  in  light  of  the  chances 
of  being  laid  off.  He  was  a,s,sured  from  the  top  to  go  ahead  and 
build  the  house.  Six  months  later  he  received  notice  he  was  to 
be  laid  oft.  I'he  employee  filed  suit  and  claimed  he  had  a prom- 
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stand the  law  by  providing  legal  information  on  selected  topics.  This 
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providing  legal  advice.  When  dealing  w ith  specific  legal  matters,  read- 
ers should  seek  assistance  from  their  own  attorneys. 


ise  of  employment  until  retirement  age.  The  court  rejected  his 
argument  because  the  oral  promise  of  employment  until  retire- 
ment age  could  not  be  performed  in  less  than  a year  and  there- 
fore w as  unenforceable  under  the  statute  of  frauds,  which 
requires  that  contracts  w ith  a duration  of  more  than  1 year  be 
in  w riting  to  be  enforceable.  Note  the  statute  of  frauds  defense 
might  not  help  in  a case  alleging  lifetime  employment  because 
the  contract  could  be  performed  within  1 year  (eg,  an  em- 
ployee could  die  w ithin  a year  of  employment ).  It  is  therefore 
imperative  that  the  employee  understand  ( and  the  employer 
have  the  evidence  to  show ) that  employment  is  at  will  if  the 
employer  w ishes  to  have  the  right  to  terminate  employees 
without  cause. 

Case  law  exceptions 

Until  recently,  only  statutory  exceptions  to  the  employment  at 
w ill  doctrine  existed  in  Texas.  In  1985,  the  Texas  Supreme 
Court,  in  Sabine  Pilot  Service,  Inc  v Hauck,  carved  out  the  first 
judicial  exception  and  held  that  an  employer  could  not  dis- 
charge an  employee  on  the  basis  of  refusal  to  perform  an  il- 
legal act  ( 5 ).  In  that  case  Michael  Hauck,  a deckhand,  was 
ordered  to  pump  the  bilges  of  the  boat  he  was  on  as  one  of  his 
daily  duties.  He  called  the  Coast  Ciuard  after  seeing  a posted 
notice  on  the  boat  stating  it  was  illegal  to  pump  bilges  into  the 
water.  The  Coast  Guard  confirmed  the  notice,  and  Hauck 
thereupon  refused  to  pump  the  bilges.  Sabine  Pilot  Service, 

Inc,  terminated  Hauck,  and  he  filed  a suit  alleging  his  discharge 
was  w rongful  as  a violation  of  public  policy.  The  court  noted 
there  had  been  no  exceptions  to  the  employment  at  will  doc- 
trine as  first  enunciated  by  the  court  in  1888  but  stated  “ . . . 
this  court  is  free  to  judicially  amend  a judicially  created  doc- 
trine ” after  noting  that  22  other  states  had  made  exceptions  to 
the  employment  at  w ill  doctrine  in  the  last  30  years. 

Although  the  Sabine  Pilot  holding  is  narrow,  it  signals  an 
erosion  to  the  long  standing  employment  at  will  doctrine.  The 
court  ;iffirmed  the  belief  that  once  erosion  started  it  would 
continue  in  McLendon  v Ingersoll-Rand  Co  (6).  The  employee 
alleged  that  the  employer  had  violated  an  implied  duty'  of  good 
faith  and  fair  dealing  by  discharging  him  to  prevent  his  vesting 
in  a pension  plan  and  to  prevent  him  from  earning  a right  to 
commissions  on  a particular  sale.  I’he  court  relegated  the  issue 
of  good  faith  and  fair  dealing  to  a footnote  and  decided  in  the 
plaintiff^s  favor  by  carving  out  another  public  policy  exception 
to  the  employment  at  w ill  doctrine.  The  court  held  that  an  em- 
ployer violates  public  policy  when  its  “principal”  reason  for 
terminating  an  employee  is  to  avoid  contributing  to  or  paying 
benefits  under  the  employee’s  pension  fund.  The  court  found 
support  for  its  public  policy  exception  in  state  law  regulating 
public  employee  pension  benefits  and  in  the  Employee  Retire- 
ment and  Income  Security'  Act,  a federal  law  prohibiting  an 
employer  from  discharging  an  employee  to  prevent  the  em- 
ployee from  receiving  benefits  under  a pension  plan.  Although 
federal  law  preempts  state  law,  the  court  held  that  was  not  the 
case  in  this  instance  because  the  plaintiff  was  not  seeking  lost 
pension  benefits  but  rather  future  wages,  mental  anguish,  and 
punitive  damages  as  a result  of  wrongful  discharge. 
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Statutory’  exceptions 

As  noted  above,  there  are  statutory  exceptions  to  the  employ- 
ment at  will  doctrine.  The  ones  most  commonh  known  are 
the  anti-discrimination  statutes  to  be  discussed  later.  Others 
exist,  such  as  the  following,  which  impinge  on  an  employer's 
right  to  discharge  an  employee; 

Fair  Labor  Standards  Act — Employees  cannot  be  tired  in  re- 
prisal for  asserting  their  rights  regarding  wage,  hour,  and 
0%'ertime  laws  ( ^ ). 

National  Labor  Relations  Act — Employees  cannot  be  tired  in 
reprisal  for  the  exercise  of  their  rights  to  form,  join,  and  as- 
sist labor  unions  (8). 

Employment  Retirement  Income  .Security’  Act — Employees 
cannot  be  tired  in  order  to  avoid  paying  pension  and  benefit 
plans  ( 9 ). 

Occupational  Satety  and  Health  Act — Employees  may  not  be 
discharged  for  good  faith  refusals  to  perform  unreasonably 
hazardous  acts  ( 10). 

Workers’  Compensation  Act — Employees  may  not  be  dis- 
charged in  reprisal  for  filing  workers'  compensation  claims 
(If). 

Jury  Service  Act — Employees  may  not  be  discharged  on  the 
basis  of  having  served  as  a juror  (12). 

In  regard  to  anti-discrimination  laws,  both  federal  and  state 
law  proscribe  the  hiring  and  firing  of  employees  on  the  basis  of 
race,  color,  religion,  national  origin,  sex,  and  age  ( 13).  State 
law  also  proscribes  the  hiring  and  firing  of  employ'ees  based  on 
handicap,  nicse  laws  apply  to  employers  with  15  or  more  em 
ployees  and  are  administered  through  the  Equal  Employment 
Opportunity  (Commission,  the  Texas  Commission  on  Human 
Rights,  and  in  some  metropolitan  areas  by  city  human  rights 
commissions.  ITius,  it  is  easy  for  employees  who  believe  they 
fit  into  one  of  the  suspect  cla,s,ses  to  institute  an  action  against 
their  employers  because  it  costs  no  money  at  the  administra- 
tive levels  and  attorney’s  fees  are  awarded  as  damages  at  the 
court  level. 

The  following  quote  is  a telling  comment  from  a New’  York 
court  on  the  ease  of  filing  discrimination  suits: 

It  has  been  said,  w ith  only  a slight  bit  of  exaggeration,  that 
the  employment  discrimination  law's  now  cover  all  but 
w hite,  Anglo-Saxon  males  in  their  2()s  and  30s  who  are  in 
good  health  and  have  only  the  most  conventional  of  sexual 
interests  and  religious  preferences.  Since  virtually  ever\’one 
is  protected  by  legislation,  therefore,  anyone  whose  employ- 
ment is  terminated  and  even  tho.se  who  resign  because  they 
do  not  like  the  job  are  free  to  assert  their  claims  in  federal 
‘civil  rights'  litigation  (14). 

'Hie  following  fact  situations  taken  from  litigated  ca,ses  illus- 


trate what  plaintiffs  w’ill  claim  is  discrimination  under  each  sus- 
pect cla.ssification: 

Race — Racial  slurs  by  white  members  of  a volunteer  fire 
company  against  a black  applicant  (15). 

Color — Hie  termination  of  a light  skinned  black  clerk  typist 
by  a dark-skinned  black  person  ( 16 ). 

Religion — Hie  transfer  of  a male-Sikh  employee  to  a lower 
paying  job  becaicse  he  could  not  s;tfely  wear  a gas  ma.sk 
needed  for  his  job  due  to  his  refusal  based  on  his  religious 
conviction  not  to  shave  his  bod}  hair  ( 1 ^ ). 

Sex — A barrage  of  sexual  insults  and  propositions  to  female 
road-crew'  Hag  w’orkers  from  male  w’orkcrs  who  also  refused 
to  give  the  women  a truck  to  take  to  town  for  bathroom 
breaks  (18). 

National  origin — Denial  of  a clerk’s  position  to  a job  appli- 
cant who  placed  high  enough  on  a civil  service  eligible  list 
to  be  cho,sen  for  the  position  but  was  not  selected  because 
of  a perceived  deficiency  in  relcwant  oral  communication 
skills  caused  by  his  “hea\T  Eilipino  accent " ( 19). 

Age — Hie  discharge  of  a 5 1 -year-old  vice  president  who  had 
pointed  to,  among  other  things,  a recommendation  by  a divi- 
sion manager  that  a “bright  young  individual " be  hired  to 
manage  production  in  the  vice  president’s  office  ( 20  ). 

Handicap — Denial  of  a maintenance  helper’s  position  to  a 
job  applicant  because  of  a requirement  that  all  applicants 
have  at  least  20/40  vision  w ith  correction  in  one  eye,  and 
20/30  in  the  other  (21). 

These  discrimination  claims  indicate  the  gamut  of  what  em- 
ployees perceive  to  be  discriminator}  actions. 

Conclusion 

Make  clear  to  a new  employee  that  his  or  her  job  is  not  guar- 
anteed and  may  be  terminated  at  the  employer’s  will.  Equally 
important,  make  clear  to  an  employee  the  reasons  for  his  dis- 
charge to  avoid  the  perception  that  he  is  a victim  of 
discrimination. 

Regarding  a new’  hire,  application  forms  and  employee  hand- 
books should  state  ;iffirmatively  that  emplo}’ment  can  be  termi- 
nated with  or  without  cause  by  either  the  employer  or 
employee  and  that  only  a designated  representative  (yourself 
or  your  office  manager)  can  make  an  agreement  to  the  con- 
trar}’.  An  acknow  ledgement  of  the  statement  by  the  employee’s 
signature  is  highly  recommended. 

In  regard  to  dismissing  an  employee,  an  employer  must  obey 
the  law’  and  not  violate  any  of  the  statutor}’  exceptions  to  em- 
ployment at  will.  A way  to  prove  that  discharge  does  not  vio- 
late the  law’  is  to  document  the  rea.sons  you  have  for 
terminating  an  employee,  eg,  note  substandard  work  when  it 
occurs  in  the  pensonnel  file  with  specifics  as  to  how  the  em- 
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ployee's  performance  is  lacking  and  what  improvements  are 
expected.  Such  documentation  will  prove  to  be  of  valuable  as- 
sistance if  the  employee  claims  discrimination. 

HELENE  ALT  THOMPSON,  JD 

Associate  Counsel 
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little  or  no  benefit  while  others  do  not  receive  needed  care. 
Practice  guidelines  would  specify-  what  kind  of  care  is  most  ap 
propriate  for  a specific  patient  in  a specific  circumstance.  As 
such,  they  would  be  useful  only  to  the  extent  they  became  in- 
tegrated into  phy  sician  practice  patterns. 


Cotigress  estahlished  the  Physician  Payment  Retiew  Comm  is 
sion  (PPRC)  in  1986  to  provide  recommendations  on  the  re- 
form of  Medicare  physician  payment  PPRC  recommendations 
to  Congress  played  a major  role  in  shaping  the  physician 
payment  reform  legislation  that  was  enacted  as  a part  of  the 
Omnibus  Budget  Reconciliation  Act  of  1989.  Dr  Brame,  a for- 
mer president  of  the  Texas  Medical  Association  ( 1986— 1987 ) 
is  a member  of  the  PPRC. 

ITie  Omnibus  Budget  Reconciliation  Act  of  1989  (OBRA)  pro- 
vides for  extensive  research  into  what  constitutes  appropriate 
medical  care,  the  effectiveness  of  current  and  future  medical 
practices,  and  their  benefit  to  Medicare  patients.  This  new  di- 
rection in  the  Medicare  program  began  with  the  Physician  Pay- 
ment Review  Commission  (PPRC).  whose  1989  reports  to 
Congress  included  tw-o  recommendations:  ( a ) that  the  federal 
government  support  effectiveness  research  and  practice  guide- 
lines through  funding,  coordination,  and  evaluation;  and  ( b ) 
that  federal  funds  be  used  to  support  and  build  on  initiatives 
by  the  medical  profe.ssion  and  others  in  the  private  sector  to 
develop  practice  guidelines. 

Although  the  PPRC  only  advises  Congress  on  physician  pay- 
ment measures,  such  advice  has  been  followed  closely  in  de- 
veloping legislation  for  the  Medicare  program.  The  commission 
is  considered  to  be  the  most  influential  agency  for  phy-sician 
payment  reform.  Its  power  is  reflected  in  OBRA,  which  di- 
rectly incorporates  almost  all  18  of  the  commission's  1989 
recommendations. 

Utilization  review  and  quality-  review  emphasize  statistical 
standards  with  little  regard  to  patient  outcome.  The  commis- 
sion would  like  to  see  those  reviews  based,  instead,  on  exten 
sive  and  near-complete  knowledge  of  appropriate  medical 
care.  Reviews  influence  the  physician  on  both  cost  and  quality- 
of  treatment.  Such  reviews  should  therefore  be  based  on  the 
most  complete  knowledge  of  the  most  effective  medical  care 
available  ( 1 ).  Ultimately-,  the  physician  and  patient  should  be 
most  satisfied  by  a prompt  and  successful  outcome  brought 
about  with  proven  and  acceptable  treatment  methods  within 
certain  cost  parameters.  Given  the  social  atmosphere  in  which 
cost  increasingly  determines  health  care  strategies,  it  is  tragic 
that  allocation  of  our  federal  resources  is  based  more  on  statis- 
tical information,  such  as  patients'  ages,  than  on  their  actual 
medical  needs. 

Practice  guidelines  could  provide  physicians  more  informa- 
tion necessary-  to  determine  which  services  and  procedures 
will  be  of  most  benefit  to  patients.  Quality-  review  and  utiliza- 
tion review  can  never  supplant  carefully  developed  and  well- 
implemented  practice  guidelines.  Such  guidelines  must  also  al- 
low physicians  to  make  independent  judgments  in  choosing 
services  for  the  individual  patient  that  have  been  proven  most 
effective  by  the  medical  profession  (2). 

Studies  show  that  some  patients  receive  services  that  are  of 


Marginal  care  argues  for  practice  guidelines 

Practice  guideline  development  is  sought  because  an  ava- 
lanche of  literature  documents  unnecessary-  hospital  admis- 
sions, laboratory-  tests,  injections,  radiological  procedures, 
surgical  procedures,  and  drug  prescriptions  ( 2 — 5 ).  Retro- 
spective studies  indicate  as  many  as  14%  of  coronary-  artery- 
bypass  surgeries  were  performed  for  inappropriate  reasons, 
and  30%  for  equivocal  reasons  (6).  Variation  in  coronary-  an- 
giography- ranges  from  17%  inappropriate  to  9%  equivocal 
( the  largest  group  consisted  of  patients  without  angina  or 
stress  testing  prior  to  the  procedure ) ( 7 ). 

Criteria  for  laboratory-  test  selection  are  often  poor.  A ran- 
dom sample  of  6,200  preoperative  tests  on  2,000  patients  re- 
vealed 60%  of  these  tests  were  inappropriate;  of  those,  .some 
22%  yielded  clearly-  abnormal  results  but  had  no  influence  on 
preoperative  management  ( 8 ).  Phy-sician  review  provided  the 
impetus  for  those  independent  studies. 

Another  source  of  information  on  inappropriate  treatment  is 
the  National  Institutes  of  Health,  which  recently-  released  the 
Thrombolysis  in  Myocardial  Infarction  ( TIMI ) study.  Patients 
treated  with  thrombolytic  drugs  during  their  infarction  did  not 
necessarily-  need  PTCA  routinely.  The  addition  of  angioplasty- 
did  not  appear  to  improve  patients'  outcome  in  this  study-  ( 9 ). 

Finally,  for  many  years  there  have  been  studies  of  practice 
pattern  variation  between  geographical  areas.  Small  areas  in 
New  England  have  varied  as  much  as  sLxfbld  in  the  volume  of 
hysterectomies  and  prostatectomies.  These  studies  have  been 
quoted  quite  generally  as  another  reason  to  standardize  medi- 
cal practice  based  on  more  precise  research  ( 10,1 1 ).  National 
estimates  for  the  incidence  of  inappropriate  care  range  from 
10%  to  30%  of  the  total  care  provided  (12). 

While  Medicare  pays  phy  sicians  more  than  $25  billion  per 
year,  some  23%  of  the  total  Medicare  budget,  more  than  $5 
billion  is  spent  for  just  eight  surgical  and  diagnostic  proce- 
dures (13).  If  just  10%  of  these  .services  were  determined  less 
than  appropriate  by  physician  groups  and  eliminated,  over 
$300  million  could  be  saved  in  phy-sician  payment  and  untold 
millions  in  fewer  hospitalizations.  Some  of  those  savings  could 
well  be  diverted  to  pay-  for  preventive  care  not  presently-  cov- 
ered by  Medicare. 

An  argument  in  favor  of  practice  guidelines  is  that  if  all  phy- 
sicians followed  sets  of  accepted  practice  guidelines,  there 
would  be  fewer  inappropriate  procedures  and  money-  saved 
could  go  toward  expanding  Medicare  coverage.  Such  ex- 
panded coverage  could  include  the  preventive  medicine  pro- 
tocols of  the  American  Heart  A.s.sociation,  American  Cancer 
Society-,  or  Institute  of  Medicine.  These  would  expand  phy-si 
clans'  practice  patterns,  allow  for  a greater  number  of  services, 
and  thus  could,  in  the  long  term,  offset  any-  subsequent  savings 
in  Medicare  programs.  As  there  are  no  valid  figures  for  this  the- 
sis, it  has  not  been  fully-  addressed. 

Many-  assume  that  by  eliminating  services  of  little  or  no 
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benefit  to  the  patient,  expenditure  targets  or  volume  perfor- 
mance standards  that  are  constructed  to  slow  the  growth  of 
Part  B would  be  met.  If  the  target  for  annual  Medicare  fee  up 
dates  were  partly  determined  by  the  volume  of  services  per 
beneficiary’,  then  physicians  would  be  collectively  at  risk  for 
payment  by  reducing  the  volume  of  services  per  beneficiary’ 
per  year.  ITie  escalating  expenditures  of  Medicare  would  be- 
held in  check  by  providing  only  those  services  that  were 
proven  to  be  effective  and  appropriate.  ITius,  the  rationale  for 
expenditure  targets  or  volume  performance  standards  is  that 
much  unnecessary  care  is  given  and  only  by  providing  what  is 
necessary'  as  determined  by  practice  guidelines  will  physicians 
be  able  to  realize  an  increase  in  fees  from  year  to  year  equal  to 
or  greater  than  inflation  of  the  Medicare  Economic  Index 
( MEI ) ( 14 ).  Currently,  volume  performance  standards  are  only 
projected  as  standards  Congress  can  use  to  update  fees.  There 
is  a default  mechanism  should  Congress  not  act.  and  it  is  lim- 
ited to  not  less  than  the  MEI  minus  a small  percentage  (15). 

Few  physicians  can  disagree  that,  along  with  its  riglit  to  bud- 
get, (Congress  has  the  obligation  to  be  fiscally  responsible.  Yet 
predicting  utilization  of  services  within  a higlily  technical  and 
sophisticated  health  care  system  is  a most  difficult  undertaking. 
Many  physicians  voice  legitimate  concerns  that  utilization 
could  limit  and  restrict  clinical  autonomy  and  thus  limit  medi- 
cal innovations.  Many  of  the  volume  increa.ses,  over  the  past 
few  years,  have  been  in  higli-cost  and  high-tech  procedures.  To 
limit  this  technology’,  regardless  of  the  method,  could  lead  to  a 
certain  stagnation  in  medical  advances  and  innovations. 

Developing  practice  guidelines 

To  date,  practice  guidelines  have  come  from  the  major  spe- 
cialty’ .societies.  This  is  as  it  should  be.  Initiatives  have  been 
under  way  for  some  time  by  the  American  College  of  Car- 
diology, American  College  of  Physicians,  American  College  of 
Emergency  Physicians,  American  Society’  of  Anesthesiologists, 
and  many  others.  Specialty’  groups  clearly  have  the  expertise  to 
develop  and  di.sseminate  quality  guidelines,  but  they  often  lack 
the  financial  resources  for  extensive  research  in  guidelines 
development. 

Ilie  American  Medical  As.sociation  is  working  with  the  Rand 
Corporation  to  identify’  appropriate  care  and  reduce  poten- 
tially inappropriate  care.  Hie  reason  for  the  AMA/Rand  en- 
deavor is  that  if  practice  guidelines  are  inevitable,  the  hope  is 
to  provide  the  individual  physician  with  the  best  and  most 
complete  information  on  what  constitutes  the  most  appropri- 
ate treatments  in  the  most  timely  fashion.  These  are  not  the 
proverbial  cookbooks  of  medical  care!  Instead,  they  will  offer 
the  physicians  “parameters”  for  appropriate  activities  in  diag- 
nosis and  treatment.  From  this  range  of  options,  the  physician 
will  be  able  to  choose  the  method  of  diagnosis  and  treatment 
most  pertinent  to  the  individual  patient.  The  chief  difference 
between  practice  guidelines  and  the  AMA/Rand  parameters  is 
that  the  parameters  are  less  restrictive  in  clinical  practice  and 
provide  a wider  range  of  options  in  diagnosis  and  treatment. 

ITie  federal  government  has  a.ssumed  the  responsibility’  to 
support  clinical  research  into  medical  practice  effectiveness. 
ITie  results  will  serve  as  the  basis  for  developing  practice 
guidelines.  A combination  of  physician  expertise  and  federal 


funding  appears  to  be  the  right  mixture  for  success. 

For  that  reason,  OBRA  created  a new  agency  for  clinical  re- 
search. ITie  Agency  for  Health  Care  Policy  and  Research  is  in 
the  Public  Health  Service  (not  in  the  Health  Care  Financing 
Administration ) and  has  as  a purpose  “to  enhance  the  quality', 
appropriateness,  and  effectiveness  of  health  care  services,  and 
access  to  such  services,  through  the  establishment  of  a broad 
base  of  scientific  research  and  through  the  promotion  of  im- 
provements in  clinical  practice  and  the  organization,  financing, 
and  delivery'  of  health  care  services”  (15). 

TTie  agency’s  activities  will  include  developing  and  utilizing 
large  databa.ses  such  as  HC^FA  has  dev  eloped  from  Medicare 
claims,  and  establishing  research  programs  on  patient  out- 
comes for  dissemination  of  information  concerning  the  effec- 
tiveness and  appropriateness  of  clinical  practices,  and  for 
technology’  assessments  (15). 

Physician  consensus  must  play  the  leading  role  in  the  devel- 
opment of  clinically  relev  ant  guidelines,  standards  of  quality' 
performance  measures,  and  review  criteria.  For  that  reason,  at 
the  urging  of  PPRC,  the  Forum  for  Quality’  and  Effectiveness  in 
Health  Care,  operating  under  the  Agency  for  Health  Care  Pol- 
icy and  Re.search,  will  contract  with  public  and  nonprofit  pri- 
vate entities  to  assist  in  such  development.  ITiey  will  also 
convene  panels  of  qualified  expert  physicians  to  provide  the 
periodic  review’  necessary  to  maintain  excellence  in  practice 
guideline  development  and  utilization.  Much  of  the  research  is 
currently  done  in  university’  settings,  but  the  new’  impetus  will 
require  cooperation  between  all  players — research  institu- 
tions, practicing  physicians,  payer,  and  patient — to  secure  ade- 
quate databases  from  medical  records  and  claims  information 
( 16). 

Oversight  by  the  agency  w ill  require  the  development  and 
review  of  at  least  three  clinical  guidelines  by  January’  1991, 
and  a report  to  Congress  on  the  impact  of  such  guidelines  by 
January’  1993-  Funding  for  the  agency  is  authorized  at  about 
Slot)  million  for  1990  and  is  to  increase  to  several  hundred 
million  by  1994.  It  appears  the  government  is  already  betting 
on  the  projected  cost  savings  that  may  be  realized  by  adequate 
research  in  practice  guidelines  development. 

Rationing,  antitrust,  liability,  and  practice  guidelines 

'Hiere  can  be  no  debate  on  practice  guideline  development 
without  giving  attention  to  the  rationing  of  health  care — limit- 
ing services  to  Medicare  and  Medicaid  patients.  In  the  long 
term,  rationing  will  become  explicit;  now  it  is  indirect.  It  may 
also  become  more  consumer-oriented  than  physician-directed. 
One  could  imagine  that,  if  indeed  the  public  helped  decide  on 
rationing  physical  resources,  there  might  be  fewer  malpractice 
suits.  The  cost  of  defensive  medicine  now  approaches  3 1/2 
times  the  cost  of  the  premiums  physicians  pay  and  accounts 
for  almost  1 5%  of  the  total  HS  payment  for  physician  services 
(17).  But  the  price  of  public  participation  in  rationing  deci- 
sions may  be  too  high  for  physicians  if  we  in  the  medical  com- 
munity’ continue  to  lose  more  decision-making  authority  and 
clinical  autonomy. 

ITie  effect  of  antitrust  actions  on  practice  guideline  utiliza- 
tion and  antitrust  actions  is  beyond  the  .scope  of  this  paper,  al- 
though it  is  clear  there  must  be  relief  On  the  other  hand. 
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physicians  arc  told  by  health  economists  that  medical  care  can- 
not provide  beneticiar)-  financial  protection  because  it  does 
not  operate  effectively  in  a free  market.  On  the  other  hand, 
health  professionals  are  treated  as  in  a competitive  free  market 
by  the  Federal  Trade  (a)mmission.  llie  AMA  general  counsel 
has  approached  both  the  antitrust  considerations  and  the  effect 
of  guidelines  on  potential  liability  in  two  excellent  monographs. 

Summary 

Congress,  through  recommendations  of  the  Physician  Payment 
Review  Cx)mmission,  has  created  an  atmosphere  for  the  devel- 
opment and  dissemination  of  practice  guidelines  for  clinical 
use.  A new  agency  has  been  funded  and  charged  with  cooper- 
ating with  research  institutions,  universities,  and  physician 
groups  to  initiate  the  mechanism  necessary  for  guidelines  con- 
struction. Physician  participation  is  es,sential  for  expert  input 
in  guidelines  development.  However,  implementing  practice 
guidelines  may  diminish  a physician’s  clinical  autonomy. 
Guidelines,  such  as  those  recommended,  are  expected  to  re- 
duce services  and  procedures  which  have  little  or  no  benefit 
to  Medicare  beneficiaries  and  to  slow  the  rapid  growth  of 
Medicare  expenditures.  As  practice  guidelines  become  part  of 
daily  practice  patterns,  such  i.ssues  as  the  rationing  of  services 
and  the  effect  of  guidelines  on  liability  and  antitrust  actions 
will  clearly  be  topics  of  continued  lively  debate.  Doctors'  en- 
thusiastic participation  in  that  debate  is  an  opportunity  to  en- 
sure that  we  serve  a role  in  molding  the  future  of  the  US  health 
care  system. 

JIM  BOB  BRAME,  MD 

Box  V,  Eldorado.  TX  76936 
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How  to  increase  your 
depreciation  deduction 

Most  people  know  business  equipment  can  be  written  off  over 
a 5-  or  7-year  period.  But  do  you  know  how  much  deprecia- 
tion you  get  in  the  first  year  you  use  the  equipment?  As  a gen- 
eral rule,  you  get  a half-year’s  depreciation.  And  this  is  the  case 
whether  you  buy  the  equipment  on  January  1 or  December 
31.  Then  logic  would  tell  you  to  put  the  equipment  into  use 
before  year’s  end.  Careful.  There  is  a trap. 

The  tax  law  has  special  rules  that  prevent  you  from  taking 
the  normal  half-year’s  depreciation  when  you  buy  more  than 
40%  of  your  business  equipment  in  the  last  3 months  of  your 
tax  year.  Then,  you  get  only  11/2  months’  depreciation  on 
equipment  purchased  in  the  last  quarter  of  the  year.  Now  some 
good  news:  you  also  get  10  1/2  months’  depreciation  on  equip- 
ment purchased  in  the  first  quarter. 

You  can  turn  the  trap  into  a tax-saving  opportunity  by  play- 
ing your  cards  right.  Here’s  how:  Buy  enough  equipment  dur 
ing  the  last  3 months  of  the  year  to  push  you  over  the  40% 
mark.  Next,  depreciate  equipment  purchased  early  in  the  year 
and  elect  to  expense  equipment  purchased  at  year  end. 

You  can  expense  up  to  $10,000  worth  of  equipment  in  the 
year  you  buy  it,  as  long  as  your  total  equipment  purchases  for 
the  year  don’t  top  $200,000.  This  is  the  happy  result:  you 
write  off  100%  of  your  year-end  purchases  (up  to  $10,000 ), 
plus  you  get  more  than  the  usual  6 months  of  depreciation  on 
purchases  made  early  in  the  year. 

For  example,  Joe  owns  a business  that  bought  a $12,000 
piece  of  equipment  in  March  1989.  He  buys  a $10,000  com- 
puter in  December  1989.  That  triggers  the  40%  rule.  Joe 
elects  to  expense  the  $10,000  computer.  He  also  gets  10  1/2 
months  of  depreciation  for  the  equipment — a real,  winning  tax 
move. 

DAVID  W.  BERGERON,  JD,  CPA,  APES  (Accredited  Personal  Fi- 
nancial Specialist) 

Managing  Partner,  Houston  office,  Blackman  Kallick  Bartelstein,  ,31. SI  Eastside, 
Suite  425,  Houston,  TX  77098 
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Specify  Adjunctive 
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Each  capsule  contains  5 mg  chlordiazepoxide  HCland  2.5  mg  clidinium 
bromide. 

Please  consult  complete  prescribing  information,  a summary  of  which  follows: 


♦ Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows: 

"Possibly"  effective;  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer 
and  in  the  treatment  of  the  irritable  bowel  syndrome  (irritable  colon,  spastic 
colon,  mucous  colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign  bladder  neck 
obstruction:  hypersensitivity  to  chlordiazepoxide  HCl  and/or  clidinium  Br. 
Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants,  and  against  hazardous  occupations  requiring  complete 
mental  alertness  {e  g.,  operating  machinery,  driving) . 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congeni* 
tal  malformations  as  suggested  in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy.  Advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation 
ofbenzodiazepines  (see  Drug  Abuse  and  Dependence). 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  effective  amount 
to  preclude  ataxia,  oversedation,  confusion  (no  more  than  2 capsules/day  initiaify; 
increase  gradually  as  needed  and  tolerated) . Though  generalfy  not  recommended, 
if  combination  therapy  with  other  psychotropics  seems  indicated,  carefully  con- 
sider pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO  inhib- 
itors, phenothiazines.  Observe  usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions  reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  not  established.  Inform  patients 
to  consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with  either  com- 
pound alone  reported  with  Librax.  When  chlordiazepoxide  HCl  is  used  alone, 
dro3vsiness,  ataxia,  confusion  may  occur,  especially  in  elderly  and  debilitated; 
avoidable  in  most  cases  by  proper  dosage  adjustment,  but  also  occasionalfy 
observed  at  lower  dosage  ranges.  Syncope  reported  in  a few  instances.  Also 
encountered:  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irreg- 
ularities, nausea  and  constipation,  extrap3Tamidal  symptoms,  increased  and 
decreased  libido— all  infrequent,  generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice,  hepatic  dysfunction  reported  occasionally 
with  chlordiazepoxide  HCl,  making  periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy.  Adverse  effects  reported  with  Librax  typical 
of  anticholinergic  agents,  i e , dryness  of  mouth,  blurring  of  vision,  urinary  hesi- 
tancy, constipation.  Constipation  has  occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics  and/or  low  residue  diets. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with 
barbiturates  and  alcohol  have  occurred  foUovring  abrupt  discontinuance  of  chlor- 
diazepoxide; more  severe  seen  after  excessive  doses  over  extended  periods;  milder 
after  taking  continuously  at  therapeutic  levels  for  several  months.  After  extended 
therapy,  avoid  abrupt  discontinuation  and  taper  dosage.  Carefully  supervise 
addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 


Roche  Products 


P.l.  028B 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


T&xas  Medicine 


In  IBS,*  when  it's  brain  versus  bowel, 

li 


ITS  TIME 
RNITHE 


prescripticffii  I 


In  irritable  bowel  syndrome,*  intestinal 
discomfort  wUl  often  erupt  in  tandem  with 
anxiety— launching  a cycle  of  hrain/howel 
conflict.  Make  peace  with  Lihrax.  Because  of 
possible  CNS  effects,  caution  patients  about 
activities  requiring  complete  mental  alertness. 

*Librax  has  been  evaluated  as  possibly  effective 
as  adjunctive  therapy  in  the  treatment  of  peptic 
ulcer  and  IBS. 


Specify  Adjunctive 


Each  capsule  contains  5 mg  chlordiazepoxide 
HCl  and  2.5  mg  clidinium  bromide. 


Copyright  © 1989  by  Rociie  Products  Inc.  All  rights  reserved. 


Please  see  summary  of  prescribing  information  on  adjacent  page. 


BEAN 
AIR  FORCE 
PHYSICIAN. 

Become  the  dedicated 
physician  you  want  to 
be  while  serving  your 
country  in  today’s  Air 
Force.  Discover  the 
tremendous  benefits  of 
Air  Force  medicine.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  quality  lifestyle, 
quality  benefits  and  30 
days  of  vacation  with 
pay  per  year  that  are 
part  of  a medical  career 
with  the  Air  Force.  And 
enjoy  the  satisfaction  of 
a general  practice  with- 
out the  financial  and 
management  burden. 
Today’s  Air  Force  offers 
an  exciting  medical  envi- 
ronment and  a non-con- 
tributing retirement  plan 
for  physicians  who  qual- 
ify. Learn  more  about 
becoming  an  Air  Force 
physician.  Call 


USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 


Texas  Physicians’  Directory 


ALLERGY 


CORPUS  CHRISTI  ALLERGY  & 
ASTHMA  CENTER 
JAMES  A.  CAPLIN,  MD 
AAA,  AC  A,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 

2250  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  512  888-6782 


ANESTHESIOLOGY 


EDWARD  A.  TALMAGE,MD,PA 

Diplomatic  American  Board  of  Anesthesiology 

PAIN  MANAGEMENT:  Diagnostic  & Therapeutic  Nerve  Blocks 

Neurolytic  Blocks 

Dorsal  Column  Stimulation 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston  77082; 
713  496-1006 


DAVID  R.  WEAKLEY,  MD,  FACP 
DENIS  L BEAUDOING,  MD 

Dermatology  and  related  allergy 

Dermatologic  Surgery  and  Cosmetic  and  Laser  Surgery 

Diseases  of  the  skin,  dermabrasion,  chemical  peeling,  collagen  and 

fibrel,  lipoinjection,  allergy  and  cosmetic  counseling 

Medical  City  Dallas,  Suite  21 4A,  7777  Forest  Lane 
Dallas,  Texas  75230;  Phone  214  661-7460 


DERMATOLOGY  ASSOCIATES  OF 
SAN  ANTONIO 

James  Lewis  Pipkin,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 
Mucocutaneous  Virology 

108  Tendick,  San  Antonio,  Texas  78209;  512  222-8651, 222-2001 


MOHS  SURGERY 

For  Primary  and  Recurrent 
Cancer  of  the  Skin 

Forrest  C,  Brown,  MD 
Medical  City  Hospital 

7777  Forest  Lane,  Dallas,  Texas  75230;  214  661-4537 


THE  CENTER  FOR  PAIN  MANAGEMENT 

A multidisciplinary  center  for  comprehensive  treatment  and  management  of  chronic  and 
recurrent  acute  pain, 

OCTAVIO  J.  CALVILLO,  M.D.,  Ph.D, 

Anesthesiologist 

Diplomate  of  the  American  Board  of  Anesthesiology 

SAN  JACINTO  METHODIST  HOSPITAL— BAYTOWN 

Independence  Plaza  II,  4301  Garth  Road 
Baytown,  Texas  77521 
(713)  420-8822 


ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 

2201  Oxford  Avenue,  Suite  104 
Lubbock,  Texas  79410;  806  797-6631 


THE  UNIVERSITY  CENTER  FOR  PAIN 
MEDICINE  AT  HERMANN 

Hermann  Hospital,  6411  Fannin,  Houston,  Texas  77030 
713  797-2732 

A multidisciplinary  center  which  offers  comprehensive  treatment  options  for  acute,  subacute, 
and  chronic  pain  patients.  The  center's  total  management  of  each  patient  s pain  recognizes 
both  the  central  and  peripheral  components  of  the  syndrome. 

PRITHVI  RAJ,  MD,  FACA,  FFARCS 

Director 

ZACHARIAH  GERGER,  DO  AARON  CALODNEY,  MD 

Coordinator,  Outpatient  Services  Coordinator,  Inpatient  Services 

Diplomates  American  Board  of  Anesthesiology 


ENDOCRINOLOGY 


ERIC  A.  ORZECK,  MD,FACP 

Endocrinology  & Diabetes 

8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 


FAMILY  PRACTICE 


DERMATOLOGY 


JOHN  ADNOT,  MD 

Mohs  Micrographic  Surgery  for  Skin  Cancer 


DALLAS  HEADACHE  ASSOCIATES 

The  Princeton  at  14651  Dallas  Parkway,  Suite  306,  Dallas,  Texas  75240, 
214  661-9902 

Director:  James  H.  Francis,  MD,  PA,  FAAFP 


4200  S,  Hulen  #400 

Ft,  Worth,  Texas  76109;  817  377-0626 


The  Dallas  Headache  Clinic  is  dedicated  to  the  diagnosis  of  headaches  of  all  types  whether 
organic,  physiological  or  psychological.  Patients  are  evaluated  for  headache  types  that  may 
occur  in  all  specialty  fields  of  medicine  and  dentistry. 


m 

Helping  to  solve  critical 

lexa.sMeclical 
^ Association 

public  health  concerns 

...a  valuable  public  service 

PHYSICIANS  CARING  FOR  TEXANS 

of  your  association 

The  Clinic  treats  headache  types  that  usually  respond  to  abortive  and  preventive  drug 
treatment,  biofeedback,  stress  management,  transcutaneous  neurostimulation,  physical 
therapy,  or  anesthetic  blockade  and  refers  the  other  headache  diagnoses  to  the  appropriate 
specialist. 

Diplomate  American  Academy  of  Pain  Management 
Member  American  Association  for  Study  of  Headache 
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HAND  SURGERY 


NUCLEAR  MEDICINE 


L LEE  LANKFORD,  MD 

DAVID  J.  ZEHR,  MD — Microsurgery 

ARNOLD  V.  DIBELLA,  MD — Wrist  Derangements 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  214  823-5351 
LANKFORD  ZEHR  DIBELLA  HAND  SURGERY  ASSN. 


NUCLEAR  MEDICINE  LABORATORIES  OF 
TEXAS 

Texas  Medical  Center,  641 1 South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic  Radioactive 
Tests  In:  Hematology,  Thyroidology,  Endocrinology,  Gastroenterology, 

Cardiology,  Neurology,  Neurosurgery,  Urology,  Ophthalmology,  Obstetrics- 
Gynecology  and  Non-Invasive  Nuclear  Cardiology 

Herbert  C.  Allen.  Jr.,  MD,  FACNM,  Director — 713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


KENNETH  D.  GLASS,  MD,  FACS 

Hand  Surgery  and  Reconstructive  Surgery  of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 

Dallas,  Texas  75235;  214  631-7488 

Medical  City  Dallas.  Suite  C-200,  7777  Forest  Lane,  Dallas,  Texas 
75230:  214  661-4797 


WILLIAM  J.  VAN  WYK,  MD,  PA 

Surgery  of  the  Hand 

803  West  Terrell.  Fort  Worth.  Texas  76104 
Telephone  817  877-3113 


OPHTHALMOLOGY 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD  Gary  Edd  Fish.  MD 

William  B.  Snyder.  MD  Rand  Spencer.  MD 

William  L.  Hutton.  MD  Bradley  F.  dost  MD 

Dwain  G.  Fuller,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

7150  Greenville  Ave.,  Dallas,  Texas  75231;  214  692-6941  or  800  872-2020 
3600  Gaston  Avenue,  Dallas,  Texas  75246;  214  821-4540 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 
Microsurgery  & Reimplantation 

Baylor  Medical  Plaza,  3600  Gaston  Ave.,  Suite  303,  Dallas,  Texas  75246; 

214  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  8116,  Dallas.  Texas 
75230;  214  661-7010 


REGIONAL  HAND  CENTER  FOR  WEST  TEXAS 
AND  EASTERN  NEW  MEXICO 

Royce  C.  Lewis,  Jr.,  MD 

3702  21  Street 

Lubbock,  Texas  79410;  806  795-8261 


NEUROLOGICAL  SURGERY 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

281 1 Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 


LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 


RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 

Limited  to  Retina  and  Vitreous 

1200  Binz,  Suite  400,  Houston,  Texas  77004 
713  528-1122 


DOCTORS  SMITH,  WHEELER,  PARKER, 
AND  CRAVENS,  PA 

Ronald  Smith,  MD,  Retired 
Joe  Ellis  Wheeler,  MD 
Leighton  B.  Parker,  MD 
George  F.  Cravens,  MD 

920  South  Lake,  Fort  Worth,  Texas  76104 
Telephone  817  336-0551 


DALLAS  NEUROSURGICAL  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 
Gamma  Knife  Radiosurgery 

Charles  W.  Simpson.  MD  Richard  H.  Jackson,  MD 

Morris  Sanders,  MD  Terry  Hodd,  MD 

W.  Robert  Hudgins,  MD 

St.  Paul  Professional  Blvd.,  5959  Harry  Hines  Blvd. .Suite  620 
Dallas.  Texas  76235;  214  637-0420 

Presbyterian  Professional  Bldg.,  8230  Walnut  Hill  Lane,  Suite  610; 

Dallas,  Texas  75231;  214  369-7596 


m 

Offering  24-hour  turnaround 

lexa.sMedical 
^ Association 

on  medical  library  reserach 

...an  invaluable  library  service 

PHYSICIANS  CARING  FOR  TEXANS 

of  your  association 

VITREO-RETINAL  CONSULTANTS  OF  TEXAS 

Harold  Granek,  MD 

Diplomate,  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

1021  Washington  Avenue,  Fort  Worth,  Texas  76104;  817  332-6200 


ARTHUR  M.  CLEMENTS,  MD 

Surgery  & Diseases  of  the  Eye 
Diplomate  American  Board  of  Ophthalmology 

21 1 Medical  Drive,  Suite,  Fredericksburg,  Texas  78624 
512  997-6535;  1-800-421-7513 


ORTHOPEDIC  ONCOLOGY 


RICHARD  G.  BUCH,  MD 

Fellowship  Trained  Orthopedic  Oncology 

Infections  and  Major  Joint  Reconstruction — Custom  Implants 

5939  Harry  Hines  Blvd.,  Suite  530,  Dallas,  Texas  75235 
Telephone;  (214)  879-6299 
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ORTHOPEDIC  SURGERY 


PEDIATRIC  OPHTHALMOLOGY 


L.  Ray.  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
Wynne  M.  Snoots,  MD 
R.  Stephen  Curtis,  MD 


William  A.  Bruck,  MD 
W.Z.  Burkhead,  Jr.,  MD 
Richard  D.  Schubert,  MD 
John  A.  Baker,  MD 
James  R.  Sacked,  M.D. 


W.B.  CARRELL  MEMORIAL 
CLINIC  ASSOCIATED 

Orthopedic  Surgery 

A Professional  Association 

2909  Lemmon  Ave,,  Dallas,  Texas  75204;  214  220-2468;  Fax:  214  720-1982 


Robert  D.  Gross,  MD,  FAAP 

Children's  Eye  Specialists,  PA 

Medical  and  Surgical  Eye  Diseases  in  Children 

Eye  Muscle  Imbalances  in  Adults 

800  Fifth  Ave — Suite  420,  Fort  Worth,  Texas  76104-7304 
8 1 7 336-0900  Metro  988-7700 


PHYSICAL  MEDICINE  & REHABILITATION 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue.  Fort  Worth.  Texas;  817  335-4316 

Louis  J.  Levy.  MD,  PA 
Henry  C.  McDonald.  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Gaines.  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  512  226-2424 


J.  Price  Brock.  Jr,  MD 
Robert  L.  Dickey.  MD 

ORTHOPEDIC  ASSOCIATES  OF  ABILENE 

1701  Pine  Street,  Abilene,  Texas  79601 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr,  MD 

E.  E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.R.  Vavrin,  MD  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-8284 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn.  MD  James  M.  Lancaster,  MD 

Huntly  G.  Chapman,  MD  James  W.  Brodsky,  MD 

Phillip  E.  Hahsen,  MD  Kurt  W.  Rathjen,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303,  Dallas,  Texas  75246;  214  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  21 16 
Dallas,  Texas  75230;  214  661-7010 


ORTHOPAEDIC  FOOT  SURGERY  AT  DALLAS 

Surgery  & Diseases  of  the  Foot  and  Ankle 

Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane.  Suite  105,  Dallas  75231 ; 214  369-4361 


THE  INSTITUTE  FOR  REHABILITATION 
AND  RESEARCH  (TIRR) 

In  the  Texas  Medical  Center,  Houston,  Texas 

Comprehensive  care  hospital  specializing  in  rehabilitation  care  for 
persons  disabled  by  injury  or  disease.  Inpatient  and  outpatient 
services. 


Spinal  Cord  Injury 
Head  Injury 
Amputee 
Stroke 
Pediatric 
Cerebral  Palsy 


Sports  Arts  Center 

Restorative  Surgery 

Scoliosis 

Spina  Bifida 

Neurophysiology 

Neuromuscular 


Accredited  by  : Joint  Commission  on  Accreditation  of  Hospital  Organizations 
Commission  on  Accreditation  of  Rehabilitation  Facilities 


Patient  Services  Coordinator:  713  797-5922  or  1-800-44REHAB 


SAN  ANTONIO  WARM  SPRINGS 
REHABILITATION  HOSPITAL 

5105  Medical  Drive,  San  Antonio,  Texas  78229 
(512)691-0100  1-800-451-1350 

Comprehensive  Inpatient  and  Outpatient  Physical  Rehabilitation  for 
Adults  and  Children  and  Electrodiagnostic  Evaluation 

Alex  C.  Willingham,  MD,  Medical  Director 

Brian  C.  Buck,  MD.  Pediatric  Rehabilitation  Director 

Rick  Marek.  Administrator 


PLASTIC  SURGERY 


SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road  Dallas,  Texas  75235;  214  350-7500 


Richard  E.  Jones,  MD 
Donald  M.  Mauldin,  MD 
James  B.  Montgomery,  MD 
Kevin  Gill,  MD 
James  L.  Ough,  MD 


Scott  L.  Blumenthal,  MD 
Scott  O.  Paschal,  MD 
L.  T.  Johnson,  MD 
Kenneth  Driggs,  MD 


RICHARD  G.  BUCH,  MD 

Fellowship  Trained  Orthopedic  Oncology 

Infections  and  Major  Joint  Reconstruction-Custom  Implants 

Southwest  Professional  Building,  5920  Forest  Park,  Suite  525,  Dallas.  Texas  75235 
(214)  351-9831 

Professional  Plaza  III.  10  Medical  Parkway,  Suite  301,  Dallas,  Texas  75234  (214)  247-0655 


^ Tex 


TexasMedical 

Association 


Affecting  local,  state,  and 
national  legislation 


...a  valuable  association 

PHYSICIANS  CARING  FOR  TEXANS  service  you  can  depend  on 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS  James  B.  Stafford.  IV,  MD,  FACS 

Jonathan  J.  Dora,  Mb,  FACS  David  A.  Lee,  MD 

David  J.  Katrana,  DDS,  MD,  FACS  Steven  M.  Hamilton,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin,  Suite  750,  Houston,  Texas  77030;  713  795-5575 


PSYCHIATRY 


GONZALO  A.  AILLON,  MD 

Psychiatry-Bilingual 

3450  Wheatland  Road,  Suite  120 
Dallas,  Texas  75237;  214  296-6241 
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RICHARD  G.  JAECKLE,  MD 

Psychiatry 

Diplomale,  ABPN:  Psychiatry 
Diplomate,  ABPN:  Child-Adolescent 

Presbyterian  Protessional  Building  II.  Suite  404 

8220  Walnut  Hill  Lane,  Dallas,  Texas  75231 : 214  696-0964 


TIMBERLAWN  PSYCHIATRIC  HOSPITAL 

Inpatient  and  Outpatient  Services  for  Adult,  Child  and  Adolescent, 

Substance  Abuse,  Short-Term,  ACCEL,  and  Alternative  Care 


Doyle  I.  Carson,  MD 
Byron  L.  Hovirard,  MD 
Mark  J,  Blotcky,  MD 
Keith  H.  Johansen,  MD 
Jerry  M.  Lewis,  MD 
Robert  D.  Bennett,  MD 
Ernest  N.  Brownlee.  MD 
Cherye  C.  Callegan,  MD 
Tom  G.  Campbell,  MD 
Harold  A.  Cronson,  MD 
Kathleen  B.  Erdman,  MD 
Babette  F.  Parkas,  MD 
Joseph  P.  Gaspari,  MD 
Patricia  G.  Isbell,  MD 
Doris  E.  Jensen.  MD 
Jon  N.  Kamphaus,  MD 
Rodger  Kobes,  MD 


David  J.  Korman,  MD 
Debra  H.  Korman.  MD 
Jerry  M.  Lewis,  III.  MD 
W,  Miller  Logan,  MD 
Ruth  A.  MarDock,  MD 
Conway  L.  McDanald,  MD 
Gerald  A.  Melchiode,  MD 
Edgar  P.  Nace,  MD 
Don  C.  Payne,  MD 
Glen  T.  Pearson,  MD 
Carolyn  Z.  Rheiner,  MD 
Larry  G.  Shadid,  MD 
Kathleen  S.  Sheehan,  MD 
Kathryn  A.  Sommerfelt,  MD 
Mark  P.  Unterberg,  MD 
Mary  Watts,  MD 


214  381-7181 


P.  O.  Box  11288,  4600  Samuell  Boulevard,  Dallas.  TX  75228 

1-800-426-4944 


THORACIC  SURGERY 


ALLAN  L.  GRAHAM,  MD,  FACS* 
ROBERT  W.  MILEY,  MD,  FACS 
RICHARD  L.  SHEPHERD,  MD,  FACS 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 

‘Also  certificate  of  special  gualification  in  general  vascular  surgery, 
American  Board  of  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

515  South  Adams,  Fort  Worth,  Texas  76104;  817  332-7878 


RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS,  MD 

Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower.  3600  Gaston  Avenue, 
Suite  404,  Dallas,  Texas  75246;  214  827-3890 
Hours  by  Appointment 


DALLAS  PSYCHIATRIC  ASSOCIATES 

Inpatient  & Outpatient  Services 

• Adult,  Adolescent  and  Child  Psychiatry 

• Alcohol  and  Chemical  Dependency 

• Medical  Stress  & Chronic  Pain 

• Intensive  Outpatient  Programs  for  Alcohol  & Chemical 

• Dependency,  Aftercare  & Relapse  Management 

• Day  Treatment  Program  & Therapeutic  School  for  Adolescents 

• Emergency  Evaluation  Services 


Larrie  Arnold,  MD 
Howard  Cohen,  MD 
Gary  Etter,  MD 
Ronald  Flesichmann,  MD 
Bradford  M,  Goff,  MD 
Fred  L.  Griffin,  MD 
Joan  R.  Hebeler,  MD 
Lynne  Inman.  MD 
R.  Sanford  Kiser,  MD 


Prema  Manjunath,  MD 
Gretchen  Megowen,  MD 
Gary  Morton,  MD 
William  M,  Pederson,  MD 
Jaime  Quintanilla,  MD 
Leslie  H.  Secrest,  MD 
Dawn  Shogren.  MD 
Angela  M.  Wood,  MD 
John  M.  Zimburean,  MD 


UROLOGY 


FORT  WORTH  UROLOGY  CLINIC 

Hugh  Lamensdorr,  MD  J.  Daniel  Johnson,  MD 

Ira  N.  Hollander,  MD  A.E.  Thurman.  MD 

Diplomates  of  American  Board  of  Urology 
Fellows  American  College  of  Surgery 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
817  336-5711 


SOUTHWEST  UROLOGY  ASSOCIATES 

Adult  and  Pediatric  Urology 

Ted  Boone,  MD  James  T.  Coggins,  MD 

Warren  M.  Greene,  MD  Wm.  A,  Freeborn,  MD 


Offices  : Brookhaven  Psychiatric  Pavilion  of  RHD  Memorial  Medical  Center,  Medical  City, 
Irving  Health  Care  System  Phone  214  247-1150 


Diplomates  of  American  Board  of  Urology 

221  W.  Colorado,  #440,  Dallas,  Texas  75208;  214  948-3101 
3450  W.  Wheatland  Road,  #60,  Dallas,  Texas  7521 1 


RADIATION  ONCOLOGY 


RADIATION  ONCOLOGY  OF  THE  SOUTHWEST 

• Complete  Radiotherapy  Services:  Inpatient-Outpatient  Care 

• External  or  Internal  Irradiation  (implants) 

• Specialized  in  combination  therapy  surgery-irradiation 
chemotherapy-irradiation 

• Bilingual  personnel 

Carlos  H.  Fernandez,  MD 

Diplomate  American  Board  of  Therapeutic  Radiology 
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Practice  Limited  to  Radiation  Oncology 

Telephone  (day  or  night)  713  988-2194 

7777  Southwest  Freeway,  Suite  636,  Houston,  Texas  77074 


RHEUMATOLOGY 


C.F.  SKRIPKA,  JR,  MD,  FACS 

Urology,  Neurourology,  Endourology,  Male  Sexual  Dysfunction,  Laser 
Surgery,  & ESWL. 

1101  North  19th,  Suite  114,  Abilene,  Texas  79601 
915  673-5726 


DIRECTORY  RATES  & DATA:  Space  is  available 
to  TMA  members  at  $80.00  per  column  inch  per 
month  and  listings  must  run  for  a minimum  of  six 
months.  A discount  of  5%  is  allowed  for  six 
months’  advance  payment.  New  listings,  changes, 
or  cancellations  should  be  sent  to  Diane  L. 

Bolling,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701.  Deadline  is  the  1st  of 
the  month  preceding  publication  month. 


DON  E.  CHEATUM,  MD,  FACP,  FACR 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  SI. 

Dallas,  Texas  75204:  214  823-4151 


Texas  Medicine 


Medical  Practice 

■ Appraisal 

■ Brokerage 

■ Management 
Consulting 


**  Physician  Resource  Network,  not  the  biggest  — 
but  compared,  and  found  to  be  the  best.  They, 
without  undue  interruption  of  our  schedules,  found 
the  individual  whose  personal  and  professional 
goals  met  our  needs. 
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ALLERGY 


NORTH  CENTRAL  TEXAS 

Allergist  needed  to  assume  established  practice 
in  attractive  North  Central  Texas  metropolitan 
area.  Enjoy  excellent  life  style  with  many  social, 
cultural  and  recreational  opportunities;  good 
schools:  international  airport 


ANESTHESIOLOGY 


NORTHEAST  TEXAS 

Busy  regional  medical  center  in  attractive,  pro- 
gressive NE  Texas  community  of  27,000  (refer- 
ral area  150,000)  seeks  BE/BC  anesthesiologist 
Modern  200-bed  hospital  with  latest  technology 
Shared  call  coverage  Strong  economy, 
excellent  schools;  many  recreational  and  social 
opportunities 


EMERGENCY  MEDICINE 


NORTHEAST  TEXAS 

Busy  regional  medical  center  In  attractive,  pro- 
gressive NE  Texas  community  of  27,000  (refer- 
ral area  150,000)  seeks  BE/BC  director  of 
emergency  services.  Modern  200-bed  hospital 
with  latest  technology.  Competitive  income  and 
benefits.  Strong  economy,  excellent  schools; 
many  recreational  and  social  opportunities. 


FAMILY  PRACTICE 


NORTHEAST  TEXAS 

Regional  medical  center  seeks  BC  family  physi- 
cians to  establish  FP  group  in  progressive  com- 
munity of  27,000  (referral  area  150,000).  Strong 
diversified  economy,  excellent  schools;  many 
recreational  and  social  opportunties.  Modern 
hospitals.  Incentive  package,  including  assist- 
ance with  office  building. 


WITHIN  ONE  HOUR  OF  DALLAS 

Two  family  physicians  seek  third  associate  for 
group  practice  near  lake  area.  Attractive,  fully 
equipped  office  Ultra-modern  hospital.  Shared 
call,  competitive  incentive  package  to  qualified 
physician. 


NEAR  AUSTIN  AND  SAN  ANTONIO 

Community  of  5,000  (referral  area  24,000) 
seeks  board  certified  family  physician.  Shared 
call  with  two  other  family  physicians;  OB  need- 
ed Financially  sound,  30-bed  hospital  offering 
competitive  incentive  package  to  qualified 
physician. 


EAST  TEXAS 

Communify  of  approximately  3,500  (referral 
area  14,000)  seeks  board  certified  family 
physician  Shared  call  with  two  board  certified 
physicians.  No  OB  Financially  sound,  48-bed 
hospital  in  community.  Recreational  mecca; 
hunting,  fishing,  water  sports  Competitive  in- 
centive package  to  qualified  physician, 

DALLAS 

Established  fee-for-service  practice  available 
for  assumption.  Full  scope  of  family  medicine, 
except  OB  Average  gross  $320K-i-  annual- 
ly Bilingual  (Spanish)  skills  helpful  Retiring 
physician  will  introduce  Financing  available  to 
qualified  candidate 

WEST  TEXAS 

Two  board  certified  family  physicians  seek 
third  associate  for  busy  practice.  OB  prefer- 
red. Friendly  town,  good  schools.  Within  35 
minutes  of  larger  city  Very  lucrative  financial 
situation  Excellent  tor  pilot  physician, 

PANHANDLE 

Texas  community  of  8,000  (referral  area 
16,000)  seeks  BC  FPs  for  group  One  young 
BC  physician  recently  recruited,  available  for 
call  sharing  New  hospital  under  construction. 
Sound  economy,  good  schools,  airport 
Generous  incentive  package  including  Income 
guarantee,  relocation,  office  space,  more 

SOUTH  TEXAS 

Within  one  hour  of  San  Antonio  — south  Texas 
community  seeks  BE/BC  family  practitioner 
This  modern  medical  center  has  a service  area 
of  20,000  OB  IS  available,  but  not  required. 
Flunting,  fishing  (fresh  and  salt  water)  and 
other  recreational  activities  abound  in  this 
area  Forty-two  bed  hospital  will  offer 
generous  incentive  package  to  qualified  can- 
didate. 


GENERAL  SURGERY 


PANHANDLE 

Community  of  8,000  (referral  area  16,000) 
seeks  board  certified  general  surgeon.  Near- 
by surgeon  available  for  call  sharing.  New 
hospital  under  construction,  Sound  economy; 
good  schools;  airport.  Generous  incentive 
package  including  income  guarantee,  reloca- 
tion allowance,  office,  more. 


SW  LOUISIANA 

Community  of  approximately  3,000  (referral 
area  6,000)  seeks  BE  / BC  general  surgeon. 
This  friendly  community  is  located  within  20 
minutes  of  a large  metropolitan  area  and  is 
ideally  suited  for  a hunter  and/or  fisherman. 
Generous  incentive  package  to  qualified  can- 
didate, including  income  guarantee,  relocation 
allowance,  office  and  more 


Josie  Williams,  M.D. 

Paris  Gastroenterology  Clinic 
Paris,  Texas 


INTERNAL  MEDICINE 


EAST  TEXAS 

Two  BC  internists  seek  compatible  associate  for 
group  practice  in  community  of 
approximately  12,000  (referral  area  50,000). 
Shared  call  and  overhead  Ultra-modern, 
100-bed  hospital.  Attractive  community;  many 
social  and  recreational  opportunties  One  hour 
from  Dallas,  Competitive  incentive  package 

WEST  TEXAS 

Five  American  trained,  board  certified  internists 
seek  compatible  associate  for  busy  group  prac- 
tice in  Texas  community  of  100, ()00  + Office 
adjacent  to  modern  250-bed  hospital.  Excellent 
call  arrangement,  salary  and  benefits.  Full 
associate  status  in  second  year, 

NORTHEAST  TEXAS 

Medical  staff  of  regional  medical  center  seeks 
board  certified  internist  Shared  call  with  other 
internists.  Office  adjacent  to  modern  200-bed 
hospital.  Progressive,  family-oriented  com- 
munity w/strong,  diversified  economy,  excellent 
schools  Many  social  and  recreational  oppor- 
tunities, Generous  incentive  package 


NEUROLOGY 


NORTHEAST  TEXAS 

Regional  medical  center  serving  150,000  seeks 
BE/BC  neurologist  for  associate  practice  (or 
solo  sharing  call)  with  BC  neurologist  Pro- 
gressive. family-oriented  community  with 
strong,  diversified  economy,  excellent  schools 
Many  social  and  recreational  opportunities. 
Generous  incentive  package  to  qualified 
physician 


OBSTETRICS  / GYNECOLOGY 


EAST  TEXAS 

Recently  trained,  board  certified  OB/GYN  seeks 
compatible  associate  for  practice  in  communi- 
ty of  approximately  12,000  (referral  area 
50,000)  Shared  call  and  overhead.  Ultra- 
modern, 100-bed  hospital.  Attractive  commun- 
ity; many  social  and  recreational  opportunities. 
One  hour  from  Dallas  Competitive  incentive 
package 


ORTHOPEDIC  SURGERY 


EAST  TEXAS 

Board  certified  orthopedic  surgeon  seeks  com- 
patible associate  for  practice  in  community  of 
approximately  12,000  (referral  area  50,000), 
Shared  call  and  overhead.  Well-equipped,  ultra- 
modern, 100-bed  hospital.  Attractive  communi- 
ty; many  social  and  recreational  opportunities. 
One  hour  from  Dallas,  Competitive  incentive 
package  to  qualified  physician 

EAST  TEXAS 

Medical  staff  of  100-bed  hospital  seeks  ortho- 
pedic surgeon  tor  referral  area  of  approximately 
50,000  Attractive  community  of  14,000  with 
strong,  diversified  economy.  Excellent  fishing 
and  hunting.  One  hour  from  Dallas.  Competitive 
incentive  package  to  qualified  physician. 


OTOLARYNGOLOGY 


EAST  TEXAS 

Community  of  approximately  12,000  (referral 
area  50,000)  seeks  board  certified  ENT  to 
establish  service.  Ultra-modern,  100-bed 
hospital.  Young,  well-trained  medical  staff 
supportive  of  new  physician.  Attractive  com- 
munity: many  social  and  recreational  oppor- 
tunities, One  hour  from  Dallas,  Hospital 
offering  competitive  incentive  package  to 
qualified  physician, 

NORTH  DALLAS 

Medical  staff  of  modern  hospital  in  Dallas 
suburb  seeks  board  certified  ENT  Good 
demographics  for  sound  patient  base. 
Excellent  opportunity.  Hospital  will  sponsor 
competitive  incentive  package  to  qualified  can- 
didate 


PEDIATRICS 


NORTHEAST  TEXAS 

Dynamic  group  of  American  trained,  BC 
pediatricians  seek  fourth  associate  for  group 
practice  in  attractive  community  of  27,000 
(referral  area  150,000),  Progressive,  family- 
oriented  community  with  strong,  diversified 
economy;  excellent  schools  Social  and 
recreational  opportunities  abound  Modern 
hospitals.  Shared  call;  excellent  income  and 
benefits;  early  partnership 

FORT  WORTH,  TEXAS 

Medical  staff  in  well  established  metroplex 
hospital  seeks  BE/BC  pediatrician  to  establish 
nucleus  of  single  specialty  group  Solo  prac- 
tice option  also  available.  Competitive  incen- 
tive package  from  hospital  and  medical  staff 
support  will  be  offered  to  qualified  candidates 


PULMONARY  MEDICINE 


WEST  TEXAS 

Five  man  group  of  American  trained,  board 
certified  internists  seeks  compatible 
pulmonary  medicine  associate.  Community  of 
100,000-1-  Office  adjacent  to  modern 
250-bed  hospital.  Shared  call,  excellent 
income  and  benefits.  Full  associate  status  in 
second  year 


DIAGNOSTIC  RADIOLOGY 


NORTH  CENTRAL  TEXAS 

Medical  staff  and  hospital  located  in  attrac- 
tive rural  community  90  miles  from  Fort  Worth 
(population  15,000)  seek  BC/8E  radiologist  to 
perform  full  range  of  diagnostic  radiology, 
ultrasound  and  nuclear  medicine.  Area  known 
for  recreational  activities,  e g hunting,  fishing 
and  fresh  water  diving  Generous  incentive 
package  is  available  to  qualified  physician. 


RHEUMATOLOGY 


NORTHEAST  TEXAS 

Medical  staff  of  regional  medical  center  seeks 
board  certified  rheumatologist  to  establish  ser- 
vice in  referral  area  of  at  least  150,000,  Refer- 
rals from  six  orthopedic  surgeons  and 
approximately  90  other  physicians  in  the  com- 
munity. Strong  economy,  excellent  schools; 
many  recreational  and  social  opportunties. 
Modern  hospitals  Generous  incentive  pack- 
age, to  qualified  physician. 
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OPPORTUNITIES  AVAILABLE 


Academic/Government 

Family  Practice  Faculty  Position  Available — South  Texas 
Family  Practice  Residency  Program.  McAllen,  Texas,  is  ex- 
panding and  seeking  a board-  certified  family  physician  for  it's 
newly  created  faculty  position.  Responsibilities  include  teach- 
ing and  supervision  of  family  practice  residents  and  medical 
students  (including  obstetrics)  both  in-patient  and  clinic.  Com- 
munity based  program  affiliated  with  the  University  of  Texas 
Health  Science  Center  in  San  Antonio.  Full  appointment — 
Department  of  Family  Practice.  Attractive  salary  and  benefit 
package.  Send  CV  and  inquiry  to:  Juan  Jose  Trevino,  MD,  Di- 
rector, South  Texas  Family  Practice  Residency  Program,  205 
E-  Toronto,  McAllen.  Texas  78503.  Women  and  Minorities  en- 
couraged to  apply. 


Emergency  Medicine 

Needed:  Emergency  physicians.  North  Central  Texas  area, 
full  and  part-time.  For  an  ^plication  call  817  336-8600  or 
write  Emergency  Medicine  Consultants,  PA;  1525  Merrimac 
Circle.  Suite  107,  Fori  Worth,  Texas  76107. 

Emergency  Physician — Local  Houston  ER  group  needs  ex- 
perienced ER  physician.  Fee-for-service  with  guarantee. 
Contact  Greater  Houston  Emergency  Physicians  Associates. 
P O.  Box  7445.  Houston,  Texas  77248;  713  869-6235. 

San  Angelo — Outstanding  opportunity  in  minor  emer- 
gency/family practice  clinics.  Guaranteed  $100,000  tor  4-day 
week.  13  hr.  days,  50  weeks/year.  Profit  sharing  above  guar- 
antee. Contact  Wayne  Williams,  MD,  915  942-8611,  Sham- 
rock Clinics,  4208  College  Hills,  San  Angelo,  Texas  76904. 

Texas:  Emergency  Medicine,  Oallas/Fort  Worth  and  East 
and  West  Texas — Full-time  and  part-time  positions  available 
with  EmCare,  a progressive  physician-oriented  group  com- 
mitted to  excellence  in  emergency  medicine.  Opportunities  in- 
clude staff  and  directorship  positions,  in  high  volume.  Level  1 
Trauma  Centers,  as  well  as  smaller  community  hospitals.  We 
offer  very  desirable  geographic  locations  including  the  Dallas/ 
Fort  Worth  area.  East  Texas,  Amarillo,  Greenville.  Abilene, 
Houston/Galveston,  Longview  and  Athens.  Competitive  com- 
pensation rates  range  from  $86,000  to  $200,000  annually. 
Positions  are  also  available  lor  primary  care  physicians  in 
clinic  settings  in  Amarillo,  and  the  Dallas/Ft.  Worth  area.  Con- 
tact Anne  Reese  or  Kay  Brienzi,  EmCare,  Inc.,  1717  Mam 
Street.  Suite  5200,  Dallas,  Texas  75201;  800-527-2145  or 
214  761-9200. 


TEXAS  MEDICUS,  P.A. 
HOUSTON,  DALLAS  & NORTH  TEXAS 

Texas  Medicus  is  currently  seeking 
physicians  interested  in  emergency 
medicine  positions  throughout  Texas. 

If  interested  please  call 
1-800-486-3763 


17-physician  multi-specialty  group  need  services  ot  an 

experienced  physician  to  do  2 to  4 nights  a week  of  emer- 
gency room  duty  in  a small  to  medium  sized  emergency  room. 
Most  weekends  off.  Excellent  guaranteed  salary  and  benefits. 
Relocation  allowance  available.  Please  send  CV  to:  Malone 
and  Hogan  Clinic,  Personnel  Department,  1501  West  11th 
Place.  Big  Spring,  Texas  79720,  or  call  Susan  Hawkins,  Di- 
rector of  Personnel,  91 5-267-6361 . 

TEXAS:  Full-time  and  part-time  emergency  department 
positions  available  at  224  bed  hospital.  Recreational  area 
north  of  Dallas.  Excellent  compensation  including  malpractice 
insurance.  Benefit  package  available  to  full-time  physicians. 
Contact:  Emergency  Consultants,  Inc.,  2240  S.  Airport  Blvd, 
Room  29.  Traverse  City,  Ml  49684;  1-800-253-1795  or  in 
Michigan  1-800-632-3496. 

ER  Physicians  Needed — Private  practice,  Fee-for-Service, 
24-hour  emergency  room,  10  patients  per  day  average.  Con- 
tact: Administrator.  Mansfield  Community  Hospital,  1802 
Hwy.  157  N,  Mansfield.  TX  76063. 

Emergency  Room  Physician — Charming  South  West  Loui- 
siana location — 3 doctor  Group  needs  an  associate.  220-bed 
hospital/level  2 trauma  center.  Liberal  income  and  benefit 
package.  Health  Care  Specialties  Group — 2600  North  Loop 
West — Suite  620,  Houston,  Texas  77092.  Call  Dr.  Bush  713 
683-2931. 


Family/General  Practice 

Excellent  opportunity  for  family  practitioner  in  Hamlin, 
Texas,  a community  of  over  3,000  population  with  a large 
drawing  area.  Modern  clinic  and  well  equipped  twenty-five 
bed  hospital.  Unique  compensation  package.  Enjoy  a more 
relaxed  life  style  in  West  Texas.  Contact:  Chuck  Latham,  Ad- 
ministrator, Hamlin  Memorial  Hospital.  P.  O.  Box  387,  Hamlin, 
Texas  79520;  915  576-3646. 

offer  you 
options.” 

□ LOCUM  TENENS 

□ PRACTICE  TRIALS 

CAREER 
PLACEMENTS 


The  PRN 

Physicians 

of  Texas 
1-800-531-1122 

Member:  Interim  Physicians  Network^'^ 


Well-established  reputable  multispecialty  clinic  is  seek- 
ing a family  practice  physician,  preferably  American  gradu- 
ate. Clinic  located  in  a thriving  industrialized  area  30  minutes 
from  Houston  and  15  minutes  from  Galveston.  Close  prox- 
imity to  excellent  educational  facilities,  universities,  colleges 
and  recreational  areas.  May  begin  immediately.  Excellent  sal- 
ary, income  proportional  to  effort.  Please  forward  C.V.  or  con- 
tact Dr.  Cochrane,  Beeler-Manske  Clinic,  P,  0.  Box  3333, 
Texas  City.  Texas  77592-3333;  409  948-8521  (Collect). 

Family  Practice  Physician — Full  or  part  time — To  join  seven 
member  group  operating  one  clinic.  For  details,  submit  re- 
sume to:  San  Benito  Medical  Associates,  Inc.,  351  N.  Sam 
Houston,  San  Benito,  TX  78586,  5t2  399-2443— ATTN; 
Thomas  S.  LaMotte. 

Family  Practitioner — Third  FP  to  join  two  young  BC  col- 
leagues in  SE  Texas.  120  miles  from  major  metro  city.  Modern 
expanding  66  bed  hospital  with  skilled  nursing  facility.  Nestled 
in  Texas  Hill  Country,  offers  outstanding  fishing  and  hunting. 
For  more  info,  please  call  Cheryl  Brocerick  at  1 -800-221-4762 
or  collect  at  508-688-9063. 

Family  Practice — BC/BE  private  practice  opportunities  avail- 
able throughout  eleven  Texas  towns — North,  Central  and 
South  Texas,  Dallas-Fort  Worth  and  Houston  areas.  No  cost 
or  obligation  associated  with  any  inquiry.  For  more  informa- 
tion, send  your  C.V.  to  Anita  Patterson,  HealthTrust,  Inc., 
4525  Harding  Road,  Nashville,  TN  37205  or  call  1-800- 
825-3463. 

Family  Practice:  Needed  board  certified  or  board  eligible  to 
join  six  family  practitioners  and  a general  surgeon  in  the  lower 
Rio  Grande  Valley  contiguous  to  the  Texas  Gulf  Coast.  No  OB 
required.  Guarantee  plus  productivity,  extensive  benefit  pack- 
age. Reply  Ad  Box  #761,  TEXAS  MEDICINE,  1801  N.  Lamar, 
Austin,  TX  78701 . 

Locum  Family  Practice  Physicians  for  Aug.  ‘90— Near 
North  Side  area,  5 days  & Saturday  morning.  40-43  hrs.  Sal- 
ary negotiable.  Call  Mary  at  713  694-3177  or  713  694-5092. 

PGY  II  Position  in  Family  Practice:  Texas  Tech  University 
Health  Sciences  Center  Family  Practice  Residency  at  Lub- 
bock, Texas  has  a PGY  II  opening  for  July  1,  1990  or  Jan.  1, 
1 991 . A unique  combination  of  facilities  offers  the  best  educa- 
tional opportunities  available  at  both  university  and  commu- 
nity hospitals.  Quality  of  education  and  flexibility  to  meet  in- 


FAMILY PRACTICE 
OPPORTUNITIES 

• Several  Practice  Alternatives 

• Income  Guarantees 

• Excellent  Referral  Program 

• Physician  Enhancements 

CONTACT: 

JERRY  WEISSMAN 
CHARTER  SUBURBAN  HOSPITAL 
1011  N.  GALLOWAY 
MESQUITE,  TX  75149 
1-800-447-1425 


dividual  and  family  considerations  are  stressed.  Contact: 
C.H.M.  Jacques,  M.D.,  Ph  D.,  Program  Director.  Department 
of  Family  Medicine,  Texas  Tech  University  Health  Sciences 
Center,  Lubbock,  Texas  79423;  phone:  806  743-2770. 

PGY-II  Position — Juiy  1990.  The  John  Peter  Smith  Hospital 
family  practice  program  in  Fort  Worth,  Texas  affords  the  op- 
portunity to  learn  cesarean  sections,  flexible  sigmoidoscopy, 
colposcopy,  vasectomies,  and  other  procedures.  Second  year 
openings  are  available  in  July  1990.  Please  write  to:  Physi- 
cian Services,  John  Peter  Smith  Hospital,  1500  South  Main 
Street,  Fort  Worth,  Texas  76104;  or  telephone  817  927-1173; 
or  FAX  817  923-0718 

Primary  Care  Doctors  Needed  Immediately  for  Dallas/Fort 
Worth  area,  Houston  and  Austin  areas  and  other  desirable  lo- 
cations in  Texas.  For  further  information  contact:  Jerry  Lewis, 
The  Lewis  Group.  1227  N.  Valley  Mills,  Suite  200,  Waco,  TX 
76710.  1-800-666-1377. 

Bilingual  Associate.  Generalist  or  Internist — needed  for 
established,  fully-equipped  general  practice  in  North  Fort 
Worth.  Potential  for  expansion  and  eventual  take  over.  Call 
817  626-1993. 

Family  Practice — Central  Louisiana — 300-bed  hospital  in 
150,000  drawing  area.  Complete  practice  set  up  and  support. 
Malpractice  insurance,  $100,000  guarantee.  Health  Care 
Specialties  Group — 2600  North  Loop  West,  Suite  620 — 
Houston,  Texas  77092.  Call  Dr.  Bush  at  713  683-2931. 


Internal  Medicine 

Expanding  17-physician  multi-specialty  group  has  excel- 
lent opportunity  for  an  Internist.  We  offer  a high  first-year  sal- 
ary in  addition  to  benefits  with  no  first-year  expenses.  If 
interested,  send  CV  to  Malone  and  Hogan  Clinic,  1501  West 
1 1th  Place,  Big  Spring.  TX  79720  or  call  Susan  Hawkins,  Di- 
rector of  Personnel  at  1-800-262-6361. 

Internist  Wanted — to  share  active  practice.  No  investment 
required.  Benefits  and  partnership  opportunity.  Alameda  Mall- 
Clear  Lake  Area,  Houston,  TX  Send  resume  to:  Medical  Prac- 
tice, P.  O.  Box  750574,  Houston,  TX  77275-0574. 

Lucrative  practice  opportunity  for  internist  who  enjoys 
rural  lifestyle.  Excellent  hospital,  peer  association  and  quality 
of  life.  Competitive  start  up  compensation  package  including 
an  income  guarantee,  malpractice,  relocation  reimbursement 
and  more!  Please  call  Lonnie  Belden  collect  at  (719) 
637-4322  or  write  to  E.G.  Todd  Associates,  1670  North  New- 
port Road.  Suite  300D,  Colorado  Springs,  CO  80916. 

Internist — Southeast  Texas,  90  minutes  from  Houston. 
Busy  2 doctor  group  in  350,000  drawing  area  needs  an  asso- 
ciate. Attractice,  excellently  equipped  offices.  Liability,  health 
and  disability  insurance,  $100,000,  net  income.  Health  Care 
Specialties  Group,  2600  North  Loop  West,  Suite  620 — Hous- 
ton. Texas  77092.  Call  Dr.  Bush  at  713  683-2931. 

Internists  (2) — South  Central  Texas,  major  city.  Outstanding 
practice  setting,  excellent  income  guarantees,  malpractice, 
office  space  and  support.  Health  Care  Specialties  Group — 
2600  North  Loop  West,  Suite  620 — Houston,  Texas  77092. 
Call  Dr.  Bush  at  713  683-2931. 


Obstetrics/Gynecology 

Dallas  Suburb:  Excellent  opportunity  exists  for  Gynecologist 
looking  for  quality  practice  with  long  term  growth.  Planned 
Women's  Center  in  two  years.  Competitive  financial  package. 
For  confidential  Inquiry,  contact:  Jerry  Weissman,  Charter 
Suburban  Hospital,  1011  N.  Galloway,  Mesquite,  TX  75149, 
1-800-447-1425. 


Te.xas  Medicine 


Orthopedics 

Orthopedic  Surgery — BC'BE,  private  practice  opportunities 
available  in  and  around  Dallas-Ft,  Worth  and  Houston.  Texas. 
Variety  of  practice  options.  No  cost  or  obligation  associated 
with  any  Inquiry.  For  immediate  referral,  send  your  C.V.  to 
Anita  Patterson.  HealthTrust.  Inc..  4525  Harding  Road. 
Nashville.  TN  37205  or  call  1 -800-825-3463.  24-hour  number 

If  you  are  Interested  in  a lucrative  orthopaedic  practice  in 

a community  with  a well  managed,  up-to-date  hospital,  a 
qualified  and  supportive  medical  staff,  and  a competitive  start 
up  compensation  package,  please  call  Lonnie  Belden  collect 
at  (719)  637-4322  or  write  to  E.G,  Todd  Associates.  1670 
North  Newport  Road.  Suite  300D.  Colorado  Springs.  CO 
80916 


Pediatrics 

Pediatrician — Vacation  area  near  the  ocean  and  Mexico 
Enjoy  practice  in  a modern,  spacious,  custom  built  clinic  with 
lab.  x-ray.  Pleasant  hours,  good  beginning  salary,  ownership 
possible.  Contact  Adele  Bromiley.  MD.  2335  Central  Blvd.. 
Brdwnsville.  TX  78520:  512  546-3126. 


Radiology 

Expanding  17-physician  multi-specialty  group  has  excel- 
lent opportunity  for  a Radiologist  in  West  Texas  community  of 
25.000.  We  offer  a competitive  guaranteed  salary  with  no  first 
year  expenses  in  addition  to  benefits.  Moving  allowance  also 
available.  Send  CV  to:  Malone  and  Hogan  Clinic.  Personnel 
Department.  1501  West  11th  Place,  or  call.  Susan  Hawkins. 
Director  of  Personnel.  1-800-262-6361. 

Lucrative  practice  opportunity  for  radiologist  who  enjoys 
rural  lifestyle.  Excellent  hospital,  peer  association  and  quality 
of  life.  Competitive  start  up  compensation  package  including 
an  income  guarantee,  malpractice,  relocation  reimbursement 
and  more!  Please  call  Lonnie  Belden  collect  at  (719) 
637-4322  or  write  to  E G.  Todd  Associates.  1670  North  New- 
port Road.  Suite  300D.  Colorado  Springs.  CO  80916. 


Other  Opportunities 

Positions  Available-Seeking  BC'BE.  general  internist. 
HEM/ON.  PS.  endocrinologist  to  join  an  established  multi- 
specialty  (non-prepaid)  clinic  in  South  Central  Texas.  Contact 
Leroy  W.  Kitch.  Administrator.  Skinner  Clinic.  124  Dallas 
Street.  San  Antonio.  Texas  78205. 

We  have  full  and  part-time  locum  tenens  opportunities 
available  in  all  specialties  with  guaranteed  incomes  and  paid 
malpractice.  For  more  information,  contact  John  Smith. 
Locum  Tenens.  Inc.  (A  Division  of  Jackson  and  Coker),  400 
Perimeter  Center  Terrace.  Suite  760  TMLT9.  Atlanta.  GA 
30346.  telephone  1-800-544-1987. 

South  Texas  Uultispecialty  Group — 10  physician  group  in 
San  Antonio.  Excellent  practice  opportunities  for  BC'BE  phy- 
sicians; OBG.  pediatrics.  FP  Well-established  25  year  old 
practice  rapidly  expanding  into  multispecialty  group  due  to  in- 
creased patient  base.  Design  award-winning  new  facility 
offering  complete  lab.  x-ray.  family  practice,  general  surgery, 
cardiology.  PM  & R.  and  ophthalmology  services  already  es- 
tablished. Texas  licensed  and  Medicare  certified  out-patient 
surgery  center  on  site.  Enlarging  present  facility  and  will  open 
satellite  office  in  future.  Guaranteed  salary  and  competitive 
benefits  including  professional  liability,  administrative  and 
staff  support,  affiliation  with  large  community  hospitals,  and 
call  sharing  opportunities.  Requires  well-rounded  abilities  in 
both  out-patient  and  hospital  practice.  Dedication  to  high 
quality,  excellent  patient  empathy  and  communication  skills 
mandatory.  Leadership  skills  and  entrepreneurial  interest  in 
practice  desirable.  Tremendous  growth  potential.  Send  CV 
references  and  current  photo  to  Cyndi  Padilla.  Administrator. 
Gonzaba  Medical  Group.  720  Pleasanton  Road.  San  Antonio. 
Texas  78214. 

General  Surgeon — Board  Certified,  sought  to  establish  pri- 
vate practice  associated  with  99-bed  hospital  in  West  Texas 
town  of  12.000  plus.  Income  guarantee  and  other  financial  in- 
centives are  available.  Contact:  Thomas  R.  Hochwalt.  CEO. 
Cogdell  Memorial  Hospital.  Cogdell  Center.  Snyder.  TX 
79549;  915  573-6374. 

We  have  Texas  opportunities  in  all  primary  care  specialties, 
excellent  quality  of  life  and  compensation.  Reply  with  C/V  to: 
Medical  Support  Services.  8806  Balcones  Club  Dr..  Austin. 
TX  78750;  Office  1-800-288-7420.  24  Hr.  Fax  512-331-6741. 

Expanding  17-physiclan  multi-specialty  group  has  excel- 
lent opportunity  for  an  Anesthesiologist.  We  offer  a high  first- 
year  salary  in  addition  to  benefits  with  no  first-year  expenses. 
If  interested,  send  CV  to  Malone  and  Hogan  Clinic.  1501  West 
1 1th.  Big  Spring.  TX  79720  or  call  Susan  Hawkins.  Director  of 
Personnel,  at  1-800-262-6361. 


EXCELLENT  PRACTICE  OPPORTUNITY. 

Two  physician  practice  looking  tor  third 
partner  in  Bryan/College  Station,  Texas. 
Population  approximately  100,000  with 
drawing  area  of  250,000.  Send  curriculum 
vitae  to  Central  Texas  Heart  Center,  1301 
Memorial  Drive,  Bryan,  Texas  77802. 


To  care  for  him  who  shall  have 
borne  The  Battle. 

—A.  Lincoln 

SERVE  YOUR  COUNTRY... 

by  joining  the  Department  of 
Veterans  Affairs  (VA)  Medical 
Center,  Big  Spring,  Texas. 

We  have  current  openings  for... 

• Chief,  Medical  Service 

• Chief,  Rehab  Medicine 

• Cardiologist 

• Internist 

• Pulmonologist 

• Psychiatrist 

• Psychologist 

OUR  MEDICAL  CENTER.. 

Is  a 249-Bed  GM&S,  rehabilitation, 
psychiatric,  and  nursing  home  facility 
affiliated  with  Texas  Tech  University 
School  of  Medicine. 

TO  APPLY  OR  GET  MORE 
INFORMATION...CALL  OR  WRITE 
MR.  SINCLEAIR,  PERSONNEL 
OFFICER  (05-S)  VA  MEDICAL 
CENTER,  BIG  SPRING,  TX  79720. 
PHONE  (915)  263-7361,  EXT  7010  OR 
(915)  264-4822.n2 


Cardiologist — Invasive/Non-invasIve  BC/BE  to  join  two  BC 
cardiologists  located  in  southwest  Houston.  Good  salary, 
fringe  benefits,  partnership  after  two  years.  Send  CV  to  P. 
McKenzie.  7737  Southwest  Fwy..  Suite  900.  Houston.  TX 
77074. 

Occupational  Medicine — Energy  company  has  full-time 
position  for  Clinic  Director  for  BC'BE  physician  in  the  Lake 
Charles.  LA  area.  We  are  seeking  a motivated  physician  with 
good  communication,  clinical,  and  administrative  skills.  Bene- 
fits package  is  competitive.  Send  CV  to:  Medical  Director. 
POB  2197-MA1026.  Houston,  TX  77252. 


WANTED: 

Physician  willing  to  establish  a practice  of 
family  medicine,  who  is  willing  to  relocate 
to  the  Texas  Panhandle  Area.  Nice  office 
space  and  guaranteed  financial  package  is 
available.  Practice  is  located  in  Spearman, 
Texas  which  is  the  county  seat  of  Hansford 
County. 

Agriculture,  oil  and  ranching  are  the  primary 
industries.  The  school  system  is  excellent  and 
the  quality  of  life,  particularly  for  a family  is 
excellent. 

If  interested  send  C.V.  or  call  Albert 
LaRochelle,  Hospital  Administrator, 
Hansford  County  Hospital,  707  S.  Roland, 
Spearman,  TX  79081.  Phone  806-659-2535. 


College  Station — A Gastroenterologist  is  needed  to  estab- 
lish private  practice  here  in  offices  next  to  our  new  100-bed 
hospital.  Generous  financial  assistance.  For  more  information 
send  your  CV  to:  Gordon  Crawford,  Manager,  Professional 
Relations.  Dept.  II-6A,  500  West  Main  Street,  Louisville.  KY 
40201-1438  Or  call  TOLL-FREE  1-800-626-1590. 

Greater  Houston — ENT  needed  to  establish  practice  next  to 
our  191 -bed  hospital  in  Baytown,  20  miles  east  of  Houston. 
Unlimited  potential,  referrals  going  to  Houston.  Six  figure  in- 
come guarantee,  marketing  support  and  other  amenities.  For 
more  information  send  CV  to:  manager.  Professional  Rela- 
tions, Humana  Inc.,  Dept.  11-6,  500  W.  Main  Street,  Louisville, 
KY  40201-1438  Or  call  TOLL-FREE  1-800-626-1590. 


Correctional  Facilities-Several 
locations,  full-time  Physicians,  63K-84K, 
Psychiatrist  82K-129K.  Excellent 
Benefits,  Texas  Lie.  Huntsville,  Rusk, 
Gatesville,  Palestine,  Amarillo,  Marlin, 
Houston  area.  Inquiries:  TDC,  Bx  99 
Pers.  Annex,  Huntsvilie,  TX  77342 
(409)  294-2755, 


Excellent  opportunity  in  rapidiy  growing  Houston,  Texas 

Medical  Industrial  Practice  lor  one  eligible  Family  Practitioner, 
one  Occupational  Medicine  Specialist,  one  Orthopedic  Sur- 
geon and  one  Neurologist,  Competitive  salary  and  company 
car  (Porsche  911).  Please  send  C.V,  to  the  attention  of  Mal- 
colm C Emmens  at  P O Box  8763,  Houston,  Texas  77249  or 
call  713  880-9191. 


PRIVATE  PRAaiCE  OPPORTUNITIES 

(in  ail  specialties) 

Texas  & Sunbelt  States 


Call  1-800-284-4560 


Houston  785-3722 
or  send  CV:  11140  Wesfheimet 
Suite  144 

Houston,  TX  77042 


Reuben 
B r o n s t e i n 

& Associates 


OPPORTUNITIES  SOUGHT 

A Board  Certified  physician  with  TEXAS  licensure  seeks  to 
join  an  internal  or  general  medicine  practice,  in  and  around 
Clear  Lake  area;  Buy-in  or  salaried.  Reply  to:  Ad  Box  #763, 
TEXAS  MEDICINE.  1801  N.  Lamar.  Austin.  TX  78701. 


WANTED/HOBBIES 


$10,000  for  Old  Lionel  Trains  m excellent  condition.  H R 
Safford,  III.  M.D.  2005  Franklin  #550,  Denver,  CO  80205.  303 
837-0912  (9a-4p)  or  761-8899  (7-9p). 


VACATIONS 


Luxurious  Rafting  Vacations — 2 to  6 day  deluxe  adven- 
tures on  the  Snake  River — Grand  Meals — Elegant  Camps — 
Fantastic  Fishing— NO  PHONE/NO  PAGERS'  Idaho  Afloat, 
P.O.  Box  542.  Grangeville,  ID  83530  (208)  983-2414 


FOR  SALE  OR  LEASE 


Medical  Equipment 

Ultrasounds — Linear.  Sector  and  Dual.  X-ray,  cell-counters 
(QBC),  chemistry  aniyz,  fiber-optic  scopes  and  much,  much 
more,  MedExchange  214  824-5040  FAX  214  823-9428, 
Buy’Sell’Service. 


Office  Space 

For  sale  or  lease:  4000  sq.  foot  medical  office  building  Seton 
vicinity  . . . Austin  Retina  Associates.  Call  512  451-0236. 


Practices 

Selling  Your  Practice?  We  offer  on-site  appraisals,  practice 
brokerage,  physician  recruiting,  and  partnership  buy-in  ser- 
vices. We  can  help  you  make  the  right  decisions.  For  a free 
brochure,  call  or  write;  Practice  Dynamics.  P.  0.  Box  821398, 
Houston,  Texas  77282:  713  531-0911  or  1-800-933-0911. 

Very  active  family  practice  for  sale — Retiring  after  30 
years,  same  location.  Located  in  town  of  25.000-75  miles 
north  of  Dallas.  200  bed  hospital  with  excellent  consultants  in 
all  fields.  Terms  flexible.  Will  introduce  to  patients.  Contact  Ad 
Box  #741,  TEXAS  MEDICINE,  1801  N.  Lamar,  Austin,  TX 
78701 

Well-established  solo  OB-GYN  practice  In  Central  Texas 
(university  community).  600,000  collections,  no  Medicaid, 
excellent  coverage.  Office  for  sale  or  lease.  Will  introduce  to 
the  best  patients  in  Texas.  Loyal  staff  will  remain  with  practice 
if  desired.  Contact  Ad  #751 , Texas  Medicine,  1801  N.  Lamar, 
Austin,  TX  78701 , 

Houston.  Rare  Opportunity.  Well-established  phlebology 
practice.  Exclusively  treating  varicose  veins  nonsurgically. 
High  income,  office  only.  Easily  learnt  ( I will  teach  ).  Compat- 
ible with  other  specialties.  Contact:  Ad  Box  #756.  TEXAS 
MEDICINE,  1801  North  Lamar,  Austin,  TX  78701. 
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FAMILY  PRACTICE 

T-1129-A  FP  - Associate  position  with 
partnership  potential  near  Tyler,  Texas. 
Extensive  cross  coverage  available  in  this 
lucrative,  well-established  practice  that 
offers  a liberal  compensation  package  with 
all  costs  covered. 

T-1129-B  FP  - Solo  practice  near  Tyler, 
Texas,  in  new  3,800  sq.  ft.  building  to  be 
completed  in  the  fall  of  1990.  All  set-up 
costs  provided,  excellent  cross  coverage, 
no  OB  or  inpatient  responsibilities.  Very 
competitive  compensation  for  this  no-risk 
opportunity. 

T-1120  FP  - Dallas  suburb  offers  family 
practice  associate/partnership  opportunity 
to  a BE/BC  candidate  who  seeks  no  OB, 
excellent  third-party  reimbursement  in  a 
rapidly  expanding  affluent  area. 

T-1125  OCC/MED  - Group  family  prac- 
tice in  OCC/MED  seeks  physician  to  join 
their  successful  outpatient  clinic  that  of- 
fers regular  hours  with  no  evenings  or 
weekends.  Excellent  salary  and  incentives, 
located  in  Amarillo,  Texas. 

T-1125  FP/EM  - Modem  urgent  care  cen- 
ter in  an  affluent  area  of  Amarillo,  Texas, 
needs  family  practice/emergency  medi- 
cine physician.  This  highly  successful  prac- 
tice offers  salary  and  incentives,  no  ER  or 
hospital  call,  no  Medicaid,  and  regular 
hours. 

T-960  FP  - Family  practice  group  in  large 
multispecialty  clinic,  adjacent  to  240-bed 
hospital,  needs  family  practitioner  to  Join 
their  thriving  practice.  Premium  compen- 
sation and  bonus  incentives.  Located  in 
community  of 90,000  in  west  central  Texas. 

T - 1028  FP  - Excellent  family  practice  op- 
portunities in  a beautiful  southwest  Texas 
city  of  40,000.  OB  is  preferred  since  cov- 
erage is  provided  by  5 other  family  practi- 
tioners and  malpractice  premiums  are  very 
reasonable.  Guaranteed  income  and  bene- 
fits being  offered. 

T-1061  FP  - Premier  5-person  family 
practice  group  seeks  physician  tojoin  their 
highly  successful  practice  that  offers  very 
competitive  income  and  unlimited  pro- 
ductivity incentives.  Nearby  prestigious 
360-bed  hospital  fully  supports  the  needs 
of  this  expanding  group  clinic  located  in 
Amarillo,  Texas. 

T-1061-A  FP  - 2 well-established  family 
practitioners  each  seeking  associates  to 
eventually  become  partners  in  their  suc- 
cessful, growing  practices.  Excellent  third- 
party  reimbursement,  balanced  patient  mix, 
competitive  income  guarantee  and  incen- 
tive plan  offered  in  Amarillo. 

Recruitment  • Planning  • Consulting 


T-1056  FP  - Solo  or  partnership  family 
practice  position  available  in  an  affluent 
community  located  1 hour  southwest  of 
Houston.  A fully  equipped,  modem  prac- 
tice suite  is  connected  to  the  60-bed  re- 
gional medical  center.  Guaranteed  income 
and  excellent  cross  coverage. 

1137  FP  - Family  practice  position  avail- 
able in  northern  suburb  of  Fort  Worth. 
Texas,  in  well-established  clinic  that  is 
expanding. 

Call  Andy  .Johns 


HOSPITAL-BASED 


Physical  Medicine  & 
Rehabilitation 

T-l  125  PM&R  - New  60-bed  acute  rehab 
center  to  open  in  June  ’90  in  Panhandle 
area  of  Texas.  There  is  a designated  head 
injury  and  spinal  cord  area.  State-of-the-art 
facility  - Easy  Street  concept,  new  gym  and 
pool.  Physiatrist  will  Join  a well-estab- 
lished physiatrist  at  the  center.  EMGs  open 
- outstanding  practice. 

Call  Susan  Panther 


INTERNAL 

MEDICINE 


T-Z  1042 IIM- Corpus  Christi-BC  general 
internist  seeks  BE/BC  internist  to  assume 
practice  of  retiring  partner  by  July  1990. 
Highly  desirable  coastal  area  of  230,000 
serving  a population  base  of  over  350,000. 
Flexible  financial  arrangements  including 
paid  relocation  expenses. 

Call  Kevin  Duffy 

T-1125  IM  - Northwest  Texas  - An  excel- 
lent opportunity  for  a BE/BC  internist  to 
Join  a well-established  group  located  in 
northwest  Texas.  Associate  with  five  (5) 
prominent  physicians  - three  (3)  internists, 
one  ( 1 ) pulmonologist,  and  one  ( 1 ) endo- 
crinologist. Highly  competitive  first-year 
guaranteed  income/benefit  package  which 
includes  a productivity  incentive  and  leads 
to  full  partnership. 

Call  Wes  Gardner 


MEDICINE 

SUBSPECIALTIES 


Cardiology 

T-1097  CD  - Houston  - Two  very  busy  and 
well-established  invasive/non-invasive  car- 
diologists affiliated  with  a 905-bed  hospi- 
tal system  seek  an  associate.  Residence  is 


in  a community  with  all  the  cultural  and 
educational  amenities  afforded  most 
major  cities,  plus  a bonus  of  prime  resi- 
dential and  recreational  areas. 

Call  Wes  Gardner 

Nephrology 

T-1125  NEPH  - Northwest  Texas  - Op- 
portunity for  a BE/BC  nephrologist  to  set 
up  a hospital-based  private  practice  with 
an  academic  appointment  in  Amarillo, 
Texas.  This  will  be  a full-time  appoint- 
mentatTexasTech  University  School  of 
Medicine.  Highly  competitive  salary/ 
benefit  guarantee  the  first  year  with  ex- 
cellent income  in  subsequent  years. 

Call  Wes  Gardner 

Oncology 

1136  ONC  - West  Texas  - Prominent, 
well-respected  oncologist  located  in  a 
community  of  200,000,  serving  approxi- 
mately one  million,  seeks  BE/BC  associ- 
ate/partner. Affiliation  with  a modem, 
progressive  715-bed  hospital  including 
an  outpatient  cancer  treatment  center. 
Hospital  offers  all  state-of-the-art  equip- 
ment and  full  radiation  therapy  services. 
Excellent  and  highly  competitive  salary 
compensation  and  benefits  leading  to  full 
partnership. 

962  ONC  - Twenty  minutes  from  DEW 
airport.  An  excellent  opportunity  exists 
for  an  oncologist  or  hematologist/oncolo- 
gist to  establish  practice  in  a lovely  com- 
munity of  250,000  adjacent  to  Dallas/Ft. 
Worth.  This  opportunity  offers  affiliation 
with  a progressive  214-bed  hospital  that 
will  provide  an  excellent  income  guaran- 
tee and  cross-coverage  arrangements. 
Downtown  Dallas  is  30-40  minutes  away 
and  Ft.  Worth  is  only  20  minutes  away. 

Call  Rita  Mullins 

Pulmonology 

T-1077  PUL  - Coastal  Texas  - An  excel- 
lent opportunity  exists  for  a BE/BC  pul- 
monologist to  Join  a busy,  well-estab- 
lished group  located  in  suburban  Hous- 
ton. There  is  a built-in  referral  base  due  to 
affiliation  with  a prestigious  expanding 
multispecialty  group  represented  by  the 
following  specialties:  cardiology,  family 
practice,  gastroenterology,  infectious 
diseases,  internal  medicine,  rheumatol- 
ogy and  surgery.  Primary  hospital  affili- 
ation with  a 580-bed  full-service  facility 
featuring  a combined  32-bed  ICU/CCU, 
complete  pulmonary  function  lab,  exer- 
cise testing  and  state-of-the-art  equip- 
ment. 

Call  Wes  Gardner 

Call  toll  free 


Physician  Services 

(or  AMERICA) 


Radiation  Oncology 

'I'-l  136R/0  - West  Texas  - Excellent  pri- 
vate practice  opportunity  for  a radiation 
oncologist  to  take  over  a well-established 
practice  based  at  a 637-bed  tertiary  hospi- 
tal. This  practice  has  .SOO-bOO  new  cancer 
consults  annually  and  treats  35-40  patients 
per  day. 

Radiology 

T-1134R  - Dallas  Area  - Radiologist 
needed  for  busy  practice  at  a 49-bed 
community  hospital  approximately  35 
miles  from  Dallas.  Services  include  CT, 
angiography,  ultrasound  and  nuclear 
medicine. 

Call  Anita  Bowles 


OB/GYN 


T.I021  OB/GYN . West  Texas  - 28-mem- 
ber  multispecialty  group  seeks  a fourth 
OB/GYN  associate.  Community  of  ap- 
proximately 1 00,000;  office  building  situ- 
ated directly  adjacent  to  modem  and  pro- 
gressive 240-bed  hospital.  Extremely  com- 
petitive financial  package  with  full  part- 
nership at  the  end  of  the  first  year. 

T-1025  OB/GYN  - Houston  Area  - 40- 
bed  hospital  situated  in  a community  of 
approximately  1 5,000,  with  a service  area 
population  of  35,000,  seeks  a BE/BC  ob- 
stetrician. Cross  coverage  and  potential 
association  is  available  with  existing  OB/ 
GYN;  30  minutes  access  to  the  beautiful 
Gulf  of  Mexico.  Attractive  financial  pack- 
age with  tremendous  future  growth  poten- 
tial. 

T-1107  OB/GYN  - Houston  Area  - 60- 
bed  hospital  situated  in  a community  of 
approximately  1 8,000  seeks  a BE/BC  OB/ 
GYN  to  establish  new  independent  prac- 
tice with  phenomenal  immediate  growth 
potential.  Attractive  financial  package 
provided  with  cross  coverage  available 
locally.  Inside  45  minutes  to  Houston. 

T-1120  OB/GYN  - Dallas  Area  - 50-bed 
hospital  located  approximately  25  min- 
utes from  downtown  Dallas  seeks  two  BE/ 
BC  OB/G  YNs.  Community  of  1 5,000  with 
a service  area  population  of  25,000.  Pres- 
tigious university  ho.spital  affiliation.  Com- 
petitive package  is  offered.  Immediate 
availability  desired. 

Call  Joyce  Campbell 


PEDIATRICS 


T-1120  PED  - Grapevine  - Outstanding 
opportunity  to  join  a thriving  board-certi- 
fied pediatrician  affiliated  with  the  pres- 
tigious Baylor  system.  Since  Grapevine  is 

1-800-626-1857 


located  20  miles  from  both  Dallas  and  Et. 
Worth,  small-town  charm  is  coupled  with 
all  of  the  amenities  of  the  metroplex. 

Call  Marc  W.  Kundler 

PSYCHIATRY 


T-1035  PSY  - Community  hospital  in  sub- 
urb of  a metropolitan  city  seeks  one  of  two 
BE/BC  general  psychiatrists  to  establish 
private  practice  in  service  area.  Opportu- 
nity for  two  psychiatrists  who  would  like  to 
establish  a partnership  or  association.  Ea- 
cility  currently  offers  inpatient  programs 
for  adults  and  adolescents  and  a total  of  66 
beds.  Very  competitive  benefit  package 
and  assistance  in  practice  start-up  are  being 
offered. 

Call  Ed  Boles 


SURGERY 

Neurosurgery 

T-1067  NS  - There  is  an  attractive  opportu- 
nity for  a broad  base  neurosurgeon  to  affili- 
ate with  a prestigious  360-bed  regional  re- 
ferral center  in  northwestern  Texas.  Cross 
coverage  from  four  other  neurosurgeons, 
referrals  from  a service  area  of  over4(X),000. 
State-of-the-art  equipment.  Excellent  prac- 
tice. 

Call  Susan  Panther 

Orthopedics 

T-1029  ORS  - Suburban  North  Houston  - 
Progressive  200-bed  hospital  located  near 
Kingwood  seeks  BE/BC  orthopedist  tojoin 
busy  solo  practitioner  or  to  establish  an  in- 
dependent practice. 

T-1040  ORS  - Southwest  Houston  - Major 
not-for-profit  healthcare  system  seeks  BE/ 
BC  orthopedic  surgeon  with  training  and/or 
extensive  experience  in  the  operative  man- 
agement of  trauma.  Hospital-based,  sala- 
ried position.  Full  support  of  orthopedic 
staff 

T-1108  ORS  - Northwest  Houston  - New 
1 75-bed  acute  care  hospital  affiliated  with  a 
not-for-profit  healthcare  system  seeks  BE/ 
BC  orthopedist  to  associate  with  an  estab- 
lished practitioner.  Busy  urban  practice. 
Shared  call  and  overhead.  Competitive  fi- 
nancial package  available. 

T-1101  ORS  - Southwest  Texas  - Success- 
ful 93-bed  acute  care  hospital  located  in  a 
charming  and  historic  community  of 40,000 
seeks  second  orthopedic  surgeon  to  associ- 
ate with  a well-established  surgical  clinic. 
Outdoor  sportsmen’s  paradise  offering  ex- 
cellent hunting,  fishing,  and  water  sports. 
Competitive  financial  package. 


1154  ORS  - Attractive  private  practice 
opportunity  associated  with  a progressive 
49-bed  acute  care  hospital  within  30-40 
minutes  of  Dallas.  Economically  diverse 
community  with  an  encatchment  area  of 
over  1 8,000.  Cross  coverage  from  another 
well-established  orthopedic  surgeon.  The 
hospital  is  affiliated  with  Baylor  Healthcare 
System. 

Call  Susan  Panther 

Otolaryngology 

T-1131  OTO  - Dallas/Fort  Worth  Metro- 
plex - Busy  general  otolaryngologist  lo- 
cated only  20  miles  from  both  Dallas  and 
Fort  Worth  seeks  BE/BC  associate/partner. 
Affiliation  with  Baylor  Healthcare  System. 
Located  in  an  economically  diverse  and 
growing  area. 

Call  Aaron  Risen 

Plastic  Surgery 

T-1046  PS  - There  is  a private  practice  op- 
portunity tojoin  a well-established  board- 
certified  plastic  surgeon  affiliated  with  a 
200-bed  general  acute  care  facility  in  an  at- 
tractive suburb  of  Houston.  This  plastic 
surgeon  draws  from  an  encatchment  area  of 
over  250,000.  A BE/BC  plastic  surgeon 
with  hand  fellowship  plus  broad  base  prac- 
tice interest  is  required. 

Call  Susan  Panther 

Urology 

T-1021  LI  - Multispecialty  group  seeks  BE/ 
BC  urologist  to  replace  retiring  member  of 
urology  department.  Group  is  associated 
with  a 220-bed  acute  care  facility  serving  a 
central  Texas  community  of  90,000  with  a 
service  area  population  of  1 50,000.  Candi- 
date with  an  interest  in  infertility  and/or 
female  urology  would  complement  the 
department’s  current  orientation. 

T-1120  U - Not-for-profit  community  hos- 
pital seeks  BE/BC  urologist  to  join  its 
medical  staff  of  35  physicians.  This  ad- 
vanced, high  quality,  comprehensive  medi- 
cal and  surgical  care  facility  is  aggressively 
expanding  its  services  and  medical  staff  in 
order  to  meet  the  needs  of  a growing  com- 
munity. Located  in  a suburban  area  of  a 
major  metropolitan  center.  Good  schools, 
stable  economy,  and  future  growth  of  this 
area  are  indicative  of  a tremendous  practice 
opportunity. 

T-1 160  U - East  Texas  community  hospital 
seeks  a BE/BC  urologist  tojoin  local  urolo- 
gist before  his  retirement  to  allow  a transi- 
tional period.  This  facility  boasts  a full- 
service  acute  care  capability,  as  well  as  an 
intermediate  nursing  care  facility.  Commu- 
nity offers  an  outstanding  family  environ- 
ment. 

Call  Ed  Boles 


Suite  250,  Browenton  Place  • 2000  Warrington  Way  • Louisville,  KY  40222 


For  Sale:  Large,  firmly  established,  family  practice.  Located 
in  DFW  mid  cities  area.  If  Interested  in  further  details,  please 
contact  Ad  Box  #760,  TEXAS  MEDICINE,  1801  N.  Lamar. 
Austin,  TX  78701. 

Ambulatory  Care  Centers  (3)  for  sale  in  the  Dallas  area. 
Available  for  solo,  group,  or  hospital  purchase.  All  in  leased 
spaces.  Serious  Inquiries  only.  Contact  Ad  Box  #762,  TEXAS 
MEDICINE.  1801  N.  Lamar,  Austin,  TX  78701 

Austin  Area,  Reasonably  Priced  Locums  Tenens  Practice 

for  G.P./F.P.  Excellent  Income,  low  overhead,  no  call,  flexible 
hours.  Also,  full-time,  non-locums  positions  available.  Reply 
to  D.C.P.L.,  P.O.  Box  163471,  Austin,  TX  78716. 

40- Year  Practice  For  Sale — Office  and  equipment  available. 
Contact  Mrs.  Maxwell  at  Dr.  Hal  W.  Maxwell  Ophthalmology, 
3707  Gaston  Ave.,  Suite  303,  Dallas,  TX  or  call  21 4 368-1  111. 

Family  Practice  For  Sale  in  San  Antonio.  Texas — Annual 
gross  collection  $240,000.  Very  low  overhead.  Send  inquiries 
to:  P.  0.  Box  37593,  San  Antonio,  TX  78237  or  call  after  7pm 
at  512  522-1377. 


LEGAL  SERVICES 


DISCIPLINARY  PROBLEMS? 

Attorney  virith  1 5 years  experience  as  staff  and 
trial  attorney  (assistant  attorney  general)  for  the 
Texas  State  Board  of  Medical  Examiners  is 
now  available  to  represent  physicians  who 
have  license  or  disciplinary  problems  with  that 
agency  or  your  hospital. 

Contact:  Bill  Campbell.  Attorney  at  Law, 

7406  Potters  Trail,  Austin,  TX  78729; 
or  (512)  335-8000  (leave  message). 

LICENSED  TO  PRACTICE  BEFORE  U.S. 
SUPREME  COURT 

Not  certified  by  the  Texas  Board  of  legal  spe- 
cialization. 


BUSINESS  AND  FINANCIAL 
SERVICES 


Physician's  signature  loans  to  $50,000.  Up  to  seven  years 
to  repay.  No  prepayment  penalties.  Prompt,  courteous  ser- 
vice. Competitive  fixed  rate.  Physicians  Service  Association, 
Atlanta,  Georgia.  Toll  free  1-800-241-6905.  Serving  MDs  for 
over  10  years. 

Transition  Consulting  Services — Specializing  in:  practice 
appraisal,  contract  structuring,  opportunity  assessment  and 
practice  sales  assistance.  20  years  experience  with  health 
professionals.  Lewis  Health  Profession  Services,  1221 
Abrams  Rd.,  Suite  318,  Richardson,  TX  75081.  214 
437-1180. 

Computer  List/Mailing  Labels  of  Texas  Physicians  Any  or 

all  by  zip  code,  city,  county,  specialty,  etc.  Call  817  698-3900 
for  quote 


Advertising  Rates  & Data:  Regular  classified  advertising 
sells  for  $2.00  per  word,  minimum  25  words  or  $50.,  per  issue. 
We  do  not  count  articles  (a.  an,  the).  Display  classified  adver- 
tising sells  for  $95.  per  column  inch,  per  month.  A variety  of 
typefaces,  logos  and  borders  may  be  used  in  display  classi- 
fied ads.  Ad  box  numbers  can  be  substituted  for  formal  ad- 
dresses upon  request  at  no  extra  cost.  Name  and  address  of 
ad  box  number  listings  cannot  be  given  out  unless  specific 
permission  to  do  so  has  been  given.  The  advertising  office  will 
not  contact  ad  box  number  holders  except  by  mail.  Federal 
laws  prohibit  references  to  race,  color,  religion,  sex,  natural 
origin,  or  age  unless  bona  fide  occupational  qualifications. 
Copy  deadline  is  the  1st  of  the  month  preceding  publication. 
Send  copy  to  Diane  L.  Bolling,  Classified  Manager.  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


Advertising  Directory 


American  Physician  Service 

57 

Apple  Medical  Leasing 

31 

Autoflex 

43 

Debt  Collectors 

64 

Diagnostic  Center  of  Houston 

6 

Eli  Lilly 

18 

Russell  Grace,  Inc. 

67 

Insurance  Corporation  of  America 

20,  21 

J D Johnson 

60,  90 

Knoll  Pharmaceuticals 

52,  53 

Medexchange 

9 

Medical  Data  Systems 

14 

Medical  Directors  Advancement  Council 

12 

Medical  Protective 

30 

Merck,  Sharp  & Dohme 

inside  cover,  1 

PaineWebber 

60 

Palisades  Pharmaceutical 

51 

Parkway  MRI 

60 

Physician  Resource  Network 

75 

Physicians  Reliance  Associates 

89 

Physicians  Services  of  America 

78,  79 

Prime  Healthcare  Financial 

15 

Prucare  of  North  Texas 

55 

Reed  & Camick 

39 

Roche  Laboratories 

61,  68,  69 

Scott  & White  Hospital 

84 

Texas  Medical  Liability  Trust 

Texas  Medical  Association 

11 

Annual  Session 

82 

Physician  Placement  Services 

8 

Texas  Medical  Association  Insurance  Trust 

2 

Timberlawn 

back  cover 

U S Air  Force 

70 

U S Army  Reserve 

17,  89 

University  of  Texas  Medical  Branch  (2'  Galveston  13 

Warm  Springs  Rehabilitation  Hospital 

52 

Classified  Advertising  76-80 

Physicians’  Directory  71-74 


Publication  of  an  advertisement  in  Texas  Medicine  is  not  to  be 
considered  an  endorsement  or  approval  by  the  Texas  Medical 
Association  of  the  product  or  service  involved. 
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COURSES 


JULY 

Advanced  Cardiac  Life  Support 
July  16-1^,  1990 

Scott  & Vihite  Memorial  Hospital,  Temple,  Tex.  Fee  SfS.  Category-  1, 
AMA  Physician’s  Recognition  Award;  13  hrs.  Contact  Susan  Huglies, 
Office  of  Continuing  Medical  Education,  Scott  & \X  hite  Memorial  Hos- 
pital, 2-iOl  S 31st  St,  Temple,  TX  "’6308  (81~)  ^■’-t-4083 

Cardiology 

July  12-14,  1990 

ADVANCES  IN  CARDIOLOCA’  Hancock,  Mass.  Fee  S293  Categttrc’  1, 
AMA  Physician's  Recognition  Award;  1 5 hrs.  Contact  Berkshire  Area 
Health  Education  (Center.  72S  North  St,  Pittsfield,  MA  01201  (413) 
447-24  !■’ 

July  12-14,  1990 

ECHOCARDIOGRAPITF  1990  Dallas.  Fee  TBA.  Credit  TBA.  Catntact 
Paula  Hall,  Presbyterian  Healthcare  System,  8200  VCalnut  Hill  l.n, 

Dallas,  TX  ^323 1(214)  696-8438 

July  30— Aug  2,  1990 

C'.URRENT  CONCEPTS  IN  CARDIOLOGY.  lake  Tahoe,  Nev.  Pee  S443, 
American  College  of  Cardiolog\’  members;  S3()3,  nonmembers.  Cate- 
gory 1,  AMA  Physician’s  Recognition  Award;  1"’.3  hrs.  Contact  ACC, 
Extramural  Programs,  Dept  3080,  Washington,  DC  20061-3080  ( 301  ) 
897-3400,  Ext  228 

Emergency  Medicine 

July  12-13,  1990 

ADVANCED  TRAUMA  LIFE  SUPPORT  lemple,  Tex.  Fee  S473  Cate 
gory’  I,  AMA  Physician  s Recognition  Award;  17  hrs.  Contact  Susan 
Hughes.  Office  of  Continuing  Medical  Education,  Scott  & White  Memo- 
rial Hospital,  2401  S 31st  St,  Temple,  IX  ^6308  (81-7)  774-4083 

General  Medicine 

July  19-20,  1990 

SPECIAL  CHALLENGES  IN  GENERAL  .MEDICINE  Hancock,  Mass.  Fee 
S293.  Category  I,  AMA  Physician’s  Recognition  Award;  13  hrs.  Contact 
Berkshire  Area  Health  Education  Center,  ^23  North  St,  Pittsfield,  .MA 
01201  (413)  447-241-^ 

Obstetrics  and  Gynecology 

July  28- Aug  3,  1990 

ISSUES  IN  PRENATAL  DIAGNOSIS  AND  .MANAGEMENT.  Snowma.ss  Vil- 
lage, Colo.  Fee  $473.  Category  I,  AMA  Physician’s  Recognition  Award; 
23  hrs.  Contact  Susan  Huglies,  Office  of  Continuing  Medical  Education, 
Scott  & White  Memorial  Hospital,  2401  S 31st  St,  Temple,  TX  “'6308 
(Sm  774-4083 

July  29— Aug  1,  1990 

WOMEN’S  HEAL!  H CARE  IN  THE  90s  Jackson  Hole,  V('yo.  Pee  $230. 
Category  1,  AMA  Physician’s  Recognition  Award;  13  hours.  Contact 
Vicki  Hollander,  Office  of  Continuing  .Medical  Education,  Texas  Tech 
Llniversity  Health  Sciences  Center,  Lubbock,  TX  “'9430  (806) 
742-2929 


Oncology 
July  16-18,  1990 

MEDICAL  APPLICATIONS  OP  IXSER  IRRADIATION:  DOSLMETR3 
PROBLE.MS.  Clark  Clinic  Bldg  Auditorium,  .’VLD  Anderson  Cancer  Cen- 
ter, Houston.  Contact  Jeff  Ra.sco,  Conference  Services.  Box  131.  .M  D 
Anderson  Cancer  Center,  1313  Holcombe  Blvd.  Houston,  TX  7'’()30 

(^13)  792-2222 

Pathology 
July  14,  1990 

PIACENTAL  PATHOLOGY  AND  IXBORATOR'^  INSPECTION  SE.Ml 
NAR.  .Marriott  Riverwalk  Hotel,  San  Antonio,  Tex.  Category  1 , A.MA 
Physician’s  Recognition  Award;  8 hrs.  Contact  Nancy  Swinney,  Texas 
Society  of  Pathologists.  1801  N lamar  Blvd,  Austin,  TX  “’8“’01  ( 312  ) 
477-6X)4 

Sports  Medicine 

July  6-^,  1990 

8TH  ANNUAL  CONFERENCE  ON  INNOVA  I IONS  IN  SPORTS  .VIEDI 
CINE.  San  Luis  Hotel,  Galveston,  Tex.  Fee  $130.  Category  1,  .A.MA  Phy- 
sician’s Recognition  Award;  1 3 hrs.  Contact  (iayle  Norris,  The 
University  of  Texas  Medical  Branch,  Office  of  Continuing  Education 
J-34,  ■’101  Shearn  .Moody  Plaza,  Galveston,  IX  “’■'330  (409)  “’61-2934 

Urology' 

July  14-13,  1990 

HANDS-ON  ULTRASOl!ND.  DFVi’  Airport,  Dallas.  Pee  $600.  Category  1 , 
A.MA  Physician’s  Recognition  Award;  16  hrs.  Contact  Alice  Henderson, 
American  Urological  Association,  Inc,  6''30  VC  Loop  South,  Ste  900, 
Bellaire,  TX  ■’“’401  ( ~1 3 ) 663-~300 

July  21-22,  1990 

HANDS-ON  ULTRA.SOUND.  Los  Angeles.  Fee  $600.  Category  1,  AMA 
Physician’s  Recognition  Award;  16  hrs.  Contact  Alice  Henderson, 
American  I'rological  Association.  Inc,  6“'30  W Loop  South,  Ste  900, 
Bellaire,  IX  77401  (^13)  663  '300 

JULY- NOVEMBER 

Risk  Management 

For  information  on  the  following  courses,  contact  Kim 
Koschemann,  Texas  Medical  Association,  Department  of  Practice 
Management  Services,  1801  N Lamar  Blvd,  Austin,  TX  78701 
(512)  477-6704. 

Risk  Prevention  Skills 

July  1^,  1990,  San  Antonio 
July  18,  1990,  Harlingen 
Aug  8,  1990,  Amarillo 
Aug  16,  1990,  Dallas 
Aug  29,  1990,  Houston 
Oct  3,  1990,  San  Antonio 
Nov  1990,  Dallas 
Nov  8,  1 990,  Houston 
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Texas  Medical  Association  acknowledges  with  appreciation 
sponsors  of  the  1990  Annual  Session,  Corpus  Christi. 


PLATINUM 

Merck  Sharp  & Dohme 
West  Point,  Pa 

The  Upjohn  Company,  Medical  Science  Liaison 
Kalamazoo,  Mich 

GOLD 

Glaxo  Inc 

Research  Triangle  Park,  NC 

The  NutraSweet  Company 
Deerfield,  III 

SILVER 

Abbott  Laboratories 
North  Chicago,  III 

Allen  & Hanburys,  Division  of  Glaxo,  Inc 
San  Antonio 

Bell  Atlantic  TriCon  Leasing  Corporation 
Bellaire 

Blue  Cross  and  Blue  Shield  of  Texas,  Inc 
Dallas 

Fujisawa  Pharmaceutical  Company 
Deerfield,  III 

Hoechst-Roussel  Pharmaceuticals  Inc 
Somerville,  NJ 

Janssen  Pharmaceutica  Company 
Piscataway,  NJ 

Eli  Lilly  and  Company 
Indianapolis,  Ind 

Parke-Davis 

Morris  Plains,  NJ 

Pfizer  Pharmaceutical  Company 
New  York,  NY 

Roerig  Division  of  Pfizer  Pharmaceutical  Company 
New  York,  NY 

Smith  Kline  & French  Laboratories 
Philadelphia,  Pa 

SmithKline  Beecham  Pharmaceuticals 
Philadelphia,  Pa 

Syntex  Laboratories,  Inc 
Palo  Alto,  Calif 


I 


I’exasMedical 

Association 


BRONZE 

The  Boots  Company  (USA)  Inc 
Shreveport,  La 

Ciba-Geigy  Corporation,  Pharmaceutical  Division 
Summit,  NJ 

Dista/Eli  Lilly  Pharmaceutical  Company 
Indianapolis,  Ind 
Marion  Merrell  Dow  Inc 
Kansas  City,  Mo 
Miles  Inc 

West  Haven,  Conn 
Patient  Einancial  Services 
Sugar  Land 


Companies  wishing  to  become  sponsors 
for  the  1991  Annual  Session  to  be  held 
in  Dallas,  May  9-12,  should  contact 
Mrs.  Dale  Willimack,  Department  of  Annual 
Session  and  Scientific  Programming, 

Texas  Medical  Association, 

1801  N.  Lamar  Boulevard, 

Austin,  Texas  78701  (512/477-6704). 


PHYSICIANS  CARING  FOR  TEXANS 


Texas  Medical  Association 
123rd  Annual  Session 
May  10-13,  1990 


Texas  Medicine 


For  information  on  tlie  following  courses,  contact  Rosemary 
Gafiner,  Edl),  Paracommunications,  Inc,  2S0()  City  West  Blvd,  Ste 
300,  Houston,  TX  770.30  (713)  789-3.375 

Forensic  Obstetrics 
July  13.  1990.  San  Antonio 
Inly  i"",  1990.  fxtqius  Christi 
Ang  10.  1990,  Harlingen 
Aug  IS,  1990,  El  Past) 

Aug  1 8,  1 990,  San  Angelo 
.Aug  25,  1990,  Austin 
Oct  6,  1990,  Dallas 
Oct  12,  1990,  Austin 
Oct  2-*,  1990,  Fort  Worth 
Oct  2(i,  1990,  Abilene 
Nov  2.  1990,  Amarillo 
Nov  8,  1 990,  Houston 
Nov  1'.  1990,  Waco 

Medico-Eegal  Lssues  in  Medical  Risk  Management 

July  14,  1990,  San  Antonio 

July  28,  1990,  Corpus  Christi 

Aug  11,1 990,  Harlingen 

Oct  1990,  Dallas 

Oct  14,  1990,  Austin 

Oct  2’,  1990.  Abilene 

Nov  3,  1 990,  Amarillo 

Nov  9,  1 990,  Houston 

Principles  Of  Medical  Risk  Management  For  Physicians 

July  13,  1990,  San  Antonio 

July  2"',  1990.  Corpus  fdiristi 

Aug  10,  1990,  Harlingen 

Aug  15,  1990,  El  Paso 

Aug  18,  1990,  San  Angelo 

Aug  25,  1990,  Austin 

Oct  6,  1990,  Dallas 

Oct  12,  1990,  Austin 

Oct  24,  1990,  Fort  VCorth 

Oct  26,  1990,  Abilene 

Nov  2,  1990,  Amarillo 

Nov  8,  1990,  Houston 

Nov  1'7,  1990,  Waco 

Techniques  of  Reducing  the  Frequency  of  Medico-Eegal  laiwsuits  Using 

Paracommunications  and  Neurolinguistics 

July  l4,  1990,  San  Antonio 

July  19,  1990,  W'ichita  Falls 

July  28,  1990,  Corpus  Christi 

Aug  1 1.  1990.  Harlingen 

Aug  16,  1990,  El  Paso 

Aug  23,  1990,  New  Orleans 

Aug  25,  1990,  Austin 

Oct  ■^,  1990,  Dallas 

Oct  l4,  1990,  Austin 

Oct  23,  1990,  Fort  Worth 

Oct  27,  1990,  Abilene 

Nov  3,  1990,  Amarillo 

Nov  9.  1999,  Houston 

Quality  Assurance  and  Proper  Charting  in  Medical  Risk  Management 

July  14.  1990,  San  Antonio 

July  28,  1990,  Corpus  Christi 

Aug  11,1 990,  Harlingen 

Oct  1990  Dallas 

Oct  14,  1990,  Austin 

Oct  27.  1990,  Abilene 

Nov  3,  1990,  Amarillo 

Nov  9,  1 990,  Houston 


AUGUST 

Emergency  Medicine 
Aug  20-24,  1990 

EMERGENCY  ,MED1(  INF,  SY.MPOSIUM  II,  la  Jolla  Marriott  Hotel,  la 
Jolla,  Calif  Fee  S-tSO,  S-day  symposium;  S300.  3-day  symposium;  S225, 
2-day  symposium,  (iategor)-  I,  AMA  Physician’s  Recognition  Award. 
Contact  Office  of  C.ontinuing  Medical  Education,  University  of  (^alifor 
nia,  San  Diego,  School  of  Medicine,  M-0 1 7,  fa  Jolla,  (;A  92093-06 1 7, 
(619)  534  .3940 

General  Medicine 

Aug  4,  1990 

CANCER:  PREVEN  riON  AND  EAR1,3’  DETECTION  Westin  Hotel  (,al- 
leria,  Dallas.  Fee  S95,  practitioners;  S50,  residents  with  letter  of  ver- 
ilication.  Category'  1,  AMA  Physician's  Recognition  Award;  hours. 
Contact  Diane  Pitkin.  Continuing  Medical  Education,  St  Paul  .Medical 
Center,  5909  Harr>  Hines  Blvd,  Dallas  ■’5233  ( 214  ) 879-3789 

Internal  Medicine 

Aug  5-10,  1990 

NINTH  ANNUAL  INTERNAL  MEDICINE  REVIEW  FOR  1 HE  PRIMAR\ 
CARE  PHYSICIAN.  South  Padre  Island,  Tex  Fee  S42S.  Category  1,  AMA 
Physician's  Recognition  Award;  25  hrs.  Contact  Susan  Hughes,  Office  of 
Continuing  Medical  Education,  Scott  & White  Memorial  Hospital,  240 1 

5 3 1 St  St,  Temple,  TX  76508  (817)  774-4085 

Orthopedic  Surgery 

Aug  3-4,  1990 

MANAGEMENT  OF  POST-SURGICAL  AND  POST  FRAUMATIC  COM 
PLICATIONS  IN  ORTHOPEDICS.  St  Louis.  Contact  Washington  Univer- 
sity School  of  Medicine,  Office  of  (x)ntinuing  Medical  Education,  660  S 
Euclid  Ave,  St  Louis,  MO  631 10  (3 14)  .362-6893 

SEPTEMBER 

Advanced  Cardiac  Life  Support 
Sept  10-11,  1990 

Scott  & White  Memorial  Hospital,  Temple,  Tex.  Fee  SI ^5.  Category  1, 
AMA  Physician's  Recognition  Award;  1 3 hrs.  Contact  Susan  Huglies, 
Office  of  Continuing  Medical  Education,  Scott  & W hite  Memorial  Hos- 
pital, 2401  S 31st  St,  Temple,  TX  •'6508  (81^)  ^^4-4083 

Dermatology 

UPDATE  IN  PSORIASIS.  Baylor  llniversity  .Medical  Center,  Dallas.  Fee 
TBA.  Credit  TBA.  Contact  Barbara  Grayson,  Continuing  Education,  Bay- 
lor llniversity  Medical  Center,  3500  Gaston  Ave,  Dallas,  TX  "’5246 
(214)820-2317 

Emergency  Medicine 

Sept  13-14,  1990 

ADVANCED  TRALIMA  LIFE  SUPPOR  F.  Scott  & NX  bite  .Memorial  Hospi 
tal.  Temple,  Tex.  Fee  S475.  Categor)  1,  AMA  Physician’s  Recognition 
Award;  1^  hrs.  Contact  Office  of  Continuing  Medical  Education,  Scott 

6 White  Memorial  Hospital,  2401  S 31st  St,  Temple,  TX  76508  (81'') 
774-4083 

Sept  13-14,  1990 

PEDIATRIC  ADVANCED  LIFE  SUPPOR  I Temple,  lex.  Fee  S225  f;ate 
gory  1,  AMA  Physician’s  Recognition  Award;  13  hrs.  Contact  Su.san 
Hughes,  Office  of  Continuing  Medical  Education,  Scott  & White  .Memo- 
rial Hospital,  2401  S .31st  St,  Temple,  TX  76508  ( 8 1 ^ ) 774-408,3 

General  Medicine 

Sept  7-8,  1990 

2ND  ANNUAL  MANAGED  HEALTH  CiARE  CONFERENCE.  San  Luis 
Hotel,  Galveston,  Tex.  Contact  (iayle  Norris,  The  University  of  Texas 
Medical  Branch,  Office  of  Continuing  Education  J-3-i,  7101  Shearn 
Moody  Plaza,  Galveston.  TX  77550  ( 409  ) 761-29.34 
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Sept  21-23,  1990 

TOTAL  JOINT  IMPIANT  REVIEW  COURSE.  Lubbock,  Tex.  Contact 
Vicki  Hollander,  Office  of  Continuing  Medical  Education,  Texa.s  Tech 
University  Health  Sciences  Center,  Lubbock,  TX  79430  (806) 
742-2929 

Sept  28-29,  1990 

NEUROLOGY  FOR  THE  PRIMARY  CARE  PHA'SICIAN  Hyatt  Regency 
Hotel,  San  Antonio,  Tex.  Fee  S250.  Categon'  1,  AMA  Physician’s  Recog- 
nition Award;  1 1 hrs.  Contact  Susan  Hughes,  Office  of  Continuing 
Medical  Education,  Scott  & White  Memorial  Hospital,  2401  S 31st  St, 
Temple,  TX  76508  (81^)  77-4-1083 

General  Surgery 

Sept  15,  1990 

SURGICAL  INFECTIONS.  Grand  Kempinski  Hotel,  Dallas.  Fee  S95. 
Categor>’  1 , AMA  Physician’s  Recognition  Award;  hours.  Contact  Di- 
ane Pitkin,  Continuing  Medical  Education,  St  Paul  Medical  Center, 

5909  Harry  Hines  Blvd,  Dallas,  TX  "’5235  (214)  879-3789 

Internal  Medicine 

Sept  4-8,  1990 

INTENSIVE  REVIEW  OF  INTERNAL  MEDICINE.  Westin  Hotel,  Dallas. 
Fee  S500.  Categon’  1,  AMA  Physician’s  Recognition  Award;  50  hrs. 
Contact  Rose  Bayles,  The  University’  of  Texas  .Southwestern  Medical 
Center,  Department  of  Continuing  Education,  5,323  Harry’  Hines  Blvd, 
Dallas,  TX  75235  ( 2 1 -1 ) 688-2 1 66 

Sept  25-26,  1990 

DIABETES  MELLITLIS.  The  University  of  Texas  Medical  Branch,  Gal- 
veston, Tex.  Contact  Candace  Pardue,  UTMB,  Office  of  Continuing 
Education  J-34,  7101  Shearn  Moody  Plaza,  Galveston,  TX  77550  (-109) 
761-2934 


Obstetrics  and  Gynecology 
Sept  13-15,  1990 

COLPOSCOPY  WORKSHOP.  Grand  Kempinski  Hotel,  Dallas.  Fee  S425. 
Category  1,  AMA  Physician’s  Recognition  Award;  16  hrs.  Contact  June 
Bovill.  Continuing  Education,  The  University’  of  Texas  Southwestern 
Medical  Center.  5323  Harry'  Hines  Blvd,  Dallas,  TX  75234  (214) 
688-2166 

Sept  20-21,  1990 

SEVENTEENTH  ANNUAL  PERINATAL  SEMINAR.  Scott  & White  Memo- 
rial Hospital,  Temple,  Tex.  Fee  S75.  Category’  1,  AMA  Physician’s  Rec- 
ognition Award;  1 1 hrs.  Contact  Susan  Hughes,  Office  of  Continuing 
Medical  Education,  Scott  & White  Memorial  Hospital,  2401  S 31st  St, 
Temple,  TX  76508  (81'’)  774 -1083 

Sept  28-29,  1990 

ANNUAL  SEMINAR  IN  OBSTE  TRICS  AND  GYNECOLOGY.  Lubbock, 
Tex.  Contact  Vicki  Hollander,  Office  of  Continuing  Medical  Education, 
Texas  Tech  University’  Health  Sciences  Center,  Lubbock,  TX  79430 
(806)  742-2929 

Oncology 

Sept  14-16,  1990 

PAIN  MANAGEMENT.  Houstonian  Hotel,  Houston.  Contact  Jeff  Rasco, 
C.onference  Services,  Box  131,  M.D.  Anderson  Cancer  Center,  1515 
Holcombe  Blvd,  Houston,  TX  77030  (713)  792-2222 

.Sept  30-Oct  4.  1990 

SEVENTH  INTERNATIONAL  LYMPHOKJNE  WORKSHOP.  St  Anthony 
Hotel,  San  Antonio,  Tex.  Ckintact  Jeff  Rasco,  Conference  Services,  Box 
131,  M.D.  Anderson  Cancer  Center,  1515  Holcombe  Blvd,  Houston,  TX 
77030  (■’13)  792-2222 


SCOTT&WHITE 


TKXA.S  A&M  IJMVHIUSTTY 

C0LLEGE°/MEDICINE 

C O I,  I,  E G t:  S T A T ION*  1 K M l‘  1,  K 


Issues  In  Care: 

PAIN 

Evaluation  And  Management  Of 
Dilfieult  Pain  Syndromes 

June  14  - 17,  1990 
South  Padre  Island,  Texas 

With  Discussions  of  Clinical  Topics  in: 

Pelvie/Abdominal  Pain 

Pain  Syndromes 

Neu ro I og\ / Rh e u m a t o I ogy  Pain 

Pain  Management 


Highlights  In 
Women’s  Health  Care 

Santa  Fe,  New  Mexico 
June  28  - 30,  1990 

With  Discussions  of  Clinical  Topics  In: 

Abnormal  Bleeding 
(ameer  Screening 
Obesity  Management 
(lastroenterology 
Menopause 


For  more  information  or  to  register,  contact:  Office  of  Continuing  Medical  Education,  Scott  and  Wliite 
Temple,  Texas  76508,  (817)  774-4073- 


Tavas  Medicine 


Oph  tlialmolog>’ 

Sept  ",  1990 

CATAR/Urr  1990.  Doiihlctrcc  Motel  at  ('ampbell  Ctr,  Dallas.  Fee  SI  3S, 
S16S  ;ifter  Aug  17.  Ca)iitaet  Raula  Mall,  Presbyterian  Healthcare  Systetn, 
8>00V(  alnut  Mill  l.n,  Dallas,  TX  ( 2 1 4 ) 696-8  t58 

Sept  14-16,  1990 

DIAGNOSTIC,  MF;DIC:a1.,  and  SliRCilCAl,  APPROACMI-S  TO  HYFITIS 
C.armel  \'alley  Raneh  Resort,  C'armel  X'alley,  c:al.  Contact  I'niversity  of 
California,  Extended  Programs  in  Medical  Education,  Rm  11-569,  San 
Francisco,  CA  94l43-0"’42  (415)  4“'6-4251 

Orthopedic  Surgery 

Sept  12,  1990 

RlirH.IAC;KSON  SEMINAR  IN  ORI  MOPEDIC  SURCFR'i  Baylor  finiver 
sity  .Medical  Center,  Dallas.  Fee  S50.  C^ategor^-  1,  A.MA  Physician's  Rec- 
ognition Award;  3 hrs.  Contact  Barbara  tirayson.  Continuing 
Education.  Baylor  .Medical  Center,  3500  Gaston,  Dallas,  TX  75246 
(214)820-231' 

Psychiatry 

Sept  24-28,  1990 

COURSE  ON  ALCOHOLISM.  USAF  Regional  Hospital,  Sheppard  Air 
Force  Base,  Tex.  Category  1,  AMA  Physician's  Recognition  Award;  24 
hrs.  Catntact  Lt  Col  John  F.  Butler,  I'SAF  Regional  Hospital,  Sheppard' 
SGHMA,  Sheppard  Air  Force  Base,  TX  "’631 1-5300  (Bl")  85 1-2"' 15 

Urology 

Sept  "-9,  1990 

PROSTATE  CANCER.  Dallas.  Fee  S2"5.  Category  1,  AMA  Physician's 
Recognition  Award;  16  hrs.  Contact  Alice  Henderson.  American  Uro- 
logical Association,  Inc,  Office  of  Education,  6750  W Loop  South,  Ste 
900,  Bellaire,  TX  77401  (713)  665-7500 


OCTOBER 

Cardiology 

Oct  1-4,  1990 

CLINIf;AL  ELECTROCARDIOGRAPED’:  CARDIOVASCULAR  BOARD  RE- 
VIEW. Indianapolis.  Fee  S445.  American  College  of  Cardiology  mem- 
bers; S510,  nonmembers.  Category'  I,  AMA  Physician’s  Recognition 
Award;  23-5  hrs.  Contact  ACC,  Extramural  Programs,  Dept  5080,  Wash- 
ington, DC  20061-5080  (301  ) 897-5400,  Ext  228 

Emergency  Medicine 

Oct  25-26,  1990 

ADVANCED  TRAUMA  LIFE  SUPPORT.  Temple,  Tex.  Fee  S475.  Cate- 
gory 1 , AMA  Physician’s  Recognition  Award;  1 hrs.  Contact  Susan 
Hughes,  Office  of  Continuing  .Medical  Education,  Scott  & VC'hite  Memo- 
rial Hospital,  2401  S 31st  St,  Temple,  TX  76508  (81")  774-4083 

Oct  26-27,  1990 

SIXTH  ANNUAL  EMERGENO'  MEDICINE  REVIEW.  San  Antonio,  Lex. 
Fee  S250.  Category  1,  AMA  Physician’s  Recognition  Award;  12  hrs. 
Susan  Hughes,  Contact  Office  of  Continuing  Medical  Education,  Scott 
& White  Memorial  Hospital,  2401  S 31st  St,  Temple,  TX  "^6508  (81") 
774-4083 

Gastroenterology 

Oct  5-6,  1990 

REVIEW  OF  CURRENT  ISSUES  IN  GASTROINTESTINAL  DISEASE 
Westin  Hotel,  Dallas,  Eee  8300.  Category  1,  AMA  Physician’s  Recogni- 
tion Award;  1 1 hrs.  Contact  Rose  Bayles,  Office  of  Continuing  Educa- 
tion, The  University  of  Texas  Southwestern  Medical  Center,  5323 
Harry  Hines  Blvd,  Dallas,  TX  “^5233  (214)  688-2166 

General  Medicine 

Oct  19-20,  1990 

SIXTH  ANNUAL  WOMEN’S  HEALTH  CARE.  Texas  A&M  College  of 


Medicine,  (;ollege  Sl.ition,  Tex.  Fee  8150.  Categor\  1,  A.MA  Physician's 
Recognition  Award;  8 hrs.  (atntacl  Susan  Hughes,  Office  ot  Continuing 
Medic;il  Education,  .Scott  X White  Memorial  Hospital,  2401  S 31st  St, 
I'emple,  I’X  "6508  (81")  7‘74-4083 

Gerontology 

Oct  5-6,  1990 

MEDICAL  AND  .SOCIAL  ASPEC  TS  IN  CAR1N(>  FOR  ALZHELMER  S VIC 
TIMS.  The  University  of  Texas  Southwestern  .Medical  (T-nter,  Dallas. 
Eee  Slot).  Category  I,  A.MA  Physician’s  Recognition  Award,  10  hrs 
Catntact  Julia  Laudenberg,  Ti'TSMC,  5323  Harry  Hines  Blvd,  Dallas,  TX 
"5234(214)688  2166 

Orthopedic  Surgery 

Oct  25-27,  1990 

ORTHOTICS  AND  PRO.STHETICS.  Dallas.  Fee  8225.  C:ontact  Ann  Carl 
ton,  PT,  The  University  of  Texas  .Southwestern  .Medical  Center,  5323 
Harry  Hines  Blvd,  Dallas,  ITC  75235  ( 214)  688  ,3325 

Otolaryngology 

Oct  19-20,  1990 

IXSER  SLRGERY  AND  SAFETY'  IN  O'TOIARYNC.OLOGT'.  Galveston, 
Tex.  Fee  81,000.  Category  1,  AMA  Physician’s  Recognition  Award;  16 
hrs.  Contact  Candace  Pardue,  The  I'niversity  of  Texas  Medical  Branch, 
Office  of  Continuing  Education  J-34,  7101  Shearn  .Moody  Plaza,  Gal- 
veston, TX  77550  (409)  761-2934 

Radiology 

Oct  26-28,  1990 

DIAGNOSTIC  RADIOLOGY  UPDATE  Doubletree  Hotel,  Dallas.  Fee 
8350.  Category  1,  AMA  Physician’s  Recognition  Award;  18  hrs.  Contact 
Dolly  Chri.stensen,  Department  of  Radiolog}-,  TTie  University  of  Texas 
Southwestern  Medical  Center,  5323  Harry  Hines  Blvd,  Dallas,  'I’X 
75235  (214)590-8613 

Urology 

Oct  25-27,  1990 

BIADDER  CANCER.  Atlanta.  Fee  8275.  Categort  1,  AMA  Physician  s 
Recognition  Award;  16  hrs.  f^ontact  Alice  Henderson,  American  Uro- 
logical Association,  Inc,  Office  of  Education,  6"50  VC  Loop  .South,  Ste 
900,  Bellaire,  TX  7"401  ("13)665  "500 


NOVEMBER 

Advanced  Cardiac  Life  Support 

Nov  5-6,  1990 

ACLS.  Temple,  Tex.  Fee  8175.  Categor\'  1,  AMA  Physician’s  Recogni- 
tion Award;  13  hrs.  Contact  Susan  Huglies,  Office  of  Continuing  Medi- 
cal Education,  Scott  & VChite  Memttrial  Hospital,  2401  S 31st  St, 
Temple,  TX  "6508  (81")  "74-408,3 

Allergy 

Nov  1-3,  1990 

CLINICAL  ALLERG')  EOR  THE  PRACTICING  PHY  SICIAN  St  Louis 
Contact  Cathy  C.aruso,  Office  of  C.ontinuing  Medical  Education,  VCash- 
ington  LIniversity  School  of  .Medicine,  660  S Euclid,  St  Louis,  MO 
631  10  (314)  325-9862 

Computer  Applications 

Nov  4-7,  1990 

SYMPOSIUM  ON  COMPUTER  APPLICATIONS  IN  MEDICAL  CARE 
Washington,  DC  (Contact  The  George  Washington  Liniversity  Medical 
Center,  Office  of  Continuing  Medical  Education,  2300  K St,  NW,  Wash- 
ington, DC  20037 

Emergency  Medicine 

Nov  8-9,  1990 

ADVANCED  TRAIIMA  l.IEE  SUPPOR  T Temple,  Tex  Fee  S475.  Cate 
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This  Is  Helped 

Change  IVfedicaK  halation. 

HowDo^ujU 

Someone  On 
^fedicareShesAn 
“ExoenditureTk^  f 


Right  now  in  Washington, 
a Congressional  comrrutiee 
is  toving  w'ith  a new  idea. 

It's  a system  ot  explicit 
“expenditure  targets'  tor  the 
Medicare  promm. 

The  aim  of  this  idea  is  to 
cut  expenses.  The  result  is 
that  it  will  cut  care. 

What  it  amounts  to  us  notn- 


^g  less  than  an  elatorate  semce^  J^^/rSedSe"^'' 
dis-incentive  for  treatment  .g^jces  would  have  to  be 
Instead  ot  assunng  acce  . ' ^ would  be  a 

to  vital  healto  care  scrv'ce- , people, 

this  plan  ^ Originally,  MecSrare  was  a 

exact  opposite,  't  promise  that  was 

to  the  rationmg  of  care.  ^ P ^gpcans.  We 
-me  system  calls  for  a na-  maa^^  ^ j.^p 

?^"iEon  vill  health  care  faith  of  that  promtse. 

American  Medical  Association 


Thanks  to  AMA  efforts 
86  on  your  behalf,  House  and 
— Senate  negotiators  recently 
agreed  to  significant  changes 
in  the  Medicare  program. 

These  improvements,  for 
both  physicians  and 
patients,  were  in  marked 
contrast  to  earlier  proposals 


called  “Expenditure  Targets.” 
The  AMA  felt  strongly  that 
Expenditure  Targets  would 
have  resulted  in  spending 
caps  for  physicians  and 
rationing  or  care  for  their 
Medicare  patients. 

The  AMA  believes  that 
this  new  approach  devel- 


oped by  the  Senate  Einance 
Committee  is  more  in  line 
with  our  goal  of  improving 
health  care  services  for  all 
Americans. 

We  also  believe  this 
change  in  Medicare  legisla- 
tion is  beneficial  for  our 
member  physicians. 


American  Medical  Association 


Texas  Medicine 


fjory  1,  AMA  I’liysiciaii's  Kccogiiitioii  Award;  I""  hrs.  (a)mact  Silvan 
Hughes,  Office  uf  Continuing  Medical  I'dueation,  Scott  \\  hite  .Memo- 
rial Hospital,  2-tt)l  S ,^lst  St,  Temple,  TX  "’hStlH  (81"’) 

Endocrinology 

Nov  2 3,  IWO 

I'PD.VTE  ON  Tin  ROlI)  DISEASE,  1990  Hyatt  Regency  Emharcadero, 
San  Eraneiseo.  Eee  S 1 SO.  C^ategorv-  1 , AMA  Eh)  sician's  Recognition 
Award;  1 I S hrs.  ('ontact  I'niversity  of  (California  San  Eraneiseo.  Ex- 
tended Programs  in  Medical  Education,  Rm  (C  l 24.  San  Eranei.seo,  (CA 
94U.3  (r-i2  (-flS)  -1-6-42S1 

General  Medicine 

Nov  ,30 -Dee  1,  1990 

('.ASTROENTEROEOGY  EOR  PREMARS  (CARE.  San  Antonio.  Tex.  Fee 
S2S0.  (Category’  1,  AM.\  Physician's  Recognition  Award;  12  hrs.  (Contact 
Susan  Hughes,  Office  of  (Continuing  .Medical  Education,  Scott  & W hite 
Memorial  Hospital,  2-tOl  S 31st  St,  Temple,  TX  76S08  (81"’)  ■^74-4083 

Internal  Medicine 

Nov  2-3,  1990 

IIPDATE  IN  SEXIIAEES  TRANSMITTED  DISEASES.  The  Liniversity  of 
Texas  Southwestern  .Medical  Center,  Dallas  Fee  S80.  Category  1 . A.M.\ 
Physician’s  Recognition  Award;  13  hrs.  Contact  Rose  Bayles,  Continu- 
ing Education,  UTSMC,  3,323  Harry  Hines  Blvd,  Dallas,  TX  ^3234 
(214)688-2166 

Nov  8-  10,  1990 

DIABETES  LiPDATE.  San  Euis  Hotel,  (ialveston,  Tex.  Category  1 , A.MA 
Physician's  Recognition  Award;  12  hrs.  Contact  The  Einiversitv-  of 
Texas  .Medical  Branch,  Office  of  Continuing  Education,  J-34,  -101 
Shearn  Moody  Plaza,  (ialveston,  TX  77330  (409)  "^61-2934 

Obstetrics  and  Gynecology 

Nov  6-10,  1990 

COMTEMPORARY  ISSUES  AND  PRA(CTICES  IN  OB  GYN.  W estin  Hotel. 
Dallas.  Fee  S330,  complete  course;  S4OO,  basic  course.  Categort’  1, 
AMA  Physician’s  Recognition  Award;  36  hrs.  Contact  June  Bovill,  Con- 
tinuing Education,  The  Liniversity  of  Texas  Southw'estern  .Medical  Cen- 
ter. 3323  Harry  Hines  Blvd,  Dallas,  TX  ‘^3234  (214)  688-2166 

Nov  8-9,  1990 

UPDATE  IN  PELVIC  AND  VAGINAE  SURGER’)  San  Antonio,  Tex.  Fee 
S373.  Category  1,  AMA  Physician’s  Recognition  Award;  12  hrs.  Contact 
Susan  Hughes,  Office  of  (iontinuing  Medical  Education,  Scott  & W hite 
.Memorial  Hospital.  2401  S 31st  St,  Temple,  TX  "'6308  (81"')  774-4083 

Oncology 

Nov  3-7,  1990 

CANCER  IN  THE  NERVOUS  SYSTEM.  'VCestin  Hotel,  Dallas.  Contact  Jeff 
Rasco,  Conference  Services.  Box  1,31.  The  University  of  Texas  .M  D An- 
derson Cancer  Center.  1313  Holcombe  Blvd,  Houston  ^70,30  (713) 
792-2222 

Otolaryngology 

Nov  8- 10,  1990 

TEMPORAL  BONE  MINI-COURSE.  Galveston  Fee  S300.  Category'  1, 
AMA  Physician’s  Recognition  Award;  20  hrs.  Contact  The  University  of 
Texas  .Medical  Branch,  Office  of  Continuing  Education,  J-34,  7101 
Shearn  Moody  Plaza,  Galveston,  TX  77330  (409)  761-2934 

Psychiatry 

Nov  ^-12,  1990 

ACUTE  AND  CHRONIC  INFECTIONS  AFFECTING  BRAIN  DYSFLINC 
TION  AND  BEHAVIOR  Vancouver,  British  Columbia.  Category  1 . AMA 
Physician’s  Recognition  Award;  20.3  hrs.  Contact  Ann  McCormick, 
Southern  California  Neuropsychiatric  Institute,  6794  La  Jolla  Blvd,  lut 
Jolla,  CA  92037  (619)  434-2102 


llrology 

Nov  13-1^,  1990 

PEDEVI  RIC  UROEOfiY  San  Diego  Fee  S2^3.  Category  1,  A.M.X  Physi- 
cian’s Recognition  Award;  16  hrs.  Contact  Alice  Henderson,  American 
Urological  Association,  Inc,  Office  of  Education,  6"’30  \X  Loop  .South, 
Ste  900,  Bellaire,  I'X  ^^40 1 CIS)  663-''300 

DECEMBER 

Oncology' 

Dec  4-ty  1990 

43RD  ANNIIAE  SY.MPOSIL  .M  ON  FUNDAMEN  I AE  CANCER  RE 
SE.XRCIE  VC'estin  Galleria  Hotel,  Hou.ston.  Contact  Paula  (iray.  The  I'ni- 
versity  of  Texas  .M  D Anderson  Cancer  Center,  1313  Holcomhe  Blvd, 
Houston,  TX  ■’■’0.30  ( ~1  3 ) 792  .30,30 


VIDEO  PROGRAMS  EOR  CME  CREDIT 


AMERICAN  MEDICAL  TELEVISION 

American  .Medical  Television  is  shown  every  Sunday  10  am—  12  Noon 
EST  on  the  Discovery  Channel.  Instructions  for  obtaining  Category  1 
credit  are  provided  during  the  programming.  Contact  .Melissa  Shear. 
American  Medical  Association,  Division  of  Communications  and  Radio, 
Television  and  Film  Services,  333  N Dearborn  St,  Chicago,  IE  6O6IO 
(312)  643-4393-  AMA  Video  Clinic  tapes  also  are  available  on  loan 
from  the  Texas  .Medical  Association’s  Library  Contact  Carolyn 
Thompson,  T.MA  Library,  1801  N Lamar  Blvd,  Austin,  TX  ■’8"’0 1 (312) 
477-6^’04,  ext  193 

June 

June  3,  1990,  10  am-1 1 am 

AMA  VIDEOCLINIC:  ADOLESCENT  HEALTH  W HTTE  PAPER  Category 
1,  AMA  Physician’s  Recognition  Award;  1 hour 

June  3,  1990,  1 1 am—  1 1:30  am 

AMA  UPDATE;  PANIC  DISORDERS.  Category  1.  A.MA  Physician’s  Rec- 
ognition Award;  0.30  hours. 

June  3,  1990,  1 1;30  am— 12  noon 
A,MA  I PDATE 

June  10,  1990,  10  am— 10:.30am 

AMA  SPECIAL  REPORT:  CARDIOLOGY  RISK  FACTORS  IN  CHILDREN 
June  10,  1990,  10:30  am-1 1 am 

A.MA  SPECIAL  REPORT:  NATIONAL  HEART,  LUNG  AND  BLOOD  IN 
S TITI  TE  UPD.VFE 

June  10,  1990,  11  am-1 1:30  am 
AMA  LIPDATE 

June  I"”,  1990,  10  am— 11  am 

AMA  SPECIAL:  SEXUALLY  TRANS.MITTED  DISEASES 

June  1"’,  1990,  11  am— 1 1:30  am 
AMA  UPDATE  ON  OBESITX’ 

June  !■’,  1990,  1 1:.30  am-  12  noon 

AMA  UPDATE  ON  CARD10V.\SC14AR  MEDICINE 

June  24.  1990,  10  am-  10:30  am 

AMA  SPECIAL  REPORT:  HEAL  THIER  Y(4in'H  BY  THE  4 EAR  2000 
June  24,  1990,  10:30  am—  1 1 am 

AMA  LIPDA'TE:  CHOLESTEROL  LOW  ERING  C(4.MPLUNCE 

June  24,  1990,  11  am— 12  noon 
W ASHINGION  .MEDICAL  R(4UNDS 
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TELECONFERENCE  NETWORK  OF  TEXAS 
June 

June  7,  1990 

OTOIAR\TNGIC  EMERGENCIES.  Eee  8*^5  for  1 — 5 people,  SIO  per 
each  additional  person.  Category’  1 , AMA  Physician’s  Recognition 
Award;  1 hr.  Contact  Kathy  Dick,  The  University  of  Texas  Health  Sci- 
ences Center,  7703  Eloyd  Curl  Dr,  San  Antonio,  TX  78284-7978  (512) 
567-2‘^00 

June  21,  1990 

TINNITTIS.  Eee  S75  for  1 — 5 people,  SIO  per  each  additional  person. 
Category  1,  AMA  Physician’s  Recognition  Award;  1 hr.  Contact  Kathy 
Dick,  The  University  of  Texas  Health  Sciences  Center,  7703  Eloyd  Curl 
Dr,  San  Antonio,  TX  7828-t-'’9'"8  (512)  56‘^-2^00 

July 

July  5,  1990 

DIAGNOSIS  AND  MANACiEMENT  OF  VIRAL  HEPATITIS.  Fee  S75  for 
1 — 5 people,  SIO  per  each  additional  person.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  1 hr.  Contact  Kathy  Dick,  The  University  of 
Texas  Health  Sciences  Center,  "’■^03  Floyd  Curl  Dr,  San  Antonio,  IX 
^828-1-7978  (512)  56~-2X)0 

July  19,  1990 

MANAGEMENT  OF  PEPTIC  ULCER  DISEASE.  Fee  S75  for  1-5  people, 
SIO  per  each  additional  person.  Category  1,  AMA  Physician’s  Recogni- 
tion Award;  1 hr.  Contact  Kathy  Dick,  The  I'niversity  of  Texas  Health 
Sciences  Center,  7X)3  Floyd  Curl  Dr,  San  Antonio,  fx  ""8284-7978 
(512)567-2700 

August 

Aug  2,  1990 

MANAGEMENl’  OF  COMPLICATIONS  OF  CIRRHOSIS.  Fee  S75  for 
1 - 5 people,  S 1 0 per  each  additional  person.  Category  1 , AMA  Physi- 
cian’s Recognition  Award;  I hr.  Contact  Kathy  Dick,  The  Liniversity  of 
Texas  Health  Sciences  (x-nter,  7"’03  Eloyd  Curl  Dr,  San  Antonio,  'IX 
78284-7978(512)567-2700 

Aug  16,  1990 

GALLSTONES  AND  REIA'l’ED  DISEASES.  Fee  S75  for  1-5  people,  SIO 
per  each  additional  person.  Categor)-  I , AMA  Physician’s  Recognition 
Award;  1 hr.  Contact  Kathy  Dick,  The  University  of  I’exas  Health  Sci- 
ences Center,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7978  (512) 
567-2700 

Aug  30,  1990 

GASI’ROENI’ERITIS.  Fee  S75  for  1—5  people,  SIO  per  each  additional 
person,  tiategorv'  1,  AMA  Physician’s  Recognition  Award;  1 hr.  Ciontact 
Kathy  Dick.  Lhe  Liniversity  of  Texas  Health  Sciences  Center,  7703 
Floyd  Curl  Dr,  .San  Antonio,  TX  ■’8284-79""8  (512)  567-2700 

VHS  VIDEOTAPE  PROGRAMS  FROM  THE  TMA  LIBRARY 
Following  are  recently  added  titles  to  the  Texas  Medical 
Association  Library  videotape  collection.  Contact  Carolyn 
Thompson,  TMA  Library,  1801  N Lamar  Blvd,  Austin,  TX  78701 
(512  477-6704,  ext  195. 

AIDS  UPDATE,  NCME  Tape  #568,  49  min.  Network  for  Continuing 
Medical  Education,  1990. 

Presents  information  on  prophylaxis  for  asymptomatic  HIV-infected  pa- 
tients and  treatment  regimens  for  symptomatic  patients;  includes  both 
experimental  and  licen.sed  drug  therapies.  Revised  guidelines  for  diag- 
nosis and  management  of  pediatric  HIV  illness,  and  a model  case  man- 
agement program  for  HfV  infected-families  are  also  presented. 

Category’  1 , AMA  Physician’s  Recognition  Award;  2 hrs. 

ACUTE  SPINAL  CORD  INJURY:  THE  MIAMI  APPROACH,  NCME  Tape 
#564.  48  min.  Network  for  Continuing  Medical  Education,  1990. 
De.scribes  a comprehensive  team  approach  for  the  management  of 
.spinal  cord  injuries  to  minimize  patient  morbidity,  mortality,  and  mon- 
etary co.sts,  and  maximize  neurological  function.  Emphasizes  impor- 
tance of  emergency  medical  .services,  patient  education,  and 
rehabilitation  Discusses  complications  and  latest  technological  devel- 
opments. Category  1,  AMA  Physician’s  Recognition  Award;  2 hrs. 


CENTRAL  NERVOUS  SYSTEM  COMPLICATIONS  OF  HfV  INFECTION 
AND  AIDS,  NCME  Tape  #563.  16  min.  Network  for  Continuing  Medi- 
cal Education,  1990. 

COCAINE  USE  IN  PREGNANCY,  NCME  Tape  #563.  16  min.  Network 
for  Continuing  Medical  Education,  1990. 

MITRAL  VALVE  PROLAPSE,  NCME  Tape  #567.  16  min.  Network  for 
Continuing  Medical  Education,  1990. 

NONVALVITAR  ATRIAL  FIBRILLATION;  A MANAGEMENT  DllTMMA, 
NCME  Tape  # 569.  16  min.  Network  for  Continuing  Medical  Educa- 
tion, 1990. 

PITFALLS  IN  TFTfROID  DIAGNOSIS,  NCME  Tape  #567.  15  min.  Net- 
work for  Continuing  Medical  Education,  1990. 

PRE'VENTINC;  BLOOD-BORNE  INFECTIONS  IN  THE  HEALTH  CARE 
SETTING,  NCME  Tape  #569.  15  min.  Network  for  Continuing  Medical 
Education,  1990. 

PROGRESS  TOWARD  AN  AIDS  VACCINE:  INACTIVATED  WHOLE  SLV 
VACCINE  PROTECTS  MACAQUES,  NCME  Tape  #569.  16  min.  Net- 
work for  Continuing  Medical  Education,  1990. 

SKIN  AGING;  CAUSES,  PREVENTION,  AND  DIAGNOSIS  CONSIDERA- 
TIONS, NCME  Tape  #565.  15  min.  Network  for  Continuing  Medical 
Education,  1990. 

TEMPOROMANDIBUIAR  JOINT  DYSFUNCTION,  NCME  Tape  #567. 
16  min.  Network  for  Continuing  Medical  Education,  1990. 

UPDATE  ON  ALOPECIA:  DIAGNOSIS  AND  THERAPEUTIC  TECH- 
NIQLIES,  NCME  Tape  #563.  15  min.  Network  for  Continuing  Medical 
Education,  1990. 

UPDATE  ON  NON  A,  NON  B HEPATITIS,  NCME  Tape  #565.  16  min. 
Network  for  Continuing  Medical  Education,  1990. 

VENOUS  THROMBOSIS:  PREVENTION,  DIAGNOSIS  AND  TREAT 
MENT,  NCME  Tape  #565.  18  min.  Network  for  Continuing  Medical 
Education,  1990. 


PRACTICE  MANAGEMENT  WORKSHOPS 


The  following  practice  management  workshops  and  seminars  are  spon- 
sored by  the  Texas  Medical  Association.  For  further  information,  con- 
tact the  Department  of  Practice  Management,  Texas  Medical 
A.ssociation,  1801  N Lamar  Blvd,  Austin,  TX  78701  (512)  477-6704. 

JUNE 

RISK  PREVENJ’ION  SKILLS.  Category  1,  AMA  Physician’s  Recognition 
Award;  1 5 hours 
June  4,  1990,  Tyler 
June  5,  1990,  Austin 

BASIC  icD  9 c:m  coding 

June  4,  1990,  Austin 

June  6,  1990,  San  Antonio 

June  8,  1990,  Tyler 

June  1 1,  1990,  Corpus  Christ! 

June  12,  1990,  Houston 
June  14,  1990,  Dallas 
June  18,  1990,  Lubbock 

JULY 

RISK  PREVENTION  SKILIX 
July  17,  1990,  San  Antonio 
July  18,  1990,  Harlingen 
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MAIPRACTICE 

INSURANCE 

ARE  YOU  PAYING 
fOO  MUCH? 


Call  today  for  a 
NO  OBLIGATION  QUOTE. 

Ronald  Romero 


• Discounts  Available 

• New  Doctor  Discount 

• Prior  Acts  Available 

• Non-Profit/Physician  Owned 

• Coverage  for  Part  Time 
Physicians  at  Reduced 
Rates 

Find  out  why  over  4,500 
of  your  colleagues  have 
changed  to 

PHYSICIANS  REIIANCE 
ASSOCIATION,  INC. 
800/777-3515  or 
512/496-3434 


PHYSICIANS, 

WE’RE  FLEXIBLE  ABOUT 
EVERYTHING  EXCEPT 
YOUR  SKILL. 

In  the  Army  Reserve,  we  welcome  just  about  every  medical  discipline  and  specialty. 
Most  important,  we're  flexible  about  your  time.  We  have  several  different  ways  for  you  to 
serve  that  take  in  account  your  needs  and  schedules. 

There  is  another  flexibility  you  will  especially  like.  We  offer  the  opportunity  to  explore 
other  phases  of  medicine  and  to  add  some  different  knowledge  to  your  practice.  We  think 
you'll  find  the  experience  rewarding  and  exciting. 

To  see  how  flexible  we  can  be,  call  our  officer  counselor. 

MAJOR  JOHN  C.  TERRY  (512)  829-4554 
MAJOR  CRAIG  HACKER  (512)  826-9893 


ARMY  RESERVE. 
BE  ALL  YOU  CAN  BE. 
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AUGUST 

RISK  PRF.VENTION  SKILLS 
Augt  8,  1990,  Amarillo 
Aug  16.  1990,  Dallas 
Aug  29,  1990,  Houston 

OCTOBER 

RISK  PREVENTION  SKILLS 
Oct  3,  1990,  San  Antonio 

NOVEMBER 

RISK  PREVENTION  SKILLS 
Nov  7,  1990,  Dallas 
Nov  8,  1990,  Houston 


CALENDAR  OF  MEETINGS  ■ Denotes  Texas  Meetings 


JUNE 

AMERICAN  MEDICAL  ASSOCIATION  HOSPITAL  MEDICAL  STAFF  SEC; 
TION  FIFTEENTH  ASSEMBLY,  Chicago,  June  21-25,  1990.  Contact 
American  Medical  Association,  Dept  of  Ho.spital  Medical  Staff  Services, 
535  North  Dearborn  St,  Chicago,  IL  60610  ( 312  ) 6-t5-i75-t 

TEXAS  ACADEMY  OF  FAMIIA  PHY  SICIANS  SUMMER  SYTVIPOSIUM, 
Washington,  DC;,  June  20—27,  1990.  Cxtntact  Carlisle  Pearson,  8"^33 
Shoal  Creek  Blvd,  Austin,  TX  ‘’8766  (512)451  -8237 

SOUTHERN  ORTHOPEDIC  AS.SOCdATION,  Hyatt  Regency  Hotel,  Maui, 
Hawaii,  June  6-  10,  1990.  Contact  Kathy  McLendon,  Southern 
Orthopedic  Association,  35  Lakeshore  Dr,  PO  Box  190088,  Bir- 
mingham, AL  35219  0088  ( 205  ) 9-t5-18-t8 

■TEXAS  TRANSPIANTATION  SOCTEIV  ANNUAL  MEETING,  Austin, 
Tex,  June  21  — 24,  1990.  Contact  Iris  Wenzel,  1801  N lamar  Blvd.  Aus- 
tin, TX  7870 1 (512)  477-6704 

JULY 

AMERICAN  IN  VITRC4  ALLERGYVIMMUNOl.OGY  SOCdETY  ANNUAL 
MEETINCi,  Toronto,  Canada,  July  16-18,  1990.  Carntact  Betty  Kahler, 
AIAIS,  PO  Box  459,  lake  Jackson,  TX  77566  (409)  297-5636 

AUGUST 

■TEXAS  ACADEMY  OF  FAMILY  PHYSICIANS  ANNIAL  MEETING,  Fort 
Worth,  Tex,  Aug  20—25,  1990.  CYrntact  Carlisle  Pearson,  8733  Shoal 
Creek  Blvd,  Austin,  TX  78766  ( 512)  451-8237 

SEPTEMBER 

■TEXAS  SOCIE'IY  OF  ANES 'FHESIOLOGISTS  ANNIAL  MEETING,  Aus- 
tin, Tex,  Sept  7—9,  1990.  Contact  Ann  Becker,  1905  N Lamar  Blvd,  Ste 
107,  Austin,  TX  78705  (512)  477-6704 

■TEXAS  PEDIATRIC  SOCIETY'  MEETING,  Fort  Worth,  Tex,  Sept 
13—16,  1990.  Contact  Mary  Greene,  TPS,  1801  N lamar  Blvd,  Austin, 
TX  7870 1(512)  477-670-t 

■TEXAS  SURGICAL  SOCIEIY'  ANNUAL  MEETING,  San  Antonio,  Tex, 
Sept  29  —Oct  2,  1990.  Contact  John  W.  Roberts,  MD,  2-iOl  S 31st  St, 
Temple,  TX  76508  (817)  774-2760 


PHYSICIANS... 

ARE  YOUR  INSURANCE  RECEIVABLES  A PROBLEM? 

The  Law  Offices  of  J.D.  Johnson  & Associates 
enforces  the  rights  of  Plastic  Surgeons,  and  other 
physicians  throughout  Texas,  against  insurance 
companies  who  have  withheld  medical  benefits 
owed  on  valid  claims  for  services  provided  by  the 
physician  Our  legal  experts  have  recovered  a 
substantial  amount  ot  money  on  claims  which 
were  unreasonably  denied,  in  whole  or  in  part,  for 
such  typical  excuses  as: 

• The  physician’s  fees  exceed  reasonable  and  customary 

• The  service(s)  provided  was  not  medically  necessary 

• The  service(s)  provided  was  cosmetic/non-functional 

We  offer  a flexible  contingency  arrangement 

NO  REC0VERY...N0  CHARGE  TO  PHYSICIAN 

If  your  insurance  receivables  have  become  a 
problem. ..J.D.  Johnson  & Associates  welcomes  the 
opportunity  to  discuss  your  situation. 

The  Law  Offices  of  (713)521-0105 

J.D.  Johnson  & Associates  FAX  (713)  529-4867 
Attorneys  at  Law 

No  aesignation  has  been  made  by  tne  Texas  Board  of  Legal  Specialization 
for  a certificate  of  special  competency  in  this  area. 
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THE  ANSWER. 


Buried  here  are  facts  that  could  confirm  your 
diagnosis  or  alert  you  to  possible  drug  interactions 
. . .the  most  recent  articles  on  a disorder  you’re 
treating. . .helpful  suggestions  on  practice  manage- 
ment.. .and  more,  much  more.  Yes,  the  answer 
you  need  just  might  be  here.  But  do  you  have 
time  to  find  it.^ 

The  AMA  knows  the  answer  to  that  question. 
So  we  offer  all  our  members  a discount  on  a sub- 
scription to  AMA/NET,  the  best  value  in  on-line 
medical  information  today.  With  your  personal  com- 
puter and  AMA/NET,  you  can  have  a vast  range  of 
information  and  services  at  your  fingertips.  And 
you  don’t  have  to  be  a computer  expert  to  use  it! 

AMA/NET  can  give  you  the  answer  you 
need  in  minutes.  Literature  search  services  that 
extend  beyond  traditional  bibliographic  searches 
give  you  on-line  access  to  more  than  five  million 
documents.  MEDICOM®  Drug  Interaction 


Database  can  alert  you  to  potential  drug  prob- 
lems before  they  occur.  The  DXplain™  diagnostic 
assistance  tool  can  help  you  in  diagnostic  deci- 
sions. Interactive  Continuing  Medical  Education 
programs  let  you  earn  CME  credits  2Xyour 
convenience.  And  there’s  more. 

AMA/NET  is  just  one  of  the  information 
resources  the  AMA  offers  our  members.  We  also 
offer  workshops  and  conferences  at  member  dis- 
counts and  JAMA  and  AM  News  as  benefits  of 
membership.  It’s  just  one  way  the  AMA  repays 
our  members  for  their  support  on  vital  issues 
that  affect  the  future  of  medicine. 

Our  members  make  a difference. 

If  you  ’re  already  a member,  we  need  your 
continued  support.  If  you  're  not— and  if  you ’d  like 
to  take  advantage  of  AMA/NET—  JOIN  TODAY. 
Call  1-800-AMA-1452 


In  most  cases,  medical  association  dues  may  be  deductible  as  professional  or  business  expenses. 

Dues  and  other  contributions  to  the  AMA  are  not  deductible  as  charitable  contributions  for  Federal  income  tax  purposes. 


Some  hospitals  have  to 
make  up  a mstoiy  like  ouis. 

ii 


1 ^ 

Timberlawn  Psychiatric  Hospital  has 
been  the  traditional  source  of  treatment  for 
mental  health  problems  among  adults, 
children  and  adolescents  since  1917.  Our 
campus,  located  on  over  30  wooded  acres  in 
Dallas,  is  designed  to  provide  an  atmosphere 
conducive  to  recovery. 

Timberlawn  offers  short-term 
inpatient  and  outpatient  treatment,  long-term 
care,  adult  and  adolescent  substance  abuse 
programs,  a health  professionals  program,  an 
executive  program,  and  residential  aftercare. 


Timberlawn  Psychiatric  Hospital  has 
been  a leader  in  psychiatry  in  Dallas  and  the 
Southwest  for  over  70  years.  For  treatment 
and  counseling,  choose  the  hospital  that  is  a 
Dallas  tradition,  Timberlawn  Psychiatric 
Hospital. 

For  your  patients'  convenience,  evaluations 
may  he  done  at  any  of  our  four  locations:  the  main 
hosvital  campus  in  Dallas,  the  Timberlawn  North 
Dallas  Center,  the  Timberlawn  Las  Colinas  Center, 
or  Timberlawn  at  The  Aerobics  Center. 


TIMBERLAWN 

PSYCHIATRIC  HOSPITAL 


A COMPREHENSIVE  CENTER 
FOR  TREATMENT  n ^ A d a 
AND  RESE  ^ ^ 0 


4600  Samuel]  Blvd.  • P.O.  Box  11288  • Dallas,  Texas  75223  • (214)  381-7181  • 1-800-426-4944 
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Don't  overlook  the  least  expensive 

way  to  finance  a car. 


Autoflex  Medical  Leasing  is  Texas'  largest 
auto  leasing  company  and  has  been  the  choice 
of  physicians  all  over  Texas  since  1982.  Our 
20,000  foot  auto  leasing  supercenter  is 
designed  to  save  you  time  as  well  as  money. 

Just  one  phone  call  to  1-800-634-0304  and 
you  are  in  touch  with  our  exclusive 
"FLEXLEASE,"  an  auto  lease  which  offers  no 
down  payment,  no  security  deposit,  lower 
monthly  payments,  free  rent  cars  and  much, 
much  more.  You  pick  out  the  car  of  your 
choice  and  we  will  deliver  it  to  your  home  or 
office  the  next  day!  Sound  simple?  It  is! 

AsiXtoflex 

(T  i A s i N ^ 

^7 


Since  tax  reform,  there  are  no  advantages 
to  owning  a car.  The  interest  write  offs  on 
automobile  loans  have  been  eliminated.  The 
investment  tax  credit  may  no  longer  be 
taken.  Sales  tax  is  no  longer  deductible.  These 
are  just  a few  of  the  reasons  to  contact  the 
professionals  at  Autoflex  Eeasing. 

Autoflex  Eeasing  offers  closed  end  leases 
on  any  new  car,  truck  or  van  so  don't 
overlook  the  least  expensive  way  to  finance  a 
car!  For  your  next  vehicle,  whether  you  buy 
or  lease,  choose  the  company  who  set  the 
standard  for  automobile  leasing,  choose 
Autoflex  Leasing. 

CONTACT:  LOUIS  MURAD 
OR  DAVID  HANEIN 

1-800-634-0304 


212  W.  Spring  Valley  • Richardson,  TX  75081  • 214-234-1234 


1-800-252-9318 

YOUR  HOTLINE 
FOR  TMAIT 
INSURANCE 
ANSWERS 


We  know  that  insurance  can  be  com- 
plicated and  confusing.  You  and  your 
staff  have  more  important  things  to  do 
than  worry  about  your  personal  and 
staff  insurance.  That’s  why  TMAIT 
has  an  INSURANCE  HOTLINE  to 
simplify  things. 

Just  call  1-800-252-9318  any  weekday 
between  8:15  a.m.  and  5:15  p.m. 

You’ll  get  a friendly  TMAIT  insurance 
specialist  who  can  usually  answer  your 
questions  immediately.  If  they  can’t, 
they’ll  get  the  answer  and  promptly 
call  you  back. 

Your  INSURANCE  HOTLINE  is  just 
one  more  valuable  member  service. 

TMAIT  offers  you  Safety,  Financial 
Stability,  Excellent  Service  and 
Reliability. 


TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 

Created  and  endorsed  by  the  Texas  Medical  Association 


Tex 


TexasMedical 

Association 


1901  NORTH  LAMAR  BLVD 
AUSTIN,  TEXAS  78705 
1-800-252-9318 
IN  AUSTIN  476-6551 
FAX:  512/469-9336 


Underwritten  b\  PRUCO  Life  Insurance  Company  of  Texas, 
a subsidiiiry  of  The  PRUDENTIAL. 


A vital  choice: 
animals  in  research 

Animal  rights  activists  want  to 
eliminate  animal  research. 
Cover  illustration  by  Barry  Root. 
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FOCUS  ON  ACCESS: 

MAXIMIZING  HEALTH  CARE  IN  TEXAS 

Soturday,  Sept.  15  Stouffer  Austin  Hotel 


•Gain  insight  about  access  to  care  from  the  perspectives  of  out- 
standing speakers,  including: 

AAAA  President  C.  John  Tupper,  AAD 

U.S.  Rep.  Ralph  Hall 

Commissioner  Ron  Lindsey,  Texas  Department  of  Human  Services 

Regional  Director  Paulette  Standefer,  U.S.  Department  of  Health 
and  Human  Services 

• Improve  your  understanding  of  reimbursement  policies  during  a 
special  afternoon  seminar. 

• Learn  how  to  cope  with  AAedicare  hassles  during  a dawn  duster  session. 
•Attend  the  luncheon,  sponsored  by  the  Texas  AAedical  Liability  Trust. 

• As  a TAAA  member,  receive  free  conference  registration. 

Be  on  the  cutting  edge!  Don't  miss  this  opportunity  to  hear  about  one 
of  the  decade's  most  pressing  challenges — access  to  care!  For  regis- 
tration information,  call  TAAA  at  (512)  477-6704,  Ext.  156. 
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Minimal  potential  for 
drug  interactions 

Unlike  cimetidine  and  ranitidine,^ 
Axid  does  not  inhibit  the  cytochrome 
P-450  metabolizing  enzyme  system.^ 


H2-antagonist  therapy 

■ Most  patients  experience 
pain  relief  with  the  first  dose^ 

■ Heals  duodena!  ulcer 
rapidly  and  effectively^^ 

■ Dosage  for  adults  with  active 
duodena!  ulcer  is  300  mg  once  nightly 
(150  mg  b.i.d.  is  also  available) 
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Because  safety 

cannot  be  taken  for  granted 

in  H2-antagonist  therapy 


AXID® 

nizatidine  capsules 

Brief  Summary.  Consult  the  package  literature  for  complete 
information. 

Indications  and  Usage;  1 . Active  duodenal  ulcer-lor  up  to  eight  weeks 
I of  treatment  Most  patients  heal  within  four  weeks. 

2.  Maintenance  therapy  ~foi  healed  duodenal  ulcer  pahents  at  a 
. reduced  dosage  of  150  mg  h.s.  The  consequences  of  therapy  with  Axid 

for  longer  than  one  year  are  not  known. 

I Contraindication:  Known  hypersensitivity  to  the  drug.  Use  with  caution 
in  pahents  with  hypersensihvity  to  other  H^receptor  antagonists, 
i Precautions:  General-!.  Symptomatic  response  to  nizatidine  therapy 
1 does  not  preclude  the  presence  of  gastric  malignancy. 

I 2.  Do^ge  should  be  reduced  in  pahents  with  moderate  to  severe 
I renal  insufficiency. 

3.  In  pahents  with  normal  renal  function  and  uncomplicated  hepahe 
dysfunchon.  the  disposihon  of  nizahdine  Is  similar  to  that  in  normal 
subjects. 

Laboratory  Tests -False-positive  tests  for  urobilinogen  with  Mulhshx* 
may  occur  during  therapy. 

Dtug  Interactions-No  Interachons  have  been  observed  with  theophyl- 
line. chlordiazepoxide,  lorazepam,  lidocaine,  phenytoin.  and  warfarin.  Axid 
does  not  inhibit  the  cytochrome  P-450  enzyme  system;  therefore,  drug 
interachons  mediated  by  inhibihon  of  hepahe  metabolism  are  not  expected 
to  occur.  In  pahents  given  very  high  doses  (3,900  mg)  of  aspirin  daily, 
increased  serum  salicylate  levels  were  seen  when  nizahdine,  150  mg 
b.i.d.,  was  administered  concurrenhy. 

Carcinogenesis.  Mutagenesis,  Impairment  ol  Fertility- A two-year  oral 
carcinogenicity  study  in  rats  with  doses  as  high  as  500  mg/kg/day 
(about  80  hmes  the  recommended  daily  therapeuhe  dose)  showed  no 
evidence  of  a carcinogenic  effect  There  was  a dose-related  increase  in 
the  density  ol  enterochromaffin-like  (ECL)  cells  in  the  gastric  oxynhc 
mucosa.  In  a two-year  study  in  mice,  there  was  no  evidence  of  a 
; carcinogenic  effect  in  male  mice,  although  hyperplashc  nodules  ol  the 
liver  were  increased  in  the  high-dose  males  as  compared  with  placebo. 
Female  mice  given  the  high  dose  ol  Axid  (2,000  mg/kg/day,  about  330 
hmes  the  human  dose)  showed  marginally  statistically  significant 
increases  in  hepahe  carcinoma  and  hepahe  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  of  the  other  dose  groups.  The  rate  ol 
hepahe  carcinoma  in  the  high-dose  animals  was  within  the  historical 
conbol  limits  seen  for  the  strain  of  mice  used.  The  female  mice  were 
given  a dose  larger  than  the  maximum  tolerated  dose,  as  Indicated 
by  excessive  (30%)  weight  decrement  as  compared  with  concurrent 
controls  and  evidence  of  mild  liver  injury  (transaminase  elevahons).  The 
occurrence  of  a marginal  finding  at  high  dose  only  in  animals  given 
Axid*  (nizahdine.  Lilly) 


an  excessive  and  somewhat  hepatotoxic  dose,  with  no  evidence  of  a 
carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day.  about  60  times  the  human  dose),  and  a negative 
mutagenicity  battery  are  not  considered  evidence  of  a carcinogenic 
potential  for  Axid, 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its 
potential  genehc  toxicity,  including  bactenal  mutahon  tests,  unscheduled 
DNA  synthesis,  sister  chromatid  exchange,  mouse  lymphoma  assay, 
chromosome  aberration  tests,  and  a micronucleus  test 

In  a two-generahon,  perinatal  and  postnatal  ferhiity  study  in  rats,  doses 
of  nizahdine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the 
reproduchve  performance  of  parental  animals  or  their  progeny. 

Pregnancy -Teratogenic  Effects -Pregnancy  Category  C-Oral  repro- 
duchon  studies  in  rats  at  doses  up  to  300  times  the  human  dose  and  In 
Dutch  Behed  rabbits  at  doses  up  to  55  times  the  human  dose  revealed 
no  evidence  of  impaired  fertility  or  teratogenic  effect  but  at  a dose 
equivalent  to  300  hmes  the  human  dose,  treated  rabbits  had  aborhons, 
decreased  number  of  live  fetuses,  and  depressed  fetal  weights.  On  intra- 
venous administrahon  to  pregnant  New  Zealand  White  rabbits,  nizahdine 
at  20  mg/kg  produced  cardiac  enlargement  coarctahon  of  the  aorhc 
arch,  and  cutaneous  edema  in  one  fetus,  and  at  50  mg/kg,  it  produced 
ventricular  anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly, 
and  enlarged  heart  in  one  fetus.  There  are.  however,  no  adequate  and 
well-controlled  studies  in  pregnant  women.  It  is  also  not  known  whether 
nizatidine  can  cause  fetal  harm  when  administered  to  a pregnant  woman 
or  can  affect  reproduchon  capacity.  Nizahdine  should  be  used  during 
pregnancy  only  if  the  potential  benefit  (ustifies  the  potential  risk  to 
the  fetus. 

Nursing  Mothers -Studies  In  lactating  women  have  shown  that 
0.1%  of  an  oral  dose  is  secreted  in  human  milk  in  proportion  to  plasma 
concenhahons.  Because  of  growth  depression  In  pups  reared  by  heated 
lactahng  rats,  a decision  should  be  made  whether  to  discontinue  nursing 
or  the  drug,  taking  into  account  the  importance  of  the  drug  fo  the  mother. 

Pediaihe  (Tse-Satety  and  eftechveness  Iri  children  have  not  been 
established. 

Use  in  Elderly  Patients -Heating  rates  in  elderly  pahents  were  similar 
to  those  In  younger  age  groups  as  were  the  rates  ol  adverse  events  and 
laboratory  test  abnormalities.  Age  alone  may  not  be  an  important  factor 
In  the  disposihon  of  nizatidine.  Elderly  patients  may  have  reduced 
renal  funchon. 

Adverse  Reactions:  Clinical  thals  of  varying  durahons  included  almost 
5,000  pahents.  Among  the  more  common  adverse  events  in  domeshc 
placebo-conholled  thals  of  over  1,900  nizahdine  patients  and  over  1,300 
on  placebo,  sweahng  (1%  vs  0.2%),  urticaria  (0.5%  vs  <0.01%),  and 
somnolence  (2.4%  vs  1.3%)  were  significantly  more  common  with 
nizahdine.  It  was  not  possible  to  determine  whether  a variety  of  less 
common  events  was  due  to  the  drug. 

/txid*  (nizahdine,  Lilly) 


Hepahc-Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline 
phosphatase)  possibly  or  probably  related  to  nizahdine  occurred  in  some 
pahents  In  some  cases  there  was  marked  elevahon  (>500  lU/L)  in  SCOT 
or  SGPT  and.  in  a single  instance.  SGPT  was  >2,000  lU/L  The  incidence 
of  elevated  liver  enzymes  overall  and  elevahons  of  up  to  three  times 
the  upper  limit  of  normal,  however,  did  not  signiheanhy  differ  from  thal 
in  placebo  patients.  Hepatitis  and  jaundice  have  been  reported.  All 
abnormalihes  were  reversible  after  disconhnuahon  of  Axid. 

Cardiovascular -in  clinical  pharmacology  studies,  short  episodes 
of  asymptomatic  ventricular  tachycardia  occurred  in  two  individuals 
administered  /Vxid  and  in  three  untreated  subjects. 

C/VS-Rare  cases  of  reversible  mental  confusion  have  been  reported. 

fndoenne-Ciinical  pharmacology  studies  and  controlled  clinical  trials 
showed  no  evidence  of  antiandrogenic  activity  due  to  nizatidine. 
Impotence  and  decreased  libido  were  reported  with  equal  frequency  by 
pahents  on  nizahdine  and  those  on  placebo.  Gynecomasha  has  been 
reported  rarely. 

Hematologic -Fatai  thrombocytopenia  was  reported  in  a patient 
heated  with  nizahdine  and  another  Hj-receptor  antagonist  This  patient 
had  previously  experienced  thrombocytopenia  while  taking  other  drugs. 
Rare  cases  ol  thrombocytopenic  puqjura  have  been  reported. 

Integumental -Sweating  and  urticaria  were  reported  significantly 
more  frequenhy  In  nizahdine-  than  in  placebo-heated  pahents.  Rash  and 
exfoliahve  dermahhs  were  also  reported. 

Hypersensitivity -As  with  other  H;-receptor  antagonists,  rare  cases  of 
anaphylaxis  following  nizatidine  administration  have  been  reported. 
Because  cross-sensrhvity  among  this  class  has  been  observed,  Hj-receptor 
antagonists  should  not  be  administered  to  'Jiose  with  a history  of  hyper- 
sensihvity to  these  agents.  Rare  episodes  of  hypersensihvity  reachons 
(eg,  bronchospasm,  laryngeal  edema,  rash,  and  eosinophilia)  have  been 
reported. 

Other- Hyperuricemia  unas,sociated  with  gout  or  nephrolithiasis  was 
reported.  Eosinophilia  fever,  and  nausea  related  to  nizahdine  have  been 
reported. 

Overdosage:  Overdoses  of  Axid  have  been  reported  rarely.  If  overdosage 
occurs,  achvated  charcoal,  emesis,  or  lavage  should  be  considered  along 
with  clinical  monitoring  and  supportive  therapy.  Renal  dialysis  for  four 
to  six  hours  increased  plasma  clearance  by  approximately  84%. 

PV  2098  AMP  (091289) 

Additional  information  available  to  the  profession  on  request 
Eli  Lilly  and  Company 
Indianapolis,  Indiana 
46285 

NZ-2924-B-04931 0 C 1990,  ELI  ULLY  AND  COMPANY 
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New  Texas  Medicine  responds 
to  your  changing  needs 

You  may  have  noticed  that  Texas 
Medicine  has  a new  look  this 
month.  The  new  face  is  more  than 
cosmetic;  Texas  Medicine  is  chang- 
ing to  reflect  Texas  physicians’ 
changing  needs. 

The  transformation  is  the  result 
of  considerable  research  into  the 
communication  needs  and  prefer- 
ences of  Texas  physicians.  Many 
TMA  members  participated.  Studies 
included  a mailed  readership  survey, 
parts  of  needs  assessment  surveys 
conducted  by  telephone,  and  focus 
groups  of  physicians  across  the 
state. 

In  addition  to  a colorful,  attrac- 
tive package,  they  said  they  wanted 
to  know  what  is  happening  in  public 
health,  medical  economics,  law,  and 
legislation.  They  want  to  know  what 
their  professional  association  is 
doing  for  them.  They  want  to  know 
how  to  survive  in  a medical  climate 
where,  for  instance,  a nonphysician 
hundreds  of  miles  away  can  decide 
— weeks  after  the  fact  — whether 
they  should  or  should  not  have 
admitted  Patient  John  Doe  to  the 
hospital. 

In  1905,  when  publication  began, 
the  entire  Index  Medicus  was  pub- 
lished in  one  volume  about  the  size 
of  a modern  medical  dictionary. 
Today,  Index  Medicus  for  one  year 
takes  more  than  a yard  of  shelf 
space.  Clinical  material  is  readily 
available,  and  physicians  turn  to 
specialty  publications  to  keep  up  in 
their  own  fields. 

As  physicians’  needs  changed,  so 
did  Texas  Medicine.  It  acquired  a 
publication  committee;  it  stopped 
publishing  “minutes”  of  the  county 
medical  society  meetings  and  district 


Upfront 


Texas  Medicine  has 
changed  both  its  con- 
tent and  appearance 
since  its  first  issue  in 


July  1905,  reflecting 
the  evolving  needs  of 


medical  society  meetings;  it  moved 
the  association’s  membership  list 
and  House  of  Delegates  transactions 
and  annual  session  programs  into 
separate  publications.  It  dressed  up 
its  typography;  it  began  using  its 
cover  as  a drawing  card;  it  began 
running  a regular  legal  column;  “the 
government”  began  to  leak  into, 
then  flood  its  pages. 

Now  its  evolution  follows  the 
evolution  of  members’  needs. 

The  vivid  new  look  is  a blend  of 
art  and  technology,  designed  for  the 
contemporary  physician  who  is  at 
home  with  strong  graphics  but 
wants  magazines  to  be  well  orga- 
nized and  easy  to  read. 

There  will  be  a cover  story  each 
month,  and  the  subject  will  be  one 
that  is  important  to  Texas  physi- 
cians. 

The  cover  story  this  month  is  on 
the  use  of  animals  in  research,  and 
ways  that  animal  rights  activists 
seek  to  halt  that  research.  The  Texas 
Medical  Association’s  House  of  Del- 
egates is  on  record,  unanimously,  in 
support  of  the  humane  use  of  ani- 
mals for  education  and  research  in 
Texas  educational  institutions  and 
research  facilities. 


On  page  22  there  is  a partial  list 
of  the  ways  in  which  research  with 
animals  has  contributed  to  the  clini- 
cian’s ability  to  treat  patients.  As 
basic  research  continues,  one  can 
only  speculate  as  to  the  ways  that 
patients  may  benefit  in  the  future. 

Continuing  basic  research  today 
is  more  difficult  than  it  used  to  be, 
for  many  researchers  must  contend 
with  the  interference  of  various 
groups,  some  of  them  including  a 
small  group  of  physicians,  that  seek 
to  stop  or  impede  animal  research. 

Our  reporter  talked  with  educa- 
tors, researchers,  laboratory  person- 
nel, TMA  officials,  and  representa- 
tives of  animal  welfare  and  animal 
rights  activist  groups.  The  purpose 
of  the  story  is  to  bring  you  a picture 
of  how  this  activity  affects  research 
today,  who  the  activist  groups  are 
and  what  they  are  saying,  and  the 
subtle  and  overt  methods  through 
which  they  attack  research. 

Elsewhere  in  the  magazine  you’ll 
find  sections  on  law,  medical  eco- 
nomics, legislation,  public  health, 
science,  people,  CME,  letters,  and  in 
this  “Upfront”  section,  general  news 
of  medicine  and  the  Texas  Medical 
Association.  Since  the  association  is 
involved  in  every  area  affecting 
physicians  and  their  practices,  you’ll 
also  find  its  activities  reported  in  the 


6 


Texas  Medicine  Volume  86  No.  7 July  1990 


Upfronr 


appropriate  topical  sections 
throughout  the  magazine. 

Peer  reviewed  articles  appear  on 
the  cream-tinted  pages,  a section 
entitled  “The  Journal  of  Texas 
Medicine." 

Fuller  Dyal  &:  Stamper  Inc.,  an 
Austin  design  firm  with  extensive 
publication  experience,  guided  the 
graphic  redesign  of  the  magazine 
and  will  handle  art  direction  and 
design  each  month. 

New  leaders  take  the  helm  for 
1990-1991 

With  a clear  view  of  the  purposes  of 
the  Texas  Medical  Association  and 
with  a firm  conviction  that  “.  . . our 
members  drive  this  association,” 
new  TMA  president  Wm.  Gordon 
McGee,  MD,  El  Paso,  told  physi- 
cians at  the  annual  session,  “I  want 
to  focus  on  what  we’ve  been  doing 
for  generations  — serving  the  sick, 
the  injured,  the  mentally  ill,  and 
dying.” 

The  gusty  May  sea  breezes  off 
Corpus  Christi  Bay  were  a fitting 
complement  to  the  winds  of  change 
propelling  the  Texas  Medical  Associ- 
ation toward  the  21st  century,  and 
newly  elected  leaders  will  find  ample 
challenges  and  opportunities  ahead. 

One  of  Dr  McGee’s  primary  mes- 
sages for  TMA  members  is  that  they 
have  a voice  in  the  organization  — 
that  their  elected  representatives  to 
the  House  of  Delegates  are  a direct 
pipeline  to  influencing  TMA’s  poli- 
cies, programs,  and  direction.  He 
also  intends  to  spread  the  word 
about  how  TMA  represents  its  mem- 
bers at  state  and  federal  levels  and 
on  legal  issues. 

Delegates  chose  Sam  A.  Nixon, 
MD,  Houston,  president-elect  for 


1990-1991.  Others  elected  during 
the  May  10-11  House  of  Delegates 
session  in  Corpus  Christi  are  Mark 
j.  Kubala,  MD,  Beaumont,  speaker 
of  the  House  of  Delegates;  and 
Bernard  W.  Palmer,  MD,  San  Anto- 
nio, vice  speaker. 

Elected  to  three-year  terms  as 
trustees  were  E.  Rubin  Bernhard, 
MD,  San  Antonio;  Ted  L.  Rankin, 
MD,  Longview;  and  Byron  L. 
Howard,  MD,  Dallas.  Afterward, 
the  1990-1991  Board  of  Trustees 
elected  as  its  officers  Drue  Ware, 
MD,  Eort  Worth,  chairman;  Harold 
High,  MD,  Cuero,  vice  chairman; 
and  Dr  Howard,  secretary. 

Councilors  chosen  were  Robert 
D.  Cummings,  MD,  Taylor,  District 
7;  Edgar  E.  Jones,  III,  MD,  Galves- 
ton, District  8;  John  W.  Nichols, 
MD,  Galena  Park,  District  9; 
Edward  L.  Domingue,  MD,  Lufkin, 
District  10;  and  George  L.  LeBeau, 
Jr,  MD,  Wichita  Ealls,  District  13. 

The  association’s  slate  of  AMA 
delegates  and  alternate  delegates 
remains  intact  except  for  the  slot 
designated  for  a medical  student, 
and  Walter  Gadberry  was  elected  to 
fill  that  position.  He  has 
completed  his  third  year 
at  Texas  A&M  University 
College  of  Medicine. 

In  addition,  the  House 
elected  37  council  mem- 
bers nominated  by  Dr 
McGee. 

More  House  actions 
are  reported  elsewhere  in 
this  issue. 


Wm.  Gordon  McGee, 
MD,  El  Paso,  takes  the 
reins  as  the  associa- 
tion’s 125th  president. 


McGee  outlines  TMA’s 
purposes,  importance  of 
member  participation 

“As  we  fulfill  the  purposes  of  the 
association,  there  will  be  paths  of 
opportunity,”  said  Wm.  Gordon 
McGee  as  he  accepted  the  presi- 
dency of  the  Texas  Medical  Associa- 
tion. 

Speaking  at  the  Annual  Member- 
ship Luncheon  May  11  in  Corpus 
Christi,  the  El  Paso  pathologist  con- 
tinued, “.  . . we  must  take  advantage 
of  these  opportunities  to  make  a dif- 
ference in  the  lives  of  thousands  of 
people  — our  members  and  our 
patients.” 

Paying  tribute  to  the  previous 
leaders  of  the  organization,  he  cited 
their  example  as  a challenge  “to 
keep  medicine  the  rewarding, 
respected,  and  valued  profession  we 
all  know  it  to  be.” 

Dr  McGee  then  reviewed  the 
eight  purposes  of  the  Texas  Medical 
Association  and  gave  examples  of 
how  they  are  being  fulfilled: 

To  serve  the  people  of  the  State 
of  Texas  in  matters  of  medical  care 
— “All  of  our  activi- 
ties, from  public 
health,  to  legislation, 
to  socioeconomics,  to 
medical  and  science 
education  are  done 
with  the  patient  in 
mind.  Our  theme  is 
‘Physicians  Caring 
For  Texans,’  and  we 
must  do  all  we  can  to 
live  up  to  those 
words.” 

To  federate  the  profession 
licensed  to  practice  medicine  and 
surgery  in  the  State  of  Texas  — 
“TMA  represents  82%  of  the 
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licensed  and  practicing  physicians 
and  96%  of  the  medical  students  in 
the  state,”  he  said.  But  there  can  be 
no  complacency;  membership  figures 
must  remain  high  so  that  the  associ- 
ation has  credibility  and  authority 
with  legislators,  regulatory  agencies, 
the  media,  and  others. 

To  provide  effective  representa- 
tion for  its  members  — “Clearly,  we 
excel  at  this,”  Dr  McGee  declared. 

In  matters  of  reimbursement,  access 
to  care,  and  quality  of  care  “our 
congressional  delegation  visits  have 
helped.  . . . And  our  visits  with  the 
Medicare  and  Medicaid  carriers 
have  produced  answers  to  our  mem- 
bers’ most  pressing  concerns.” 

To  unite  with  similar  state  asso- 
ciations to  form  the  American  Med- 
ical Association  — “The  AMA  is 
going  through  a tough  transition. 

Let  me  tell  you,  they  need  us  now 
more  than  ever.  . . . join  the  AMA.” 

To  promote  unity  and  coopera- 
tion among  its  members  and  compo- 
nent organizations  — “TMA  is  a 
grassroots,  bottom-up,  organization. 
The  members  make  this  organiza- 
tion. ...  we  must  continue  to  be 
member-driven  in  our  priorities  and 
our  programs.” 

To  secure  the  enactment  of 
appropriate  medical  and  health  care 
legislation  — “We  were  instrumental 
in  passing  the  AIDS  bill,  the  Medi- 
caid Enhancement  bill,  and  our  rural 
health  care  bill  during  the  last  Texas 
Legislature.  During  the  next  one,  we 
will  focus  a lot  of  energy  on  access 
to  care  problems  in  our  state  . . . 
affordability  and  accessibility  of 
health  insurance  for  the  2.84  million 
uninsured  Texans.” 

To  extend  medical  knowledge 
and  advance  medical  science  — 
“Annual  session  is  an  example  — it’s 
the  largest  meeting  of  its  kind  in  the 


Upfront 


country.  Next  year  I will  build  on 
Max  Butler’s  efforts  to  define  and 
expand  TMA’s  role  in  science  and 
scientific  affairs.” 

To  strive  for  the  prevention  and 
cure  of  disease  and  the  improvement 
of  public  health  — “Our  first-of-its- 
kind  border  health  conference, 
smoking  cessation  program,  and 
cholesterol  guidelines  are  just  a few 
examples  of  TMA’s  catalytic  role  in 
public  health.” 

“.  . .Our  members  drive  this  asso- 
ciation. . . . With  your  help,  I will 
build  on  the  excellent  foundation 
laid  by  Max  Butler  and  the  many 
others  before  me,”  he  concluded. 


Together  we  stand  — and  get 
a lot  done,  too! 

Taking  advantage  of  video  technol- 
ogy, Max  C.  Butler,  MD,  gave  his 
presidential  address  in  pictures,  and 
you  can  borrow  the  dramatic  and 
informative  13-minute  videotape  to 
use  at  your  county  medical  society, 
hospital  staff,  or  other  medical 
meetings. 

In  his  innovative  presentation  to 
the  House  of  Delegates  in  Corpus 
Christi,  Dr  Butler  asked  and  an- 
swered the  question,  “What  has 
TMA  done  for  me.^” 

With  a quick  trip  through  the 
association’s  history,  he  showed  that 
although  the  specific  issues  change 
through  the  years,  TMA  always  acts 
to  promote  advancement  and  im- 
provement of  health  care  for  Texans. 

Floods  and  epidemics  are  with  us 
still,  but  today’s  challenges  more 
often  involve  legislation,  regulation, 
and  legal  and  public  health  battles  in 
Austin  and  Washington,  DC.  And 
what  has  TMA  done  about  all  that? 


Max  C.  Butler,  MD, 
Houston,  enjoys  the 
waning  moments  of  his 
presidency  as  he  pre- 
pares to  hand  both  the 
fun  and  the  responsibil- 
ity of  that  office  to  his 
successor. 

Its  representatives  meet  regularly, 
about  every  6 weeks,  with  Medicare 
and  Medicaid  carriers  to  iron  out 
denied  claims  and  to  represent 
physicians’  concerns;  it  supports  leg- 
islation to  cut  the  hassle  factor  in 
practicing  medicine;  it  fights  to  keep 
due  process  in  peer  review,  and 
much,  much  more. 

The  Texas  Medical  Association 
has  established  an  ad  hoc  committee 
to  help  make  health  care  more 
affordable  and  accessible;  acted  as 
initiator  and  catalyst  for  a close  look 
at,  and  targeted  efforts  to  improve, 
the  health  of  people  who  live  along 
the  US-Mexico  border;  developed  an 
initiative  for  adolescent  health;  pro- 
vided physicians  with  cholesterol 
screening  guidelines;  implemented  a 
new  visibility  program;  and  intro- 
duced legislation  to  assure  regular 
peer-review-organization  review  of 
hospital  transfers  before  any  sanc- 
tions are  issued. 

Beyond  that,  TMA  appointed  a 
Blue  Ribbon  Committee  on  Science 
and  Scientific  Affairs  to  serve  as  a 
catalyst  for  programs  promoting  sci- 
ence and  to  establish  leadership  in 
the  scientific  arena;  association 
efforts  led  the  state  school  board  to 
reject  inadequate  health  textbooks. 
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Great  challenges  face  medicine 
[today,  but  as  Dr  Butler  emphasizes 
jin  his  video,  . with  the  same 
[spirit  of  will  and  determination  that 
drove  our  pioneer  physicians,  we 
will  continue  to  demonstrate  to  our- 
selves and  to  the  public,  we  are, 

I always  have  been,  and  always  will 
;be.  Physicians  Caring  for  Texans.” 

To  arrange  to  use  the  video  at  a 
meeting  of  your  colleagues,  please 
I contact  Melissa  McAdoo,  TMA 
Public  Relations  Department,  (512) 
477-6704,  ext  280. 

I Dr  Nixon  garners  double 
honors  at  annual  session 

, He’ll  be  the  association’s  president 
in  1991-1992,  but  election  to  that 
I office  was  only  one  of  the  good 
I things  that  happened  to  Sam  A. 
Nixon,  MD,  when  the  House  of  Del- 
I egates  met.  He  also  received  the 
I C.  Frank  Webber  Award  for  his  out- 
I standing  support  of  the  Texas  Medi- 
i cal  Association’s  Medical  Student 
, Section. 

' The  award  is  given  in  recognition 
of  Dr  Webber’s  leadership  and  dedi- 
cation to  medical  students;  his 
efforts  prompted  the  development  of 
the  strong  student  organization 
within  the  association. 

Dr  Nixon  is  director  of  the 
Division  of  Continuing  Educa- 
tion at  The  University  of  Texas 
Health  Science  Center  at  Hous- 
ton, and  assistant  dean  for  con- 
tinuing education  and  special 
assistant  to  the  president  for 
community  and  professional  rela- 
tions at  The  University  of  Texas 
Medical  School  at  Houston. 


Highest  honor 
bestowed  on  Dr  Delmer 

“To  be  kind  and  gentle,  we 
have  to  get  tough  and  mean.” 
Conflicting  advice?  No,  not  when  it 
comes  from  Distinguished  Service 
Award  winner  Merle  W.  Delmer, 
MD. 

The  San  Antonio  pathologist 
received  the  Texas  Medical  Associa- 
tion’s highest  award  during  opening 
ceremonies  of  the  House  of  Dele- 
gates May  10.  After  expressing  his 
deepest  appreciation  for  this  honor, 
he  added  a message  to  his  col- 
leagues: 

“We  all  have  to  be  involved  in 
organized  medicine,  because  the 
AMA  fights  for  us.  Go  raise  sand 
with  your  representatives  — tell 
them  we’re  tired  of  government 
intervention!  We’ve  all  got  to  get 
tough  and  mean  with  the  govern- 
ment so  we  can  be  kind  and  gentle 
with  our  patients,  like  we  want  to 
be.  Get  involved!  The  TMA  and  the 
AMA  is  us!” 

Practicing  what  he  preaches.  Dr 
Delmer  has  served  on  the  Executive 
Board,  Board  of  Censors  of  Bexar 
County  Medical  Society,  Committee 
on  Nursing,  Section  on  Pathology, 


Sam  A.  Nixon,  MD, 
Houston,  is  the  new 
president-eiect  of 
the  association. 


“Receiving  awards 
is  not  what  it’s  all 
about.  It’s  the  plea- 
sure of  serving  the 
physicians  of 
Texas,”  said  Merle 
W.  Delmer,  MD,  on 
being  presented  with 
the  association’s 
highest  honor,  the 
Distinguished  Ser- 
vice Award. 


Council  on  Legislation,  and  Texas 
Delegation  to  the  AMA.  A former 
chairman  of  the  TMA  Board  of 
Trustees,  he  also  served  as  chairman 
of  the  New  Building  Task  Force. 

He  was  on  the  Texas  State  Board 
of  Medical  Examiners  from  April 
1968  to  October  1973.  He  is  a 
trustee  of  the  American  Board  of 
Pathology,  and  holds  membership  in 
numerous  other  medical  organiza- 
tions including  the  Bexar  County 
Medical  Society. 

Long  involved  in  teaching.  Dr. 
Delmer  has  been  assistant  patholo- 
gist at  Presbyterian  Hospital  in  New 
York;  instructor  in  pathology  at  Col- 
lege of  Physicians  and  Surgeons  at 
Columbia  University;  associate 
pathologist  at  San  Antonio’s  Baptist 
Memorial  Hospital  and  chairman  of 
the  Pathology  Department  for  Bap- 
tist Memorial  Hospital  System;  con- 
sultant pathologist  for  the  5th  Army 
Area  Laboratory  at  Fort  Sam  Hous- 
ton and  the  VA  Hospital  in  Kerrville; 
clinical  professor  of  pathology  at 
The  University  of  Texas  Medical 
School  at  San  Antonio,  and  a mem- 
ber of  the  Admissions  Committee 
for  The  University  of  Texas  Medical 
School  at  San  Antonio. 

Well  acquainted  with  honor.  Dr 
Delmer  has  also  received  the  Cald- 
well Award  for  Distinguished  Service 
in  Pathology  from  the  Texas  Society 
of  Pathologists. 

But  from  Dr  Delmer’s  point  of 
view,  “Receiving  awards  is  not  what 
it’s  all  about,  it’s  the  pleasure  of 
serving  the  physicians  of  Texas.” 
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Association  makes  headiines 
on  wide  range  of  issues 

“Physicians’  group  sues  insurance 
firms.”  That  was  the  story  grabbing 
headlines  in  newspapers  across  the 
state  May  2 as  the  Texas  Medical 
Association  announced  its  lawsuits 
challenging  arbitrary  fee  reductions 
by  medical  claims  review  firms  in 
Workers’  Compensation  cases. 

In  recent  weeks,  TMA  and  its 
members  have  been  the  subjects  of 
dozens  of  newspaper  articles  and 
radio  and  television  reports  on  top- 
ics ranging  from  the  Workers’  Com- 
pensation lawsuits  to  rationing  of 
health  care  to  the  association’s 
recent  annual  session  in  Corpus 
Christi. 

More  than  two  dozen  media  rep- 
resentatives from  nine  newspapers 
and  magazines,  five  television  sta- 
tions, and  one  radio  station  attended 
annual  session.  They  filed  reports  on 
numerous  topics,  including  measles 
outbreaks,  access  to  health  care, 
affordability  of  health  insurance,  the 
right  to  die,  and  the  presentation  of 
the  first  TMA  Award  for  Excellence 
in  Science  Teaching. 

Also,  TMA’s  second  Medical 
Writers  Seminar  held  at  annual  ses- 
sion resulted  in  articles  on  access  to 
health  insurance  in  the  Corpus 
Christi  Caller-Times,  San  Antonio 
Express-News,  and  Houston 
Chronicle. 

The  following  is  a brief  summary 
of  some  of  the  headlines  made  by 
the  association  recently: 

Austin  Light  (April  4)  . . . The  Texas 
Medical  Association  will  break 
ground  for  its  new  120,000  square- 
foot  building  at  15th  and  Guadalupe 
Streets  in  a ceremony  at  2 pm 
Wednesday,  April  4. 


Upfront 


Houston  Chronicle  (May  2)  . . . The 
Texas  Medical  Association  said 
Tuesday  it  has  filed  three  lawsuits 
against  insurance  companies  and 
medical  claims  review  firms  for 
denying  or  reducing  doctors’  fees  in 
Workers’  Compensation  cases,  and 
said  it  plans  to  file  another  14. 

Orange  Leader  (May  5)  . . . Michael 
Hoke,  a West  Orange  Middle  School 
science  teacher,  is  the  first  recipient 
of  the  Texas  Medical  Association 
Award  for  Excellence  in  Science 
Teaching. 

Corpus  Christi  Caller-Times  (May 
6)  . . . Eor  people  feeling  sickly  on 
May  10-13,  it  shouldn’t  be 
hard  to  find  a doctor  in  the 
house.  That’s  when  more  than 
2,700  doctors  are  expected  to 
attend  the  Texas  Medical 
Association’s  annual  confer- 
ence in  Corpus  Christi. 

Lindale  News  (May  10)  . . . 

Eew  people  give  much 
thought  to  choosing  a 
physician  when  they’re 
healthy.  But  that’s  the 
best  time  to  find  a physi- 
cian who  is  right  for 
you  and  your  family, 
says  the  Texas  Medical 
Association. 

Houston  Chronicle 
(May  11)...  Eor  the 
first  time,  a session  at 
the  Texas  Medical  Association’s 
annual  meeting  has  focused  on  the 
rationing  of  health  care.  “We 
haven’t  always  been  concerned  with 
rationing,”  said  Dr.  Hardy  Loe,  an 
associate  professor  at  The  University 
of  Texas  School  of  Public  Health  in 
Houston,  but  Thursday’s  discussion 
reflects  the  reality  of  medical  prac- 
tice today. 


Corpus  Christi  Caller-Times  (May 
11)...  Texas  has  one  of  the  most 
liberal  natural-death  laws  in  the 
United  States,  and  physicians  should 
take  advantage  of  it  to  allow  their 
patients  to  die  humanely,  a medical 
ethics  specialist  said  Thursday  (at 
the  TMA  annual  session). 

Austin  American-State sman  (May 
29)  . . . The  Texas  Medical  Associa- 
tion is  the  latest  to  enter  the  fray  (on 
access  to  health  insurance).  Earlier 
this  month,  an  association  task  force 
held  its  first  meeting  in  Corpus 
Christi  to  study  solutions. 
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President’s  wish  is 
staff’s  command: 
Dr  and  Mrs  Butler 
wear  the  proof! 


Ask  and  it  shall  be  given,  or, 
you  might  get  what  you  ask  fori 


Auxiliary  formally  recognized 
in  association’s  bylaws 


I 

i 


Early  in  his  presidential  year,  Dr 
Max  Butler  met  with  staff  directors 
to  outline  what  he  hoped  to  accom- 
plish. It  was  an  ambitious  list,  and 
everyone  including  Mrs  Butler  went 
straight  to  work  and  never  slowed 
down. 

Addressing  board,  council,  and 
committee  chairmen  later  in  the 
year.  Dr  Butler  paid  a cheerful  trib- 
ute to  the  staff,  concluding  that  with 
their  help,  “At  the  end  of  my  presi- 
dency, I hope  I’ll  have  ‘HERO’ 
written  across  my  chest.” 

And  so  it  came  to  pass.  In  a brief 
informality  after  the  House  of  Dele- 
gates adjourned.  Executive  Vice 
President  Robert  G.  Mickey  pre- 
sented tokens  of  appreciation  to  Dr 
and  Mrs  Butler  to  acknowledge  their 
splendid  work:  His  white  T-shirt  is 
emblazoned  “HERO”  in  red,  hers 
proudly  proclaims  “HERO,  TOO,” 
and  both  are  decorated  with  a fancy 
superhero  emblem  encompassing  the 
initials  “TMA.” 

And  if  these  two  heroes  find  a 
quiet  moment  now  and  then,  they 
can  relax  and  enjoy  another  gift 
from  the  staff  — softly  tinkling  wind 
chimes  created  with  a bluebonnet 
motif  as  a reminder  of  a year  of 
work  for  the  physicians  and  citizens 
of  Texas. 


With  thunderous  applause,  the  TMA 
House  of  Delegates  in  Corpus 
Christi  voted  wholehearted  approval 
for  the  first-time-ever  recognition  of 
the  Texas  Medical  Association  Aux- 
iliary in  the  TMA  Bylaws: 

The  Texas  Medical  Association 
Auxiliary  is  a federacy  of  compo- 
nent auxiliaries  composed  of 
spouses  of  Texas  physicians  and 
is  governed  by  its  own  bylaws. 
Included  in  the  objectives  of  the 
auxiliary  is  assistance  to  the 
Association  in  its  program  for  the 
advancement  of  medicine  and 
public  health.  To  provide  liaison 
between  the  auxiliary  and  the 
Association,  information  on 
activities  of  the  auxiliary  may  be 
presented  and  transmitted  to  the 
House  of  Delegates  or  other 
appropriate  bodies  through 
reports  to  the  Board  of  Trustees. 
Auxiliary  representatives  also 
serve  as  special  appointees  to 
councils  and  committees.  . . . 

“TMA  founded  the  Auxiliary  and 
Auxiliary  activities  are  partially 
underwritten  by  the  Association. 
TMA  benefits  greatly  from  the  Aux- 
iliary’s activities  in  the  areas  of  pub- 
lic health,  the  elective  process  and 
legislative  efforts,”  stated  the  Refer- 
ence Committee  on  Constitution  and 
Bylaws  in  its  recommendation  to  the 
House. 


House  elects  Dryden,  Ibarra 
as  members  emeritus 

Charles  B.  Dryden,  MD,  and  Jesse 
D.  Ibarra,  Jr,  MD,  have  been  elected 
members  emeritus  of  the  Texas 
Medical  Association. 

Emeritus  membership  may  be 
conferred  on  any  member  who  has 
rendered  exceptional  and  distin- 
guished service  to  scientific  or  orga- 
nized medicine,  or  both.  Throughout 
their  notable  careers,  Drs  Dryden 
and  Ibarra  have  woven  such  service 
into  their  professional  lives. 

A past  president  of  TMA  and 
past  chairman  of  its  Board  of  Coun- 
cilors, Dr  Dryden  has  been  actively 
involved  since  he  joined  the  associa- 
tion in  1948.  A founding  member  of 
the  Texas  Medical  Foundation  and  a 
member  of  its  State  Quality  Assur- 
ance Committee,  the  Wichita  Falls 
urologist  also  serves  on  the  Texas 
State  Board  of  Medical  Examiners 
and  the  board  of  trustees  of  the 
Texas  Medical  Liability  Trust. 

Dr  Ibarra  served  on  the  Texas 
State  Board  of  Medical  Examiners 
from  July  1977  to  January  1988. 

The  Temple  internist  is  a Fellow  of 
the  American  College  of  Physicians 
and  a member  of  the  Endocrine 
Society,  American  Society  of  Internal 
Medicine,  Texas  Society  of  Internal 
Medicine,  Texas  Academy  of  Inter- 
nal Medicine,  Research  Society  of 
America,  American  Diabetes  Associ- 
ation, and  numerous  other  groups. 

A past  president  of  the  Bell 
County  Medical  Society,  Dr  Ibarra 
also  has  established  a scholarship 
program  for  high  school  graduates, 
and  has  written  several  scientific 
articles. 
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Texas  delegation  takes 
resolutions  to  AMA  House 

As  this  issue  went  to  press,  AMA 
delegates  were  hard  at  work  prepar- 
ing for  the  June  24-28  Annual 
Meeting  of  the  American  Medical 
Association  House  of  Delegates  in 
Chicago. 

In  addition  to  presenting  and 
supporting  Texas’  resolutions,  the 
Delegation  supported  the  re-election 
of  Joseph  T.  Painter,  MD,  Houston, 
to  the  AMA  Board  of  Trustees,  and 
Jack  A.  Chisolm,  MD,  Dallas,  to  the 
AMA’s  Council  on  Constitution  and 
Bylaws. 

From  the  Texas  Medical  Associa- 
tion’s House  of  Delegates  meeting  in 
May  came  15  resolutions  calling  for 
action  at  the  AMA  level.  Texas’  del- 
egates to  the  AMA,  and  staff,  pre- 
pared suitable  resolutions,  assigned 
primary  responsibility  for  each  to  a 
member  of  the  Texas  delegation,  and 
gathered  and  organized  supporting 
data  for  each  one. 

Texas  resolutions  presented  at  the 
AMA  meeting  were:  Cognitive 
Exams,  Legal  Definition  of  Negli- 
gence Regarding  Blood  Banks, 
Method  of  Prescribing  Clozapine, 
PRO  Pre-Procedure  Certification 
Review,  Due  Process  Issues  in  PRO 
Quality  Review,  Proposed  IRS  Pen- 
sion Regulations,  Reaffirmation  of 
Support  for  Indemnity  Payment 
Plans,  Opposition  to  Proposed  Reg- 
ulations Regarding  Physician  Office 
Laboratories,  Medicare  Regulatory 
Relief  Legislation,  Repeal/Modifica- 
tion of  OBRA  1989,  Medicare  Geo- 
graphic Practice  Cost  Index;  Reim- 
bursement of  Costs  of  Photocopying 
for  PROs,  Payment  for  the  Privilege 
of  Serving  Patients  in  Hospitals, 

PRO  Notices  of  Pinal  Determina- 


tion, and  Truth  in  Advertising  Stan- 
dards for  Managed  Health  Care 
Plans. 

Actions  of  the  AMA  House  of 
Delegates  on  Texas  resolutions  will 
be  reported  in  subsequent  issues  of 
Texas  Medicine. 


Auxiliary  names  members  of 
executive  board 


Council  Chair- 
men: Beverlee  Herd,  Port 
Worth;  Georgia  Duff,  Corpus 
Christi;  Sunnie  LeBlanc,  Port  Worth; 
Billie  Zuber,  Kerrville;  Susie  Tony- 
mon.  Port  Worth. 

County  President  Representa- 
tives: Cecilia  Bowles,  Athens;  Jann 
Wiesenfeld,  Midland;  Tina  Novelli, 
Beaumont;  Sandra  Burnett,  Houston. 


“Reach  for  the  Stars”  is  new  presi- 
dent Ann  Ballard’s  theme  for  The 
Texas  Medical  Association  Auxiliary 
in  1990-1991.  Programs  will  be 
centered  on  legislative  affairs,  and 
the  highly  successful  Red  Ribbon 
Campaign  for  Drug-Pree  America 
Week  will  be  repeated. 

New  TMA  Auxiliary  Executive 
Board  members,  installed  during 
May  ceremonies  in  Corpus  Christi, 
are: 

Officers:  President,  Ann  Ballard, 
McAllen;  president-elect,  Cyndy 
Hudgins,  Dallas;  first  vice  president, 
Barbara  Williams,  Lake  Jackson; 
western  regional  vice  president,  Terri 
Tubbs,  El  Paso;  southern  regional 
vice  president,  Mertie  Wood,  San 
Antonio;  eastern  regional  vice  presi- 
dent, Barbara  Hauser,  Houston; 
northern  regional  vice  president, 
Carol  Wagner,  Wichita  Falls;  record- 
ing secretary,  Linda  Alexander,  Flint; 
corresponding  secretary,  Jeanette 
Sauceda,  McAllen;  treasurer,  Libby 
Malone,  Austin;  parliamentarian, 
Mary  Lynn  Smith,  Athens. 

Presidential  Advisor:  Dixie  Louis, 
Dickinson. 

Advisory  Committee:  Betty  Hais- 
ten,  Beaumont;  Dixie  Louis,  Dickin- 
son; Barbara  Lewis,  Corpus  Christi. 


Library  offers  latest  word 
on  managing  summer’s  ills 

Sun-grins  and  outsized  iced  teas  are 
hallmarks  of  Texas  summers,  but 
your  patients  also  may  run  into 
unwelcome  experiences  of  the  sea- 
son: sunburn,  unfriendly  snakes  and 
insects,  heatstroke,  accidents  in  the 
water. 

You’ll  want  the  latest  clinical 
information,  and  the  TMA  Library 
offers  a new  service  that  could  fill 
the  bill. 

Lor  $3,  you  can  get  a “Summer 
Health”  bibliography  that  lists 
books,  journal  articles,  and  audiovi- 
sual materials  available  on  drowning 
and  near  drowning,  heat  illness,  sun- 
burn, skin  diseases,  snakebite,  and 
insect  bites  and  stings. 

The  topics  are  chosen  on  the 
basis  of  questions  frequently  asked 
of  the  librarians  each  year.  Tentative 
topics  for  other  bibliographies 
include  sports  medicine  and  exer- 
cise, immunizations,  winter  health, 
health  screening,  and  occupational 
medicine  and  disease. 

Lor  more  information  call 
Miriam  Blum,  (512)  477-6704,  ext 
192,  or  write  the  TMA  Library,  1801 
North  Lamar  Blvd,  Austin,  TX 
78701. 
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Upfront 


Productivity,  ieadership 
spark  fall  conference 

Would  you  like  to  know  what 
experts  say  about  how  to  cope  with 
medicine’s  hassles?  Learn  how  to 
; make  your  practice  more  produc- 
I tive?  Hear  about  significant  health 
and  socioeconomic  issues?  Help 
I yourself  and  your  colleagues  be 
more  effective  leaders? 

All  this  and  more  await  physi- 
cians who  attend  the  Texas  Medical 
Association’s  1990  Fall  Leadership 
Conference  on  September  15  at  the 
Stouffer  Austin  Hotel  in  Austin. 
There  is  no  registration  fee  for  TMA 
members. 

The  theme  is  “Focus  on  Access: 
Maximizing  Health  Care  in  Texas,” 
and  the  early  risers  will  get  to  work 
at  7:45  am  to  hear  Harold  Whitting- 
ton talk  about  coping  with  Medi- 
care. 

Other  conference  speakers 
confirmed  at  press  time  include  C. 
John  Tupper,  MD,  Davis,  Calif, 
president  of  the  American  Medical 
Association;  The  Honorable  Ralph 
M.  Hall,  D-Rockwall,  United  States 
Representative,  4th  Congressional 
District  of  Texas;  Jim  Bob  Brame, 
MD,  Eldorado,  past  president  of  the 
association  and  member  of  the 
Physician  Payment  Review  Commis- 
sion; Ron  Lindsey,  Austin,  Commis- 
sioner, Texas  Department  of  Human 
Resources;  Paulette  Standefer,  Dal- 
las, Regional  Director,  US  Depart- 
ment of  Health  and  Human  Services; 
and  F.  Warren  Tingley,  MD,  Dallas, 
Chairman,  Council  on  Communica- 
tion, Texas  Medical  Association.  Dr 
Tingley’s  topic  will  be  “Managing 
Medicine’s  Changing  World.” 

Speakers  for  the  afternoon  ses- 
sion on  financing  and  availability  of 


care  include  Donald  L.  Kelley,  MD, 
Austin,  Deputy  Commissioner  for 
Special  Health  Care  Services,  Texas 
Department  of  Human  Resources; 
Rogers  Coleman,  MD,  Dallas,  Blue 
Cross-Blue  Shield  of  Texas;  and 
Harold  Whittington,  Dallas. 

In  addition  to  the  formal  confer- 
ence program,  most  of  the  associa- 
tion’s 50-plus  boards,  councils,  and 
committees  will  meet  during  the 
conference  weekend. 

For  additional  information  about 
the  1990  Fall  Leadership  Confer- 
ence, contact  Jon  R.  Hornaday, 
Director,  Special  Services,  at  (512) 
477-6704,  extension  104. 


House  confers  honorary 
membership  on  12  physicians 

Twelve  Texas  physicians  have  been 
elected  to  honorary  membership  in 
the  Texas  Medical  Association.  They . 
are  James  L.  Barnard,  Sr,  MD;  Cor- 
pus Christi;  Durwood  Nesbitt 
Clader,  MD,  Midland;  Howard  C. 
Coggeshall,  MD,  Dallas;  Sherman 
Tipton  Coleman,  MD,  Corpus 
Christi;  Vincent  P.  Collins,  MD, 
Houston;  Bradford  Hardie,  MD,  El 
Paso. 

Also,  Lawrence  W.  Johnson,  MD, 
Houston;  James  Dayle  Lancaster, 
MD,  Port  Stockton;  Stephen  R. 

Lewis,  MD,  Galveston;  Charles 
Richard  Queen,  MD,  Edinburg;  Joe 
Bill  Stephens,  MD,  Brownwood;  and 
Jesse  Thompson,  MD,  Dallas. 

Upon  nomination  by  component 
county  medical  societies,  the  House 
of  Delegates  may  elect  to  honorary 
membership  those  physician  mem- 
bers “of  honorable  standing  who. 


because  of  age  or  laudable  reasons, 
have  reached  a point  of  comparative 
inactivity  (practicing  less  than  50% 
of  the  time)  in  the  practice  of 
medicine  and  who  have  rendered 
outstanding  service  to  organized 
medicine  or  made  noteworthy  con- 
tributions to  scientific  medicine.” 

For  a member  to  be  considered, 
his  or  her  county  medical  society 
must  submit  a nomination,  and  it 
must  be  received  by  the  association 
before  April  I so  that  it  may  be  pro- 
cessed and  considered  by  the  House 
of  Delegates  at  the  annual  session. 


QUALITY  USED  MEDICAL  EQUIPMENT 


BUY  • SELL  • SERVICE 


Ultrasound 
X-Ray  Equipment 
Neurological  Equipment 
Fiberoptic  Scopes 


3021  Carmel  ■ Dallas,  Texas  75204 
214/824-5040  ■ Fax  214/823-9428 
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Newsmakers 

Jorge  D.  Blanco,  MD,  Lubbock  obstetri- 
cian and  gynecologist,  has  been 
named  the  first  holder  of  the  Dr 
John  T.  Armstrong  Professorship  at 
The  University  of  Texas  Health  Sci- 
ence Center  at  Houston.  Dr  Blanco 
is  a newly  appointed  professor  in 
the  department  of  obstetrics,  gyne- 
cology, and  reproductive  sciences  at 
The  University  of  Texas  Medical 
School. 

Max  C.  Butler,  MD,  Houston  family 
practitioner  and  immediate  past 
president  of  the  Texas  Medical 
Association  was  presented  with  the 
1990  Dr  John  H.  Clark  Leadership 
Award  by  the  Federation  of  State 
Medical  Boards  of  the  United  States. 
The  award  was  given  in  recognition 
of  his  distinguished  leadership  in  the 
field  of  medical  licensure  and  disci- 
pline, and  for  his  dedicated  efforts 
which  have  furthered  the  goals  of 
the  Federation  of  State  Medical 
Boards.  The  award  is  named  for  the 
61st  president  of  the  federation. 

Julian  S.  Haber,  MD,  Fort  Worth  pedia- 
trician, was  honored  recently  by  the 
Texas  Early  Childhood  Intervention 
(ECI)  Program  for  his  outstanding 
contributions  to  the  welfare  of  chil- 
dren with  developmental  delays  and 
their  families.  Dr  Haber  has  devel- 
oped a method  for  quickly  screening 
infants  and  toddlers  to  ascertain 
whether  they  have  developmental 
delays.  The  award  was  presented 
during  the  ECI  Annual  Conference 
in  Austin. 


Thomas  A.  Lombardo,  MD,  Beaumont  car- 
diologist, was  honored  recently  at 
the  eighth  annual  Heart  Gala  with 
the  J.C.  Crager  Award.  The  award 
was  presented  on  behalf  of  the 
Beaumont  regional  office  of  the 
American  Heart  Association,  and  is 
given  annually  to  an  individual  who 
has  worked  for  the  goals  of  the 
organization  through  contributions 
to  the  community.  Among  Dr  Lom- 
bardo’s accomplishments  is  a cur- 
rent public  education  campaign 
aimed  at  increasing  awareness  of 
heart  disease  and  its  warning  signs. 
Dr  Lombardo  is  the  14th  recipient 
of  the  award  named  in  honor  of  Dr 
J.C.  Crager,  a longtime  heart  spe- 
cialist and  the  award’s  first  recipient. 

The  Texas  Health  Eoundation  pre- 
sented its  first  Eratis  L.  Duff  Award 
to  Robert  D.  Moreton,  MD,  Houston  radi- 
ologist and  vice  president  emeritus 
at  The  University  of  Texas  M.D. 
Anderson  Cancer  Center.  The  award 
was  presented  at  the  annual  meeting 
of  the  Texas  Public  Health  Associa- 
tion in  Austin,  and  is  named  for  the 
former  Texas  Commissioner  of 
Health.  Dr  Moreton  has  served  a 
record  24  years  on  the  Texas  Board 
of  Health,  including  five  years  as 
chairman  and  12  years  as  vice  chair- 
man. He  was  honored  for  his  career- 
long  contributions  to  improving  the 
health  of  all  Texans. 

The  Institute  of  Religion  in  Houston 
also  honored  Dr  Moreton  during  its 
35th  anniversary  celebration  in 
March.  Dr  Moreton  was  com- 
mended for  his  humanitarian  service 
to  the  Texas  Medical  Center,  espe- 
cially his  efforts  to  assure  the  high- 
est quality  and  most  compassionate 
care  for  M.D.  Anderson  patients 
over  the  past  25  years.  Although  he 


retired  from  full-time  service  as  vice 
president  of  patient  affairs  in  1984, 
Dr  Moreton  has  continued  to  visit 
patients  and  their  families  almost 
daily. 

The  Texas  Early  Childhood  Inter- 
vention (ECI)  Program  recently  hon- 
ored P.  Clift  Price,  MD,  associate  com- 
missioner for  Personal  Health 
Services  at  the  Texas  Department  of 
Health  in  Austin,  for  his  continuing 
and  outstanding  contributions  to 
the  welfare  of  Texas  children  with 
developmental  delays  and  their  fam- 
ilies at  the  ECI  Annual  Conference 
in  Austin.  Dr  Price  has  been 
involved  with  the  ECI  Program  for 
more  than  a decade,  and  has  played 
an  integral  part  in  developing  the 
concept  of  a statewide  interagency 
program  to  reduce  gaps  in  services 
for  families  of  children  with  disabili- 
ties and  to  improve  coordination 
between  agencies. 

Drew  Grant  Sawyer,  MD,  Austin  otolaryn- 
gologist, has  been  appointed  to  the 
State  Committee  of  Examiners  for 
Speech  Pathology  and  Audiology. 

J.  Taylor  Wbarton,  MD,  Houston  gyneco- 
logical oncologist,  has  been 
appointed  to  the  Charles  B.  Barker 
Chair  in  Surgery  at  The  University 
of  Texas  M.D.  Anderson  Cancer 
Center  by  The  University  of  Texas 
System  Board  of  Regents.  Dr  Whar- 
ton, professor  and  chairman  of  the 
department  of  gynecology  at  M.D. 
Anderson,  also  initiated  and  serves 
as  medical  director  of  the  M.D. 
Anderson  Cancer  Prevention  and 
Detection  Programs,  which  have 
provided  cancer  detection  training 
to  1,200  nurses  throughout  Texas 
and  around  the  world. 


14 


Texas  Medicine  Volume  86  No.  7 July  1990 


' A Ben  White  Endowed  Scholarship 
has  been  initiated  by  the  Bexar 
County  Medical  Society  at  Texas 
A&M  University  in  honor  of  Ben 
White,  Jr,  CAE.  The  scholarship  is  to 
commemorate  his  20th  anniversary 
with  the  Bexar  County  Medical 
■ Society,  where  he  is  currently  execu- 
tive director. 

Obituaries 

Dominick  Charles  Adamo,  MD,  70;  Hous- 
ton; The  University  of  Texas  Medi- 
cal Branch  at  Galveston,  1944;  died 
April  11,  1990. 

James  Edward  Braden  Jr,  MD,  39;  Hewitt; 
The  University  of  Texas  Medical 
Branch  at  Galveston,  1975;  died 
April  9,  1990. 

Winton  Lee  Coleman,  MD,  67;  Victoria; 
The  University  of  Texas  Medical 
Branch  at  Galveston,  1948;  died 
April  21,  1990. 

James  Albert  Daves,  MD,  63;  Palestine; 
Medical  College  of  Georgia,  1950; 
reported  deceased. 

Victor  Vance  Davie,  MD,  71;  Clifton;  Uni- 
versity of  Oklahoma  College  of 
Medicine,  1943;  died  April  7,  1990. 

Harold  Earl  Griffin,  MD,  76;  Corpus 
Christi;  The  University  of  Texas 
Medical  Branch  at  Galveston,  1940; 
died  April  18,  1990. 

Young  Sam  Jenkins,  MD,  83;  Corpus 
Christi;  Baylor  University  School  of 
Medicine,  1931;  died  March  5, 
1990. 


Porfirio  Lozano,  MD,  85;  El  Paso;  The 
University  of  Mexico  Eaculty  of 
Medicine,  1930;  died  April  17, 
1990. 

Hal  Wendell  Maxwell,  MD,  82;  Dallas; 
Baylor  University  School  of 
Medicine,  1933;  died  April  1 1, 
1990. 

George  Edward  McGlothlen,  MD; 

Gainesville,  Elorida;  died  March  31, 
1990. 

Henry  Curtis  Paine,  MD,  79;  La  Grange; 
University  of  Chicago  School  of 
Medicine,  1938;  died  April  5,  1990. 


Roger  Antoine  Paulin,  MD,  67;  Garland; 
Laval  University  School  of 
Medicine,  Canada,  1946;  died  April 
16,  1990. 

Eulan  Garrett  Sills,  MD,  60;  Dallas;  The 
University  of  Texas  Southwestern 
Medical  School,  1955;  died  April 
11,  1990. 

Harold  Stanley  Toy,  MD,  46;  San  Antonio; 
University  of  Chicago  School  of 
Medicine,  1969;  died  April  19, 
1990. 


Parkway  MRI 


150  W.  Parker  Rd.,  Suite  107 
Houston,  TX  77076 
713/692-3330 


Excellence  in  Magnetic  Resonance  Imaging 

Our  new  magnet  is  the  unique  open  design  which  will  accommodate  oversized 
patients  rejected  from  other  centers,  and  is  tolerable  to  those  patients  who  are 
claustrophobic  in  the  large  closed  design  units.  This  concept  is  new  and  we  are  the 
only  ones  in  Houston  to  have  one.  Please  call  713-692-3330  for  more  information 
about  our  noiseless  open  design  unit  or  for  scheduling  of  appointments.  We  offer 
flexible  scheduling  of  appointments,  24  hours  a day,  7 days  a week. 
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UT-MEDs„ 

The  Group  Practice  of  Medicine  at  UTMB 


i hp  next  time  you  re  tn'ing  to  pm 
do\\’n  a trieky  diagnosis,  consult 
with  a colleague  at  The  Univei'sitv 


of  Texas  Medical  Branch  {IJTMB) 


at  Galveston.  Direct  access  to  fac- 
ulty physicians  in  all  disciplines  is 
available  Monday  through  Friday, 
7:00  a.m.  to  7:00  p.m. 

For  information,  telephone  consul- 
tation, or  referral . . . 

UT-MED  Consultation  Services 
1(800)  FACULTY 
1(409)  761-5000 
A free  service  of  UT-MED. 
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Researchers  in  Texas  are  being  forced  to  defend  their  use  of  ani- 
mals from  a regulatory  and  ideological  assault,  and  in  some 
cases,  defend  themselves  from  physical  attack.  The  Texas  Medi- 
cal Association  and  the  American  Medical  Association  advocate 
the  humane  use  of  animals  in  research  and  medical  education, 
reflecting  strong  support  by  physicians  and  the  public.  On  the 
other  side  of  the  issue  are  those  who  support  “animai  rights.” 


John  Howe  III,  MD,  president  of  both  The  University  of  Texas 
Health  Science  Center  at  San  Antonio  and  the  Texas  Society  for 
omedicai  Research,  insists,  “The  animal  rights  movement  is 

not  a flash-in-the-pan  movement Texas  medicine  in  the  year 

2000  will  be  impacted  in  a direct  way  by  the  resoiution  of  the  ani- 
mal rights  issue  among  the  communities  of  our  state.” 


These  articles  examine  that  issue. 
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g nimal  rights  terror- 

m ists  abruptly  pushed 

L.  researcher  John 

Orem,  PhD,  from 
the  solitude  of  his  laboratory  into 
the  glare  of  public  limelight  a year 
ago.  On  the  anniversary  of  a costly 
break-in  at  Dr  Orem’s  lab  at  Texas 
Tech  University  Health  Sciences 
Center  in  Lubbock,  violence  still 
taints  his  life.  He  has  received  a 
number  of  death  threats,  and  his 
mail  is  screened. 

Cardiologist  John  Howe  III,  MD, 
president  of  both  The  University  of 
Texas  Health  Science  Center  at  San 
Antonio  and  the  Texas  Society  for 
Biomedical  Research,  has  received 
two  death  threats  since  1987,  when 
he  made  a speech  in  Phoenix  favor- 
ing biomedical  research. 

Ronald  C.  Kennedy,  PhD,  at  the 
Southwest  Foundation  for  Biomedi- 
cal Research  in  San  Antonio,  says  he 
has  been  harassed  by  callers  from  as 
far  away  as  California  and  now  has 
an  unlisted  telephone  number.  Dr 
Kennedy  relies  on  animal  testing  in 


e s e a r c h 


his  search  for 
an  antibody- 
based  AIDS 
vaccine.  “It’s 
stressing  me 
out,”  he  says. 

“It  takes  me 
too  long  to  get  through  this  secu- 
rity system.  . . . There’s  not  a lot  of 
people  who  have  their  names  on 
their  parking  slots  anymore,”  he 
adds.  In  March,  the  foundation 
received  two  anonymous  bomb 
threats. 

Physiologist  Edward  Masoro, 
PhD,  a leader  in  research  to  deter- 
mine how  dietary  restriction  affects 
longevity,  based  at  UTHSC  at  San 
Antonio,  says  he  never  has  received 
threats,  but  he  admits,  “Now  when  I 
hire  a caretaker,  I hope  he  hasn’t 
been  hired  by  someone  else  to  sabo- 
tage me.” 

The  threat  of  terrorism  has 
changed  these  men’s  lives.  It  also  has 
changed  the  use  of  research  funds  by 
making  expensive  security  systems  a 
top  priority.  Duncan  Wimpress, 

PhD,  is  president  of  the  Southwest 
Foundation  for  Biomedical  Research 
in  San  Antonio,  which  pioneered  the 
use  of  the  baboon  as  an  animal 
model  for  human  heart  disease.  He 
describes  the  increasing  cost  of 
research  that  is  a direct  result  of  the 
threat  of  terrorism:  “The  primary 
thing  the  animal  rights  movement 
has  done  is  divert  our  attention  and 
our  funds,”  he  says.  “For  instance, 
$50,000  to  put  a chain  link  fence 
with  barbed  wire  on  the  top,  which 


one  of  our  board  members  gave. 

But,  he  would  have  given  it  for  med- 
ical research  if  we  had  asked  him,  if 
we  hadn’t  needed  the  fence.  We  had 
to  put  on  extra  guards,  we’ve 
brought  in  two  dogs.  I’m  frustrated 
by  the  fact  that  we’re  spending  a lot 
of  time  and  effort  and  money  on 
protecting  ourselves  from  these  peo- 
ple when  we  could  be  spending  it  on 
saving  human  lives.  It  bothers  me 
that  we’re  forced  into  that  kind  of 
priority.” 

The  July  4,  1989,  attack  on  Dr 
Orem’s  Texas  Tech  lab  caused 
$70,000  worth  of  damages  to  equip- 
ment. The  Animal  Fiberation  Front, 
which  claimed  responsibility  for  the 
break-in,  stole  five  cats,  one  video 
tape,  and  assorted  documents, 
including  a copy  of  Dr  Orem’s  last 
will  and  testament. 

In  addition  to  higher  costs  and 
red  tape,  the  threat  of  violence  has 
demoralized  researchers.  Dr  Howe 
says.  “West  Germany  today  has  very 
little,  if  any,  cardiovascular  research 
going  on  because  the  animal  rights 
movement  has  made  it  so  difficult 
for  the  researchers  to  conduct  their 
activities.” 

Daniel  H.  Johnson,  MD,  New 
Orleans,  vice  speaker  of  the  Ameri- 
can Medical  Association  House  of 
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“THE  ANIMAE  RIGHTS  PEOPLE 
ARE  . . . DRAINING  SO  MANY 
RESOURCES  THAT  THEY'RE 
GOING  TO  SINK  US. " 


Delegates  and  the  association’s 
spokesperson  on  the  animal  rights 
issue,  mentions  an  animal  rights 
strategy  he  considers  as  dangerous 
as  random  violence.  “(Terrorists) 
may  create  fear  in  some  researchers’ 
hearts,  and  they  create  expense,  but 
the  more  moderate  efforts  to  thwart 
the  use  of  animals  pose  a larger 
challenge,  and  also  the  larger  oppor- 
tunity for  Texas  Medical  Associa- 
tion and  the  AMA  to  help  the 
research  community,”  he  says. 

“The  moderate  approach  is  to  go 
into  a community  where  animal 
research  is  being  done  and  challenge 
the  pound  laws  so  that  pound  ani- 
mals can’t  be  made  available  for 
research.  They  go  before  Congress 
and  further  stiffen  already  satisfac- 
tory legislation  that  governs  the  con- 
ditions in  which  animals  are  kept. 


That  has  had  a significant  deleteri- 
ous effect  on  the  research  commu- 
nity because  it  drives  up  the  cost  of 
each  individual  study.  They’re  anx- 
ious to  shut  off  the  use  of  animals 
altogether,  and  it  is  possible  to  do 
that  by  driving  up  the  costs.” 

Elvin  E.  Smith,  PhD,  professor  of 
physiology  at  Texas  A&M  Univer- 
sity College  of  Medicine,  has  dealt 
with  the  results  of  the  moderate 
approach.  “Even  in  a new  building, 
we  have  been  required  to  make 
extensive  and  expensive  renovations 
to  animal  care  facilities,”  he  says. 

“In  other  words,  money  that  could 
have  gone  into  valuable,  potential 
lifesaving  research  has,  instead,  been 
spent  on  renovation  of  facilities  to 
meet  requirements  for  animals  that 
greatly  exceed  equivalent  require- 
ments for  humans  working  in  adja- 
cent areas.” 

Dr  Masoro  agrees  that 
regulations  have  a down- 
side. “The  amount  of  uni- 
versity dollars  that  go  into 
animals  is  immensely 
greater  than  it  was  20 
years  ago.  What  you  really 
end  up  with  is  improved 
research.  But  you  can 
reach  a point  where  the 
amount  of  money  that  is 
going  into  animal  care  is 
going  to  drain  the  ability 
to  do  research.  The  animal 
rights  people  are  reaching 
a point  where  they  are 
draining  so  many  resources 
that  they’re  going  to 
sink  us.” 

Through  both  violent 
and  “moderate”  strategies, 
animal  rights  organizations 
are  questioning  the  value 
of  basic  research  like  that 
conducted  by  Dr  Orem, 


Researcher  John  Orem,  PhD,  has  spent  most  of  the  past 
year  responding  to  media  inquiries  after  the  Animal  Lib- 
eration Front  broke  into  his  laboratory.  (Copyright  by 
Texas  Tech.) 


ADVANCES  IN 
MEDICINE  STEM 
FROM  ANIMAE 
RESEARCH 

Aging 

Using  rats,  researchers  have 
shown  that  limiting  food  intake 
dramatically  increases  life 
expectancy  and  maximum  life- 
span. Food  restriction  also  delays 
most  age-related  body  changes 
and  slows  the  progression  of  most 
age-related  diseases  in  the  ani- 
mals. Dogs  and  primates  serve  as 
animal  models  for  the  study  of 
Alzheimer’s  disease  in  humans, 
since  both  exhibit  an  abundance 
of  neuritic  plaques  or  clusters  of 
nerve  endings  in  the  cerebral  cor- 
tex, just  as  elderly  people  with 
Alzheimer’s  do.  Because  the 
mouse’s  immune  system  begins  to 
lose  function  in  a manner  similar 
to  that  in  humans,  the  mouse  is 
used  for  immunologic  studies  of 
aging. 

AIDS 

Chimpanzees  are  the  only  primate 
species  that  can  be  infected  with 
the  human  immunodeficiency 
virus.  None,  so  far,  has  developed 
an  AIDS-like  disease,  which  may 
be  due  to  the  disease’s  long  incu- 
bation period.  Study  of  simian 
immunodeficiency  viruses,  origi- 
nally isolated  from  captive  rhesus 
monkeys,  also  is  providing  useful 
information. 

Atherosclerosis 

Evidence  that  fat  and  cholesterol 
in  the  diet  could  increase  the  risk 
of  heart  disease  was  the  direct 
result  of  primate  research.  Long- 
term study  of  baboons  has  shown 
that  heredity  and  infant  diet  seem 
to  play  a major  role  in  determin- 
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ing  the  health  of  one’s  arteries 
later  in  life.  One  of  the  first  links 
between  diet  and  hardening  of  the 
arteries  was  established  in  studies 
with  rabbits.  Dietary-induced 
atherosclerosis  also  occurs  in  cats. 
Studies  in  monkeys  have  shown 
that  diets  containing  little  or  no 
cholesterol  can  reverse  atheroscle- 
rosis. 

Cancer 

Mice  have  helped  scientists  under- 
stand the  factors  that  contribute 
to  the  initiation,  growth,  auton- 
omy, and  remission  of  cancer.  The 
rat  has  been  the  major  animal 
used  in  toxicology  screening  for 
carcinogenic  compounds.  Rats 
also  have  served  as  excellent  hosts 
for  the  study  of  transplanted 
tumors.  Because  of  its  similarity 
to  human  breast  cancer,  feline 
mammary  carcinoma  continues  to 
be  an  important  model  for  the 
evaluation  of  new  forms  of  ther- 
apy for  breast  cancer.  The  first 
evidence  that  some  forms  of  can- 
cer might  be  caused  by  an  infec- 
tious agent  came  in  early  studies 
of  chemotherapy  and  cancer  in 
dogs. 

Diabetes 

Dogs  were  used  in  the  experi- 
ments that  identified  insulin  as  an 
important  hormone  in  carbohy- 
drate metabolism.  Canine  models 
of  diabetes  have  led  to  advances 
in  the  treatment  of  diabetic  com- 
plications involving  the  eyes  and 
vascular  system.  The  technique  of 
pancreatic  transplant,  which  rep- 
resents the  only  cure  for  diabetes, 
was  developed  in  dogs  and  is 
being  refined  in  pigs.  The  best 
model  available  for  the  study  of 
juvenile-onset  diabetes  has  been 
the  rat. 


Heart  Disease 

Virtually  every  development  in 
cardiology  in  the  past  10  to  15 
years  has  been  the  result  of  ani- 
mal testing.  This  includes  cardiac 
catheterization,  electrocardiogra- 
phy, coronary  angiography,  devel- 
opment of  the  pacemaker,  open 
heart  surgical  techniques,  modern 
CPR,  heart  transplantation,  and 
the  artificial  heart.  Many  inher- 
ited cardiovascular  defects  occur 
in  dogs;  dogs  also  develop  endo- 
carditis naturally.  Rats  develop 
hypertension  spontaneously,  and 
it  increases  with  age.  Cardiomy- 
opathy in  cats  closely  resembles 
that  in  humans. 

Organ  Transplants 

Kidney  transplants,  now  a com- 
mon treatment  for  kidney  failure, 
were  first  performed  in  dogs  in 
the  late  1950s.  This  work  was  the 
forerunner  to  transplantation  of 
the  liver,  heart,  lungs,  and  other 
organs.  Rats  have  helped  scien- 
tists understand  the  immunologic 
reasons  for  tissue  rejection  and 
have  led  to  many  advances  in  the 
treatment  of  rejection. 

Otitis  Media 

A common,  painful  problem  in 
children,  middle-ear  infections  are 
studied  in  chinchillas  because  they 
have  the  same  middle-ear  an- 
atomy and  nervous  system  con- 
nections as  humans.  Researchers 
say  there  used  to  be  at  least  a 
dozen  names  for  otitis  media 
based  on  the  child’s  symptoms, 
and  it  was  thought  a dozen  differ- 
ent treatments  would  be  needed. 
But  by  studying  chinchillas 
infected  with  viruses  or  bacteria 
and  with  blocked  eustachian 
tubes,  researchers  learned  that 
this  is  one  disease  with  several 
different  clinical  presentations. 


Penicillin 

Animal  testing  using  mice  has 
been  essential  in  the  development 
of  penicillin,  and  the  many  antibi- 
otic drugs  that  have  followed. 
Testing  was  necessary  to  prove 
that  the  antibiotics  were  effective 
against  bacteria,  to  show  what 
types  of  bacteria  were  vulnerable 
to  each  one,  and  to  estimate  the 
toxicity  and  other  side  effects  that 
might  be  anticipated  in  patients. 
Nearly  every  year,  several  new 
antibiotics  are  developed  and 
each  of  them  must  be  tested  in 
animals  to  evaluate  safety  and 
effectiveness  before  being  given  to 
humans. 

Polio  Vaccine 

Besides  humans,  only  the  monkey 
is  highly  susceptible  to  the  polio 
virus.  The  vaccine  was  developed 
using  cell  cultures  from  monkey 
kidneys  and  was  tested  for  safety 
and  effectiveness  in  monkeys 
before  being  given  to  people.  The 
vaccine  has  virtually  eliminated 
this  dreaded  contagious  disease. 

Sources: 

“Animals  in  Research,”  Council  on  Sci- 
entific Affairs,  journal  of  the  American 
Medical  Association,  June  20,  1989. 

“The  Importance  of  Animals  in  Biomedi- 
cal Research,”  Robert  Leader  and  Dennis 
Stark,  Perspectives  in  Biology  and 
Medicine,  Summer  1987. 

Publications  from  various  universities 
about  the  use  of  animals  in  research. 

— Prepared  by  the  Office  of  News  and 
Information,  The  University  of  Texas 
Health  Science  Center  at  San  Antonio. 
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SKEPTICISM  ABOUT  BASIC 
RESEARCH  IS  . . A GREATER 
THREAT  THAN  EVEN  THE 
ANIMAL  RIGHTS  MOVEMENT " 


who  is  examining  the  neurophysiol- 
ogy of  the  control  of  breathing  and 
how  this  control  is  altered  during 
sleep.  He  records  electrical  activity 
of  the  motoneurons  that  innervate 
respiratory  muscles  in  calm,  unse- 
dated cats  during  wakefulness  and 
sleep.  By  training  the  cats  to  hold 
their  breath  briefly  in  response  to  an 
audible  tone,  he  is  able  to  determine 
the  behavior  of  the  same  neurons 
during  a voluntary  change  in  the 
breathing  pattern. 

Dr  Orem  calls  the  skepticism 
about  basic  research  “.  . . a contem- 
porary American  attitude  that  to  my 
mind  is  a greater  threat  than  even 
the  animal  rights  movement.  ...  I 
call  it  utilitarianism,  which  by  my 
definition  is  the  doctrine  that  the 
worth  or  value  of  something  is 
determined  by  its  usefulness.” 

Writing  in  The  Chronicle  of 
Higher  Education,  Dr  Orem  ex- 
plains, “The  goal  of  basic  science, 
as  I see  it,  is  to  understand  nature, 
the  physical  world,  the  universe, 
anything  you  can  measure  and 
quantify.  Good  basic  science  ad- 
vances such  understanding  through 
processes  including  creativity, 
methodological  and  mathematical 
rigor,  and  careful  interpretation  of 
data,  all  within  the  context  of  exist- 
ing knowledge. 

“So  as  basic  scientists  we  come  to 
see  our  work  as  good  if  it  is  creative, 
rigorous,  and  scrupulously  inter- 
preted. These  qualities  have  little  to 
do  with  utilitarianism. 

“From  the  beginning  of  my 
ordeal  following  the  vandalism  of 
my  laboratory,  a single  question 
about  my  research  kept  recurring, 
both  in  the  news  media  and  from 
the  public:  What  is  its  application? 

In  published  statements  and  letters 
to  the  editor  that  seemed  to  support 


my  studies,  the  univer- 
sal argument  was  that 
my  research  is  good 
because  of  its  relevance 
to  disorders  of  sleep  — 
sleep  apnea  and  sudden 
infant  death  syndrome. 

“But  the  truth  is,  it  is 
not  known  and  cannot 
be  known  yet  how  or 
whether  my  research,  or 
any  other  basic  re- 
search, will  contribute 
to  the  und  erstanding 
and  cure  of  these  dis- 
orders.” 


John  Howe  III,  MD,  predicts,  “Texas  medicine  in  the  year 
2000  will  be  impacted  in  a direct  way  by  the  resolution  of 
the  animal  rights  issue ” (Photo  provided  by  The  Uni- 

versity of  Texas  Health  Science  Center  at  San  Antonio.) 


Following  an  investi- 
gation into  six  allegations  from  the 
People  for  the  Ethical  Treatment  of 
Animals,  the  Office  for  Protection 
from  Research  Risks,  the  National 
Institutes  of  Health  office  that  inves- 
tigates complaints  of  improper  use 
of  research  animals,  concluded 
TTUHSC  has  a “clear  understand- 
ing of  the  intent  of  the  Public  Health 
Service  policy  and  a dedication  to 
appropriate  care  and  use  of  labora- 
tory animals.” 

Dr  Orem  has  picked  up  his  work 
after  a year  of  responding  to  media 
inquiries  almost  full  time.  “In  terms 
of  the  care  and  treatment  of  my  ani- 
mals, I am  doing  exactly  what  I was 
before  (the  animal  rights  organiza- 
tions) hit  me,”  he  says.  “The  point 
is,  I don’t  know  any  better  way,  any 
more  humane  way.  I spent  an  enor- 
mous amount  in  assuring  the  well 
being  of  my  animals.  I hired  an  indi- 
vidual in  1984  whose  only  job  was 
to  make  sure  these  animals  were 
well  taken  care  of.  Nothing  experi- 
mental, just  make  sure  they  got  the 
drugs,  they  were  well  groomed, 
exercised,  happy.  They  live  out  in 
the  colony.  They’re  not  in  cages. 
Everything  was  done  well  with 


them.  I’m  not  doing  one  thing  differ- 
ent now.  I think  that  really  says  a lot 
because  I have  been  investigated  by 
anybody  who  seems  to  want  to,  and 
there’s  nothing  wrong  here.” 

People  for  the  Ethical  Treatment 
of  Animals  (PETA),  an  animal  rights 
advocacy  organization,  remains 
opposed  to  the  research  and  protests 
through  billboards  featuring  a pho- 
tograph of  a cat  that  dramatizes  the 
message:  “Texas  Tech  killed  this  cat. 
They  called  it  science.  We  call  it  cru- 
elty. If  you  agree  with  us,  call.  . . . 
Help  stop  it  from  happening  again.” 
The  May/June  issue  of  PETA  News 
published  home  and  office  addresses 
for  Dr  Orem  and  urges  members  to 
write  him  objecting  to  his  experi- 
ments. The  publication  also  sug- 
gests, “If  you  live  in  Texas,  write  to 
PETA  today  to  get  a supply  of  our 
‘Stop  Texas  Tech’  door  hangers  for 
your  neighborhood.” 

Such  slick  tactics  may  be  new, 
but  the  debate  over  the  use  of  ani- 
mals in  research  is  not.  A White 
Paper  on  Animal  Research  prepared 
by  the  American  Medical  Associa- 
tion notes  that  opposition  to  animal 
research  has  been  vocal  in  Europe 
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To  avoid  harassing  calls,  Ronald  C.  Kennedy,  PhD,  has 
taken  an  unlisted  telephone  number.  (Photo  by  Dennis 
Havel,  Southwest  Foundation  for  Biomedical  Research.) 


for  more  than  400  years  and  in  the 
United  States  for  at  least  100  years. 
This  collision  of  philosophies  yields 
the  question,  as  phrased  in  the  white 
paper;  “Is  it  more  ethical  to  ban  all 
research  with  animals  or  to  use  a 
limited  number  of  animals  in  research  j 
under  humane  conditions  when  no 
alternatives  exist  to  achieve  medical 
advances  that  reduce  substantial 
human  suffering  and  misery?” 

AM  A research  shows  that  99% 
of  physicians  agree  that  animal 
research  has  contributed  to  medical 
progress.  Ninety-three  percent  sup- 
port use  of  animals  for  medical  edu- 
cation; 97%  back  it  in  clinical 
research;  and  96%  support  it  in  drug 
testing.  More  than  90%  favor  use  of 
animals  obtained  from  local  pounds. 

Most  physicians  said  it  was 
impractical  to  either  reduce  (73%) 


or  eliminate  (94%)  the 
use  of  animals  in  bio- 
medical research  by  sub- 
stituting alternatives  like 
in  vitro  research  or  com- 
puter simulations  of  bio- 
logic systems. 

A Gallup  Organiza- 
tion survey  commis- 
sioned by  the  AMA  in 
1989  also  shows  that 
more  than  three  fourths 
of  American  adults  believe  in  the 
necessity  of  using  animals  in  medical 
research. 

The  founder  of  the  Physicians 
Committee  for  Responsible  Medicine, 
whose  stated  goals  are  “a  shift  away 
from  inhumane  experimentation  and 
a renewed  emphasis  on  preventive 
medicine”  offers  his  own  explana- 
tion of  this  endorsement.  Neal 

Barnard,  MD,  a Washing- 
ton, DC,  psychiatrist, 
asserts,  “If  you  ask  doctors 
to  sign  a loyalty  oath  say- 
ing they  are  in  favor  of 
some  continued  animal 
studies,  most  doctors 
would  go  along  with  that. 
When  you  break  it  down 
issue  by  issue  (and  point 
out  inappropriate 
research),  you  find  a lot  of 
doctors,  maybe  most  of 
them,  leaning  our  way  on 
certain  issues.  And  that,  to 
me,  is  great  progress.” 
PCRM  claims  that  800 
Texas  physicians  were 
among  20,000  who  signed 
a petition  urging  a surgical 
supply  company  to  stop 
using  live  animals  to  train 
sales  personnel. 

Dr  Barnard’s  critics 
doubt  that  explanation  of 
physician  silence,  along 


with  Dr  Barnard’s  credibility.  Lorenz 
O.  Lutherer,  MD,  PhD,  a colleague 
of  Dr  Orem  at  Texas  Tech  and  a 
member  of  the  board  of  directors  of 
the  Texas  Society  for  Biomedical  Re- 
search, asserts,  “(Dr  Barnard)  has 
become  a public  spokesman  because 
he  is  devoted  to  a cause,  regardless 
of  the  nature  of  that  cause.  The 
objectives  of  this  cause  are  at  odds 
with  those  of  the  general  public, 
who  want  continued  progress  in 
medicine,  and  with  those  of  the  vast 
majority  of  physicians  who  under- 
stand what  is  required  to  achieve 
this  progress.  He  uses  his  MD  degree 
to  lend  credibility  to  his  cause. 
Because  he  is  so  vocal  and  the  97% 
of  the  physician  community  cited  in 
the  poll  are  so  quiet,  he  appears  to 
legitimize  his  cause,  and  some  peo- 
ple erroneously  think  he  represents 
I the  opinion  of  the  medical  commu- 
nity. He  should  not  be  legitimized  . . ., 
but  rather  physicians  should  be  told 
about  what  he  is  doing  with  the 
hope  that  they  will  become  suffi- 
ciently incensed  to  become  active.” 

How  are  the  advocates  of  the 
humane  use  of  animals  in  research 
responding?  While  Dr  Orem  shuns 
politics,  explaining,  “Scientists  by 
nature  are  introspective  people  who 
like  to  work  quietly,  privately,” 

Texas  Medical  Association,  the 
American  Medical  Association,  the 


Physiologist  Edward  Masoro,  PhD,  says  he  never  has 
received  threats,  but  he  admits,  “Now  when  I hire  a 
caretaker,  I hope  he  hasn’t  been  hired  by  someone  else 
to  sabotage  me.” 
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MEDICAL  STUDENTS'  ACTIVITIES 
EORETEEE  THE  EUTURE  OE 
ANIMAES  IN  RESEARCH 


First-year  medical  student  Sydney 
Singer  is  firmly  planted  on  the 
side  of  banning  research  with  ani- 
mals. Mr  Singer  drew  attention  to 
his  position  when  officials  at  The 
University  of  Texas  Medical 
Branch,  Galveston,  excused  him 
from  working  with  animals  in  an 
integrated  functional  lab.  Fie  told 
university  officials  the  lab  violated 
his  moral  and  religious  beliefs. 

His  arguments  have  appeared  in 
several  newspapers. 

“To  me,  the  humane  use  of 
animals  is  an  oxymoron,”  Mr 
Singer  says.  “They’re  ends  in 
themselves  — they’re  not  here 
for  us.” 

He  contends  that  the  lab  exer- 
cises he  declined  are  not  necessary 
to  become  a good  physician. 
“Apprenticeship  is  what  medical 
training  is  all  about,  really.  If  I did 
(a  procedure)  on  a hundred  dogs, 
they’re  not  going  to  let  me  loose 
on  a person.” 

He  adds,  “A  lot  of  the  ques- 
tions being  asked  — ‘Who  are  we 
going  to  test  drugs  on?  Who  are 
we  going  to  test  vaccines  on?’  — 
presuppose  that  we  have  some- 
body who  is  exploitable.  The 
problem  is  that  we  ask  the  wrong 
questions  that  can  only  be 
answered,  in  many  instances,  by 
having  some  disposable  creature 
to  work  on.” 

He  compares  the  deaths  of  ani- 
mals for  research  to  “a  holocaust 
against  animals.”  The  humane 
use  of  animals  in  research  is  “like 
the  Nazis  saying  they’ll  extermi- 
nate the  Jews  humanely,”  he 
believes. 

“When  you  speak  about  the 
history  of  medicine  and  say, 

‘Look  how  much  we  got  out  of 


animals,’  that’s  just  simply  a his- 
toric fact.  We  could  have  possibly 
gotten  more  had  we  not  used  ani- 
mals. We  don’t  know  what  we 
would  have  gotten  if  we  used  our 
creativity  in  different  ways.”  Mr 
Singer  is  entering  the  medical  pro- 
fession despite  his  aversion  to  the 
way  in  which  some  medical 
advances  have  been  achieved.  “If 
you’re  living  in  a town  that  was 
built  by  slaves,  you  don’t  have  to 
destroy  the  town  to  disavow  slav- 
ery,” he  says. 

Physiologist  Edward  Masoro, 
PhD,  a researcher  at  The  Univer- 
sity of  Texas  Health  Science  Cen- 
ter at  San  Antonio,  suggests  that 
future  physicians  need  to  be  more 
aware  of  the  role  animal  research 
plays  in  bringing  them  new  thera- 
pies to  offer  their  patients.  “I 
have  been  disturbed  about  our 
failure  in  training  medical  stu- 
dents, and  we’re  failing  more  and 
more.  We  don’t  give  them  any 
research  experience.  We  teach 
them  simply  from  textbooks,”  he 
says.  “When  you  see  a group  of 
physicians  say  we  don’t  need 
animal  research,  you  feel  that  no 
one  ever  made  clear  to  them 
where  most  of  their  therapies 
have  come  from.  . . . That’s  really 
frightening.  ” 

Texas  Tech  researcher  John 
Orem,  PhD,  agrees,  “You  can  eas- 
ily go  through  medical  school 
these  days  and  not  be  well 
informed  about  the  animal  rights 
movement.” 

Drs  Masoro  and  Orem  might 
find  recent  actions  of  the  Texas 
Medical  Association’s  Medical 
Student  Section  encouraging. 
TMA-MSS  Chairman  Deepak  Sri- 
vanstava,  a senior  medical  student 


at  UTMB,  recently  refuted  animal 
rights  arguments  in  an  editorial 
published  in  The  Houston  Post: 

“In  an  appeal  to  emotion,  (ani- 
mal rights  supporters)  have  first 
concentrated  their  rhetoric  on  the 
medical  use  of  dogs  and  cats  — 
man’s  companion  animals.  We  are 
a compassionate  people  and  find 
it  difficult  to  see  our  pets  in  cages 
and  being  experimented  on.  In 
reality,  however,  only  1 % of  ani- 
mals used  in  research  are  dogs  or 
cats;  over  90%  are  rodents.  Ironi- 
cally, anti-vivisection  groups  have 
had  their  greatest  success  in  ban- 
ning the  use  of  pound  animals,  an 
action  which  would  mean  that 
twice  as  many  animals  would  ulti- 
mately die. 

“A  basic  tenet  of  the  animal 
rights  advocates’  argument  is  that 
the  knowledge  and  advancement 
gleaned  from  animal  research  can 
be  gained  through  the  use  of  new 
technology  such  as  cell  cultures 
and  computer  simulation.  While 
these  are  excellent  adjuncts  to 
animal  research,  our  current  tech- 
nology cannot  simulate  complex 
neural  networks  and  the  interac- 
tions of  various  organ  systems. 

“Even  results  from  cell  culture 
work  must  be  eventually  vali- 
dated in  live  animal  models  to 
account  for  the  complex  reactions 
of  the  body.  In  a report  on  this 
subject  by  the  Office  of  Technol- 
ogy Assessment,  it  was  concluded 
that  ‘current  technology  is  not 
adequate  to  eliminate  animal 
research.’ 

“It  is  true  that  our  society  is  a 
humane  one  and  one  which  loves 
animals.  Medical  researchers  are 
very  much  a part  of  that  society 
and  are  not  sadistic  scientists 
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carelessly  torturing  animals. 

“When  an  adequate  alterna- 
tive to  an  animal  model  exists,  it 
is  used.  When  pain  and  suffering 
are  involved,  animals  are  appro- 
priately anesthetized.  When  an 
animal  must  be  sacrificed,  it  is 
done  in  the  least  painful  manner 
possible.  Numerous  regulations 
and  watchdog  committees  are  in 
place  so  that  animals  do  not  suf- 
fer unwarranted  abuse. 

“In  spite  of  these  efforts,  crit- 
ical research  is  being  curtailed 
1 and  in  the  words  of  Dr  Michael 
I DeBakey,  a pioneer  of  cardio- 
I vascular  surgery,  animal  rights 
, activists  are  ‘holding  human 
t health  hostage.’” 

' Texas  medical  students  who 
support  the  use  of  animals  in 
: research  have  formed  the  Stu- 
dent Organization  for  Animals 
and  Animal  Research 
(SOFAAR).  Patterned  after  a 
California-based  group,  the 
organization  supports  the  use  of 
animals  in  research  and  informs 
students  about  the  issues  sur- 
rounding animal  research.  Dur- 
ing “World  Laboratory  Animal 
Liberation  Week,”  April  23-29, 
40  SOFAAR  participants  coun- 
terprotested  the  second  annual 
Houston  Animal  Rights  Team 
(HART)  candlelight  vigil  at  Bay- 
lor College  of  Medicine,  which 
drew  60  supporters.  SOFAAR 
also  sponsors  educational  meet- 
ings, including  several  at  which 
Texas  Medical  Association 
hosted  luncheons. 

— Donna  B.  Jones 


. .THE  ULTIMATE 
DECISIONS  . . . WILL 
TAKE  PLACE  IN  THE 
HALLS  OF  AUSTIN  AND 
WASHINGTON.” 


Texas  Society  for  Biomedical 
Research,  and  other  institutions 
have  spoken  out  strongly  for  the 
humane  use  of  animals  in  research. 

“I  think  that  the  ultimate  deci- 
sions concerning  the  resolution  of 
the  animal  rights  issue  will  take 
place  in  the  halls  of  Austin  and 
Washington,”  TSBR  President  Dr 
Howe  says.  In  Washington,  Con- 
gressman Charles  Stenholm  (D-Tex), 
has  introduced  legislation  establish- 
ing criminal  penalties  for  break-ins 
at  livestock  facilities,  as  well  as 
research  labs.  Stenholm  is  a member 
of  the  Animal  Welfare  Caucus  to 
defend  the  use  of  animals  in  agricul- 
ture as  well  as  in  medical  research. 
His  bill  is  a House  version  of  a Sen- 
ate measure,  passed  Nov  20,  1989, 
making  it  a federal  crime  to  break 
into  research  facilities.  At  press  time, 
the  bill,  HR  3270,  had  160  cospon- 
sors, including  16  of 
Texas’  27  representatives. 

In  response,  opponents 
have  formed  a caucus 
called  Congressional 
Friends  of  Animals,  and 
Science  magazine  reported 
in  February,  “.  . . there’s 
even  talk  about  a possible 
‘animal  rights  plank’  in  the 
1990  farm  bill.”  A pro- 
posed amendment  to  the 
Animal  Welfare  Act  ad- 
dresses Dr  Barnard’s  con- 
cern that  “Regulations  do 
not  affect  a substantial 
number  of  animals  used  in 
research,  and  the  inspec- 
tion system  stinks.  . . .” 

HR  2345  would  allow 
“.  . . any  person  (to)  com- 
mence a civil  action  on  his 
own  behalf  or  on  behalf  of 
any  animal  protected  by 
this  Act  to  compel  any 


person  or  persons  charged  with  the 
duty  by  statute  or  regulation  to 
enforce  the  provisions  of  the  Act  to 
execute  such  duty.” 

In  addition  to  legislative  solu- 
tions, the  scientific  community  is 
working  to  enhance  nonanimal 
research.  The  Johns  Hopkins  Center 
for  Alternatives  to  Animal  Testing 
(CAAT)  was  founded  in  September 
1981  at  the  Hopkins  School  of  Pub- 
lic Health  in  Baltimore. 

Alan  M.  Goldberg,  PhD,  a toxi- 
cologist and  associate  dean  at  the 
School  of  Public  Health,  is  the  cen- 
ter’s director.  Writing  in  the  August 
1989  issue  of  Scientific  American, 

Dr  Goldberg  emphasizes,  “Contrary 
to  a prevailing  misperception,  in 
vitro  tests  need  not  replace  existing 
in  vivo  test  procedures  in  order  to  be 
useful.  ...  In  vitro  toxicity  testing 
will  not  replace  animal  testing  in  a 


The  threat  of  terrorism  has  increased  the  cost  of 
research,  Duncan  Wimpress,  PhD,  says.  (Photo  hy  Dennis 
Havel,  Southwest  Foundation  for  Biomedical  Research.) 
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“I  FIRMLY  BELIEVE  (PHYSICIANS) 
WILL  STAND  TALL  AND  SPEAK 
EOR  A PEACEEUL  RESOLUTION. 


Neal  Barnard,  a Washington,  DC,  psychiatrist,  founded 
the  Physicians  Committee  for  Responsible  Medicine. 


single,  quantum  step.  In  fact,  regula- 
tory mechanisms  do  not  yet  exist  for 
review  and  approval  of  new  in  vitro 
testing  methodologies  for  chemical 
safety  evaluation.  ...  in  vitro  tests 
as  yet  cannot  approximate  the  com- 
plexity of  interactions  that  take 
place  in  a living  animal.” 

Researchers  at  The  University  of 
Texas  Southwestern  Medical  Center 
at  Dallas  are  developing  in  vitro  sys- 
tems that  may  replace  ocular  irrita- 
tion procedures  (Draize  tests)  or 
reduce  the  number  of  animals 
required.  These  researchers  also 
have  been  active  in  developing  tissue 
culture  assays  that  may  serve  as 
alternatives  to  skin  irritation  studies 
or  reduce  the  number  of  animals 
required,  as  well  as  studies  evaluat- 
ing “artificial  skin,”  which  also  may 
replace  animals  or  reduce  the  num- 
bers required  for  skin  toxicity  tests. 


Echoing  Dr  Goldberg’s 
feelings,  UT  Southwestern 
Medical  Center  Dean 
William  B.  Neaves,  PhD, 
says,  “Each  (of  these 
researchers)  has  made 
advances  in  developing  in 
vitro  tests  that  show 
promise,  but  the  tests 
require  validation,  which 
must  be  done  in  animals. 
While  some  animal  tests 
may  be  replaced  by  in  vitro 
tests  or  lead  to  a reduction 
of  animals  used,  it  is  not 
possible  at  this  time  to 
eliminate  animal  testing.” 

While  the  debate  and 
study  continue  in  the  state- 
houses,  Congress,  and  the 
laboratory,  the  fallout  — 
costly  delay  — has  the 
potential  to  hinder 
progress  on  a number  of  scientific 
fronts.  Dr  Masoro  postulates  that 
animal  research  will  play  “a  tremen- 
dous role”  in  developing  treatments 
for  Alzheimer’s  disease,  Parkinson’s 
disease,  and  cancer.  Dr  Howe  adds 
diabetes,  heart  disease,  and  trans- 
plantation to  the  list.  (A  list  on  page 
22  highlights  treatments  that  are 
available  to  physicians,  thanks  to  re- 
search that  relied  on  animal  models.) 

The  researchers  on  the  front  line 
emphasize  that  practicing  physicians 
can  play  an  important  role  in  enlist- 
ing the  public’s  support  for  the  use 
of  animals  in  research. 

Dr  Orem  observes,  “I  think 
physicians  can  sympathize  with 
what  I’m  going  through  because  in 
their  attempt  to  do  something  posi- 
tive, they  often  experience  a hostile 
world  — malpractice  cases  that  are 


a threat  to  them  and  a discredit  to  the 
profession.” 

Patients  are  valuable  allies,  too. 
Dr  Howe  says.  “A  patient  telling  his 
or  her  experience  (with  a life-saving 
technique  or  drug  developed 
through  research  with  animals)  is  a 
powerful  way  of  telling  the  story  of 
biomedical  research.” 

Dr  Howe  urges  physicians  to 
actively  support  the  use  of  animals 
in  research.  “As  I make  my  rounds 
in  all  parts  of  Texas,  as  physicians 
become  aware  of  the  very  real  threat 
that  is  before  us,  virtually  to  a per- 
son, they  are  becoming  committed 
to  reversing  the  trends  we  see  going 
on  right  now.  My  prediction  is  that 
when  the  physicians  of  Texas  realize 
the  gravity  of  the  threat  that’s  before 
them,  those  same  physicians  will 
rally  around.  As  the  physician  com- 
munity becomes  aware  that  violence 
is  being  used  as  a means  of  resolving 
a societal  issue,  I firmly  believe  they 
will  stand  tall  and  speak  for  a peace- 
ful resolution.” 


WELAT  KINDS  OF 
ANIMALS  ARE  USED 
IN  RESEARCH? 

The  Texas  Society  for  Biomedical 
Research  reports: 

“Nearly  90%  of  the  animals 
used  in  research  are  rats,  mice, 
and  other  rodents.  Dogs  and  cats 
account  for  less  than  1 % of  the 
total,  but  an  important  1%.  For 
example,  dogs  are  essential  to 
study  of  the  cardiovascular  sys- 
tem, and  to  development  of  ways 
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THE  HUMAN  SIDE 
OE  RESEARCH 

At  first  glance,  9-year-old  Lyla 
Koch  appears  to  be  perfectly 
healthy.  She  is  limber  and  spirited, 
with  an  angelic  face  and  long,  corn- 
silk  hair.  But  the  surgical  scar  on  her 
chest  tells  another  story.  Lyla  is  a 
survivor.  Due  to  advances  in  bio- 
medical research,  she  was  the  small- 
est child  in  the  world  to  successfully 
receive  a pacemaker. 

Shortly  after  Lyla  was  born  pre- 
maturely on  Dec  3,  1980,  doctors 
discovered  she  had  reversed  ventri- 
cles and  major  blockage  in  the  ves- 
sels pumping  to  and  from  her  heart. 
Her  condition  was  irreversible  and 
doctors  told  the  Kochs  that  their 
daughter  had  less  than  a 5%  chance 
of  surviving,  even  with  a pacemaker. 

Jana,  her  mother,  remembers  the 
tension  and  sorrow  they  felt.  “This 
child  went  into  surgery  with  no 
hope.  They  were  just  going  to  try. 
We  signed  papers  to  donate  her  eyes 


to  treat  and  prevent  diseases  of 
the  heart  and  arteries.  Cats  are 
vital  to  certain  studies  of  vision 
and  hearing,  as  well  as  brain  func- 
tion. Many  people  believe  that 
monkeys  and  other  nonhuman 
primates  are  used  in  great  num- 
bers. Actually,  they,  too,  represent 
less  than  1 % of  all  research  ani- 
mals. Nonhuman  primates  are 
valuable  in  areas  such  as  research 
on  atherosclerosis,  reproductive 
problems,  and  certain  diseases  of 
the  brain,  like  Alzheimer’s  and 
Parkinson’s  disease.” 


and  her  good 
organs.  This  is 
the  kind  of  scene 
it  was.” 

But  9 years 
later,  Lyla  has 
overwhelmed  her 
family  and  physi- 
cians with  her  sta- 
mina. Her  heart 
condition  stabi- 
lized with  the  help  of  the  pace- 
maker. Though  she  avoids  rigorous 
physical  activity,  she  is  in  excellent 
shape,  and  has  aspirations  of 
becoming  a professional  dancer. 

“I  owe  the  biggest  debt  in  the 
world  to  animal  research,”  her 
mother  said.  “Without  the  pace- 
maker, which  was  tested  on  animals, 
she  wouldn’t  be  here.  Everything 
related  to  Lyla  has  been  tested  on 
animals.”  The  cardiac  pacemaker 
was  developed  and  tested  on  dogs, 
one  of  the  primary  animal  models 
for  cardiovascular  research. 

Lyla  is  on  her  second  pacemaker 
but  her  condition  can  only  be  cor- 
rected with  a heart  transplant,  which 
will  be  attempted  if  her  condition 
becomes  life-threatening.  Lyla  hopes 
to  soon  try  the  new  “variable  rate” 
pacemaker,  currently  being  studied 
at  the  National  Institutes  of  Health 
(NIH).  The  device  will  more  closely 
mimic  the  beating  of  a human  heart. 

Jana’s  strong  convictions  about 
animal  research  drew  her  to  the 
organization  Incurably  111  for  Ani- 
mal Research  (iiFAR).  The  organiza- 
tion was  formed  by  patients  and 
families  in  1984  to  defend  biomedi- 
cal research  and  counter  the  animal 
rights  movement. 

“Too  many  people  buy  the  lines 
of  animal  rights  activists  who  claim 
animals  are  tortured  in  labs.  This  is 
untrue,”  Jana  said.  “Animals  in  labs 


Lyla  Koch  owes  her  life  to  techniques 
developed  through  research  using  animals 


are  better  taken 
care  of  than  ani- 
mals on  the  street. 
I’m  a veterinar- 
ian’s daughter.  I 
love  animals  and  I 
feel  strongly 
about  animal  wel- 
fare. I just  don’t 
feel  strongly  when 
it  comes  to  ani- 
mals having  more  rights  than  my 
daughter.” 

Ties  with  iiFAR  have  enabled  the 
Kochs  to  appear  on  Nightline  and 
The  Oprah  Winfrey  Show  and  tes- 
tify before  Congress.  But  they  have 
also  received  threatening  letters  and 
phone  calls.  There  have  even  been 
threats  against  Lyla’s  life. 

“I  think  they  should  keep  doing 
research,”  Lyla  said.  “I  like  animals, 
too,  and  I don’t  want  to  see  them 
hurt.  But  research  can  help  my 
friend  who  has  cystic  fibrosis,  and  it 
helped  me.  When  I grow  up.  I’m 
going  to  help  animal  researchers.” 

Lyla  Koch  already  has. 

From:  Portraits  of  a Partnership  for  Life:  The 
Remarkable  Story  of  Research,  Animals  & 
Man.  Reprinted  with  permission  of  the  Foun- 
dation for  Biomedical  Research,  818  Con- 
necticut Ave,  NW,  Third  Floor,  Washington, 
DC  20006. 

Editor’s  Note:  To  express  an  opposing  point 
of  view,  a subsidiary  of  the  Physicians  Com- 
mittee for  Responsible  Medicine,  the  Health 
Care  Consumer  Network,  as  described  in  the 
newsletter  PCRM  Update  has  been  formed 
“to  be  a voice  for  people  whose  lives  have 
been  affected  by  serious  illness.  They  have 
suffered  with  cancer,  rheumatoid  arthritis, 
AIDS,  and  other  conditions.  But  they  do  not 
want  to  be  used  as  excuses  for  cruel  animal 
experiments.  ’’ 
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REGULATIONS 

FACILITATE 

HUMANE 

TREATMENT 

Since  1966,  animal  care  in  research 
facilities  has  been  regulated  by  the 
Animal  Welfare  Act.  It  requires 
appropriate  housing,  food,  and  vet- 
erinary care  for  animals.  It  also 
requires  that  animals  be  given  drugs 
to  prevent  pain  or  discomfort. 
Exceptions  can  be  made  only  if  a 
researcher  can  prove  that  to  admin- 
ister anesthesia  or  analgesia  would 
compromise  the  experiment’s 
results,  as  in  studies  about  pain 
management. 

Research  institutions  funded  by 
the  National  Institutes  of  Health 
(NIH),  as  most  are,  also  are  gov- 
erned by  the  Public  Health  Service 
Policy  on  Humane  Care  and  Use 
of  Laboratory  Animals.  The  guide 
applies  to  all  animals  in  a facility 
and  provides  standards  of  housing, 
care,  and  use,  which  must  be  met  to 
retain  funding.  Federal  inspectors 
periodically  show  up  unannounced 
to  verify  that  the  regulations  are 
being  followed. 

Of  the  roughly  1,200  laboratory 
facilities  in  the  United  States,  about 
530  voluntarily  adhere  to  standards 
even  higher  than  those  set  by  federal 
agencies.  These  facilities  are  accred- 
ited by  the  American  Association 
for  Accreditation  of  Laboratory 
Animal  Care  (AAALAC). 

Research  institutions  also  are 
required  to  establish  animal  care 
committees.  The  committees  are 
responsible  for  reviewing  care  and 
treatment  of  animals,  inspecting 
laboratory  animal  facilities  and 
reporting  any  violations  to  the  NIH. 
These  committees  must  include  a 
veterinarian  with  training  or  experi- 
ence in  laboratory  animal  medicine, 
at  least  one  member  from  outside 
the  institution,  a practicing  scientist 
experienced  in  animal  research,  and 
a member  with  a nonscientific  back- 
ground. 


Commentary 

THE  THREAT  TO 

BIOMEDICAL 

RESEARCH 


Lorenz  0.  Lutherer,  MO,  PhD 

Professor  of  Physiology  and  Internal 
Medicine 

Texas  Tech  University  Health  Sciences  Center 

As  unlikely  as  it  may  seem,  there  is  a 
movement  of  growing  momentum  in 
the  United  States  today  that  has  as 
its  goal  the  complete  elimination  of 
biomedical  research  using  animals. 
As  a physician,  I am  deeply  con- 
cerned that  the  animal  rights  move- 
ment could  succeed  in  halting  much 
medical  research,  thereby  taking 
away  the  last  hope  of  those  suffering 
today  or  destined  to  suffer  in  the 
future  from  diseases  we  cannot  treat 
now. 

Before  you  consider  this  possibil- 
ity too  remote  to  be  of  concern  to 
you  or  to  have  an  impact  on  health 
care  in  Texas,  it  is  important  to 
understand  the  basis  of  this  move- 
ment, how  it  is  operating,  and  why 
it  is  successful.  Humans  have  always 
been  concerned  with  the  welfare  of 
animals,  and  society  has  contributed 
to  and  applauded  the  efforts  of 
those  truly  concerned  with  the  wel- 
fare of  animals.  However,  a clear 
distinction  must  be  made  between 
the  animal  rights  activists  and  the 
animal  welfare  movement  we  have 
been  familiar  with  for  so  long. 

The  leaders  of  the  animal  rights 
movement  are  abolitionists,  dedi- 
cated to  ending  all  use  of  animals  by 
humans.  Their  ultimate  aim  is  to 
afford  to  animal  species  all  rights 
humankind  assumes  for  itself,  and 
to  do  this  they  would  abolish  not 
only  medical  research  involving  ani- 
mals, but  also  pet  ownership,  zoos. 


hunting,  use  of  leather,  eating  of 
meat,  and  spraying  to  kill  insects.  A 
leader  of  the  animal  rights  move- 
ment explains,  “There  is  no  rational 
reason  for  saying  a human  being  has 
special  rights  ...  A rat  is  a pig  is  a 
dog  is  a boy.” 

These  are  people  who  actually 
abhor  the  fact  that  animal  research 
has  advanced  human  health  and  are 
working  actively  to  stop  such  re- 
search. One  spokesperson  has  stated, 
“If  it  means  that  some  things  cannot 
be  learned,  then  so  be  it.  We  have  no 
basic  right  not  to  be  harmed  by 
those  natural  diseases  we  are  heir 
to.” 

This  type  of  thinking  is  consid- 
ered by  most  of  us  to  be  bizarre,  and 
we  have  not  taken  this  movement 
seriously.  But  the  movement  has  not 
been  focusing  its  effort  to  gain  sup- 
porters by  talking  about  eliminating 
pet  ownership  or  doing  away  with 
zoos.  Rather,  it  has  been  concentrat- 
ing an  immense  media  campaign  to 
convince  the  public  that  medical 
research  involving  animals  is  cruel, 
unnecessary,  and  a waste  of  taxpay- 
ers’ dollars. 

Over  the  past  year,  Texas  has 
been  the  focus  of  intense  animal 
rights  activity.  Texas  Tech  University 
Health  Sciences  Center  in  Lubbock 
was  the  first  research  institution  in 
Texas  to  suffer  a break-in  by  the 
underground  terrorist  arm  of  the 
animal  rights  movement.  On  the 
Fourth  of  July  1989,  an  internation- 
ally recognized  expert  in  the  neural 
control  of  breathing  during  waking 
and  sleep  states  became  the  group’s 
Texas  target  and  the  focus  of  their 
media  campaign  across  Texas  and 
the  nation  because  his  experiments 
involve  cats.  In  the  year  following 
the  break-in,  that  researcher  has 
been  investigated  by  his  institution 
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TSBR  SUPPORTS 
RESEARCH  EFFORTS 

The  Texas  Society  for  Biomedical 
Research,  with  18  institutional 
members,  including  Texas  Medical 
Association,  is  to  ensure  that 
biomedical  research  is  allowed  to 
continue  its  contributions  to  health 
and  medical  care  in  Texas. 

TSBR  distributes  brochures  and 
posters  through  schools  and  con- 
cerned individuals  about  the  neces- 
sary and  humane  use  of  laboratory 
animals.  TSBR  President  John  Howe 
III,  MD,  has  spoken  to  students  at 
Texas  A6cM,  to  television  viewers 
on  NBC’s  Today  Show,  to  scientists 
at  the  national  meeting  of  the  Amer- 
ican Association  of  Academic  Scien- 
tists, and  to  other  public  audiences 
about  how  animal  research  contin- 
ues to  benefit  human  health. 


He  notes,  “At  TSBR’s  urging, 
various  county  medical  societies  are 
considering  a move  to  encourage 
physicians  to  put  brochures  in  their 
patient  waiting  rooms  on  the  use  of 
animals  in  biomedical  research.  We 
believe  that  when  patients  form  an 
opinion  about  this  issue,  they  will 
put  the  greatest  stock  in  what  their 
physicians  have  to  say.” 

TSBR  is  in  the  early  stages  of 
developing  a curriculum  on  the 
importance  of  using  animals  in 
research  for  students  in  kindergarten 
through  12th  grade.  Materials  will 
be  distributed  to  schools  as  they 
become  available. 

Information  for  distribution 
through  your  waiting  room  and  for 
your  personal  use  is  available  from 
Debra  Pylypec,  Executive  Director, 
The  Texas  Society  for  Biomedical 
Research,  PO  Box  200752, 
Austin,TX  78720-0752. 


and  two  federal  agencies.  All  found 
his  research  significant,  his  experi- 
mental procedures  beyond  reproach, 
and  his  institution’s  animal  care  and 
use  program  “a  model  of  excel- 
lence.” Yet  he  has  been  vilified  as  an 
“animal  Nazi.”  He  regularly  receives 
hate  mail  and  even  death  threats 
from  well-meaning  citizens  who 
believe,  without  question,  every  mis- 
representation and  untruth  pub- 
lished about  his  research. 

Why  are  these  well-meaning  citi- 
zens so  easily  swayed  into  equating 
medical  research  with  unspeakable 
cruelty?  Because  we  have  not  taken 
this  movement  seriously,  the  medical 
profession,  including  physicians, 
researchers,  and  public  relations 
offices  in  hospitals  and  medical 
schools,  is  partly  to  blame.  We  have 
trusted  that  the  general  public  has  a 
basic  understanding  of  science  and 
research  and  medical  progress  that 
will  prevent  their  believing  the 
claims  these  activists  make  about 
our  profession.  We  have  been 
wrong. 

A recent  poll  found  that  99%  of 
licensed  physicians  support  the 


premise  that  most  advances  in 
medicine  were  dependent  on  animal 
research  and  97%  felt  that  such 
research  must  be  continued.  Yet  a 
very  small  minority  of  physicians 
who  are  animal  rights  activists  are 
on  the  talk-show  circuit  with  chic 
movie  stars  telling  the  public  and 
government  officials  that  animal 
research  is  unnecessary  and  cruel, 
giving  credence  to  the  claims  of  the 
animal  rights  groups  who  use  this 
cross  in  an  attempt  to  push  a much 
more  sweeping  agenda. 

The  result  is  that  many  people, 
legitimately  concerned  about  animal 
welfare,  are  out  in  the  streets  of 
Texas  protesting  what  they  have 
been  led  to  believe  are  cruel  and 
unnecessary  practices.  Most  of  these 
protestors  are  too  young  to  remem- 
ber diseases  such  as  polio,  and  they 
have  no  appreciation  for  the  animal- 
based  research  that  continues  to  pro- 
vide preventions  and  cures. 

Last  year,  the  TMA  passed  a res- 
olution declaring  the  importance  of 
and  their  support  for  the  humane 
use  of  animals  in  biomedical  re- 
search. This  resolution  was  a call  for 


the  physicians  of  Texas  to  become 
involved  in  educating  the  public  to 
the  value  of  and  necessity  for 
biomedical  research. 

It  is  encouraging  to  see  that  Texas 
physicians  are  beginning  to  act  to  set 
the  record  straight.  Recently,  staff 
physicians  in  internal  medicine  at 
the  Methodist  Hospital  in  Lubbock 
helped  fund  a symposium  held  at 
Texas  Tech  to  inform  medical  school 
administrators  about  this  threat  and 
the  need  to  educate  the  public.  The 
Texas  Society  for  Biomedical  Re- 
search was  formed  in  1989  as  a 
coalition  of  medical  schools,  hospi- 
tals, medical  societies  and  research 
institutions  dedicated  to  public  edu- 
cation. 

Medical  students  in  every  school 
in  Texas  have  become  alarmed 
about  what  they  see  as  a threat  to 
their  futures  and  their  ability  to  pro- 
vide the  best  possible  medical  care 
for  the  people  of  Texas.  The  Medical 
Student  Section  of  the  TMA  is  mak- 
ing this  educational  effort  a major 
focus  for  the  next  academic  year. 
Additionally,  medical  students  are 
taking  the  lead  in  organizing  all  stu- 
dents at  health  science  centers  into 
chapters  of  an  organization  called 
SOFAAR,  Student  Organization  for 
Animals  and  Animal  Research.  As 
part  of  their  effort,  the  students  will 
be  contacting  the  physician  commu- 
nity in  Texas  and  soliciting  their 
support  in  this  effort. 

As  a physician  and  an  educator 
of  future  physicians,  I call  upon 
every  physician  in  Texas  to  follow 
their  lead,  support  their  efforts,  and 
become  involved  in  this  critical  issue 
through  patient  education  and  vocal 
civic  participation.  The  future  health 
of  Texas  is  at  stake. 
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Practice  Management 
Workshops 

It  takes  smart  decisions  to  develop  a 
successful  practice.  Where  to  go  to  school? 
What  to  specialize  in?  Where  to  set  up 
practice — and  what  type  of  practice?  Now 
make  the  decision  that  will  help  keep  your 
practice  successful.  Use  the  Texas  Medical 
Association  Advantage. 

Your  Association  provides  a senes  of 
workshops  designed  to  help  your  practice 
succeed.  Whether  you’re  a new  physician 
establishing  a practice,  geanng  up  for  retire- 
ment, or  somewhere  in  between — TMA  has 
the  workshop  for  you. 


Risk  Prevention  Skills 

Communicating  and  Record 
Keeping  in  Clinical  Practice 

Objectives; 

Become  familiar  with  vanous  aspects  of  the 
HB18-Staie  Indemnification  prc'igram 
Have  an  overview  of  the  ten  most 
prominent  areas  of  preventable  exposure 
Be  able  to  apply  pnnciples  of  loss 
prevention  and  patient  safety 
Understand  informed  consent  and 
anticipate  patient  expectations 

Benefits: 

Comprehensive  workshop 
4 hours  of  classroom  instruction 
1 1 hours  of  independent  study 
Meets  cntena  for  1 5 credit  hours  in 
Category  1 of  Physician’s 
Recognition  Award  of  the 
Amencan  Medical  Association 
Meets  continuing  education 
requirement  under  HB18  by 
TMLT,  MedPRO,  API,  ICA, 
jUA,  and  other  professional 
liability  insurers  in  Texas 
Tax  deductible  business 
expense 

SUMMER  SCHEDULE 

Dallas 
Houston 
San  Antonio 


Transition  to  Retirement 

You’ve  spent  a lifetime  thinking  about 
other  people.  You  can  afford  to  spend  one  da 
thinking  about  yourself,  and  how  to  prepare 
for  your  retirement. 

This  valuable  workshop  offers  you  and 
your  spouse  retirement  planning  that  can 
eliminate  a bumpy  road  to  retirement.  You’ll 
discover 

how  to  determine  your  retirement  income 
needs 

■ sources  ol  retirement  income 

how  to  protect  yourself  after  you  leave 
your  practice 

ways  to  spend  your  new-found  time 

■ how  to  manage  your  investment  and  taxes 

■ ways  to  handle  patient  relationships 

August  25  Houston 

To  register,  call  TMA  Department  of 
Practice  Management  Services: 
(512)477-6704,  Ext.  350. 


li: 
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Association 


PHYSICIANS  CARING  FOR  TEXANS 


MICHAEL  R.  SHARP 
ATTORNEY 

REPRESENTATION  OF  PHYSICIANS 
IN  PROFESSIONAL  MATTERS 


• TEXAS  STATE  BOARD  OF  MEDICAL  EXAMINERS 
—FORMAL  DISCIPLINARY  HEARINGS 
—SETTLEMENT  CONFERENCES 

—RECIPROCITY  & LICENSURE 

• TEXAS  MEDICAL  FOUNDATION 


• MEDICAL  STAFF 
PEER  REVIEW 

• ANTI-TRUST 
ACTIONS 


1820  One  American  Center*  Austin,  Texas  78701  • (512)  473-2265 
Certified  in  Administrative  Law  by  the  Texas  Board  of  Legal  Specialization. 
Certification  is  not  currently  available  to  anyone  in  health  law. 


CALL  TOLL-FREE 

FOR  PLACEMENTS  OR  ASSISTANCE 
1-800-234-9786 


We  Customize  Accounts  Receivable  Programs 


• Billing  Services 


• On-Site  Training  Seminars 


PHYLLIS  I.POHORILLA 
MARKETING  REPRESENTATIVE 
MEDICAL  SERVICES 


Insurance  Follow-Up 
Bad  Debt  Collections 


On-Site  Collectors 
Competitive  Rates 


a subsidiary  of 

PFS  JINTEgratec 


TexasMedical 

Associatkm 


PHYSICIANS  CARING  FOR  TEXANS 


PFS  • ONE  FLUOR  DANIEL  DRIVE  • SUITE  B-3  • SUGAR  LAND,  TX.  77478  • (713)  242-7878 


Specify  Adjunctive 


FIRST, 
YOU  CAN'T 
SWALLOVUL 


YOU  CAN'T 


FINAUY, 
YOU  CAN'T 


You  have  ALS  — "Lou  Gehrig's 
disease." 

Gradually,  you'll  become  unable 
to  walk  or  use  your  hands.  You'll  find 
yourself  drooling.  Your  reflexes  will 
disappear. 

Your  mind,  however,  will  remain 
completely  clear,  leaving  you  a 
frustrated  prisoner  in  a body  you 
can't  control. 

ALS  is  a fatal  neuromuscular 
disorder  that  attacks  adults  in  the 
prime  of  life.  Right  now,  no  cure  is 
known.  But  the  Muscular  Dystrophy 
AssociaHon  has  launched  an  all-out 
assault  against  this  dread  disease. 

MDA  has  developed  the  world's 
largest  integrated  ALS  research  and 
patient  services  program.  The  Asso- 
ciation has  established  five  major  ALS 
research  centers  and  maintains  some 
230  clinics  to  help  people  with  ALS 
and  other  neuromuscular  disorders. 
And  MDA  is  the  only  voluntary 
health  agency  that  provides  patients 
with  a wide  range  of  medical  care 
and  equipment  free  of  charge. 

You  can  help  MDA  fight  ALS  and 
dozens  of  other  neuromuscular  disor- 
ders by  making  a tax-deductible  dona- 
tion to  the  Association.  You  can  even 
specify  that  your  check  is  to  be  used 
exclusively  to  bene- 
fit ALS  patients. 

There  are 
20,000  ALS  pa- 
tients in  America 
who  can't  write 
checks  or  even 
read  this  ad  out 
loud.  Please  send 
your  contribution  cd/r/y 

to  MDA  today.  Yankee's  Hatl-of-Famer 


Muscular  Dystrophy  Association 
jerry  Lewis,  National  Chairman 

To  make  a donation  or  bequest  to  MDA,  or  for 
more  information  on  MDA  and  ALS,  write  to: 

Muscular  Dystrophy  Association, 

810  Seventh  Avenue,  Neu’  York,  NY  10019. 
Or  contact  your  local  MDA  office. 


Each  capsule  contains  5 mg  chlordiazepoxide  HCland  2.5  mg  clidinium 
bromide. 

Please  consult  complete  prescribing  information,  a summary  of  which  follows: 


* Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows: 

"Possibly"  effective:  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer 
and  in  the  treatment  of  the  irritable  bowel  syndrome  (irritable  colon,  spastic 
colon,  mucous  colitis)  and  acute  enterocoUtis. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign  bladder  neck 
obstruction;  hypersensitivity  to  chlordiazepoxide  HCl  and/or  clidinium  Br. 
Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants,  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g , operating  machinery,  driving) 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congeni- 
tal malformations  as  suggested  in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy.  Advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation 
ofbenzodiazepines  (see  Drug  Abuse  and  Dependence). 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  effective  amount 
to  preclude  ataxia,  oversedation,  confusion  (no  more  than  2 capsules/day  initialfy; 
increase  gradually  as  needed  and  tolerated) . Though  generally  not  recommended, 
if  combination  therapy  with  other  psychotropics  seems  indicated,  carefully  con- 
sider pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO  inhib- 
itors, phenothiazines.  Observe  usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions  reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  not  established.  Inform  patients 
to  consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 
Adverse  lections:  No  side  effects  or  manifestations  not  seen  with  either  com- 
pound alone  reported  with  Librax.  When  chlordiazepoxide  HCl  is  used  alone, 
drowsiness,  ataxia,  confusion  may  occur,  especially  in  elderly  and  debilitated; 
avoidable  in  most  cases  by  proper  dosage  adjustment,  but  also  occasionally 
observed  at  lower  dosage  ranges.  Syncope  reported  in  a few  instances.  Also 
encountered:  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irreg- 
ularities, nausea  and  constipation,  extrapyramidal  symptoms,  increased  and 
decreased  bbido— all  infrequent,  generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice,  hepatic  dysfunction  reported  occasionally 
with  chlordiazepoxide  HG,  making  periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy.  Adverse  effects  reported  with  Librax  typical 
of  anticholinergic  agents,  le.,  dryness  of  mouth,  blurring  of  vision,  urinary  hesi- 
tancy, constipation.  Constipation  has  occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics  and/or  low  residue  diets. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with 
barbiturates  and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlor- 
diazepoxide; more  severe  seen  after  excessive  doses  over  extended  periods;  milder 
after  taking  continuousfy  at  therapeutic  levels  for  several  months.  After  extended 
therapy,  avoid  abrupt  discontinuation  and  taper  dosage.  Carefiilfy  supervise 
addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence 

P.l,  0286 

Roche  Products  Roche  Products  Inc. 

Manati.  Puerto  Rico  00701 


MDA  ® IS  a regislered  service  mark  ol  Muscular  Dystropriy  Association,  inc 


In  IBS,*  when  it's  brain  versus  bowel, 


'V- 


m 


ITS  TIME 
HHITHE 
PEACENAKEIt 


In  irritable  bowel  syndrome,*  intestinal 
discomfort  will  often  erupt  in  tandem  with 
anxiety— launching  a cycle  of  brain/bowel 
conflict.  Make  peace  with  Librax.  Because  of 
possible  CNS  effects,  caution  patients  about 
activities  requiring  complete  mental  alertness. 

*Librax  has  been  evaluated  as  possibly  effective 
as  adjunctive  therapy  in  the  treatment  of  peptic 
ulcer  and  IBS. 


Specify  Adjunctive 


Each  capsule  contains  5 mg  chlordiazepox  ide 
HCl  and  2.5  mg  clidinium  bromide. 


Copyright  © 1989  by  Roche  Products  Inc.  All  rights  reserved. 


Please  see  summary  of  prescribing  information  on  adjacent  page. 


TDH  epidemiologists  seek 
cause  of  febrile  illness 

“Palestine  fever”  quickly  made  a 
name  for  itself  in  Texas,  but  its 
cause  proved  more  elusive  as  the 
Texas  Department  of  Health  (TDH) 
continued  to  track  down  possible 
cases  of  the  unidentified  “febrile  ill- 
ness with  polyarthralgias  and  rash.” 
As  Texas  Medicine  went  to  press, 
TDH  spokespersons  said  they  had 
identified  37  “probable”  and  at  least 
30  “possible”  cases  that  met  the  case 
definition  (see  top  of  facing  page)  for 
the  illness. 

TDH  epidemiologists  said  they 
received  first  reports  of  the  illness  in 
mid-April  when  a Temple  rheuma- 
tologist told  them  he  had  knowledge 
of  seven  children  whose  signs  and 
symptoms  could  not  be  attributed 
to  juvenile  rheumatoid  arthritis 
(JRA),  Tyme  disease,  rheumatic 
fever,  or  measles.  One  case  was  later 
dropped  from  the  original  list  of  sus- 
pected cases. 

The  May  5 issue  of  Texas  Pre- 
ventable Disease  News,  published 
by  the  TDH  Bureau  of  Disease  Con- 
trol and  Epidemiology,  reported  that 
laboratory  findings  were  “generally 
negative  or  inconclusive”  for  JRA, 
Lyme  disease,  and  rheumatic  fever. 
Nor  were  bacterial  agents  cultured 
from  specimens  “despite  numerous 
attempts,”  the  report  stated.  Meas- 
les serologies  for  four  of  the  original 
six  cases  were  negative  for  evidence 
of  recent  rubeola. 

Additional  cases  were  added  to 
the  “probable”  count  by  late  May, 
just  days  after  TDH  notified  chiefs 
of  staff  at  more  than  600  acute  care 
hospitals  of  the  perplexing  illness. 
TDH  continued  to  investigate  other 
possible  instances  of  the  illness. 


Public  Health 


The  name  “Palestine  fever” 
became  popular  in  the  heavy  news 
coverage  that  resulted  in  more  than 
500  telephone  calls  to  TDH.  Three 
of  the  original  six  patients  were 
from  Palestine,  Tex. 

Robert  Bernstein,  MD,  Commis- 
sioner of  Health,  said,  “There  ap- 
pears to  be  such  diversity  in  clinical 
and  laboratory  findings  that  more 
detailed  history  is  in  order  in  the 
growing  numbers  of  cases  being  re- 
ported. Direct  communicability  does 
not  seem  to  be  a feature.  Along  with 
a number  of  private  physicians,  the 
Centers  for  Disease  Control,  and 
our  Bureau  of  Epidemiology  we  are 
attempting  to  search  for  etiology 
as  well  as  other  aspects  of  this 
condition.” 

TDH  asks  physicians  to  report 
cases  meeting  the  TDH  case  descrip- 
tion by  contacting  the  department’s 
infectious  disease  program  at  1-800- 
252-8239. 

Talk  to  patients  about  facts  on 
blood  safety 

How  safe  is  safe?  When  doctors  ask 
patients  to  give  permission  for 
blood  transfusions,  that  question 
takes  on  overwhelming  importance 
for  the  patient,  the  doctor,  and  the 
blood  bank. 

Patients  often  expect  a no-risk 
situation,  which  concerns  the  TMA 
Committee  on  Blood  Banking  and 
Blood  Transfusion.  Blood  banks,  the 
committee  feels,  do  all  they  can  — 
within  science  and  reason  — to 
assure  the  safety  of  the  blood  sup- 
ply, but  no  one  can  guarantee  that 
all  risks  have  been  eliminated. 

The  committee  recommends,  and 
the  House  of  Delegates  has  approved, 
that  the  Texas  Medical  Association 


should  inform  the  public  that  (a)  it 
is  impossible  to  guarantee  zero-risk 
transfusions,  and  (b)  in  the  absence 
of  the  ability  to  eliminate  risk, 
donor  honesty  is  the  single  most 
effective  safeguard  to  maximize  the 
level  of  safety. 

Precautions,  waste 
management  guidelines 
approved 

Appropriate  management  of  medical 
waste  is  crucial  to  the  public  health 
and  safety  of  health  care  workers, 
and  numerous  laws,  regulations,  and 
guidelines  govern  waste  manage- 
ment procedures. 

The  Council  on  Health  Eacilities, 
in  a report  to  the  House  of  Dele- 
gates, reviewed  the  current  status  of 
these  regulations.  The  council  sup- 
ports efforts  by  the  state  and  federal 
government  to  provide  suitable 
guidelines  to  address  this  area  of 
major  public  concern,  but  noted  that 
there  is  a confusing  array  of  rules 
that  are  sometimes  in  conflict  with 
each  other,  and  a lack  of  public 
understanding  regarding  the  true 
nature  of  the  risks  to  the  general 
public  regarding  contact  with  infec- 
tious waste. 

To  address  these  issues  the  coun- 
cil recommended,  and  in  May  the 
House  of  Delegates  approved,  that 
the  Texas  Medical  Association, 
through  the  American  Medical 
Association,  promote  the  use  of  the 
Center  for  Disease  Control’s  “uni- 
versal precautions”  and  the  “EPA 
Guidelines  for  Infectious  Waste 
Management”  as  the  model  for 
other  federal  agencies’  rules,  and 
oppose  adoption  of  rules  that 
conflict  with  these  generally  accepted 
standards.” 
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Table  1 . TOH  case  de- 
scription for  uniden- 
tified “febrile  illness 
with  polyarthralgias 
and  rash.”  To  meet 
the  case  description, 
patients  must  he  ill 
for  at  least  7 days. 


All  of  the  following  symptoms: 

1.  Fever  > 100.4°  F 

2.  Polyarthralgias  and/or  arthritis  (involving  3 or  more  joints) 

3.  Pruritic  and/or  urticarial  rash 

and  one  of  the  following  laboratory  findings: 

1.  Erythrocyte  sedimentation  rate  > 30  mm/hr 

2.  Hematocrit  at  least  3 points  below  lower  limit  of  age-  and  sex-specific  normal  value 


Contact  tracing  of  AIDS, 
HIV-infected  persons  approved 

The  TMA  House  of  Delegates 
approved  a resolution  to  try  to 
change  the  way  cases  of  HIV  infec- 
tion are  reported  to  the  Texas 
Department  of  Health,  and  to  seek 
authorization  of  contact  tracing  by 
the  Texas  Department  of  Health  for 
all  persons  diagnosed  with  AIDS  or 
HIV  infection,  and  adequate  funding 
for  such  tracing. 

At  the  May  meeting  in  Corpus 
Christi,  the  resolution  touched  off 
sharp  debate  both  in  the  reference 
committee  and  on  the  floor  of  the 
House  of  Delegates. 

“Contact  tracing  is  more  effective 
when  you  have  a cure,  or  appropri- 
ate therapy,”  said  Douglas  Hurley, 
MD,  of  Temple,  “and  for  HIV  infec- 
tion, we  don’t.  The  proposal  is  pre- 
mature, and  at  this  time  is  counter- 
productive.” 

Pointing  out  that  when  patients 
with  this  disease  are  identified,  they 
lose  many  benefits,  Albert  Randall, 
MD,  Austin,  Texas  Department  of 
Health,  clarified  current  procedure: 
“At  this  time,  AIDS  cases  are  report- 
ed by  all  demographics  — name, 
age,  sex,  race,  and  so  forth  — but 
patients  who  test  HIV-positive  are 
reported  by  county  of  residence, 
date  of  birth,  sex,  race,  and  date  of 
test.  All  patients  with  positive  tests 
are  offered  post-test  counseling, 
which  includes  how  their  partners 
will  be  notified.  At  this  time,  the 
health  department’s  position  is  that 
notifying  contacts  of  AIDS  patients 
is  satisfactory.” 

Nick  Curry,  MD,  Fort  Worth, 
director  of  the  Tarrant  County 


Health  Department,  spoke  in  oppo- 
sition to  mandatory  reporting  of 
names  of  HIV-infected  persons,  and 
added,  “We  notify  contacts  on  all 
AIDS  and  HIV-positive  cases,  if  the 
patient  provides  the  necessary  infor- 
mation, but  that’s  just  in  our  depart- 
ment; I don’t  know  to  what  extent 
it’s  done  in  other  places.” 

The  reference  committee  recom- 
mended disapproval  of  the  resolu- 
tion, but  further  debate  on  the  floor 
of  the  House  swayed  the  final  vote 
to  one  of  approval. 

“The  resolution  came  from 
Navarro  County  Medical  Society 
unanimously,”  said  delegate  R.  L. 
Campbell,  MD,  Corsicana.  Dr 
Campbell  said  contact  tracing  has 
been  effective  with  other  sexually 
transmitted  diseases  and  should  be 
effective  with  AIDS  and  HIV  contact 
tracing.  He  noted  that  AMA  also 
supports  contact  tracing. 

Laurance  Nickey,  MD,  El  Paso, 
chairman  of  the  Council  on  Public 
Health,  upheld  the  reference  com- 
mittee’s recommendation.  Present 
law  allows  for  voluntary  partner 
notification  and  contact  tracing,  and 
mandatory  tracing  is  not  cost  effec- 
tive, he  said. 

“I  think  it  is  time  the  medical 
profession  treated  this  as  a public 
health  issue  rather  than  a civil  rights 
issue,”  countered  D.  Clifford  Bur- 
ross,  MD,  Wichita  Falls. 

After  spirited  exchange,  the 
House  voted  in  favor  of  trying  to 
change  the  law,  and  the  resolution 
calls  for  the  Texas  Medical  Associa- 
tion to  seek  legislative  action  requir- 
ing that  all  persons  with  HIV  infec- 
tion as  well  as  AIDS  be  reported  to 
the  Texas  Department  of  Health  by 
name,  city,  age,  sex,  race,  physician, 
disease,  type  of  diagnoses,  and  date 
of  onset. 


Further,  it  calls  for  the  associa- 
tion to  seek  legislative  action  to 
authorize  contact  tracing  by  the 
Texas  Department  of  Health  for  all 
persons  diagnosed  with  AIDS  or 
HIV  infection,  and  to  support 
adequate  funding  for  such  tracing. 

Physicians  urged  to 
provide  free  physicais  for 
“Speciai  Oiympians” 

Give  a hug.  And  a no-cost  physical 
examination  to  Texas  Special  Olym- 
pics participants. 

Texas  Medical  Association  mem- 
bers are  encouraged  to  provide  phys- 
ical examinations  at  no  cost  to  the 
participant  when  presented  with  a 
Texas  Special  Olympics  medi- 
cal/parental release  form  and  evi- 
dence of  meeting  the  Special  Olym- 
pics requirement  to  participate. 

The  House  of  Delegates  in  May 
approved  this  recommendation  from 
the  Council  on  Communication.  The 
council  recognized  potential  liability 
concerns,  but  noted  that  such  con- 
cerns existed  independent  of  whether 
the  physicals  were  provided  at 
charge  or  at  no  cost. 

Many  physicians  already  find  this 
a special  way  to  be  a “Physician 
Caring  for  Texans,”  and  more  than 
4,000  physicals  were  done  for  the 
Texas  Special  Olympics  athletes  at 
no  charge  in  1989. 

In  other  public  health  matters, 
the  House  of  Delegates  took  the  fol- 
lowing actions: 

— Approved  inclusion  in  the 
TMA  Policy  Manual  of  the  guide- 
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Materials  available  through  TMA’s  Public  Heaith  Department 


lines  for  counseling  physicians  who 
test  positive  for  HIV. 

— Approved  developing  an 
award,  separate  from  the  Anson 
Jones  Award,  to  recognize  physi- 
cians who  report  for  the  lay  media. 

— Disapproved  a November 
1989  resolution  that  the  Texas  Med- 
ical Association  support  abolition  of 
corporal  punishment  in  schools. 

— Approved  an  expanded  state- 
ment emphasizing  the  importance  of 
treating  infectious  diseases  (not 
HIV/AIDS  alone)  as  a public  health 
problem,  and  referred  it  to  the 
Council  on  Legislation. 

— Resolved  that  the  TMA  enter 
into  dialogue  with  appropriate  state 
agencies  concerning  a better  method 
of  delivering  the  medication  Clozaril 
to  the  patient,  and  that  the  Texas 
Delegation  submit  a similar  resolu- 
tion to  the  AMA  House  of  Delegates. 

— Resolved  that  the  TMA  reiter- 
ate its  support  of  the  Texas  Low- 
Level  Radioactive  Waste  Disposal 
Authority  in  its  efforts  to  acquire  a 
site  for  the  construction  and  opera- 
tion of  a facility  for  the  safe  disposal 
of  low-level  radioactive  waste  gener- 
ated within  the  State  of  Texas. 

For  more  information  on  activi- 
ties of  the  House  of  Delegates,  see 
reports  in  other  news  sections  of  this 
magazine. 


• Cholesterol  Guidelines 

• A Physician  AIDS  Education 
Booklet  — Managing  the  HIV 
Infected/AIDS  Patient 

• Immunization  reminder  cards 

• Border  health  poster  by  G.E.  Mul- 
lan 

• Physician  Oncology  Education 
Program  (POEP)  brochure 

• Physician  Oncology  Education 
Program  funding  applications 

• ReCap  — cancer  prevention  man- 
ual for  primary  care  physicians 

• Smoking  Cessation  Counseling  for 
the  Physician  — booklet 

• Behavioral  Prescription  for  Smok- 
ing Cessation  — pocket  guide 

• Core  curriculum  objectives 


Disease  hotline  is 
24-hour  link  to  CDC 

Your  patient  plans  to  travel  to 
Kenya  and  wants  to  know  whether 
special  vaccinations  are  recom- 
mended. Or  perhaps  you  need  infor- 
mation on  malaria  or  hepatitis.  The 
CDC’s  Disease  Information  Hotline 
is  available  24  hours  each  day  to 
answer  those  questions  and  others. 

A recorded  system  allows  the  caller 
to  use  a touch-tone  telephone  to 
select  information  options.  Informa- 
tion categories  provided  by  the  ser- 
vice are  travelers’  health,  MMWR 
(Morbidity  and  Mortality  Weekly 
Report),  malaria,  influenza,  AIDS, 
hepatitis,  and  chronic  fatigue  syn- 
drome. Each  of  those  categories  in 
turn  allows  the  caller  to  request 
more  detailed  information. 


• Core  cancer  library  — catalogue 

• Cancer  Control:  The  Physician’s 
Role  — booklet 

• Education  modules  for  physicians: 

• Lung  cancer 

• Breast  cancer 

• Colorectal  cancer 

• Skin  cancer  (available  1990) 

• CHEQ  — Cancer  and  Health 
Evaluation  Questionnaire,  A 
Lifestyle  Guide  for  the  90s  (in 
development) 

• Speakers  list 

To  obtain  materials,  contact  the  TMA  Public 
Health  Department,  1801  N Lamar  Blvd, 

Austin,  TX  78701. 


By  selecting  the  hepatitis  cate- 
gory, for  example,  the  caller  is  al- 
lowed to  speak  to  CDC  staff  or  to 
request  hepatitis  statistics  (eg,  an 
estimated  1 million  persons  are 
thought  to  be  hepatitis  B carriers  in 
this  country.) 

The  hotline  offers  information  to 
physicians  as  well  as  patients, 
depending  on  which  option  is 
selected.  Selected  publications  can 
be  ordered  through  the  hotline. 

Call  the  hotline  at  1-404-332-4555. 

Physicians  may  refer  elderly 
patients  to  eye  care  program 

More  than  7,000  elderly  Texans 
have  received  eye  care  from  volun- 
teer ophthalmologists  participating 
in  the  National  Eye  Care  Project 
(NECP).  The  project  is  sponsored  by 
the  Foundation  of  the  American 
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Academy  of  Ophthalmology.  The 
Texas  Ophthalmological  Association 
also  is  a participant  in  the  program. 

The  program  offers  care  to  legal 
residents  — regardless  of  their  abil- 
ity to  pay  — who  are  at  least  65 
years  old  and  who  “do  not  have 
access”  to  an  ophthalmologist, 

NECP  says. 

Ophthalmologists  participating 
in  the  program  (almost  700  in 
Texas)  agree  to  treat  patients,  re- 
gardless of  their  ability  to  pay,  ac- 
cording to  information  provided  by 
NECP.  By  early  May,  7,019  persons 
in  Texas  — 265  of  them  uninsured  — 
had  received  eye  care  from  NECP 
volunteers. 

Physicians  or  patients  may  obtain 
additional  information  about  the 
program  by  calling  1-800-222-EYES 
or  by  writing  AAO/NECP,  P.O.  Box 
6988,  San  Erancisco,  CA  94101. 

Resource  directory  is  key  to 
ERA’S  back  door 

The  Environmental  Protection 
Agency’s  (EPA)  1989  Information 
Resources  Directory  is  almost  too 
good  to  be  unclassified  information: 
It  is  the  environmentalist’s  Mother 
Lode.  The  EPA  directory  offers  600- 
plus  pages  of  information  about  tbe 
agency  — its  publications  and  soft- 
ware, departments,  hotlines,  librar- 
ies, even  acronyms. 

Texas  physicians  might  start  with 
one  of  EPA’s  Dallas  listings,  but  the 
directory  includes  a 75-page  section 
called  “EPA  Contacts,”  which  lists 
offices,  key  personnel,  and  telephone 
numbers  throughout  the  US.  A list- 
ing for  the  “Gulf  of  Mexico  Pro- 
gram,” for  example,  gives  the  tele- 
phone number  of  the  Region  4 


Sexually  transmitted  diseases  (STD)  reported  to  the  Texas  Department  of 
Health  from  January  1 through  April  30.  TDH  notes  a substantial  increase 
in  the  number  of  syphilis,  chlamydia,  and  chancroid  cases  reported  in  recent 
months.  Although  reporting  of  chancroid  is  not  required  by  law,  333  cases 
were  reported  to  TDH  from  January  1 through  April  30  of  this  year. 


1989 

1990 

Syphilis 

2,759 

3,856 

Gonorrhea 

14,483 

12,773 

Chiamydia 

4,781 

6,217 

AIDS  cases  in  Texas  reported  through  May  25, 

1990:  9,416 

Deaths  attributed  to  AIDS  in  Texas  through  May  25, 1990: 5,809 


Water  Management  Division,  located 
on  the  East  Coast. 

The  directory  contains  informa- 
tion on  toxic  wastes,  radiation,  and 
other  topics  of  interest  to  many 
physicians.  It  can  be  ordered  by  call- 
ing 703-487-4650.  Cost  of  the  direc- 
tory is  $29.50  plus  a $3  handling 
charge. 

Be  thankful  for  GRATEFUL  MED 

If  there’s  no  professional  librarian  in 
tbe  house,  consider  using  GRATE- 
FUL MED  5.0,  the  National  Library 
of  Medicine’s  latest  version  of  its 
popular  online  search  software.  The 
$29.95  package  allows  users  of 
IBM-compatible  computers  to  fill 
out  an  on-screen  request  form  for 
medical  information  from  NLM 
online  databases  before  incurring 
connect  charges.  Once  the  request 
form  has  been  completed,  GRATE- 
FUL MED  takes  over  by  connecting 
with  NLM,  undertaking  the  search, 
and  returning  the  results. 

If  talk  of  NLM  online  databases 
is  foreign  to  you,  don’t  worry.  Read- 
ing about  GRATEFUL  MED  is 
much  more  difficult  than  using  it. 
(The  TMA  Library  offers  its  next 
GRATEFUL  MED  class  on  July  28, 
for  those  who  wish  to  take  a more 
formal  approach  to  learning  the 
software.  That  course  is  worth  3 
hours  of  category  1 CME  credit.) 
While  this  remarkable  software 
package  and  its  first-class  documen- 


tation may  not  replace  a trained 
librarian,  its  hand-holding  screens 
and  prompts  make  it  ideal  for  begin- 
ning computer  users.  A Macintosh 
version  of  GRATEFUL  MED,  re- 
leased last  year,  is  also  available.  To 
order,  call  the  National  Technical 
Information  Service  (NTIS)  at 
1-703-487-4650,  or  write  to  NTIS 
at  5285  Port  Royal  Road,  Spring- 
field,  VA  22161. 

TMA  expands  anti-tobacco 
policies 

Physicians  understand  the  results  of 
smoking.  They  also  know  the 
dilemma:  Smoking  is  legal,  profit- 
able (for  some),  popular  — and 
deadly.  Yet  while  tobacco-related  ill- 
ness claims  thousands  of  Texans 
each  year,  TMA  is  working  to 
reduce  that  grim  count. 

In  May,  TMA’s  House  of  Dele- 
gates took  its  most  recent  swipe  at 
tobacco  use  by  approving  two 
policy  statements  that  propose  ban- 
ning tobacco  advertising  “in  all 
forms”  and  prohibiting  smoking  in 
hospitals. 

The  TMA  anti-tobacco  statement 
calls  on  Congress  to  eliminate  bill- 
board and  magazine  advertising  and 
points  out  that  “de  facto  advertis- 
ing” continues  to  take  place  in  the 
electronic  media  through  tobacco 
sponsorship  of  sports  events.  The 
policy  to  end  smoking  in  hospitals 
also  supports  legislative  action. 
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TMA’s  most  recent  addition  to  its  anti-smoking  policies 

Each  day,  1,000  people  die  from  tobacco-related  diseases.  The  powerful 
tobacco  companies  recruit  1 million  new  smokers  annually.  Recently,  this 
recruitment  has  been  targeted  to  minorities,  women,  and  youth.  Tobacco 
companies  aggressively  pursue  the  youth  market  through  the  sponsorship  of 
sports  events.  So,  while  placement  of  tobacco  advertising  on  television  is  pro- 
hibited, de  facto  advertising  nonetheless  takes  place  through  these  sponsorships. 

The  Texas  Medical  Association  opposes  tobacco  advertising  in  all  forms, 
both  explicit  and  subliminal,  and  urges  Congress  to  extend  the  current  adver- 
tising ban  to  magazines  and  billboards  as  well  as  the  electronic  media. 

Congress  should  ban  tobacco  advertising  *‘in  all  forms”  and  smoking 
should  be  prohibited  in  all  hospitals,  according  to  two  statements. 


The  new  policies  were  initiated 
by  the  TMA  Council  on  Public 
Health  and  the  Committee  on  Can- 
cer. The  House  of  Delegates 
approved  the  policies  in  May.  Lau- 
rance  N.  Nickey,  MD,  chairman  of 
the  public  health  council,  calls 
tobacco  “the  most  far-reaching”  of 
health  menaces.  “Every  day  1,000 
Americans  die  of  tobacco-related  ill- 
ness — over  360,000  per  year,”  he 
says.  “It  should  be  every  physician’s 
responsibility  and  duty  to  continue 
to  inform  patients  of  the  disastrous 
complications  of  smoking.  Each  per- 
son who  smokes  is  an  individual 
public  health  problem  of  the  utmost 
importance  not  only  to  themselves 
but  also  to  our  society.” 

Underscoring  the  new  policies 
were  resolutions 
introduced  by  the 
Bowie  County 
Medical  Society 
and  approved  by 
the  House,  which 
asked  that  TMA 
members  “through 
their  individual 
medical  staffs, 
strongly  encourage 
the  governing  bod- 
ies of  their  respec- 
tive hospitals  to  establish  ‘smoke- 
free  hospital’  policies  by  the  end  of 
1991  ...”  A second  Bowie  County 
resolution,  strengthening  already 
existing  TMA  policy,  urged  mem- 
bers to  establish  smoke-free  environ- 
ments “in  their  offices,  clinics,  and 
all  other  places  where  people  seek 
medical  care.” 

Late  last  year  the  association 
took  an  official  stand  against  smoke- 
less tobacco. 


These  actions  should  come  as  no 
surprise  to  TMA  members  who  have 
witnessed  the  association’s  expand- 
ing efforts  in  recent  years  to  fight  to- 
bacco use.  The  Committee  on  Can- 
cer, Council  on  Public  Health,  and 
the  Physician  Oncology  Education 
Program  (POEP)  have  been  key 
forces,  initiating  a number  of  anti- 
tobacco efforts. 

The  council  has 
appointed  the  Ad 
Hoc  Task  Eorce  on 
Tobacco  Use  Pre- 
vention to  study 
tobacco  marketing 
and  to  develop  an 
anti-tobacco  cam- 
paign. The  task 
force  will  concen- 
trate on  policy 
recommendations, 
physician  educa- 
tion, and  public 
information. 

The  POEP,  a collab- 
orative program  of  the 
Texas  Cancer  Council  and  TMA, 
already  offers  smoking  cessation 
counseling  materials  to  physicians 
for  intervention  with  patients.  Along 
with  the  American  Cancer  Society 
and  the  National  Cancer  Institute, 
the  POEP  provides  smoking  cessa- 
tion training  programs  at  no  cost  to 
physicians  and  nurses  willing  to 
train  colleagues. 

“Studies  indicate  that  interven- 
tion by  physicians  is  highly  effective 
in  helping  patients  stop  smoking,” 
says  Catherine  Edwards,  PhD,  direc- 
tor of  TMA’s  Department  of  Public 


Health  and  the  Physician  Oncology 
Education  Program.  “The  physician 
is  the  authoritative  source  of  help 
for  most  patients.  The  physician’s 
counsel  and  follow-up  are  key  to  the 
patient’s  success.” 

Cigarette  manufacturers  spend 
billions  on  ads,  promotions 

The  big  six  US  cigarette  manufactur- 
ers spent  a breath-taking  $3.27  bil- 
lion in  this  country  for  advertising 
and  promotion  in  1988,  surpassing 
1987  spending  levels  by  26.9%.  The 
record  total  includes  $84  million 
“related  to  the  sponsorship  of  sport- 
ing events.”  Meanwhile,  the  con- 
sumer price  index  increased  by  4.1%. 

These  numbers  tell  only  part  of 
the  story,  however:  spending  for 
cigarette  advertising  and  promotion, 
when  adjusted  to  constant  1975  dol- 
lars, tripled  from  1975  to  1988. 

Published  in  Morbidity  and  Mor- 
tality Weekly  Report  (MMWR), 
these  figures  are  based  on  Federal 
Trade  Commission  data  provided  by 
the  cigarette  manufacturers  them- 
selves. The  MMWR  report  says  that 
spending  for  cigarette  advertising 
(on  “outdoor  media”  and  in  maga- 
zines and  newspapers)  was  surpassed 
only  by  ads  for  passenger  cars. 
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Behavioral  prescription  for 
smoking  cessation 


rhis  flowchart,  publishetl  in  Incor- 
porating Smoking  Cessation  Coun- 
seling into  the  Physician’s  Practice 
and  Lung  Cancer  Prevention  and 
Control,  was  developed  hy  Billy  II. 
Phillips,  PhD,  and  Janice  M. 


— 

Enter 

smoke-free 

doctor’s 

office 


3 

Choose  new  brand 
Rx: 

Smoke  new  brand  only 
Smoke  on  schedule 
Reduce  cigarettes  Vi 
Walk  daily 

Drink  4 glasses  water 
daily 

Use  relaxation  tape  daily 
Return  1 week 


2 

Rx: 

Buy  cigarettes  daily 
Break  3 patterns 
Reduce  cigarettes  Vi 
Walk  daily 

Use  relaxation  tape  daily 
Return  1 week 


4 


4 

Rx: 

Prescribe  gum  if 
highly  dependent 
NO  cigarettes 
Recall  rehearsal 
Drink  8 glasses  water 
daily 

Use  relaxation  tape  daily 
Return  1 week 


■ 

Reassess  motivation 
Uncover  unforeseen 
barriers  and  adapt 
Recycle  into  block  4 
or  earlier  block 
Return  1 week 


Longoria,  MS,  with  additional  sup- 
port from  the  TMA  Physician  Oncol- 
ogy Education  Program  (POEP).  The 
booklet  is  available  (no  charge)  from 
the  POEP,  1801  N Lamar  Blvd, 
Austin,  TX  78701. 


— 

Motivate: 
Show  health 
^ effects  of 
smoking 


1 

Rx: 

Record  smoking 
Walk  daily 

Rehearse  nonsmoking 
alternatives 
Return  1 week 


— 

5 

Check  progress 
Reinforce  nonsmoking 
behavior 
Rx: 

Publicize  quitting 
Treat  to  reward 
Help  another  smoker  consider 
quitting 
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Anti-smoking  pubiications 
target  Texans 

Physicians  could  bring  about  a 5% 
“quit  rate”  among  their  smoking 
patients  by  counseling  alone.  That’s 
the  point  behind  the  TMA  Physician 
Oncology  Education  Program’s  anti- 
smoking efforts  and  its  publication, 
Incorporating  Smoking  Cessation 
Counseling  into  the  Physician’s 
Practice.  In  addition  to  providing 
smoking  cessation  tips,  the  booklet 
includes  a “patient  smoking 
profile,”  a list  of  clinical  opportuni- 
ties to  counsel  patients,  and  a 
“behavioral  prescription  for  smok- 
ing cessation”  (see  previous  page). 
The  booklet  also  lists  other  materi- 
als to  help  physicians  help  patients 
to  kick  the  habit. 

A second  POEP  publication. 

Lung  Cancer  Prevention  and  Con- 
trol, arms  the  physician  with  statis- 
tics, risk  factors,  screening  informa- 
tion, and  counseling  tips,  among 
other  things. 


To  order  the  publications,  write 
POEP,  1801  N Lamar  Blvd,  Austin, 
TX  78701. 

The  Directory  of  Smoking 
Resources  and  Contacts  in  Texas  is 
another  stop-smoking  tool  available 
to  physicians.  Published  by  the 
Texas  Department  of  Health  Office 
of  Smoking  and  Health,  the  direc- 
tory lists  by  city  dozens  of  organiza- 
tions offering  help  with  smoking 
cessation.  The  directory  also  lists 
more  than  a dozen  smoking-related 
brochures  designed  for  a variety  of 
age  groups  and  educational  levels. 
There  is  no  charge  for  the  directory 
or  for  the  publications  it  lists.  Write 
to  the  Office  of  Smoking  and  Health, 
1 100  W 49th  Street,  Austin,  TX 
78756. 

Both  the  Physician  Oncology 
Education  Program  and  the  Office 
of  Smoking  and  Health  are  funded 
by  the  Texas  Cancer  Council. 


{ Commentary 

Can  this  generation 
! meet  today’s  public 
health  challenges? 

Laurance  N.  Nickey,  MD 

Chairman,  TMA  Council  on  Public  Health 

Severe  illness  is  always  a crisis  for  its 
victims,  no  matter  how  few  or 
anonymous  they  may  be.  Yet,  to  the 
young  and  able-bodied,  the  raw 
numbers  of  disease  — no  matter 
how  great  — are  of  distant  signifi- 
cance, something  to  be  pushed  away 
from  the  healthy  mind.  This  is 
human  nature. 

But  in  each  generation  there  are 
among  us  those  who  willingly  con- 
front the  crises  of  others.  Able  to 
avoid  or  postpone  discomfort  them- 
selves, these  special  people  are  also 
prepared  to  face  it.  Not  one  genera- 
tion has  failed  to  produce  such  lead- 
ers. And  that’s  fortunate,  for  disease 
never  fails  to  devise  new  tests  of 
integrity,  intellect,  courage,  and 
compassion. 

Just  now,  AIDS  comes  to  mind. 
But  how  well  I remember  the  days 
of  polio,  of  iron  lungs,  and  fright- 
ened faces  of  mothers  awaiting  a 
diagnosis.  You  are  not  alone  if  you 
remember  the  practice  of  medicine 
without  antibiotics  or  if  you’ve 
watched  tuberculosis  run  its  full 
course  or  seen  the  advance  of 
Hansen’s  disease.  Those  times  were 
unique.  And  so  are  these. 

This  time  around  some  of  our  old 
adversaries  are  again  ready  to  over- 
whelm us,  and  as  always,  there’s  a 
chance  they  will  succeed.  In  Texas, 
for  instance,  we’re  up  against  the 
worst  measles  outbreak  in  18  years, 
and  the  incidence  of  syphilis  has 
increased  by  40%  since  a year  ago. 


Deaths  in  Texas,  sorted  by  diagnosis  and  attributed  to  smoking.  Based  on  1985  data. 


Deaths 

Males  Females 


Lung  cancer 

3,666 

830 

Other  neoplasms 

943 

424 

Ischemic  disease 

2,766 

964 

Other  cardiovascular 

1,850 

1,828 

Respiratory 

2,275 

978 

Tuberculosis 

31 

0 

Ulcers 

71 

72 

Total 

11,602 

5,095 

Data  from  Office  of  Smoking  and  Health,  Public  Health  Promotion  Division, 
Texas  Department  of  Health.  The  Office  of  Smoking  and  Health  is  funded  by 
the  Texas  Cancer  Council. 
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Public  Health 


The  infant  mortality  rates  in  some 
areas  of  the  state  are  said  to  rival 
those  of  some  third-world  countries. 
Our  romantic  Rio  Grande  is  an  open 
sewer,  and  our  squalid  colonias  pro- 
duce diseases  that  once  had  virtually 
disappeared  from  the  state. 

At  the  same  time,  we’re  forced  to 
deal  with  problems  previously 
unimaginable:  drug  abuse,  teenage 
pregnancy,  an  aging  population, 
“crack  babies,”.  . . The  Texas  Com- 
mission on  Alcohol  and  Drug  Abuse 
says  20,000  Texas  adolescents  need 
treatment  or  counseling  for  drug 
abuse,  but  only  200  publicly  funded 
beds  and  400  outpatient  slots  are 
available  to  them. 

The  stage  has  been  set  for  a 
widening  gap  between  the  knowl- 
edgeable and  the  illiterate,  the  haves 
and  the  have-nots,  and  their  chil- 
dren: more  people  in  need,  fewer 
able  to  give.  It’s  been  said  that  for 
every  person  who  drops  out  of  high 
school  in  this  country,  another  is 
unable  to  read  his  diploma.  Declin- 
ing skills  in  a high-tech  world  — a 
deadly  combination  for  any  culture! 

By  the  year  2000  more  than  25% 
of  the  population  will  be  more  than 
60  years  old,  but  along  with  that 
success  rate  comes  a number  of  ill- 
nesses we  have  not  yet  fully  con- 
quered. Even  if  we  can  someday  cure 
cardiovascular  disease,  arthritis, 
Alzheimer’s  disease,  diabetes,  and 
cancer,  will  our  elderly  population 
(or  anyone  else)  be  able  to  afford  the 
help  they  need?  Will  only  the 
healthy,  wealthy  urbanite  have 
access  to  the  kind  of  care  we  will  be 
capable  of  providing? 

These  are  problems  that  many  of 
our  citizens  will  be  spared.  They  will 
survive  through  old  age  without 


having  to  answer  these  awful  ques- 
tions. But  physicians  cannot  avoid 
them.  Each  day  we  see  suffering  in 
some  form,  and  we  know  what  dis- 
ease can  do,  no  matter  how  far 
removed  it  is.  We  understand  the 
problems,  but  can  we  do  anything 
about  them?  I believe  we  can. 

We  can  influence  public  opinion, 
work  with  community  leaders  to 
improve  our  public  education  sys- 
tem, lobby  for  the  disabled  and  dis- 
advantaged, and  see  that  even  our 
poorest  patients  continue  to  receive 
the  best  possible  care.  We  can  do 
these  things  in  our  own  ways.  But 
please  remember  that  your  county 
medical  society  and  the  Texas  Medi- 
cal Association  are  already  address- 
ing these  problems  and  many  more. 
With  your  energy  and  commitment, 
the  county  medical  society  can  be  an 
extremely  powerful  force. 

The  El  Paso  County  Medical 
Society  and  the  Laredo-Webb 
County  Health  Department,  for 
example,  brought  border  health 
issues  to  TMA,  resulting  in  the  first 
Border  Health  Conference.  Physi- 
cians and  public  health  representa- 
tives at  that  conference  discussed  the 
growing  problems  faced  by  the 
states  bordering  Mexico,  and  subse- 
quent meetings  have  included 
officials  of  Mexico.  The  second  bor- 
der conference  will  be  sponsored  by 
California  in  November. 

In  the  past  two  years  the  associa- 
tion has  created  an  entire  depart- 
ment devoted  to  public  health  issues, 
expanded  the  size  of  its  Council  on 
Public  Health,  and  created  subcom- 
mittees to  handle  special  problems 
of  our  times. 

Tobacco  is  a primary  target  of 
TMA’s  public  health  efforts,  and  the 
Physician  Oncology  Education  Pro- 
gram — now  only  3 years  old  — 


promotes  smoking  cessation  pro- 
grams and  cancer  screening,  and 
subsidizes  training  to  help  physicians 
help  patients. 

The  association  grapples  with 
other  key  issues  of  the  day:  immu- 
nizations, maternal  and  child  health, 
cardiovascular  diseases,  cancer,  and 
access  to  health  care.  And  with  the 
association’s  enormous  volunteer 
physician  support,  cooperative 
effort,  and  county  medical  society 
foundation,  TMA’s  endeavors  in 
public  health  promotion  are  far 
greater  than  the  sum  of  its  parts.  I 
can  assure  you  that  the  voice  of 
29,000  Texas  physicians  will  be 
heard  as  we  face  enormous  new 
public  health  problems. 

Perhaps  this  generation’s  public 
health  crisis  is  our  call  to  face  chal- 
lenges that  seem  at  times  to  be  too 
big  for  us.  Perhaps  the  obstacles  we 
face  are  too  big  for  techniques  of  the 
past.  But  we  can  use  new  approach- 
es, new  methods,  and  new  collabo- 
rations to  solve  today’s  public  health 
problems. 

Can  we  measure  up  to  those 
generations  of  leaders  who  went  be- 
fore us?  I think  we  can,  and  I believe 
we  will. 
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Command 
Performances^  ♦ ♦ 

***Essential  to  Our  Professions 

How  many  times  have  you  felt  pressed  into  a command  performance? 
Whether  it’s  a treatment  course  or  surgery,  you  feel  all  eyes  are  watching  your 
every  move.  Expectations  are  high  and,  oftentimes,  unrealistic.  Then  the 
unpredictable  or  the  unwanted  occurs.  Those  high  expectations  are  not  fulfilled 
and  the  next  thing  you  know,  you’re  being  sued. 

That’s  why  our  command  performance  is  so  important.  When  all  eyes  shift 
to  the  legal  side,  you  want  an  insurance  company  backing  you  with  excellent 
claims  defense.  At  ICA,  our  claims  defense  is  renown  in  the  industry 
as  tough  and  resource- 
ful. We  respond  to  a 
claim  situation  with 
in-house  attorneys,  not 
adjusters.  And  we  use 
only  the  best  defense 
counsel  in  your  area, 
attorneys  whose  reputa- 
tions and  abilities 
present  the  one  com- 
mand performance  you’ll 
want  to  witness. 

Call  ICA  today  at 
l-(800)-899-2356  and 
check  out  the  reviews 
to  our  command 
performances. 


INSURANCE  CORPORATION  OF  AMERICA 

People  Who  Care  Houston,  Texas 


1 out  of  2 teens  in  America  has  taken  drugs. 
1 out  of  2 parents  deesnl  see  it. 


See,  the  Washingtons  thirik;  it’s 
the  Smith  kid.  The  Smiths  think 
it’s  the  Sanchez  kid.  Mayhe  the 
Sanchezes  think  it’s  your  kid. 

Maybe  it  is  your  kid. 

Find  out.  Iklk  to  your  kids.  Tell  ’em 
the  dangers  of  dimgs.  Tell  ’em 
how  to  handle  peer  pressure. 


Tell  ’em  you  care.  It’s  not  easy.  But 
I can  help.  So  write  me,  McGruff, 
EO.  Box  362,  Washington,  D.C. 
20044. 

Don’t  let  your  kids  take  a powder. 
Or  anjhhing  else. 

Together,  we  can  help  Thke  a Bite 
out  of  Crime. 


'kll  A n'.f'ssuge  irrun  Hie  Crime  f’lr'Viuitiim  Coilitmn.  the  U S > ■:  -lus*.  ice.  imd  • ti“  ('nuricil  1068  Naf  n>  nil  Cn  nie  I’lvvtMiliini  C'uuncil 


BEAN 
AIR  FORCE 
PHYSICIAN. 


USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 


Become  the  dedicated 
physician  you  want  to 
be  while  serving  your 
country  in  today’s  Air 
Force.  Discover  the 
tremendous  benefits  of 
Air  Force  medicine.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  quality  lifestyle, 
quality  benefits  and  30 
days  of  vacation  with 
pay  per  year  that  are 
part  of  a medical  career 
with  the  Air  Force.  And 
enjoy  the  satisfaction  of 
a general  practice  with- 
out the  financial  and 
management  burden. 
Today’s  Air  Force  offers 
an  exciting  medical  envi- 
ronment and  a non-con- 
tributing retirement  plan 
for  physicians  who  qual- 
ify. Learn  more  about 
becoming  an  Air  Force 
physician.  Call 


Chiropractors  are 
not  physicians,  and  the 
constitution  says  so 

The  much  maligned  Texas  Constitu- 
tion has  come  to  the  rescue  of  physi- 
cians disturbed  by  the  possibility  of 
chiropractors  calling  themselves 
“physicians”  or  “chiropractic  physi- 
cians.” 

The  Board  of  Chiropractic 
Examiners  adopted  rules  that  autho- 
rize licensed  chiropractors  to  use 
any  of  the  following  titles:  chiro- 
practor, doctor  of  chiropractic,  chi- 
ropractic physician,  DC,  or  any 
derivative  of  these  terms.  However, 
at  press  time,  the  rules  had  not  been 
published  in  the  Texas  Register  and 
therefore  had  not  taken  effect.  Texas 
Medical  Association  has  protested 
the  rules,  saying  they  were  adopted 
without  responding  to  the  associa- 
tion’s formal  request  for  a public 
hearing  and  they  are  unconstitu- 
tional. 

Buried  in  the  lengthy  constitution 
is  the  crux  of  Texas  Medical  Associ- 
ation’s argument  against  rules  that 
would  allow  the  misleading  labels 
“physician”  and  “chiropractic 
physician.”  The  judicial  interpreta- 
tion favoring  TMA’s  position  dates 
back  75  years.  The  court  interpreted 
Article  XVI,  Section  31,  of  the  con- 
stitution as  requiring  all  persons 
practicing  medicine  in  Texas  to  be 
licensees  of  the  Texas  State  Board  of 
Medical  Examiners.  To  permit  a chi- 
ropractor to  treat  a patient  without 
being  a licensee  of  the  TSBME 


Law 


would  amount  to  the  constitution- 
ally prohibited  practice  of  preferring 
one  “school  of  medicine”  (chiro- 
practic) over  another,  the  court  said. 

In  1944,  the  court  held  the  Chi- 
ropractic Act  unconstitutional  on 
the  grounds  that  it  violated  the  non- 
preference clause.  Subsequently,  the 


Texas  Legislature  reenacted  the  Chi- 
ropractic Act  with  amended  lan- 
guage and  removed  the  unconstitu- 
tional provision. 

In  a letter  to  the  executive  direc- 
tor of  the  Texas  Board  of  Chiro- 
practic Examiners,  TMA  General 
Counsel  Donald  P.  Wilcox  and 
Assistant  General  Counsel  C.J. 
Erancisco  observed,  “The  newest  set 
of  rules  proposed  by  the  chiroprac- 
tic board  renew  the  same  constitu- 
tional problems  as  the  board  experi- 
enced in  the  first  part  of  the  20th 
century.  The  previous  Chiropractic 
Act  was  held  unconstitutional  for 
violating  the  prohibition  on  the 
preference  for  one  school  of  med- 
icine. It  took  a legislative  enactment 
to  correct  that  problem.  Currently, 
the  board,  through  rule  making,  cre- 
ates a constitutional  problem  with 


the  first  part  of  the  definition  of  the 
practice  of  medicine,  holding  oneself 
out  as  a physician  or  surgeon. 
Therefore,  to  hold  oneself  out 
and/or  permit  one  to  hold  oneself 
out  as  a physician  or  a chiropractic 
physician  would  require  such  person 
to  satisfy  the  requirements  for  licen- 
sure as  set  out  by  the  Texas  State 
Board  of  Medical  Examiners.  To 
provide  otherwise  would  give  a pref- 
erence to  one  segment  of  the  healing 
arts  and  would  be  unconstitutional 
under  Article  XVI  Section  31  of  the 
Constitution  of  Texas.” 

Texas  Medical  Association  also 
argued  that  the  Healing  Art 
Identification  Act  permits  only  per- 
sons with  the  MD  or  DO  degree, 
who  are  licensed  by  the  Texas  State 
Board  of  Medical  Examiners,  to  call 
themselves  “physicians.”  A violation 
of  this  act  is  a criminal  violation. 

Eor  the  chiropractic  board  to  permit 
its  licensees  to  use  the  term  “physi- 
cian” in  any  form  would  result  in  a 
state  agency  encouraging  a violation 
of  state  law. 

TMA  will  continue  to  monitor 
the  subject. 
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‘Safe  harbors’  protect 
physicians  from  the 
Medicare  storm 

If  you’re  an  investor  in  a pharma- 
ceutical company  that  produces  a 
medication  you  prescribe  for  a 
Medicare  patient,  can  you  go  to  jail 
for  receiving  a kickback? 

Under  a strict  interpretation  of 
federal  Medicare  fraud  and  abuse 
laws,  the  answer  is,  “Yes.”  How- 
ever, that’s  expected  to  change  late 
this  summer,  when  experts  predict 
the  Department  of  Health  and 
Human  Services  will  publish  a list  of 
“safe  harbors,”  ten  payment  prac- 
tices that  will  not  be  subject  to  crim- 
inal or  administrative  sanctions. 

Washington,  DC,  attorney  Mar- 
tin J.  Gaynes,  JD,  explained  the 
“safe  harbors”  during  the  Sympo- 
sium on  Medicine  and  the  Law,  held 
in  conjunction  with  Texas  Medical 
Association’s  Annual  Session,  May 
10-13,  in  Corpus  Christi.  Mr 
Gaynes’  list  is  “a  famous  HHS  draft 
representing  what  we  believe  will  be 
almost  final.”  The  “safe  harbors” 
are  required  by  the  1987  Medicare 
and  Medicaid  Patient  and  Program 
Act,  which  also  provides  administra- 
tive sanctions  to  exclude  a person 
or  entity  from  Medicare  or  Medi- 
caid, as  an  alternative  to  criminal 
sanctions. 

A “safe  harbor”  is  provided  for 
j investment  interests  by  physicians  in 
I large  health  care  entities  that  meet 
I certain  requirements,  Mr  Gaynes 
^ said.  Publicly  traded  stocks  must  be 
' registered  as  an  investment  entity  in 
accordance  with  Securities  and 
Exchange  Commission  requirements 
(ie,  $5  million  in  assets  and  500 
shareholders)  and  the  physician 


Law 


must  have  obtained  the  investment 
“on  terms  equally  available  to  the 
public  . . . .”  Investment  interests  in 
the  entity  also  may  not  be  obtained 
in  whole  or  part  from  funds  loaned 
or  guaranteed  by  the  entity  and  the 
return  on  the  investment  must  be 
proportional  to  the  amount  of  capi- 
tal investment,  Mr  Gaynes  said. 

He  added,  investment  entities  not 
meeting  the  “publicly  traded”  rule 
may,  nevertheless,  qualify  under  the 
investment  safe  harbor  if  they  meet 
eight  standards  designed  to  prohibit 
investments  related  to  physician 
referrals. 

Under  specified  conditions,  the 
“safe  harbors”  also  protect  rental 
arrangements  for  space  or  equip- 
ment, personal  services  and  manage- 
ment contracts,  the  sale  of  a prac- 
tice, referral  services,  and  the 
practice  of  employing  people  to 
market  a practice  and  seek  out 
Medicare  patients.  The  proposal 
protects  hospitals  that  waive  co- 
insurance  and  deductibles  and 
receive  payments  from  a manufac- 
turer for  any  loss  sustained  due  to 
failure  of  a product,  and  discounts 
and  group  purchases. 


Appeals  court  ignores  expert 
witness  requirements  in 
maipractice  case 

The  Texas  Supreme  Court  has 
refused  to  review  the  14th  Court  of 
Appeals  decision  creating  a new 
standard  of  proof  — that  no  credi- 
ble evidence  is  required  to  prove 
medical  negligence. 


That’s  the  implication  of  a recent 
ruling  of  the  14th  Court  of  Appeals 
(Houston),  Texas  Medical  Associa- 
tion says.  In  a brief  supporting  a 
request  that  the  Supreme  Court 
review  the  lower  court’s  reversal  of 
a summary  judgment  in  favor  of  a 
defendant  physician,  TMA  said, 
“The  holding  of  the  14th  Court  of 
Appeals  (Houston)  opinion  in  this 
case  finds  that  expert  testimony  was 
not  necessary  to  establish  causation 
because  a lay  jury  is  capable  of 
determining  whether  a gap  in  excess 
of  one  inch  prevented  healing  of  the 
fracture  and  caused  any  resulting 
damage  to  plaintiffs.” 

The  brief  continues,  “Such  hold- 
ing is  in  apparent  violation  of  this 
court’s  ruling  in  Bowles  v Bourdon, 

. . . that  the  plaintiff  in  a medical 
malpractice  case  must  offer  compe- 
tent expert  testimony  on  the  ele- 
ments of  breach  of  duty  and  causa- 
tion before  those  issues  can  be 
submitted  to  the  jury.  A fair  review 
of  the  transcript  reveals  that  plain- 
tiff’s expert  witness  did  not,  in  his 
deposition  testimony,  establish  the 
causation  element.  In  fact,  plaintiff’s 
expert  witness  executed  an  affidavit 
. . . that  supports  defendant’s  posi- 
tion by  negating  the  causation 
element.” 

The  Texas  Supreme  Court 
refused  to  overturn  the  lower  court’s 
ruling.  This  action  sends  the  case 
back  to  the  trial  court  for  a trial  on 
the  merits. 
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New  patient  transfer 
laws  take  effect  July  1 

Donald  P.  Wilcox 

TMA  General  Counsel 

Hugh  M.  Barton 

TMA  Assistant  General  Counsel 

What  is  a physician’s  responsibility  to  care 
for  walk-in  patients  in  the  emergency  room? 
This  is  a commonly  asked  question  in  light  of 
the  DIG  V Burditt  case  and  provisions  of  the 
Omnibus  Budget  Reconciliation  Act  of  1989 
that  take  effect  July  1 , 1990.  This  article 
analyzes  the  current  federal  and  state  laws 
on  examination,  treatment,  and  transfers. 

Texas  law 

The  state  law  in  effect  since  1983 
provides  that  no  officer,  employee, 
or  medical  staff  member  of  a gen- 
eral hospital  may  deny  “emergency 
services”  because  a person  cannot 
establish  his  or  her  ability  to  pay  (or 
because  of  race,  religion,  or  national 
origin),  if  the  service  is  available  at 
the  hospital,  and  if  a physician  on 
the  hospital  staff  diagnoses  the  per- 
son as  having  an  emergency  (1).  The 
term  “emergency  services”  means 
services  that  are  “customarily  and 
usually  available”  at  the  hospital 
and  that  must  be  provided  immedi- 
ately to  sustain  life;  prevent  serious 
disfigurement,  loss,  or  impairment 
of  a body  part  or  organ;  or  provide 
for  the  care  of  a woman  in  “active 
labor”  (2).  The  statute  does  not 

Legal  articles  in  Texas  Medicine  are  intended 
to  help  physicians  understand  the  law  by 
providing  legal  information  on  selected  top- 
ics. This  article  is  published  with  the  under- 
standing that  TMA  is  not  engaged  in  provid- 
ing legal  advice.  When  dealing  with  specific 
legal  matters,  readers  should  seek  assistance 
from  their  own  attorneys. 


define  “active  labor,”  though  Texas 
administrative  rules  (discussed  be- 
low) do  use  a definition  consistent 
with  the  old  federal  law.  If  a hospi- 
tal cannot  handle  obstetrical  pa- 
tients, it  must  provide  the  “neces- 
sary treatment”  to  allow  the  woman 
to  travel  to  a “more  appropriate 
facility”  without  undue  risk  of  seri- 
ous harm  (2).  The  statute  also  fails 
to  define  these  terms  and  the  courts 
likely  will  treat  them  as  fact  ques- 
tions, ie,  “What  was  the  necessary 
treatment  in  a particular  case?” 

Texas  law  goes  on  to  provide 
that  no  officer  or  employee  of  a gen- 
eral hospital  may  deny  a person  in 
need  of  emergency  services  access  to 
diagnosis  by  a staff  physician  be- 
cause he  or  she  is  unable  to  pay  (1). 
As  a practical  matter,  this  means 
that  a potential  patient  must  be  seen 
by  a physician  or  a qualified  nurse 
who  reports  the  findings  to  a physi- 
cian, who  determines  if  the  patient 
has  an  emergency  or  is  in  “active 
labor.” 

If  the  physician,  after  examining 
the  patient,  determines  that  an 
emergency  exists  or  that  a woman  is 
in  “active  labor,”  then  the  hospital 
cannot  refuse  to  provide  “emer- 
gency services”  because  the  patient 
is  unable  to  pay  for  care  (1).  State 
law  does  not  relieve  the  patient  of 
the  obligation  to  pay  for  medical 
treatment,  however  (3),  even  though 
collecting  the  debt  may  be  difficult. 

The  Texas  Department  of  Health 
has  established  rules  for  hospital 
patient  transfer  policies  (4).  The  law 
requires  all  licensed  Texas  hospitals 
to  have  such  transfer  policies  (5). 
The  basic  rule  in  each  hospital’s  pol- 
icy is  that  each  person  who  arrives 
at  a hospital  is  evaluated  by  either  a 
physician  who  is  present  or  an  “on- 
call”  physician  who  can  communi- 


cate with  the  hospital  personnel 
who  assess  and  report  the  person’s 
condition  to  him,  and  who  can 
arrive  within  30  minutes  (4).  These  ■ 
rules  are  being  revised  to  conform 
with  the  recent  changes  in  federal 
law,  which  are  discussed  later  in  this 
article.  For  example,  the  definition  i 
of  “active  labor”  may  be  deleted 
due  to  changes  in  federal  law. 

The  primary  difference  between 
Texas  and  federal  law  is  the  Texas 
requirement  that  a “memorandum  j 
of  transfer”  accompany  each  trans-  1 
fer.  The  memorandum  must  contain 
all  pertinent  factual  information 
concerning  the  transfer,  including 
the  names  of  both  transferring  and 
receiving  physicians,  the  time  the 
transferring  physician  secured  a 
receiving  physician,  and  the  time  the 
receiving  physician  assumed  respon- 
sibility for  the  patient.  The  memo- 
randum also  must  be  signed  by  the 
receiving  hospital  administration. 
Copies  are  to  be  retained  by  both 
hospitals  (4). 

There  is  a scheme  of  criminal 
penalties  for  violation  of  this  law. 

A “reckless”  violation  is  a Class  B 
misdemeanor.  A reckless  violation 
resulting  in  permanent  injury, 
disability  or  death  is  a Class  A mis- 
demeanor. An  “intentional  and 
knowing”  violation  is  a Class  A mis- 
demeanor unless  death  results,  in 
which  case  it  is  a third-degree  felony 
(1,6). 

Examination 

The  “old”  federal  law,  which  was 
effective  until  July  1,  1990,  provided 
that  if  a hospital  participating  in 
Medicare  had  an  emergency  depart- 
ment and  a person  (whether  or  not 
covered  by  Medicare)  came  to  that 
department  requesting  examination 
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or  treatment  for  a medical  condi- 
tion, then  the  hospital  was  required 
to  provide  an  “appropriate  medical 
screening  examination”  that  was 
within  the  emergency  department’s 
capability  to  determine  whether  the 
person  had  an  “emergency  medical 
condition”  or  in  the  case  of  certain 
women,  whether  a woman  was  in 
“active  labor  (7).”  The  term  “per- 
son” was  used  instead  of  “patient” 
so  that  a hospital  could  not  avoid 
liability  on  grounds  that  the  person 
was  never  admitted  and  thus  techni- 
cally never  became  a patient.  The 
term  “patient”  will  be  used  in  this 
article  for  the  sake  of  clarity. 

After  July  1,  1990,  if  a person 
comes  to  a hospital  emergency 
department,  the  hospital  must  pro- 
vide an  examination  within  the 
capability  of  the  hospital’s  emer- 
gency department  and  ancillary  ser- 
vices that  are  “routinely  available” 
to  the  emergency  department  (8). 
This  does  not  mean  that  the  facili- 
ties of  the  entire  hospital  are  called 
into  play  to  screen  the  patient.  Nev- 
ertheless, the  government  may  take 
the  position  that  the  hospital  can- 
not build  an  artificial  wall  between 
the  emergency  department  and  the 
rest  of  the  hospital  to  defeat  this 
requirement. 

Active  labor 

The  old  federal  law  defined  the  term 
“active  labor”  as  labor  at  a time  at 
which  (a)  delivery  is  “imminent,” 

(b)  there  is  “inadequate  time”  to 
effect  safe  transfer  to  another  hospi- 
tal before  delivery,  or  (c)  a transfer 
may  pose  a “threat”  to  the  health 
and  safety  of  the  patient  or  the 
unborn  child  (9).  If  the  hospital 
(physicians  were  not  mentioned) 
determined  that  a woman  was  in 
“active  labor,”  then  it  was  obligated 


Comparison  of  federal  and  state  laws 


Requirements 

Texas 

Statute 

Texas 

Rules 

Old 

Federal 

New 

Federal 

No  denial  of  care  for  inability  to  pay 

yes 

yes 

no 

yes 

Patient  not  relieved  of  obligation  to  pay 

yes 

no 

no 

no 

Medical  screening  examination 

yes 

yes 

yes 

yes 

Consent  to  transfer  required 

no 

no  (1) 

yes 

yes 

Written  informed  consent  to  transfer 

no 

no 

no 

yes 

Written  informed  consent  to  treatment 
or  refusal  of  treatment 

no 

no 

no 

yes 

Liability  for  on-call  physician 

no 

no 

no 

yes 

Physician  certification 

no 

no  but 
implied  (2) 

yes 

yes 

Physician  certification 
with  supporting  reasons 

no 

no  but 
implied  (3) 

no  (4) 

yes 

Hospital  transfer  policy 

yes 

yes 

no 

yes 

Post  signs 

no 

no 

no 

yes 

Maintenance  of  transfer  records 

no 

yes 

no 

yes 

Medical  records  sent  with  transfer 

no 

yes 

yes 

yes 

Memorandum  of  transfer 

no 

yes 

no 

no 

Transferring  physician  responsible 
for  patient  during  transfer 

no 

yes 

no  (5) 

yes 

Other 

Definition  of  “active  labor” 

no 

yes  (6) 

yes 

no  but 
implied  (7) 

Definition  of  emergency  medical  condition 

yes 

yes 

yes 

yes 

Definition  of  stabilization 

no 

yes 

yes 

yes 

Definition  of  appropriate  transfer 

no 

no  but 
implied  (8) 

yes 

yes 

Specified  response  time  for  physicians 

no 

yes 

no 

no 

1.  Patient  may  request  transfer  to  hospital  of  his  or  her  choice. 

2.  Reasons  for  transfer  must  appear  in  memorandum  of  transfer. 

3.  Reasons  for  transfer  must  appear  in  memorandum  of  transfer. 

4.  HHS  / OIG  interpretation  is  ‘yes’  as  is  HHS  ALJ  decision  in  O/G  v Burditt, 
which  is  now  on  appeal. 

5.  Old  interpretation  is  ‘yes.’ 

6.  Proposed  revisions  delete  “active  labor”  definition. 

7.  Concept  included  within  “emergency  medical  condition”  definition. 

8.  Physician  responsible  for  ordering  appropriate  transportation. 
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to  either  further  examine  the  patient, 
to  “treat”  the  labor,  or  transfer  the 
woman  to  another  facility  (10).  The 
old  federal  law  did  not  specify  what 
constituted  “treatment”  of  labor. 

Thus,  under  old  federal  law,  the 
litmus  test  was  whether  a woman 
was  in  “active  labor.”  As  is  illus- 
trated in  the  OIG  v Burditt  case,  the 
“imminence  of  delivery”  is  a some- 
what vague  concept  when  applied 
prospectively.  In  Burditt,  the  gov- 
ernment successfully  used  a hind- 
sight test  to  determine  imminence. 

In  other  words,  the  patient  delivered 
in  transit,  so  delivery  must  have 
been  imminent.  The  government 
also  argued  that  any  phase  of  labor, 
not  just  the  “active  phase  of  labor” 
on  the  Friedman  curve,  constituted 
“active  labor”  for  purposes  of  the 
law.  TMA  argued  that  Congress 
would  have  said  this  had  Congress 
meant  it.  The  administrative  law 
judge  from  the  US  Department  of 
Health  and  Human  Services  adopted 
the  OIG’s  expansive  definition. 

Emergency  medical  condition 

Under  both  the  old  and  new  federal 
laws,  a patient  has  an  “emergency 
medical  condition”  if  his  or  her 
medical  condition  is  marked  by 
“acute”  symptoms  of  “sufficient 
severity,”  including  severe  pain,  and 
the  absence  of  immediate  medical 
attention  could  result  in  (a)  placing 
the  person’s  health  in  serious  jeop- 
ardy, (b)  serious  impairment  of 
bodily  functions,  or  (c)  serious  dys- 
function of  any  bodily  organ  or  part 
(11).  As  seen  below,  the  circum- 
stances in  which  a transfer  may 
occur  depend  on  whether  the 
emergency  medical  condition  is 
“stabilized.” 


Law 


Under  the  new  federal  law,  the 
term  “active  labor”  has  been  techni- 
cally abandoned.  In  its  place,  the 
term  “emergency  medical  condi- 
tion” has  been  expanded  to  mean, 
in  the  case  of  a pregnant  woman 
having  contractions,  that  there  is 
inadequate  time  to  effect  a safe 
transfer  to  another  hospital  before 
delivery  or  that  a transfer  may  pose 
a threat  to  the  health  or  safety  of  the 
woman  or  the  unborn  child  (12). 

The  “imminency  of  delivery”  test 
also  has  been  abandoned,  although 
it  still  is  implicit  in  the  idea  that  there 
must  be  “adequate”  time  to  effect  a 
“safe”  transfer  before  delivery. 

Therefore,  under  the  new  federal 
law,  if  a woman  arrives  in  early 
labor,  with  no  prenatal  care,  she 
must  be  examined.  If  there  is  no 
time  to  safely  transfer  her  to  another 
hospital  before  delivery  or  if  there  is 
adequate  time  but  the  transfer  may 
threaten  her  health,  then  she  has  an 
“emergency  medical  condition.”  In 
this  case,  the  hospital  must  provide 
further  examination  and  treatment 
to  “stabilize”  the  condition,  mean- 
ing to  deliver  the  baby,  including  the 
placenta.  On  the  other  hand,  if  these 
factors  are  not  present,  (meaning 
there  is  “adequate  time”  to  effect 
“safe  transfer”  before  delivery,  etc) 
then  the  woman  having  contractions 
does  not  have  an  “emergency  medi- 
cal condition”  and  need  not  be 
delivered  and  may  be  transferred  or 
discharged.  Of  course,  if  she  delivers 
during  the  transfer  or  after  dis- 
charge, then  the  HHS/OIG  may 
argue,  as  it  did  in  the  Burditt  case, 
that  the  patient  met  the  “emergency 
medical  condition”  definition  and 
seek  to  impose  liability. 


Under  old  federal  law,  it  was  pos- 
sible for  a woman  to  have  an  emer- 
gency medical  condition  and  be  in 
active  labor  at  the  same  time.  The 
same  is  essentially  true  under  new 
federal  law  if  the  emergency  medical 
condition  criteria  are  met  either  in 
terms  of  delivery  or  other  health 
risks. 

Restriction  on  transfer 

Under  the  old  federal  law,  if  the 
patient  had  an  emergency  medical 
condition  that  had  not  been  “stabi- 
lized,” there  could  be  no  transfer 
unless  the  patient  requested  it,  or 
the  physician  signed  a risk/benefit 
certification  (13).  The  term  “trans- 
fer” meant,  and  still  means,  any 
movement  of  the  patient  outside  the 
hospital,  including  discharge  (14).  In 
other  words,  a patient  who  is  sent 
home  or  who  dies  or  delivers  en 
route  is  deemed  to  be  transferred. 

Under  new  federal  law,  a patient 
with  an  unstabilized  condition  can- 
not be  transferred  unless  they  request 
the  transfer  in  writing,  after  having 
been  informed  of  the  hospital’s  obli- 
gations and  the  risks  of  transfer,  or 
the  physician  signs  the  risk/benefit 
certification  (15).  These  added 
requirements  were  designed  to  dis- 
courage transfers  of  unstabilized 
patients. 

Note  that  the  restrictions  apply 
only  to  the  transfer  of  unstabilized 
patients.  Under  both  old  and  new 
federal  laws,  if  the  patient’s  condi- 
tion is  stabilized,  there  is  no  need 
for  a risk/benefit  certification  to  be 
performed.  Further,  under  the  new 
federal  law,  a patient  need  not  sign  a 
written  request  to  be  transferred 
once  they  have  been  stabilized. 
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stabilization 

Both  old  and  new  federal  law  use 
the  concept  of  “stabilization”  as  the 
trigger  for  the  requirements  of  con- 
sent and  certification.  “Stabiliza- 
tion” refers  to  treatment  necessary 
to  assure  that  no  “material  deterio- 
ration” in  the  patient’s  condition  is 
likely  to  occur  from  the  transfer 

(16) .  Under  the  new  federal  law,  no 
material  deterioration  may  occur 
either  from  or  during  the  transfer 

(17) . 

Consent  to  treatment 

Under  the  old  federal  law,  the  hospi- 
tal is  presumed  to  have  stabilized 
the  patient’s  medical  condition  if  it 
offers  to  examine  and  treat  the 
patient,  and  the  patient  refuses  to 
consent  to  examination  or  treatment 

(18) . 

Under  new  federal  law,  stabiliza- 
tion is  presumed  only  if  the  hospital 
informs  the  patient  of  the  risks  and 
benefits  of  treatment,  and  the  pa- 
tient refuses  both  examination  and 
treatment  (19).  When  this  happens, 
the  hospital  must  take  “all  reason- 
able steps”  to  obtain  the  patient’s 
written  “informed  consent”  to 
refuse  both  examination  and  treat- 
ment (18).  If  this  happens,  the  law 
says  the  hospital  has  “stabilized” 
the  patient,  even  though  it  provided 
no  actual  treatment.  Hospitals  will 
need  to  devise  procedures  to  obtain 
such  consent  from  all  patients  with 
emergency  medical  conditions  who 
enter  the  emergency  room,  including 
drug  abusers,  psychotics,  and  crime 
victims. 

The  relationship  to  transfers  is 
unclear.  If  a patient  has  an  unstabi- 
lized emergency  medical  condition 
and  refuses  treatment,  he  or  she  is 
deemed  to  be  stable.  Arguably,  they 


may  be  transferred  without  either 
their  permission  or  a risk/benefit 
certification.  However,  a patient 
who  refuses  examination  and  treat- 
ment very  well  may  not  voluntarily 
enter  an  ambulance  or  even  remain 
in  the  hospital.  In  that  case,  the  only 
“appropriate  transfer”  may  be  dis- 
charge against  medical  advice. 

Consent  to  transfer 

Under  old  federal  law,  the  hospital 
is  deemed  to  have  stabilized  the 
patient  if  it  offers  to  transfer,  but  the 
patient  refuses  (20). 

The  new  federal  law  modifies  this 
rule.  If  the  hospital,  (in  a non-deliv- 
ery situation)  desires  to  transfer  a 
patient  to  another  hospital,  it  must 
inform  the  patient  of  the  risks  and 
benefits  of  the  transfer.  If  the  patient 
refuses  the  transfer,  the  hospital 
must  take  “all  reasonable  steps”  to 
obtain  written  informed  consent  to 
refuse  the  transfer.  In  such  a case, 
the  hospital  is  presumed  to  have 
“stabilized”  the  patient  (19).  On  the 
other  hand,  if  the  patient  wants  the 
transfer,  the  patient  must  sign  a 
form  that,  in  effect,  requests  that  the 
transfer  proceed  (21)  unless  the 
physician  executes  a risk/benefit 
certification. 

Certification 

Under  the  old  federal  law,  if  a patient 
had  an  unstabilized  emergency  med- 
ical condition  (or  a woman  was  m 
active  labor),  no  transfer  could 
occur  unless  the  physician  signed  a 
certification  that,  based  upon  the 
known  risks  and  benefits  to  the 
patient  and  the  information  avail- 
able at  the  time,  the  benefits  of 
treatment  at  the  other  hospital  out- 
weighed the  increased  risks  owing  to 
the  transfer  (22).  The  law  assumed 
that  a transfer  increased  the  risk  to 
the  patient  and  gave  no  considera- 


tion to  any  increased  risk  that  may 
have  occurred  from  not  transferring 
the  patient.  In  Burditt,  the  govern- 
ment argued,  and  the  administrative 
law  judge  found,  that  Dr  Burditt 
signed  a false  certification  and  did 
not  set  forth  the  risks  and  benefits  in 
the  certification,  even  though  the  old 
federal  law  did  not  specifically  re- 
quire this  and  his  evaluation  of  the 
patient’s  condition  was  in  the  medi- 
cal record. 

The  certification  requirement  is 
brought  forward  to  the  new  federal 
law.  The  only  change  is  that  it  is 
now  based  on  the  information  avail- 
able at  the  time  transfer  occurs  and 
not  at  the  time  the  decision  to  trans- 
fer is  made  (23).  In  the  case  of  labor, 
the  increased  risks  to  the  unborn 
child  also  must  be  considered  (24). 
The  law  still  assumes  that  transfer 
increases  the  risk  to  the  patient. 
Finally,  the  certification  now  must 
contain  a summary  of  the  risks  and 
benefits  upon  which  the  certification 
is  based  (25).  In  other  words,  merely 
signing  a form  will  not  suffice.  The 
physician  must  document  the  risks 
and  benefits  as  part  of  the  certi- 
fication. It  will  not  be  sufficient  to 
refer  to  the  medical  record. 

The  new  federal  law  provides  a 
specific  penalty  for  signing  a certi- 
fication when  the  physician  knows, 
or  should  know,  that  the  benefits  do 
not  outweigh  the  risks,  or  for  sign- 
ing a false  certification,  which  could 
happen  if  a non-emergency  patient 
is  misrepresented  as  being  an  emer- 
gency when  a transfer  is  desired  for 
economic  reasons  (26). 

The  new  federal  law  affecting  the 
certification  requirement  also  pro- 
vides that,  if  a physician  is  not  pre- 
sent in  the  emergency  department  at 


Texas  Medicine 


Volume  86  No.  7 July  1990 


55 


the  time  transfer  takes  place,  a 
“qualified  medical  person”  may  sign 
the  certification,  but  only  after  con- 
sultation with  a physician  who  later 
countersigns  the  certification  (23). 

Appropriate  transfer 

In  addition  to  the  foregoing  require- 
ments, both  old  and  new  federal  law 
also  require  that  all  unstabilized 
transfers  be  “appropriate.”  An 
“appropriate”  transfer  is  one  in 
which  the  receiving  facility;  (a)  has 
available  space  and  qualified  per- 
sonnel for  treating  the  patient  and 
(b)  has  agreed  to  accept  the  transfer 
and  provide  care  (27).  The  transfer- 
ring hospital  must  send  a copy  of 
the  medical  records,  and  the  physi- 
cal transfer  must  be  effected  through 
“qualified  personnel  and  transporta- 
tion equipment,”  including  the  use 
of  necessary  and  medically  appro- 
priate life  support  measures  during 
the  transfer  (28). 

These  requirements  are  vague 
and  can  be  interpreted  in  ridiculous 
ways.  In  Burditt,  the  government 
argued  that  Pitocin  was  necessary 
for  life  support  because,  if  the 
patient  delivered  en  route,  she  might 
have  needed  it.  The  government  also 
argued  that  an  electronic  fetal  heart 
monitor  was  life  support  equipment, 
despite  evidence  that  a hand  held 
doppler  was  used  to  take  fetal  heart 
tones  and  testimony  that  an  elec- 
tronic monitor  primarily  would 
have  measured  the  vibrations  of  the 
moving  ambulance.  The  government 
also  argued  that  a baby  blanket  was 
life  support  equipment.  Finally,  it 
was  held  that  Dr  Burditt  should 
have  personally  examined  the  ambu- 
lance to  determine  if  it  was  properly 
equipped.  Thus,  failure  to  include 
any  item  of  equipment  or  supply 
that  the  government  later  deter- 
mined was  “necessary”  rendered  the 


Law 


transfer  “inappropriate”  and  was 
grounds  for  liability  on  the  part 
of  the  physician  who  ordered  the 
transfer. 

Under  new  federal  law,  the 
appropriateness  of  the  transfer  is 
judged  by  a higher  standard.  The 
transferring  hospital  must  provide 
stabilizing  treatment  during  the 
transfer  itself  (29).  This  reverses  the 
customary  procedure  in  which  the 
receiving  hospital  assumes  responsi- 
bility for  the  patient  after  leaving 
the  transferring  hospital.  In  addi- 
tion, the  number  of  records  to  be 
sent  with  the  patient  has  increased, 
and  now  includes  not  only  the  medi- 
cal record,  but  also  the  informed 
consent  to  transfer,  physician’s 
certification  form  and  the  name  of 
any  on-call  physician  who  refused 
to  provide  treatment  (if  any)  (30). 

Responsibility  of  on-call  physicians 

Physicians  who  are  “on  call”  for 
unaligned  patients  should  be  aware 
of  provisions  in  the  new  federal  law 
dealing  with  the  liability  of  an  “on- 
call”  physician.  The  new  law  pro- 
vides that  any  physician  responsible 
for  the  examination,  treatment,  or 
transfer  of  a patient,  including  a 
physician  “on  call”  for  the  care  of 
such  individual,  and  who  knowingly 
violates  a requirement  of  the  law,  is 
subject  to  a civil  money  penalty  of 
not  more  than  $50,000  for  each  vio- 
lation (26).  The  new  federal  law 
provides  that  if,  after  initial  exami- 
nation, a physician  determines  that 
the  patient  requires  the  services  of 
an  on-call  physician,  notifies  the  on- 
call  physician,  and  the  on-call  physi- 
cian fails  (or  refuses)  to  appear 
within  a reasonable  period  of  time, 
and  the  physician  orders  the  transfer 
of  the  patient  because  it  is  deter- 
mined that,  without  the  services  of 
the  on-call  physician,  the  benefits  of 


transfer  outweigh  the  risks  of  trans- 
fer, the  physician  authorizing  the 
transfer  shall  not  be  subject  to  civil 
money  penalties.  This  does  not, 
however,  apply  to  the  hospital  or 
the  on-call  physician  who  failed  (or 
refused)  to  appear  (26).  In  other 
words,  failing  to  appear  when  called 
may  subject  the  refusing  on-call 
physician  to  a fine,  though  the 
physician  who  ordered  the  transfer, 
and  the  hospital,  are  “off  the  hook” 
as  far  as  this  liability  is  concerned. 

Thus,  if  an  emergency  room 
physician  notifies  a physician  on 
call  for  obstetrical  cases  that  an 
unaligned  woman  needs  delivery, 
and  that  physician  fails  to  appear, 
and  the  emergency  physician  orders 
the  transfer  to  another  hospital, 
then  the  on-call  physician  may  be 
subject  to  a fine  for  failing  to  appear 
if  it  is  later  determined  that  the 
transfer  was  inappropriate.  On  the 
other  hand,  if,  after  discussing  the 
case  with  the  emergency  room 
physician,  it  is  determined  that  the 
woman  is  in  “false  labor”  (such  that 
no  delivery  will  occur)  or  is  in  very 
early  labor  (such  that  there  is  ade- 
quate time  to  effect  safe  transfer  to 
another  hospital  prior  to  actual 
delivery),  then  the  emergency  room 
physician  probably  can  discharge  or 
transfer  the  patient  without  placing 
the  on-call  physician  in  jeopardy. 
What  is  certain  is  that  if  a physician 
is  on  call  and  is  notified  about  an 
unaligned  obstetrical  patient,  then 
failing  to  inquire  further  about  the 
status  of  that  patient  before  advising 
discharge  or  refusing  to  discuss  the 
patient  further  on  any  grounds  can 
be  legally  hazardous. 
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As  interpreted  by  HHS  employ- 
ees, the  new  federal  law  covers  on- 
call  physicians  in  both  transferring 
and  receiving  hospitals.  However,  if 
no  transfer  occurs,  an  on-call  physi- 
cian in  a potential  receiving  hospital 
may  not  be  covered  by  the  new  act. 

In  other  words,  a physician  who  is 
asked  to  accept  a patient  who  is  to 
be  transferred  from  another  hospital 
may  not  be  subject  to  civil  money 
penalties  if  no  transfer  actually 
occurs.  The  HHS  / OIG  is  not 
bound  by  this  informal  interpreta- 
tion and  may  seek  sanctions  against 
the  refusing  physician. 

If  the  transfer  has  been  accom- 
plished and  the  patient  is  at  the 
receiving  hospital’s  emergency 
room,  a refusing  on-call  specialist 
could  have  liability.  Even  if  the 
transfer  was  inappropriate,  (ie,  there 
was  a “dump”),  the  receiving  hospi- 
tal still  is  responsible  for  all  treat- 
ment the  transferring  hospital  did 
not  provide.  The  receiving  hospital 
still  must  examine  and  stabilize  the 
patient.  In  such  a case,  the  receiving 
hospital  might  have  to  transfer  the 
patient  again  if  the  on-call  specialist 
refuses  to  respond  or  the  hospital 
otherwise  lacks  the  capability  to 
treat  the  patient. 

New  hospital  responsibilities 

A number  of  new  responsibilities  are 
placed  on  all  Medicare-certified  hos- 
pitals. 

— All  hospitals  must  adopt  and 
enforce  a policy  to  ensure  compli- 
ance with  the  new  federal  law  (31). 
This  will  require  a revision  of  Texas 
hospital  and  medical  staff  transfer 
policies  as  the  new  federal  law  adds 
additional  requirements. 

— All  hospitals  must  maintain 
records  of  patient  transfers  for  five 
years  (32). 


— All  hospitals  must  maintain  an 
“on-call”  physician  list  (33). 

— All  hospitals  must  “post  con- 
spicuously” (in  the  emergency 
department)  a sign  specifying 
patient  rights  (to  emergency  treat- 
ment) under  the  new  federal  law  (34). 

— All  hospitals  must  post  a sign 
in  the  emergency  department 
informing  patients  whether  the  hos- 
pital is  a Medicaid  provider  (35). 

— No  hospital  that  has  special- 
ized facilities  (such  as  burn  units, 
trauma  units,  neonatal  intensive 
care  units),  and  no  regional  referral 
center,  may  refuse  to  accept  appro- 
priate transfers  if  it  has  the  “capac- 
ity” to  treat  the  patient  (36). 

— No  hospital  may  delay  the 
screening  examination  (or  further 
treatment)  to  inquire  about  the 
patient’s  insurance  status  or  method 
of  payment  (36). 

— No  hospital  may  penalize  a 
physician  who  refuses  to  transfer  an 
unstabilized  patient  (36). 

Because  physicians  can  be  penal- 
ized for  misrepresenting  their  hospi- 
tals’ duties  under  the  transfer  law, 
they  must  be  aware  of  these  new 
hospital  responsibilities  as  well  as 
their  own. 

Enforcement  and  penalties 

Hospitals  that  violate  the  federal 
law  can  be  either  terminated  or  sus- 
pended from  Medicare  participa- 
tion. Civil  money  penalties  of  up  to 
$50,000  per  violation  also  may  be 
assessed.  There  is  a right  of  private 
lawsuit  against  the  hospital  with 
damages  subject  to  state  personal 
injury  law.  Physicians  can  be  fined 
up  to  $50,000  for  each  violation  of 
the  federal  law.  Since  several  viola- 
tions can  be  involved  with  each 
patient,  fines  in  the  hundreds  of 
thousands  of  dollars  can  be  sought 
by  the  HHS/OIG  on  a single  patient 


transfer  (37). 

Physician  liability  has  been 
expanded  under  new  federal  law. 
There  are  specific  grounds  for  civil 
money  penalty  liability  for  signing 
false  certifications,  misrepresenting 
the  patient’s  condition,  and  misrep- 
resenting the  extent  of  the  hospital’s 
obligations  to  the  patient.  Penalties 
remain  at  $50,000  for  each  viola- 
tion. Exclusion  from  Medicare  and 
Medicaid  also  is  a possibility  if  the 
violation  is  “knowing,  willful  or 
negligent  (20).” 

Conclusion 

The  careful  reader  will  note  that  the 
new  federal  law  appears  to  be  much 
more  stringent  than  the  old  federal 
law.  The  authors’  experience  in  the 
Burditt  case  indicates  that,  in  fact, 
the  new  law  reflects  HSS  enforcers’ 
interpretation  of  old  law  language. 
The  new  federal  law  takes  effect 
July  1,  1990,  “without  regard  to 
whether  regulations  to  carry  out 
such  amendments  have  been  pro- 
mulgated by  such  date  (38).” 

The  1989  amendments  were 
enacted  in  response  to  HHS  / OIG’s 
difficulty  in  prosecuting  two  Texas 
cases,  one  involving  the  administra- 
tive exclusion  of  Landmark  Hospi- 
tal, El  Paso,  from  the  Medicare  pro- 
gram (Landmark  ultimately  won, 
but  the  exclusion  resulted  in  the 
hospital’s  closure)  and  the  other, 
Victoria  obstetrician  gynecologist 
Michael  L.  Burditt,  MD,  whose  case 
is  on  appeal.  With  the  help  of  Con- 
gressmen Ralph  Hall,  Jake  Pickle, 
and  others,  TMA  resisted  more 
onerous  provisions  proposed  in 
1989.  One  would  have  removed  the 
requirement  that  a “knowing”  vio- 
lation be  proved.  Had  this  proposal 
been  successful,  any  technical  non- 
compliance  would  have  resulted  in 
liability. 
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These  new  transfer  laws  are  open 
to  wide  interpretation,  carry  high 
penalties,  and  are  cause  for  anxiety. 
At  the  very  least,  the  new  federal 
law  should  provide  clearer  defini- 
tions and  more  workable  provisions 
and  be  prone  to  less  subjective  inter- 
pretations about  how  to  respond  in 
a given  situation. 

Both  AMA  and  TMA  are  work- 
ing to  change  the  law  to  assure  ade- 
quate workup  before  sanctions. 
Congressman  Greg  Laughlin  of 
West  Columbia,  Tex,  recently  intro- 
duced a HR  4495  in  Congress  to 
assure  that  professional  review  orga- 
nizations, instead  of  the  HHS/OIG, 
evaluate  these  cases  and  apply  pro- 
fessionally recognized  standards  of 
medical  care.  His  bill  has  22  co- 
sponsors. Congressmen  Ralph  Hall, 
John  Bryant,  Joe  Barton,  Michael 
Andrews,  Jack  Fields,  Bill  Archer, 
and  Jake  Pickle  have  agreed  to  work 
toward  passage  of  the  bill  in  their 
respective  House  committees 
(Energy  and  Commerce  and  Ways 
and  Means).  Key  Congressmen  have 
been  contacted  by  both  the  Califor- 
nia Medical  Association  and  the 
Arkansas  Medical  Association  to 
assist  in  this  committee  work.  These 
committees  have  joint  jurisdiction 
over  the  issues  contained  in  HR 
4495.  Concerned  physicians  are 
encouraged  to  write  their  congress- 
men and  senators  asking  them  to 
support  this  bill  (HR4495). 

A “Commentary”  column  on 
page  80  of  this  issue  describes  the 
proposed  legislation. 
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Transfer  law  raises  questions 

The  following  questions  and 
answers  address  federal  and  state 
law  requirements  regarding  hospital 
transfers.  A.  Compton  Broders  III, 
MD,  chairman  of  the  Texas  Medical 
Association  Committee  on  Emer- 
gency Medical  Services  and  Trauma, 
poses  questions  regarding  non-emer- 
gency physicians,  administrators, 
and  other  topics,  and  TMA  attor- 
neys Donald  P.  Wilcox  and  Hugh 
M.  Barton  respond. 

Q:  If  I am  on  call  — say  I am  a neuro- 
surgeon — and  a doctor  from  a hospital  60 
miles  away  calls  me  to  send  me  a patient,  do 
I have  to  accept  that  patient? 

A:  No,  unless: 

1.  The  hospital  is  a Medicare  “par- 
ticipating” hospital  (is  paid  for 
services  for  Medicare  covered 
patients), 

2.  The  patient  has  an  “emergency 
medical  condition,” 

3.  (a)  You  are  on  the  staff  of  a hos- 
pital emergency  department  or 
(b)  your  medical  staff  bylaws  or 
rules  provide  that  physicians  are 
to  provide  emergency  room  on- 
call  coverage  and  it  is  your  turn, 
and 

4.  Your  hospital  is  a regional  refer- 
ral center  for  rural  areas  under 
(42  use  §1395dd(g))  or  has  spe- 
cialized capabilities  or  facilities. 

Q:  I receive  a call  from  a hospital  administra- 
tor who  says  he  has  received  a call  from  a 
doctor  in  another  town  who  wishes  to  send  a 
patient  to  my  hospital.  The  administrator  asks 
me  if  I will  care  for  the  patient.  Do  I have  to 
accept  the  patient? 

A:  No,  unless  the  four  elements 
listed  above  exist. 


Q:  If  I do  not  accept  these  patients  because  I 
do  not  want  to  get  involved,  due  to  either 
insurance  liahility  or  other  work  considera- 
tions, are  there  any  penalties  against  me? 

A:  No,  unless  the  four  elements 
cited  in  the  first  answer  exist.  If  so, 
federal  law  provides  for  a fine  of 
$50,000  for  each  knowing  viola- 
tion. Several  violations  are  possible 
in  the  screening,  treatment,  or  trans- 
fer of  a single  emergency  patient.  If 
the  violation  is  knowing  and  willful, 
both  you  and  the  hospital  can  be 
excluded  from  the  Medicare  pro- 
gram. Also,  the  hospital  can  be  sus- 
pended from  Medicare  participation 
under  the  Department  of  Health  and 
Human  Services’  23-day  notice  of 
termination  process.  This  termina- 
tion would  be  based  on  quality 
concerns  prior  to  any  hearing  or 
other  opportunity  to  challenge  the 
suspension. 

Q:  I am  the  night  administrator  at  my  hospi- 
tal. I get  a call  from  a doctor  in  an  emergency 
department  in  a small  town  100  miles  away. 

He  has  a patient  with  a had  eye  injury,  and  the 
patient  has  no  eye  doctor.  He  wants  to  know  if 
he  can  send  the  patient  to  me.  I try  to  find  an 
eye  doctor  to  care  for  the  patient,  so  the  fines 
for  one  transfer  could  he  in  the  hundreds  of 
thousands  of  dollars.  I call  one,  who  refuses. 

I call  others,  and  they  all  refuse.  I know  they 
are  technically  able  to  care  for  the  patient  but 
do  not  wish  to  get  involved.  I tell  the  calling 
physician  I cannot  accept  the  patient.  Is  the 
hospital  liable  for  penalties  for  reverse  dump- 
ing? Are  the  physicians  I call  on  the  hook  for 
“reverse  dumping”? 

A:  Yes.  The  hospital  may  be  liable  if 
it  has  specialized  capabilities  or 
facilities  or  if  HHS  has  identified  it 
as  a regional  referral  center.  Ten 
regional  referral  centers  are  recog- 
nized in  Texas,  according  to  Ken 
Schneider,  MD,  medical  director  for 


HHS  Region  6.  Also,  the  hospital’s 
Medicare  contract  may  be  termi- 
nated. Although  the  law  is  not  clear, 
we  believe  the  physicians  also  may 
be  liable,  depending  on  medical  staff 
bylaws/rules  or  contractual  agree- 
ments with  the  hospital.  Finally,  the 
AMA  Principles  of  Medical  Ethics 
call  on  AMA  and  TMA  member 
physicians  to  respond  to  emergency 
care  needs  of  any  patient.  TMA 
members  agree  to  be  bound  by  the 
AMA  Principles  of  Medical  Ethics. 

Q:  I am  on  call  for  the  emergency  depart- 
ment. From  a malpractice  standpoint,  I am 
underinsured.  I receive  a call  from  the  emer- 
gency physician.  He  has  a terrible  trauma 
case  in  the  emergency  department.  I do  not 
want  to  get  involved.  I am  rusty  at  trauma, 
although  I have  done  it  in  the  past.  I could  do 
it,  but  would  rather  not.  I tell  the  emergency 
doctor  I cannot  take  care  of  trauma  cases  and 
I want  him  to  send  the  patient  to  the  trauma 
hospital.  Am  I subject  to  penalties  for  not 
responding  to  the  emergency  department? 

A:  Yes,  assuming: 

1.  The  hospital  is  a Medicare  “par- 
ticipating” hospital  (is  paid  for 
services  to  Medicare-covered 
patients)  or  is  a hospital  licensed 
by  the  Texas  Department  of 
Health, 

2.  The  patient  has  an  “emergency 
medical  condition,”  and 

3.  (a)  You  are  on  the  staff  of  a hos- 
pital emergency  department  or 
(b)  your  medical  staff  bylaws  or 
rules  provide  that  physicians  are 
to  provide  emergency  room  on- 
call  coverage  and  it  is  your  turn. 
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Q;  Does  the  transfer  form  need  to  have 
risk/benefit  discussion  added? 

A:  Yes.  An  essay  on  the  “risk/ 
benefit”  equation  is  needed  for  all 
transfers  of  instable  patients.  TMA 
has  recommended  that  the  Texas 
Department  of  Health  transfer  form 
be  modified  to  allow  for  a discus- 
sion of  the  risk/benefit  transfer  anal- 
ysis in  cases  where  the  transferred 
patient  is  not  stabilized  before 
transfer. 

Q:  If  a hospitai  refuses  a transfer  because 
there  are  “no  beds,”  is  the  potential  receiving 
hospital  required  to  have  documentation  of 
lack  of  bed  availability? 

A:  Yes,  if  it  is  a required  referral 
center  or  specialized  facility  per  42 
use  1395dd(g).  We  should  antici- 
pate that  the  HHS  Office  of  Inspec- 
tor General  will  review  transfer 
refusals  to  determine  if  the  referral 
center  or  specialized  facility  truly 
was  not  able  to  accommodate  the 
patient’s  medical  needs. 


Authors'  Note:  The  hospital  transfer  federal 
and  state  law  and  regulations  are  complex 
and  in  a state  of  review  and  change.  We  can 
make  no  guarantee  that  our  conclusions  will 
be  those  of  HHS,  its  investigators,  its  judges, 
TDH,  or  the  courts.  Our  answers  are  based 
upon  our  involvement  m the  OIG  v Burditt 
case  and  review  of  regulatory  and  statutory 
trends.  Each  hospital  medical  staff  is  encour- 
aged to  address  the  new  federal  and  state 
requirements  in  its  own  bylaws  and  rules.  We 
hope  these  questions  and  answers  are  helpful 
in  highlighting  the  new  requirements  of  the 
Omnibus  Budget  Reconciliation  Act  of  1 989. 


Dallas/Fort  Worth  Metroplex 
Surgeon/Anesthesiologist 
Billing  Service 

• Facsimile  machine  provided  for  contract  period 

• Verify  insurances  as  claims  are  received 

• Computerized  claims  processing 

• Anesthesiologist  professional  fee  calculation 

• Claims  sent  daily,  weekly  or  as  requested 

• Follow  up  on  claim  with  insurance  company 

• All  collected  revenues  are  deposited  to  your  bank  account 

• Secondary  insurance  claims  are  sent  upon  receiving 
payment  from  primary  insurance 

• Patient  statement  sent  monthly 

• Follow  up  patient  outstanding  account 

• Receive  incoming  calls  from  insurance  companies/patients 

• Complete  monthly  financial  and  statistical  reports 

• Fee:  6.5  percent  of  collected  revenue 
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American  Physicians  Insurance  Exchange 

MALPRACTICE 

It’s  an  allegation  that  can  happen  to  anyone. 


You  don’t  have  to  stand  alone! 


We  wrote  the  book  on  malpractice  insurance. 
We  started  writing  professional  liability 
insurance  over  12  years  ago,  when  the  other 
insurance  companies  were  looking  for  a way  out. 

Why?  Because  we’re  100%  owned  and 
controlled  by  dentists  and  physicians.  We 
know  you  can’t  operate  your  practice  without 
malpractice  insurance. 


We  know  a good  insurance  company  must 
insure  all  specialties.  And  we  have  never 
settled  a claim  without  an  insured’s  written 
consent.  We  believe  that  you  shouldn’t  have 
to  stand  alone.  If  you’re  concerned  about  your 
insurance  company’s  commitment  to  you, 
give  us  a call  today. 


1301  Capital  of  Texas  Highway,  Suite  #B-300 
Austin,  Texas  78746 
(512)  328-1520 


Nationwide  1-800-252-3628 


In  San  Antonio: 

Bill  Sweet 
(512)  525-0152 


Practice 

Management 

Services 

Whether  you  practice  medicine, 
teach  It,  are  in  administration,  or 
conduct  research — the  challenges  are 
all  too  familiar.  New  medical 
technologies,  increasing  costs  for  care, 
declining  reimbursement,  and  the 
paper  work  of  running  an  office.  To 
succeed,  you  need  to  stay  a step  ahead. 
You  need  the  TMA  Advantage  offered 
by  your  Association’s  practice 
management  services. 

Texas  Medical  Association’s  practice 
management  services  are  programs 
offered  within  the  Association  or 
through  a company  whose  services  are 
endorsed  by  TMA.  All  services  are 
carefully  evaluated,  monitored,  and 
competitively  pnced.  And  should  you 
ever  have  a problem,  TMA  will  work 
with  the  company  to  help  resolve 
your  problem. 

Take  Advantage  of: 

Group  Insurance  Plans 

Premium-saving  plans  for  you,  your 
family,  and  employees  include  major 
medical,  disability,  life,  personal 
accident  and  office  overhead. 

Call  TMA  Ext.  300 


Texas  Physician 
Placement  Service 

A joint  venture  of  the  Texas  Medical 
Association  and  the  Texas  Academy  of 
Family  Physicians,  TPPS  can  find  a 
practice  opportunity  for  you  or  help 
you  recruit  a new  colleague  for 
your  practice. 

Call  TMA  Ext.  263 

Medicare  Maze,  Survival 
Manual  for  Physicians 

The  Survival  Manual  is  a user-friendly 
book  that  provides  practical  methods 
for  solving  or  avoiding  common 
Medicare  payment  and  claims  review 
problems.  This  manual  is  published  in 
looseleaf  format,  and  the  pnce  includes 
updates,  as  issued. 

Call  TMA  Ext.  209 

Texas  Physicians’ 
Retirement  Plan 

Created  by  Paine  Webber  especially  for 
members,  this  program  bnngs  flexi- 
bility convenience  and  cost-savings  to 
retirement  plan  services  for  you,  your 
practice,  clinic  or  group. 

Call  TMA  Ext.  350 

Medical  Equipment 
Leasing 

Provides  an  excellent  financing  alterna- 
tive for  acquinng  medical,  computer  or 
office  equipment.  Coordinated  with  Bell 
Atlantic  Tri-Con,  members  benefit  from 
lower  rates  and  fast,  courteous  service. 
Call  TMA  Ext.  350 


Practice  Managemt 
Workshops 

Special  workshops  are  available  t 
and  your  office  staff  to  help  you  s 
current  on  changing  reimbursemi 
procedures,  nsk  prevention,  and  \ 
your  practice  can  function  more 
efficiently  and  help  you  better  dir 
your  practice’s  growth.  Scheduler 
workshops  include: 

• Medicare  Series 
How  to  Get  Started  in 
Medical  Practice 

■ Workers’ Compensation 

Gearing  up  for  Retirement 
Understanding  and  Improvin^i 
Third  Party  Reimbursement 
Basic  ICD-9CM  Coding  { 

• Practice  Management  Series  I 

■ Medical  Office  i 

Management  Institute  I 

Marketing  Techniques  \ 

How  to  Run  a More 
Profitable  Practice 

Risk  Prevention  Skills 
What  Medical  School  Didn’t 
Teach  You  About  the  Business 
of  Practice 

Call  TMA  Extj 

i 

Credit  Card  Prograil 
Patient  Payment 

Coordinated  with  First  City  Texas 
Austin,  this  program  allows  your 
practice  to  accept  Visa/MasterCarc 
payment  from  your  patients  while 
simplifying  bookkeeping,  billing  a 
collection  procedures. 

Call  TMA 


Ext 


Health  Care 
\f  Collection  Service 

l.  collections  is  a sensitive  issue; 
er,  this  program,  coordinated 
latient  Financial  Ser\aces,  Inc.  a 
n of  Debt  Collectors,  Inc.  pro- 
i tactful,  professional  approach  to 
ir  your  fees. 

MA  Ext.  350 

^ Practice  Consulting 
f-  Services 

red  to  complement  Association 
hops,  this  service  lets  you  work 
)ractice  management  experts  to 
strategies  for  building  your 
:e.  TMA  coordinates  this  service 
wo  consulting  firms:  Conomikes 
iates,  Inc.  and  Harold 
ington  & Associates. 

'MA  Ext.  350 


Magazine  Service 

ing  more  than  300  publications, 
:r\ace  is  coordinated  with  Sub- 
ion  Services  and  allows  you  to 
order  magazines  at  special 
iation  rates. 

:MA  Ext.  350 

Gold  MasterCard 

id  through  Maryland  Bank  of 
1 Amenca  (MBNA),  the  Gold 
;rCard  features  an  array  of  benefits 
ially  for  Association  members. 
FMA  Ext.  350 


Line  of  Credit 


This  service,  coordinated  with  North 
Carolina  National  Bank  (NCNB  Texas) 
and  designed  as  a personal,  unsecured 
loan  program,  offers  an  excellent  source 
of  funds  for  an  unexpected  emergency. 
No  application  or  annual  fee. 

Call  TMA  Ext.  350 


Entertainment  Discounts 


Receive  reduced  rates  when  renting 
cars  from  Avis.  Additionally,  you  can 
receive  SeaWorld  discount  cards  for 
you,  your  family  and  your  staff. 

Call  TMA  Ext.  350 


combine  both  travel  and  medical 
seminar  programs. 

Call  TMA  Ext.  260 

Convenience.  Dependability  Savings. 
Service.  These  are  the  basic  features  of 
all  practice  management  servace  pro- 
grams. Available  only  to  TMA  members, 
these  programs  are  an  excellent  value 
that  can  help  you  succeed  in  the  ever 
changing  medical  environment. 

Call  Today  (512)  477-6704 


TexasMcdical 

Association 


Travel/CME 


PHYSICIANS  CARING  FOR  TEXANS 


TMA  develops  and  promotes  12  to  15 
international  travel  programs 
each  year.  The  tnps  are 
arranged  through 
expenenced  inter- 
national travel 
organizations  and 


Medical  Economics 


Going  national  on  medical 
economics  issues 

A group  of  medical  economics 
issues  captured  the  attention  of  the 
Texas  Medical  Association  House  of 
Delegates,  which  recommended  the 
issues  be  carried  to  the  American 
Medical  Association  for  action  at 
the  national  level.  The  House  met  in 
Corpus  Christi,  May  10-11,  1990. 
The  AMA  was  expected  to  consider 
the  issues  at  its  June  24-28,  1990, 
meeting  in  Chicago. 

In  response  to  a recommendation 
from  the  Council  on  Socioeco- 
nomics and  resolutions  submitted 
by  the  Bexar,  Tarrant,  and  Harris 
County  Medical  Societies  objecting 
to  expansion  of  pre-procedure 
certification  in  the  Texas  PRO  pro- 
gram, the  House  approved  asking 
the  AMA  to  seek  legislative  and/or 
regulatory  relief  from  pre-procedure 
certification. 

The  Health  Care  Financing 
Administration  had  directed  the 
Texas  PRO  — Texas  Medical  Foun- 
dation — to  require  pre-procedure 
certification  on  10  surgical  proce- 
dures. The  time-consuming  certifica- 
tion process  had  proved  costly:  only 
0.01  percent  of  120,126  pre-proce- 
dure certification  requests  were 
denied  during  9 months  of  1989. 

In  other  action 
related  to  the 
Texas  PRO,  the 
House  of  Dele- 
gates called  for  a 
resolution  to  the 
AMA  to  seek  physi- 
cian representation 
in  PRO  corrective 
action  meetings,  and 
to  stop  automatic 
issuance  of  Level  III 


severity  ratings  on  readmissions 
within  30  days. 

Delegates  also  resolved  to  seek 
legislation  to  assure  truth  in  adver- 
tising standards  for  managed  health 
care  plans,  and  to  present  concerns 
for  appropriate  action  to  the  AMA. 

Another  House  action  called  for 
the  AMA’s  help  in  assuring  fairness 
in  the  calculation  of  the  geographic 
practice  cost  index  (GPCI),  which  is 
a part  of  the  Resource  Based  Rela- 
tive Value  Scale.  See  articles  about 
the  GPCIs  on  pages  68-74. 

Delegates  also  resolved  to  seek 
state  legislation  prohibiting  hospi- 
tals from  extracting  payments  from 
physicians  for  patient  referrals  or 
for  the  right  to  serve  patients  in  hos- 
pitals, and  to  ask  the  AMA  to  inves- 
tigate such  payments  and  seek 
Medicare  amendments  that  would 
prohibit  such  practices. 

The  House  approved  asking  the 
AMA  to  pursue  legislative  relief  in 
the  following  issues:  abolishment  of 
the  A/B  Data  Link;  abolishment  of 
downcoding;  clarification  of  recoup- 
ment; and  making  the  physician 
responsible  for  determining  whether 
Medicare  is  the  primary  or  sec- 
ondary payor. 


Delegates  also  resolved  to  urge 
the  AMA  to  persuade  the  IRS  to 
revise  its  current  regulations, 
1.414(m)5,  and  to  seek  legislative 
assistance  to  clarify  or  repeal  IRS 
regulations  1.414(m)5  regarding 
retirement  pension  and  profit  shar- 
ing plans. 

In  action  on  medical  economics 
issues  not  planned  to  be  taken  to  the 
AMA,  the  House  of  Delegates: 

— Resolved  that  TMA  pursue  all 
avenues  in  assuring  the  repayment 
of  recoupment  monies  by  HCFA. 

— Resolved  to  seek  full  disclo- 
sure in  a simple  and  clear  fashion  to 
all  Medicare  recipients  when  offered 
the  choice  of  participating  in  an 
HMO  plan. 

— Resolved  to  seek  repeal  and/or 
modification  of  the  Omnibus  Budget 
Reconciliation  Act  of  1989  to  allow 
for  transfer  of  women  in  labor  when 
medically  indicated,  and  immunity 
from  professional  liability  prosecu- 
tion for  physicians  who  meet  state 
or  federal  government  determined 
legal  standards  of  care. 

— Resolved  to  work  with  the 
Medicare  carrier  in  fine-tuning  the 
single  check  reimbursement  and 
explanation  of  medical  benefits 
statements  program. 

See  other  sections  for  more 
House  of  Delegates’  action. 


Betty  P.  Stephenson, 
MD,  Houston,  TMA 
secretary/treasurer, 
presents  testimony  to 
the  Reference  Com- 
mittee on  Socioeco- 
nomics during  its 
meeting  in  Corpus 
Christi  in  May. 
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Estimated  number  of 
Texans  above  and 
below  poverty  in 
1989  by  type  of 
health  insurance. 


Private 

1,014,000 

(31.7%) 


Government 
540,000  (16, 


Both  private  and 
government 
294,000  (9.2%) 


No  insurance 
1,349,000  (42.2%) 


Private 
1 1,248,000 
(78.8%) 


“■Medicare,  Medicaid, 
or  both 


Sources:  Texas  Department  of 
Human  Services  and  Texas 
Department  of  Health. 


Both  private  and 
government 
1,242,000  (8.7%) 


No  insurance 
1,499,000  (10.5%) 


Government  “■ 
285,000  (2.0%) 


Below  Poverty  Above  Poverty 

(3,197,000  est.)  (14,274,000  est.) 


The  uninsureds: 
not  just  the  poor 

There’s  one  surprising  thing  that  a 
successful  big-city  artist  might  have 
in  common  with  an  unwed  and  un- 
deremployed mother  in  rural  Texas: 
no  access  to  affordable  health 
insurance.  They’re  not  alone. 

Last  year,  2.84  million  Texans,  or 
about  16%  of  the  state’s  population, 
lacked  health  insurance.  And  they 
were  not  all  poor.  While  about  42% 
of  Texans  living  below  the  poverty 
level  were  without  health  insurance, 
one  in  10  of  those  above  poverty 
were  uninsured.  Employees  doing 
hazardous  work,  low  paying  or  sea- 
sonal work,  and  temporary  work, 
are  finding  that  health  insurance  has 
become  extremely  scarce  or  unaf- 
fordable. Ironically,  some  health 
care  professionals,  because  of  their 
high  rates  of  using  medical  services, 
are  also  facing  problems  finding 
affordable  health  insurance. 

Overall,  about  16%  of  Texans 
are  uninsured,  and  one  out  of  every 
five  Texans  are  underinsured. 

Nationally,  at  least  31  million 
people  have  no  public  or  private 
health  insurance.  The  repercussions 
of  that  fact  are  felt  daily  by  the 
health  care  industry.  Estimates  are 
that  the  uninsured  are  responsible 


for  as  much  as  70%  of  the  nation’s 
uncompensated  care  costs.  Texas, 
alone,  accounts  for  10%  of  that 
amount.  Erom  1984  to  1988,  the 
uncompensated  care  provided 
through  not-for-profit  and  public 
hospitals  in  Texas  increased  300%, 
from  $418.5  million  to  $1.3  billion. 

The  high  level  of  uncompensated 
care  in  Texas  has  taken  its  toll  on 
our  public  health  system.  The  public 
welfare  system  in  Texas  has  strong 
disincentives  for  preventive  care, 
inadequate  reimbursement,  and 
restrictive  eligibility  requirements.  In 
fact,  the  Texas  Medicaid  program 
covers  fewer  than  30%  of  persons 
living  under  the  federal  poverty 
guidelines. 

“Large  numbers  of  people  with- 
out access  to  the  health  care  delivery 
system  cost  society  both  in  terms  of 
economics  and  human  resources,” 
says  Karen  Batory,  director  of 
TMA’s  department  of  socioeco- 
nomic research.  “Mounting  health 
care  costs  incurred  from  the  unin- 
sured population  get  shifted  to  the 
insured,  thereby  increasing  costs  of 
health  care  for  everyone.  And  denied 
access  to  care  defies  our  value  sys- 
tem that  maintains  everyone  has  a 
right  to  proper  medical  care.” 


Voters  are  beginning  to  express 
their  unhappiness  with  the  high 
costs  of  health  insurance.  In  a recent 
poll,  62%  of  Texas  voters  said 
health  insurance  costs  are  extremely 
high  compared  to  the  coverage  they 
get.  A majority  of  these  voters  also 
believe  the  State  Board  of  Insurance 
provides  too  little  regulation  of 
health  insurers. 

In  an  effort  to  address  rising 
health  care  costs  and  access  to 
affordable  health  insurance,  TMA 
created  the  Ad  Hoc  Committee  on 
Einancing  and  the  Availability  of 
Health  Insurance.  Chaired  by  imme- 
diate past  president  Max  C.  Butler, 

! MD,  the  committee  has  representa- 
tion from  business,  consumers, 
insurance,  state  agencies,  and  state 
legislators. 
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Look  north  for  health  care? 

Is  the  Canadian  health  care 
system  better  than  the 
American  system?  That 
depends  on  how  and 
whom  you  ask. 

Only  10%  of 
Americans 
think  their 
health  care 
system 
works  well, 
according  to  a 
recent  Lou  Harris 
poll.  Contrast  that 
with  56%  of  the  Canadi- 
ans who  say  their  system  is 
adequate. 

But  in  1987,  two-thirds  of  Cana- 
dian physicians  said  the  quality  of 
care  in  Canada  had  either  deterio- 
rated or  not  improved  in  the  past 
decade.  Only  25%  thought  it  had 
improved. 

Since  1971,  Canada  has  had  a 
centralized  national  health  care  sys- 
tem. All  citizens  receive  care  and  are 
not  billed  for  it.  Each  patient 
chooses  a primary  care  physician 
who  acts  as  the  gatekeeper  to  fur- 
ther specialty  care.  Physician  fees 
are  determined  by  the  provincial 
ministries  of  health,  who  pay  physi- 
cians on  a fee-for-service  basis.  The 
fee  schedule  is  negotiated  on  a yearly 
basis  in  each  of  the  10  provinces. 

Experts  judge  the  Canadian 
health  care  system  on  three  dimen- 
sions: access,  cost,  and  quality. 

Access 

All  of  the  25.6  million  Canadian  cit- 
izens have  access  to  health  care  ser- 
vices, but  there  are  lengthy  waiting 
lists  and  restricted  access  to  new 
technology. 


For  example,  in  Vancouver,  the 
wait  can  be  as  long  as  3 months  for 
a psychiatric,  neurological,  or  rou- 
tine orthopedic  opinion;  as  long  as  9 
months  for  cataract  extraction;  2 to 
4 years  for  a corneal  transplanta- 
tion; 6 to  18  months  for  admis- 
sion to  a skilled  nursing  bed. 
And,  as  in  the  United 
States,  Canada  experi- 
ences physician  shortages 
in  the  rural  areas  of  the 
country. 

Costs 

Rates  of  spending  on  health  care 
have  decreased  since  1971  in 
Canada.  Now  Canada  spends  less 
than  9%  of  its  GNP  on  health  care, 
while  the  United  States  spends  12%. 
In  1987,  Canada  spent  $1,483  per 
person  for  health  care  compared  to 
$2,051  in  the  United  States. 

But  because  of  its  structure,  the 
system  does  not  encourage  innova- 
tion in  either  the  delivery  or  financ- 
ing of  care. 

And  Canadian  physicians  are  not 
happy  with  their  fees.  Physician  fees 
have  increased  much  faster  in  the 
United  States.  Two  years  ago,  Cana- 
dian physicians  went  on  strike  to 
protect  the  reimbursement  schedules 
and  policies  announced  by  the 
provincial  government. 

Quality 

Much  that  is  written  about  the 
Canadian  health  system  argues  that 
the  government  is  rationing  health 
care  by  limiting  technology;  not 
only  is  access  jeopardized,  but  qual- 
ity is  compromised  as  well. 

Ironically,  Canadian  physicians 
have  more  autonomy  in  their  prac- 
tice decisions,  although  less  control 
over  their  fees,  than  American 
physicians.  Specifically,  clinical 
actions  are  not  reviewed  by  the  min- 


istries of  health  and  there  is  no 
direct  intervention  by  hospital  man- 
agement or  third  parties. 

Comparison 

While  both  systems  have  their 
advantages,  a whole  hearted  adop- 
tion of  the  Canadian  system  is  prob- 
lematic. Americans  have  an  insa- 
tiable appetite  for  Cadillac  health 
care  that  the  Canadian  system  can- 
not support.  Additionally,  the  cost 
of  the  Canadian  program  — as 
much  as  $339  billion  by  one  esti- 
mate — would  force  substantial 
increases  in  taxes. 

For  a free  report  comparing  the 
Canadian  and  American  health  care 
systems,  contact  Karen  Batory, 

Texas  Medical  Association,  Depart- 
ment of  Socioeconomic  Research, 
1801  N Lamar  Blvd,  Austin,  TX 
78701,  phone  (512)  477-6704, 
ext  208. 

An  ounce  of  (risk) 
prevention . . . 

By  way  of  a popular  risk  manage- 
ment workshop,  TMA’s  new  office 
of  risk  management  is  spreading  the 
good  news  about  prevention. 

Linda  Mangels,  PhD,  director  of 
the  office,  emphasizes  TMA’s  com- 
mitment to  risk  management  as  a 
vital  component  of  medical  practice. 
She  also  points  out  the  need  to 
involve  more  than  physicians  in  the 
process.  “The  basis  of  our  program 
is  risk  prevention  — not  just  for 
physicians,  but  for  all  who  have 
patient  contact.  Surveys  show  that 
the  majority  of  malpractice  allega- 
tions (78%)  originate  in  a hospital 
setting  where  the  patient  is  in  con- 
tact with  many  members  of  the  hos- 
pital staff.” 
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Similarly,  she  stresses,  the  major- 
ity of  allegations  that  originate  in  a 
physician’s  office  are  generated  by 
miscommunication  between  the 
physician  and  the  office  staff.  To 
help  correct  this  type  of  problem, 
the  risk  management  office  is  devel- 
oping a program  geared  for  medical 
office  staff.  Similar  programs  for 
hospitals  have  already  been  sched- 
uled throughout  the  state. 

Dr  Mangels  says  teaching  physi- 
cians how  to  prevent  problems  that 
can  lead  to  litigation  is  also  a learn- 
ing experience  for  her  and  her  staff. 
“We  have  been  conducting  seminars 
all  over  the  state  these  last  few 
months  and  have  benefitted  from 
physicians  sharing  with  us  their  liti- 
gation experiences,  that  we  in  turn 
discuss  with  other  physicians.” 

One  practice  stressed  in  the 
workshops  is  patient  education. 
“Patient  education,  in  reality,  is  no 
more  than  true  informed  consent, 
but  informed  consent  is  a process, 
not  just  a signed  consent  form. 
Because  patient  education  is  synony- 
mous with  patient  satisfaction,  it  is 
a major  preventive  measure  in  mal- 
practice,” says  Dr  Mangels. 

TMA’s  risk  prevention  work- 
shops meet  the  Omnibus  Health 
Care  Rescue  Act’s  continuing  educa- 
tion requirement  for  a discount  on 
professional  liability  premiums. 

The  Omnibus  Health  Care  Res- 
cue Act,  passed  as  House  Bill  18  by 
the  71st  Texas  Legislature,  created  a 
state  liability  indemnification  pro- 
gram for  Texas  physicians  and  other 
health  care  professionals.  Effective 
January  1,  1990,  physicians  are 
entitled  to  receive  a discount  on 
their  professional  liability  premium 
from  admitted  carriers.  To  be  eligi- 
ble for  a discount,  a physician  must 
provide  10%  or  more  charity  care. 


as  defined  by  HB  18,  maintain  a 
$ 100,000/$300,000  professional  lia- 
bility policy,  apply  for  the  discount 
30  days  before  the  term  of  the  pol- 
icy, and  complete  15  hours  of  con- 
tinuing education  in  risk  reduction 
and  patient  safety. 

TMA’s  workshops  have  a regis- 
tration fee  of  $195  and  include 
tuition,  work/reference  book,  dinner 
buffet,  4 hours  classroom  instruc- 
tion, 11  hours  independent  study 
course,  and  confidential  computer- 
scored  course  evaluation. 

For  dates  of  upcoming  risk  man- 
agement workshops  and  other  pro- 
grams, see  the  ad  on  page  32  of  this 
issue.  Further  details  about  the 
workshops  are  available  from  Texas 
Medical  Association,  Office  of  Risk 
Management,  1801  N Lamar  Blvd, 
Austin,  TX  78701,  phone  (512) 
477-6704,  ext  351. 

Threading  the  Medicare  maze 


An  update  will  be  issued  this  month 
on  Texas  Medical  Association’s  pop- 
ular book.  The  Medicare  Maze:  A 
Survival  Manual  for  Texas  Physi- 
cians. Physicians  who  ordered  the 
book  earlier  this  year  will  automati- 
cally receive  the  update. 


The  book,  available  from  the 
TMA  Division  of  Medical  Eco- 
nomics, is  designed  to  help  Texas 
physicians  and  their  office  staffs 
meet  Medicare  regulatory  require- 
ments. It  is  written  in  a concise, 
clear  style  and  deals  with  the  Medi- 
care issues  most  troublesome  to 
Texas  physicians:  “medically  unnec- 
essary” development  and  denial  let- 
ters; problems  in  understanding  the 
Maximum  Allowable  Actual  Charge 
(MAAC)  regulations;  computerized 
screening  of  claims,  post-payment 
audits;  and  more. 

The  price  of  the  manual  is  $75, 
plus  $3  shipping  and  handling,  plus 
$5.81  in  sales  tax  for  Texas  resi- 
dents. The  manual  comes  in  a loose- 
leaf  binder  for  easy  insertion  of 
updates.  The  Medicare  Maze  is 
available  from  the  Division  of  Medi- 
cal Economics,  Texas  Medical  Asso- 
ciation, 1801  N Lamar  Blvd,  Austin, 
TX  78701,  phone  (512)  477-6704. 

Business  leaders  object  to 
national  insurance 

Most  (94%)  of  the  nation’s  top 
business  leaders  are  against  national 
health  insurance,  according  to  a 
recent  survey  by  the  Health  Insur- 
ance Association  of  America. 

In  the  survey  of  100  top  execu- 
tives from  the  nation’s  largest  corpo- 
rations a majority  (68%)  preferred  a 
system  of  managed  health  care  to 
control  the  escalating  medical  costs 
their  companies  face.  In  a managed- 
care  system,  employees  receive  their 
health  care  from  a group  of  doctors 
and  hospitals  chosen  by  the 
employer. 
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Where  you 
live  matters 


Big  changes  in  the  way  Medicare  pays  physi- 
cians are  coming,  thanks  to  the  Omnibus  Bud- 
get Reconciliation  Act  of  1989  (OBRA).  TMA  is 
monitoring  and  participating  in  the  plans  for 
those  changes. 

Beginning  in  1992,  a new  fee  schedule- 
based  payment  system  will  be  phased  in  over 
the  following  5 years.  The  Medicare  Fee 
Schedule  will  be  based  on  three  components: 
the  Resource  Based  Relative  Value  Scale 
(RBRVS),  a conversion  factor,  and  a geo- 
graphic adjustment  factor,  known  as  the  geo- 
graphic practice  cost  index  (GPCI). 

In  this  special  section  on  GPCIs,  three 
experts  discuss  the  effect  the  GPCIs  may  have 
on  Texas  physicians. 


\'je 


N 


^ coatee 


Texas 

physicians  fare 
poorly  with  geographic 
practice  cost  index 

By  Larry  Oday,  JD,  partner,  Wood,  Lucksinger, 
and  Epstein.  Mr  Oday  is  the  former  director 
of  HCFA’s  Bureau  of  Eligibility,  Reimburse- 
ment, and  Coverage.  Eie  lectures  widely  on 
Medicare  reimbursement  matters  and  repre- 
sents health  care  providers  before  HCEA  and 
Congress  on  payment  issues. 

It  probably  will  come  as  a shock  to 
physicians  in  Dallas  to  learn  that  the 
federal  government  believes  it  is 
more  expensive  to  maintain  a medi- 
cal practice  in  rural  Utah  than  in 
Dallas.  This  might  be  amusing,  if  it 
were  not  so  serious. 

However,  with  the  advent  of  the 
new  Resource  Based  Relative  Value 
Scale  on  January  1,  1992,  that 
belief  will  have  a direct  and  imme- 
diate impact  on  what  Dallas 
physicians  (irrespective  of  spe- 
cialty) are  paid  for  services  to 
Medicare  patients.  And  make 
no  mistake:  Dallas  is  not 
alone.  Every  area  of  Texas 
will  be  similarly  affected. 


Another  acronym  to  watch  for 

The  reason  for  this  unhappy 
result  is  something  called  the  geo- 
graphic practice  cost  index  or  GPCI 
(pronounced  gypsy).  While  the  cre- 
ation of  relative  value  units  (RVUs) 
has  received  much  attention  from 
the  physician  community  during  the 
evolution  of  the  new  payment  sys- 
tem, the  GPCI  has  been  largely 
ignored. 

Yet,  at  the  individual  physician 
level,  the  GPCI  will  have  nearly  the 
same  impact  on  reimbursement  as 
the  RVU  will  — in  some  cases,  more 
so.  Just  as  the  RVU  will  shift  dollars 


I»  between  specialties,  the 
■ GPCI  will  shift  dollars 
^ between  geographic  areas. 
This  is  because,  like  the 
RVU,  the  GPCI  is  an  explicit  adjus- 
tor in  the  basic  payment  formula. 

The  rationale  for  the  use  of  this 
adjustor  is  “fairness.”  In  other 
words,  it  would  not  be  “fair”  to 
have  a uniform  fee  schedule  across 
the  nation.  Thus,  the  Physician  Pay- 
ment Review  Commission  in  last 
year’s  report  to  Congress  stated: 

The  Commission  also  considered 
the  proposals  of  some  organiza- 
tions that  fees  be  uniform 
throughout  the  nation  — that  a 
geographic  multiplier  not  be 
used.  It  found  such  an  approach 
to  be  inconsistent  with  the  con- 
cept of  a fee  schedule  based  pri- 
marily on  resource  costs.  The  evi- 
dence that  the  costs  of  practice 
vary  from  one  locality  to  another 
is  strong  enough  to  require  the 
use  of  a geographic  multiplier  (1). 

Left  unstated  by  the  foregoing 
(but  clearly  implied)  is  the  worry 
that  areas  of  the  country  with  his- 
torically low  overhead  would 
receive  a windfall  under  a national 
fee  system.  Such  a result  would  not 
be  “fair.” 

This  rationale  has  a great  deal  of 
surface  appeal,  but  it  ignores  a 
countervailing  point.  By  explicitly 
tying  reimbursement  to  a relative 
measure  of  overhead  expense  in 
some  prior  period,  the  government 
is  implicitly  saying  to  physicians  in 
low-cost  areas  that  they  shall  hence- 
forth be  penalized  for  having  prac- 
ticed economically  in  the  past.  Con- 
versely, the  high-cost  areas  are 
rewarded.  Is  this  really  the  message 
that  the  government  wishes  to  send? 
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Location 

Adjustment 

Factor 

Location 

Adjustment 

Factor 

Location 

Adjustment 

Factor 

Abilene 

0.833 

Laredo 

0.813 

Victoria 

0.916 

Amarillo 

0.852 

Longview 

0.878 

Waco 

0.826 

Austin 

0.911 

Lubbock 

0.835 

Western  Rural  Texas  0.803 

Beaumont 

0.900 

McAllen 

0.828 

Wichita  Falls 

0.849 

Brazoria 

0.900 

Midland 

0.938 

Brownsville 

0.842 

Northeast  Rural  Texas  0.833 

Utah 

0.926 

Corpus  Christ! 

0.891 

Odessa 

0.914 

Rural  Arizona 

0.981 

Dallas 

0.914 

Orange 

0.900 

Phoenix 

1.045 

Denton 

0.914 

San  Angelo 

0.854 

Manhattan 

1.330 

El  Paso 

0.847 

San  Antonio 

0.817 

New  Orleans 

1.025 

Fort  Worth 

0.883 

Southeast  Rural  Texas  0.845 

Atlanta 

0.990 

Galveston 

0.912 

Temple 

0.840 

Rural  Oklahoma 

0.833 

Grayson 

0.854 

Texarkana 

0.837 

Oklahoma  City 

0.907 

Houston 

0.942 

Tyler 

0.879 

Arkansas 

0.789 

Garbage  in,  garbage  out 

Assuming  for  the  sake  of  argument 
that  a geographic  multiplier  is  the 
right  thing  to  do,  the  question 
becomes  how  best  to  construct  one. 
The  Health  Care  Financing  Admin- 
istration (HCFA)  contracted  with 
the  Urban  Institute,  a Washington- 
based  think  tank,  to  accomplish 
this  task. 

Congress  relied  upon  the  Urban 
Institute’s  work  in  creating  the  new 
payment  system,  and  it  is  this  work 
that  concludes,  at  least  for  the 
moment,  that  rural  Utah  is  more 
expensive  than  Dallas.  The  index 
numbers  were  published  as  part  of 
the  legislative  history  to  the  Om- 
nibus Budget  Reconciliation  Act  of 
1989.  A portion  of  the  index  num- 
bers are  reproduced  in  the  table  on 
this  page.  It  is  easy  to  see  that  no 
place  in  Texas  fares  well.  While 
sources  in  Congress  hasten  to  note 
that  these  numbers  could  change 
before  January  1992,  it  should  not 
be  assumed  that  they  will. 

The  Urban  Institute’s  June  1989 
report  to  HCFA  makes  interesting 
reading.  The  purpose  of  the  docu- 
ment is,  of  course,  to  justify  the 
work  product.  Whether  it  accom- 
plishes that  purpose  is  questionable. 
A close  scrutiny  of  it  reveals  the  fol- 
lowing about  how  the  index  was 
constructed: 

1.  The  data  base  used  to  measure 
relative  wage  costs  (the  1980  Cen- 
sus) is  now  10  years  old. 


2.  Even  though  physician-only 
data  were  available,  the  Urban  Insti- 
tute used  data  from  all  professionals 
with  5 or  more  years  of  college  (eg, 
engineers,  lawyers,  teachers,  and 
social  workers). 

3.  Data  used  to  determine  relative 
real  estate  costs  were  for  housing, 
not  office  space. 

4.  There  are  at  least  seven  other 
indices  that  can  be  used,  using  the 
same  data,  rather  than  the  one  — 
the  so-called  overhead  only  — 
Congress  picked. 

The  point  here  is  not  so  much  to 
skewer  the  work  done  by  the  Urban 
Institute  as  it  is  to  note  several  fun- 
damental truths  about  rate-setting: 
proxy  measures  almost  always  will 
be  flawed;  data  collected  for  statisti- 
cal purposes  are  rarely  useful  for 
programmatic  purposes;  and  gar- 
bage in,  garbage  out.  As  if  all  of  this 
were  not  enough.  Congress  plans  to 
use  not  one,  but  three  different  geo- 
graphic multipliers.  One  is  for  over- 
head, one  is  for  cost-of-living,  and 
the  third  is  for  malpractice  costs. 

The  malpractice  multiplier  is 
interesting.  Apparently,  the  data  are 
fairly  good,  since  they  are  based  on 
actual  rate  filings  with  state  insur- 
ance departments.  According  to  the 
Urban  Institute,  most  places  in 
Texas  will  have  a malpractice  index 
of  0.505.  In  other  words,  malprac- 
tice costs  in  Texas  are  roughly  half 
of  the  national  average.  Assuming 
this  is  valid,  Texas  physicians  will  be 
penalized  even  further  by  the  gov- 


Selected  Geographic 
Practice  Cost  Adjust- 
ment Factors  from 
the  Omnibus  Budget 
Reconciliation  Act 
of  1989. 


ernment’s  explicitly  tying  future 
payment  to  this  adjustor.  Ironically, 
this  is  in  part  the  result  of  Texas’ 
low  incidence  of  malpractice.  One  is 
reminded  of  the  old  adage  that  no 
good  deed  goes  unpunished. 

Drawing  a line  in  the  dirt 

Finally,  it  should  be  noted  that 
exactly  what  constitutes  an  “area” 
for  purposes  of  these  adjustors  is 
likely,  by  itself,  to  be  controversial. 
Currently,  Congress  uses  the  exist- 
ing “localities”  created  many  years 
ago  by  the  carriers.  However,  there 
is  a widespread  feeling  that  by  the 
time  the  system  is  implemented, 
some  other  geographic  grouping, 
such  as  Metropolitan  Statistical 
Areas,  will  be  used.  While  a full  dis- 
cussion of  this  concept  is  beyond  the 
scope  of  this  article,  there  will 
undoubtedly  always  be  someone 
who  believes  (s)he  is  on  the  wrong 
side  of  a line  drawn  on  the  map. 

In  conclusion,  it  is  worth  remem- 
bering that  the  people  in  Congress 
who  created  the  physician  payment 
system  are  basically  the  identical 
group  who  are  responsible  for  the 
hospital  payment  system.  That 
methodology  was  (and  still  is) 
skewed  in  favor  of  urban  providers 
in  the  north  and  northeast.  That  is 
reflective  of  the  House  Ways  and 
Means  Committee. 

Will  the  same  bias  be  present  in 
the  physician  reimbursement 
scheme?  One  would  hope  not,  but 
the  initial  indicators  are  hardly 
encouraging. 

Reference 

1.  Physician  Payment  Review  Commission 
Annual  Report  To  Congress,  1989.  Wash- 
ington, DC,  p 126. 
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Searching  for  equal 
pay  for  equal  service 

By  Jim  Bob  Brame,  MO,  member  since  1986  of 
the  Physician  Payment  Reviev/  Commission. 
Dr  Brame  was  president  of  Texas  Medical 
Association  in  1986-1987.  He  is  a family 
physician  m Eldorado. 

As  the  long-awaited  Medicare  pay- 
ment reforms  move  toward  realiza- 
tion, more  furor  is  being  aroused 
over  the  Geographic  Practice  Cost 
Index  (GPCI)  than  over  the 
Resource  Based  Relative  Value  Scale. 

For  4 years,  the  Physician  Pay- 
ment Review  Commission  (PPRC) 
discussed  variation  in  the  cost  of 
medical  practice  from  one  geo- 
graphic area  to  another.  Their 
findings  were  included  in  the  March 
1988  report  to  Congress  (1). 

Since  that  time,  comments  on 
GPCIs  have  been  requested  from  all 
interest  groups  including  the  AMA 
and  the  major  specialty  societies. 
Only  one  national  organization,  the 
American  Academy  of  Family  Physi- 
cians, has  taken  a strong  stand 
against  the  use  of  such  an  index. 
From  all  appearances,  the  GPCI  is 
etched  in  stone  as  a part  of  physi- 
cian payment  reform. 

How  the  GPCI  will  work 

A brief  explanation  of  the  GPCI  is 
in  order.  The  index  is  meant  to  cap- 
ture the  cost  of  medical  practice, 
including  major  expenses.  In  many 
of  these  computations,  where  an 
actual  value  could  not  be  deter- 
mined, a “proxy”  or  substitute  is 
used  in  place  of  the  actual  expense. 
The  categories  of  practice  expense 
were  assigned  values  and  roughly 
resemble  the  following  (2); 
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Input  Category  Cost  Share  (%) 


Physician  time  and  effort  54 

Professional  liability  insurance  6 

Nonphysician  employees  16 

Office  space  11 

Equipment,  supplies,  other  items  13 


The  national  average  index  would 
be  1.00  and  as  any  expense  category 
changed  in  a particular  geographic 
area,  the  index  would  be  adjusted. 
The  current  statewide  GPCIs  range 
from  1.16  in  Alaska  to  0.90  in  the 
Carolinas  and  Mississippi."' 

Economists  defend  the  use  of 
proxies  for  arriving  at  the  value  of 
physician  input  by  saying  that  since 
physician  time  and  effort  cannot  be 
determined  directly  by  current  data, 
information  about  earnings  of 
employed  groups,  which  are  avail- 
able, can  be  substituted.  It  is  the  use 
of  such  proxies,  rather  than  gather- 
ing data  on  actual  expenses,  that  is 
receiving  the  most  criticism,  and 
rightly  so. 

The  basic  assumption  at  work  is 
that  the  geographic  differences  rep- 
resented in  the  proxy  prices  have  a 
high  positive  correlation  to  geo- 
graphic differences  in  actual  prices. 
But  this  assumption  has  not  been 
proved  valid  enough  for  some  poli- 
cymakers, including  physicians,  to 
accept.  In  fact,  there  is  some  evi- 
dence of  a negative  relationship,  in 
that  some  rural  practices  may  expe- 
rience a higher  practice  cost  than 
urban  practices.  Without  accurate 
data,  the  inequitable  urban/rural  dif- 
ferential of  DRG  payments  may  be 
repeated. 


*Edttor’s  Note:  The  GPCI  values  in  Mr 
Oday’s  article  are  from  the  Omnibus  Budget 
Reconciliation  Act  of  1 989;  the  values  in  Dr 
Brame’s  article  are  from  the  Physician  Pay- 
ment Review  Commission  Annual  Report  to 
Congress,  1990. 


Even  with  an  acceptable  method 
for  determining  realistic  practice 
costs,  the  computed  input  could  dif- 
fer greatly  from  a physician’s  actual 
expenditure.  Eor  example,  one 
physician  might  purchase  electric 
exam  tables;  another  might  buy  a 
less  expensive  type. 

In  another  example,  assume  there 
were  a GPCI  that  included  all  physi- 
cians in  Harris  County.  A physician 
in  Baytown  who  started  a practice 
by  purchasing  new  technical  equip- 
ment would  be  penalized  by  receiv- 
ing the  same  fee  as  his  or  her  peer  in 
Houston  who  has  used  the  same 
examination  furnishings  for  10 
years. 

Fair  play  for  all  or  none? 

The  oft  heard  phrase,  “equal  pay  for 
equal  service,”  expresses  a noble 
sentiment,  but  in  reality  there  are 
complicating  features,  of  which  a 
geographic  cost  of  practice  variation 
is  but  one. 

In  an  attempt  to  be  fair,  PPRC 
has  held  to  the  principle  of  no  spe- 
cialty differential  in  the  payment  for 
services  or  procedures.  A delivery  is 
a delivery;  an  ECG  interpretation  is 
an  ECG  interpretation.  Eollowing 
this  debatable  logic,  a delivery  in 
Honolulu  should  merit  the  same  fee 
as  a delivery  in  McAllen;  any  differ- 
ences in  the  fee  would  be  related  to 
geographic  practice  cost  differences. 
But,  are  the  GPCI  and  proxies  used 
to  compute  physician  input  reliable 
from  the  Hawaiian  Islands  to  the 
Rio  Grande  Valley  of  Texas?  Physi- 
cians know  from  25  years’  experi- 
ence of  Medicare  that  there  is 
difficulty  in  applying  such  a general- 
ized approach  for  payment  pur- 
poses. 

Where  a physician  decides  to 
practice  is  a personal  choice  that 
reflects  such  preferences  as  climate. 
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access  to  recreation  and  culture, 
employment  prospects  for  spouses, 
and  opportunities  for  interaction 
with  peers.  But  low  payments  in 
most  rural  areas  have  discouraged 
some  physicians  from  settling  there. 
Equalization  of  payment  could  help 
address  the  maldistribution  of  physi- 
cians, and  restore  physicians’  free- 
dom to  choose  a location  based  on 
preferences,  rather  than  costs. 

By  way  of  example,  if  two  resi- 
dents finish  their  training  in  San 
Antonio  and  one  stays  there  and  the 
other  opts  to  practice  in  Buffalo, 

NY,  then  the  New  York  physician 
may  practice  under  a higher  index 
(1.11  compared  to  0.93)  and  subse- 
quently receive  more  payment  from 
Medicare,  Medicaid,  and  eventually, 
one  might  speculate,  other  third 
party  payers.  Such  would  be  per- 
sonal choice.  But  if  the  index  in 
rural  Texas  is  considerably  less  than 
the  index  in  San  Antonio,  and  not 
based  on  reliable  data,  the  physician 
maldistribution  and  access  problems 
for  patients  may  continue. 

Should  a physician  practicing  in 
Arkansas  receive  payment  based  on 
a GPCI  12%  less  than  the  physician 
who  settles  in  Shreveport,  La  (3)? 
The  answer  to  this  question  should 
be  based  on  current,  accurate  data 
from  massive  physician  input.  And 
if  the  current  GPCI  is  found  unac- 
ceptable, there  should  be  changes  in 
the  law. 

Other  than  family  physicians, 
few  medical  specialties  have  worked 
to  initiate  such  change.  Texas  Medi- 
cal Association  is,  however,  urging 
federal  policymakers  to  revisit  the 
decision  to  allow  a 0.93  statewide 
GPCI  for  Texas  (3). 


Are  they  worth  it? 

Another  major  question  is  whether 
GPCIs  vary  enough  across  the  coun- 
try to  warrant  the  great  amount  of 
resource  required  to  develop,  imple- 
ment, and  update  such  a technically 
difficult  variable  on  a timely  basis. 

The  new  Medicare  fee  for  any 
service  or  procedure  — that  is,  any 
of  the  7,000+  CPT  codes  — is  equal 
to  the  total  work  of  the  physician  as 
determined  by  a relative  value  scale 
times  a conversion  factor  plus  prac- 
tice cost  and  liability  insurance.  The 
result  of  that  equation  will  then  be 
applied  uniformly  across  the  nation 
and  multiplied  by  a GPCI  for  each 
payment  locality.  This  seems  to  be 
an  inordinate  amount  of  work  to 
produce  GPCIs. 

With  238  payment  localities  (as 
unusable  as  many  of  them  are  at 
present,  particularly  in  West  Texas), 
GPCIs  conceivably  could  reflect  only 
the  most  minor  difference  in  pay- 
ment. But  they  would  require  fre- 
quent revisions  as  new  data  on  costs 
were  obtained.  The  time  and  effort 
may  be  chiefly  worthwhile  only  to 
convince  policymakers  that  every 
stone  has  been  turned  to  provide 
equity  in  the  new  payment  scheme. 

A positive  side  to  the  use  of  a 
GPCI  is  that  it  would  reduce  pay- 
ment differences  between  bordering 
localities  currently  experienced  by 
physicians  under  the  customary,  rea- 
sonable, or  prevailing  charge 
method  of  payment.  Today’s  system 
allows  for  a payment  differential  of 
32%  between  suburban  Virginia 
and  Washington,  DC,  but  this 
would  be  reduced  to  only  12% 
using  a GPCI  in  the  Medicare  fee 
schedule.  The  difference  in  payment 
between  rural  Arizona  and  San 
Bernardino,  Calif,  currently  pro- 
jected as  18%,  would  be  reduced  to 


8%  as  the  fee  schedule  is  imple- 
mented (3). 

The  Omnibus  Reconciliation  Act 
of  1989  called  for  the  PPRC  to  con- 
tinue studying  geographic  variation 
in  practice  cost  and  to  determine 
what  the  implications  may  be  during 
the  transition  to  the  new  Medicare 
Fee  Schedule.  Whether  PPRC  will 
fully  question  the  basic  assumptions 
behind  the  GPCI  and  then  produce 
reliable  data  is  a matter  of  concern. 
Physician  input  is  vital  and  should 
be  a priority  for  medical  organiza- 
tions in  order  to  prevent  problems 
such  as  those  posed  by  the  ur- 
ban/rural  differential  of  the  Prospec- 
tive Payment  System  or  the  man- 
power distribution. 

The  ultimate  goal  of  the  Com- 
mission is  equity  in  physician  pay- 
ment and  incentives  to  provide  for 
patient  access.  If  the  relative  value 
of  a service  or  procedure  includes  all 
the  resources  required  to  produce 
that  service  or  procedure,  and  there 
is  an  actual  geographic  variation  in 
practice  cost,  then  reliable  GPCIs 
may  have  a valid  place  in  the  new 
method  of  payment.  But  the  ques- 
tion remains  whether  these  particu- 
lar measurements  that  use  proxies 
rather  than  actual  costs  can  yield  a 
reliable  GPCI.  Thus  the  need  for 
further  physician  involvement  in  the 
critical  decision-making  in  payment 
reform. 
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TMA  seeks 
fairness 
in  physician 
payment 
reform 

By  Louis  J.  Goodman,  PhD,  director  of  Texas 
Medical  Association’s  Division  of  Medical 
Economics.  Dr  Goodman  also  is  adjunct 
associate  professor  at  The  University  of  Texas 
Health  Science  Center. 

Texas  Medical  Association  has  long 
been  a participant  in  the  struggle  for 
fairness  in  physician  payment. 

But  the  debate  over  GPCIs 
deserves  extra  effort  because  once 
the  geographic  adjustments  to  be 
used  during  the  implementation  of 
the  Medicare  Fee  Schedule  are  in 
place,  there  is  no  provision  in  the 
law  for  updating  or  adjusting  them. 

The  problem  is  straightforward: 
the  GPCIs  that  Medicare  plans  to 
use  do  not  reflect  actual  medical 
practice  costs.  Furthermore  the 
GPCIs  have  been  misapplied  in 
Texas.  By  the  time  the  Medicare  Fee 
Schedule  is  fully  in  place,  these 
indices  will  have  unfairly  reduced 
Medicare  payments  to  some  Texas 
physicians  by  as  much  as  20%. 

Three  technical  problems 
threaten  to  have  a negative  effect  on 
the  fairness  of  the  geographic 
adjustments:  the  so-called  “Texas 
problem,”  from  the  days  of  Medi- 
care’s infancy;  the  use  of  proxies 
instead  of  actual  data;  and  the 
debate  over  which  of  several  GPCIs 
to  use. 


The  ‘Texas  problem’ 

In  the  1960s,  when  Medi- 
care originally  created 
payment  areas  in  Texas, 
many  rural  areas  and 
small-  to  medium-sized 
cities  did  not  have  enough  spe- 
cialists to  allow  the  creation  of  fee 
profiles.  Medicare’s  solution  was  to 
create,  in  addition  to  the  state’s  29 
payment  areas,  a second  overlap- 
ping set  of  three  regional  payment 
areas  for  the  sole  purpose  of  devel- 
oping fee  profiles.  The  result  affects 
how  specialists  are  paid.  For  exam- 
ple, because  Odessa  does  not  have  a 
fee  profile  for  orthopedists,  an 
orthopedic  surgeon  operating  there 
is  paid  as  if  he  were  operating  in 
Medicare’s  West  Texas  regional 
area.  Right  now  that  does  not  affect 
the  size  of  the  payment  he  or  she 
will  receive,  but  that  will  change 
with  the  introduction  of  the  GPCIs. 

Because  GPCIs  are  based  on  the 
overlapping  Medicare  payment 
areas,  Texas  faces  a reduction  in 
Medicare  payments  from  the  use  of 
an  overlapping  set  of  specialty-based 
GPCIs. 

Prior  to  the  passage  of  payment 
reform  legislation,  two  government 
agencies  conducted  simulations  of 
the  changes  that  would  occur 
because  of  the  Medicare  Fee  Sched- 
ule. Both  simulations  projected  a 
9%  drop  in  Medicare  payments. 
TMA  estimates  a loss  in  Medicare 
payments  of  up  to  9%  in  rural  areas 
and  up  to  17%  in  urban  areas. 

These  results  make  little  sense,  given 
the  payment  reform  goal  of  improv- 
ing compensation  for  primary  care 
services.  Rural  areas  have  a rela- 
tively high  concentration  of  primary 
care  physicians  and,  therefore, 
should  gain  rather  than  lose  in  the 
redistribution  of  Medicare  dollars. 


The  reduction  in  Medicare  pay- 
ments results  directly  from  the  two 
overlapping  sets  of  payment  areas  in 
Texas.  GPCIs  in  Texas  do  not  neces- 
sarily reflect  where  physicians  prac- 
tice medicine.  The  practice  of  having 
separate  payment  areas  for  rural  pri- 
mary care  physicians  and  specialists 
results  in  simulations  that  distort 
rural  and  specialist  payments.  More- 
over, the  simulation  for  the  three 
regional  payment  areas  that  had 
been  constructed  for  specialists 
grossly  understated  their  GPCIs. 

Returning  to  the  example  about 
an  Odessa  orthopedist:  a family 
physician  in  Odessa  has  an  office  in 
the  same  building  with  the  orthope- 
dist, and  has  privileges  at  the  same 
hospital,  but  will  be  considered  by 
Medicare  to  be  in  a different  pay- 
ment area  and  will  have  a different 
GPCI  applied  to  his  or  her  fees. 

The  family  physician  will  have  his 
or  her  fees  adjusted  by  the  Odessa 
GPCI,  which  is  0.91;  but  the  ortho- 
pedist will  have  his  or  her  fees  ad- 


Clearly,  GPCIs  are  a major 
TMA  advocacy  issue  that  will 
require  a coordinated  legisla- 
tive and  regulatory  approach. 


justed  by  the  West  Texas  regional 
GPCI,  which  is  0.8.  The  result  is 
that  when  the  Medicare  Fee  Sched- 
ule is  fully  implemented.  Medicare 
payment  for  orthopedic  services  in 
the  Odessa  area  will  be  11%  less 
than  it  should  be. 


72 


Texas  Medicine 


Volume  86  No.  7 July  1990 


The  problem  with  proxies 


While  either  version  of  the  GPCIs,  which  are  based  on  proxy  measures,  place  Texas  below  the  national  average,  actual 
practice  expense  data  show  that  Texas  is  significantly  above  the  average.  Even  when  the  number  of  patient  visits  is 
considered,  expense  per  visit  is  still  higher  than  the  national  average.  Additionally,  professional  expenses  in  Texas  have 
increased  13%  more  than  the  national  average. 


GPCI  Values 
from 

0BRA89 

GPCI  Values 
from  PPRC 
(2) 

Median 

Professional 

Expenses, 

1988  (3) 

Professional 
Expenses  Per 

Patient  Visit, 

1988  (3) 

% Increase  in 
Median  Professional 
Expenses, 

1986-1988 

National  average 

1.00 

1.00 

$109,000 

$19.92 

22.0 

Texas 

0.80-0.94 

0.93 

$128,000 

$23.19 

34.7 

California 

1.00-1.30 

1.10 

$110,000 

$23.87 

22.2 

Illinois 

0.93-1.20 

1.10 

$ 96,000 

$17.54 

35.2 

New  York 

0.94-1.30 

1.10 

$ 90,000 

$24.01 

29.5 

Florida 

0.90-1.10 

0.99 

$136,000 

$24.01 

29.5 

TMA  investigated  this  issue  at 
the  request  of  Sen  Lloyd  Bentsen  (D- 
Texas),  and  the  senator’s  office  is 
working  with  the  association  to 
develop  a solution  for  the  “Texas 
problem.”  TMA’s  concern  about  the 
flawed  GPCIs  has  also  been  shared 
with  the  Texas  Congressional  dele- 
gation, federal  agencies  responsible 
for  physician  payment  issues,  the 
Urban  Institute,  which  originally 
calculated  the  GPCIs,  the  AMA, 
other  state  medical  societies,  and 
national  medical  specialty  societies. 
At  a meeting  with  Sen  Bentsen’s 
office,  TMA  explained  the  Texas 
GPCI  problem  to  HCFA  officials 
who  agreed  to  research  potential 
technical  solutions  prior  to  imple- 
mentation of  the  Medicare  Fee 
Schedule. 

Why  not  use  actual  practice  data? 

As  Mr  Oday  (p  68)  and  Dr  Brame 
(p  70)  point  out,  there  are  some 
other  problems  with  the  calculation 
of  the  GPCIs:  they  were  calculated 
using  1980  census  data,  and  they 
use  proxy  or  substitute  measures  of 
geographic  practice  costs.  For  exam- 
ple, because  measurements  of  office 
rent  were  not  readily  available,  the 
GPCIs  were  computed  using  subur- 
ban apartment  rents. 


The  GPCI  is  composed  of  mea- 
sures of  physicians’  time,  employee 
wages,  office  rent,  liability  insurance, 
and  equipment  and  supply  costs. 
Even  the  developers  of  the  GPCI 
methodology.  The  Urban  Institute, 
recognized  its  limitations  (I): 

The  cost-of-practice  index  we 
developed  for  HCFA  is  one 
means  of  rationally  adjusting  fees 
from  area  to  area.  To  be  sure, 
this  index  has  some  limitations. 
We  are  forced  to  use  an  indirect 
measure  of  the  cost  of  physician 
time.  Because  of  lack  of  data,  we 
have  to  employ  apartment  rents 
to  measure  office  rents  and  to 
assume  that  medical  supplies  and 
equipment  cost  the  same  every- 
where. Our  index  does  not  mea- 
sure fundamental  differences  in 
practice  organization  among 
areas.  Nevertheless,  our  index  is 
the  best  available  measure  of 
cost-of-practice  differences 
among  areas. 

The  Urban  Institute’s  index  may 
be  the  best  available,  but  it  is  not 
good  enough  to  use  as  the  basis  for 
reforming  Medicare  physician  pay- 
ments. In  particular,  the  Institute’s 
rationale  for  its  approach  to  devel- 
oping GPCIs  deserves  another  look 
since  physician  services  are  unique 
and  the  costs  in  rural  areas  may  be 
substantially  understated  in  the  cur- 
rent GPCIs. 


In  testimony  before  the  Physician 
Payment  Reform  Commission 
(PPRC),  which  makes  recommenda- 
tions to  Congress  on  these  issues, 
TMA  presented  the  results  of  a 
statewide  study  showing  that  prac- 
tice costs  are  similar  in  rural  and 
urban  areas.  On  a national  basis, 
AMA’s  extensive  survey  data  dis- 
agrees with  the  Urban  Institute’s 
conclusion  that  practice  expenses  in 
Texas  are  lower  than  the  national 
average.  As  the  chart  on  this  page 
illustrates  in  its  comparison  of  prac- 
tice costs  in  selected  states,  expen- 
ses in  Texas  are  on  average  higher 
than  states  that  have  higher  GPCIs 
and  17%  higher  than  the  national 
average. 

Clearly,  the  inadequacy  of  the 
data  used  by  the  Urban  Institute 
requires  that  the  effort  to  develop 
GPCIs  go  back  to  square  one.  PPRC 
and  others  need  to  gather  reliable 
data,  and,  on  the  basis  of  the  data, 
evaluate  whether  the  GPCI  is  in  fact 
a useful  or  necessary  element  of  pay- 
ment reform.  The  commission  is 
currently  considering  recommenda- 
tions to  modify  the  GPCI  and  its 
application  to  payment  areas,  espe- 
cially rural  areas  (2). 
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The  three  GPCIs 

The  reevaluation  of  the  GPCIs 
should  include  consideration  of 
which  GPCI  should  be  used.  Three 
approaches  currently  are  being  con- 
sidered, but  none  have  been  care- 
fully studied.  For  instance,  no  evalu- 
ation has  been  done  of  actually 
implementing  GPCIs. 

In  the  first  of  the  three  ap- 
proaches, HCFA  has  chosen  to 
develop  GPCIs  based  on  current 
payment  areas.  (These  are  the 
GPCIs  shown  in  the  table  accompa- 
nying Mr  Oday’s  article).  But  they 
can  also  be  developed  as  either 
statewide  values  or  on  a simplified 
urban/rural  division  as  outlined  by 
PPRC.  These  two  methodologies 
considerably  alter  the  Texas  results. 
Under  a statewide  approach,  the 
Texas  GPCI  would  be  0.93.  Under 
an  urban/rural  division,  the  rural 
value  would  be  0.89  and  urban  val- 
ues would  range  as  high  as  0.98  in 
Houston.  It  is,  of  course,  impossible 
to  evaluate  these  alternative  ap- 
proaches because  none  of  them  uses 
actual  practice  data. 

Continuing  the  search  for  fairness 

Reevaluating  the  GPCIs  is  vital  and 
urgent.  It  is  difficult  to  overstate  the 
importance  of  correcting  the  prob- 
lems with  the  GPCI  values  before 
implementation  of  the  Medicare  fee 
schedule,  since  there  is  no  mecha- 
nism for  updating  or  adjusting 
them. 

Three  steps  are  required  to 
assure  a valid  and  fair  payment 
system: 

— If  GPCIs  are  based  on  current 
geographic  payment  areas,  the 
“Texas  problem”  must  be  corrected. 
The  two  overlapping  sets  of  pay- 
ment regions  should  be  merged  into 
a single  payment  area  that  redis- 


Medical Economics 


tributes  specialists  into  their  actual 
practice  locales. 

— Practice  cost  data  need  to  be 
based  on  the  actual  costs  of  running 
a medical  practice. 

— Until  actual  medical  practice  data 
and  payment  area  issues  are 
resolved,  the  only  reasonable  value 
for  GPCIs  is  a national  value  of 
1.00. 

Clearly,  GPCIs  are  a major  TMA 
advocacy  issue  that  will  require  a 
coordinated  legislative  and  regula- 
tory approach.  The  TMA  Board  of 
Trustees  and  Council  on  Socioeco- 
nomics plan  to  follow  closely 
HCFA’s  actions  on  GPCIs.  We  will 
continue  to  work  for  a fair  solution, 
and  will  keep  TMA  members 
informed  about  our  progress. 
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The  latest  GPCI  news 

At  its  May  10-11,  1990,  meeting  in 
Corpus  Christi,  TMA’s  House  of 
Delegates  took  steps  to  assure  the 
fairness  of  the  GPCIs.  The  delegates 
recommended  that  the  most  current 
valid  and  reliable  data  be  collected 
and  evaluated  by  the  AMA  and 
applied  in  calculating  accurate 
GPCIs  and  in  determining  geo- 
graphic payment  areas;  that  varia- 
tion between  geographic  payment 
areas  be  minimzed  and  that  equi- 
table access  to  medical  care  services 
not  be  diminished  by  unreasonably 
low  GPCIs  in  rural  areas;  and  that 
these  recommendations  be  presented 
to  the  AMA  House  of  Delegates  at 
its  June  24-28,  1990,  meeting  in 
Chicago. 
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The  key  to  a lasting,  successful  partnership  is  trust. 


Entrusting  the  protection  of  your  medical  practice  to  an  insurer  is  one  of 
the  most  important  business  decisions  you  will  make.  Your  ftiture  may  be 
affected  by  Ae  choice  you  make  today.  Sobering  statistics  indicate  that  you 
could  be  involved  in  a liability  claim  or  lawsuit  during  the  course  of  your 
medical  career.  You  need  a strong  partner  like  TMLT. 


■■ 


It  makes  good  sense  to  team  up  with 
TMLT.  Your  concerns  are  our  concerns.  We 
take  very  seriously  the  protection  of  your 
medical  practice,  providing  assurance  and 
strong  claims  defense  with  individual 
tion. 

complex  legal  environment, 
insures  your  health  care  lia- 
ims  should  not  watch  from  the 
be  in  the  game  with  youo  You 
ait  stake.  The  criteria  for  se- 
should  not.  be 


Remember  that  a liability  coverage  con- 
tract is  only  as  good  as  the  intent  and  integ- 
rity of  the  organization  who  offers  that  cov- 
erage. Pick  TMLT,  a strong  partner  you  can 
trust. 

Contact  us  to  learn  more  about  healt 
care  liability  protection  plans  for  indiyi|| 
als  and  groups,  prior  acts  cove^ 
mium  payment  options  inclu^, 
quarterly  and  annual,  and  fisk^i 
programs.  Let  us 


TEXAS  MEDICAL-  LIABILITY  TRUST 
P.O.  Box  14746  Austin,  Texas  78761 

“A  health  care  liability  claim  trust  created  by  the  Texas  Medical  Association. 

Statewide  Services  Center:  1-800-580-TMLT 


YOCON* 

YOHIMBINE  HCI 


Descriptim:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees . 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  Is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5,4  mg  of  Yohimbine 
Hydrochloride, 

AcUofi:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  It  is 
weaker  arrf  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  Increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  Influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon  ^ Is  indicated  as  a sympathicolytic  and  mydnatnc.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warnii^:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  Is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  In  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.^'2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  ^ ^ ^ i tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  'k  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks  . 3 
How  Supplied:  Oral  tablets  of  Yocon’?  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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Informed  consent  laws 
should  be  ‘reasonable, 
logical,  and  humane’ 

Legal  guidelines  for  informed  con- 
sent will  be  more  “reasonable,  logi- 
cal, and  humane”  if  the  Seventy-sec- 
ond Texas  Legislature  adopts  a 
proposal  from  the  Texas  Medical 
Association. 

The  proposal,  approved  by 
TMA’s  House  of  Delegates  during  its 
meeting  May  10-11,  would  autho- 
rize “the  competent  spouse,  compe- 
tent adult  next  of  kin,  and  compe- 
tent adult  children  of  a patient  to 
grant  informed  consent  to  physi- 
cians to  proceed  with  needed  medi- 
cal and/or  surgical  treatment  for  the 
patient  without  the  necessity  of  the 
appointment  of  a permanent  or  tem- 
porary guardian.”  Under  current 
law,  only  a competent  adult  patient 
or  temporary  or  permanent  guard- 
ian for  that  patient  may  consent  for 
medical  or  surgical  treatment, 
except  where  a documented  medical 
emergency  exists  and  therefore 
“informed  consent”  is  implied. 


Legislativ 


The  delegates  concurred  with  a 
resolution  from  Travis  County  Med- 
ical Society,  which  stated  that 
needed  medical  treatment  in  non- 
emergency situations  often  may  be 
delayed  or  even  denied  due  to  the 
cumbersome  and  time-consuming 
nature  of  guardianship  proceedings. 
The  resolution  emphasized  the  Texas 
law  recognizes  other  medical  situa- 
tions where  the  spouse,  next  of  kin, 
or  those  with  temporary  custody 
may  consent  to  nonemergency  medi- 
cal treatment. 

In  other  actions  related  to  legisla- 
tion, the  delegates: 

1.  Resolved  to  oppose  the  draft  reg- 
ulations implementing  the  Clini- 
cal Laboratory  Improvement 
Amendments  of  1988,  to  commu- 
nicate that  position  to  the  Health 
Care  Financing  Administration 
and  others,  and  to  present  a simi- 
lar resolution  to  the  American 
Medical  Association. 


Texas  Supreme  Court 
candidate  John  Cornyn 
addresses  the  House  of 
Delegates. 


Affairs 


Texas  Supreme  Court 
candidate  Bob  Gammage 
attended  TEXPAC’s 
dessert  reception  during 
TMA’s  Annual  Session, 
May  10-13,  in  Corpus 
Christi. 


2.  Resolved  to  propose  changes  in 
the  Texas  Education  Code  to 
require  that  physical  examina- 
tions for  school  age  children  be 
conducted,  and  the  forms  signed 
by,  physicians  licensed  to  practice 
medicine  in  Texas. 

3.  Referred  a resolution  to  oppose 
creation  of  a state  lottery,  and 
support  revenue-generating  legis- 
lation that  is  not  regressive  or 
discriminatory,  to  the  Council  on 
Legislation  for  report  back  in 
November  1990. 

4.  Referred  a resolution  that  TMA 
seek  enabling  legislation  to  favor- 
ably impact  health  care  costs  by 
espousing  a return  to  “reason- 
ableness” in  the  use  of  costly  tests 
and  procedures  to  the  Council  on 
Socioeconomics  for  report  back 
in  November  1990. 

5.  Disapproved  a recommendation 
that  TMA  ask  the  Board  of  Med- 
ical Examiners  to  certify  a Park- 
land Memorial  Hospital  non- 
profit health  organization  that 
provides  outpatient  primary  care 
services  in  community  clinics  in 
Dallas.  Testimony  indicated  that 
the  situation  already  had  been 
resolved. 
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TEXPAC  wins  national  awards 
for  membership  gains 


Texas  gubernatorial  can- 
didates Ann  Richards 
and  Clayton  Williams 
were  on  hand  to  discuss 
medical  issues  during 
TMA’s  Annual  Session, 
May  10-13,  in  Corpus 
Christi. 


TEXPAC  brought  home  the  gold  in 
two  categories  of  national  political 
action  committee  competition  spon- 
sored by  the  American  Medical 
Political  Action  Committee 
(AMPAC). 

The  Texas  Political  Action  Com- 
mittee won  first  place  honors  for 
“Membership  Increase  Over  Prior 
Year”  and  “Membership  to  Poten- 
tial.” The  political  support  and  edu- 
cation organization  won  third  place 
in  the  “Sustaining  Membership 
Increase”  category. 

TEXPAC  Chairman  Alan  C. 
Baum,  MD,  accepted  the  awards 
during  ceremonies  at  the  May 
10-11  meeting  of  Texas  Medical 
Association’s  House  of  Delegates  in 
Corpus  Christi. 

TEXPAC  set  a new  record  in 
1989  with  9,922  m.embers,  includ- 
ing 7,920  physicians  and 
2,002  auxiliary 
members. 


During  TMA’s  Annual 
Session,  TEXPAC  Chair- 
man Alan  Baum,  MD, 
accepted  three  awards 
for  membership  gains. 


Pay  provisions  for  new 
physicians  unfair, 
discriminatory,  AMA  says 

Age  may  have  its  rewards,  but  the 
American  Medical  Association  says 
the  practice  of  basing  Medicare 
reimbursement  for  physicians’  ser- 
vices on  the  number  of  years  he  or 
she  has  been  in  practice  is  unfair 
and  discriminatory. 

In  letters  to  a number  of  Con- 
gressmen and  the  Health  Care 
Financing  Administration,  the 
association  argued  that  the  prac- 
tice cannot  be  substantiated  by  a 
medical  or  quality  of  care  issue.  The 
association  voiced  concern  that  this 
disparity  has  been  continued  in  the 


Omnibus  Budget  Reconciliation  Act 
of  1989,  which  provides  that  the 
customary  charge  level  at  the  start 
of  a “new”  physician’s  second  calen- 
dar year  in  practice  be  set  at  no 
higher  than  85%  of  the  prevailing 
charge  level. 

In  addition,  the  AMA  stated  con- 
cern the  Administration’s  fiscal  year 
1991  budget  proposes  further  arbi- 
trary limits  on  “new”  physician 
charge  levels. 
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Commentary 

Texas  Congressmen 
fight  to  promote  safe 
transfers 

A.  Compton  Broders  III,  MD,  Chairman  TMA 
Committee  on  Emergency  Medical  Services 
and  Trauma 

Donald  P.  Wilcox,  JD,  TMA  General  Counsel 

Alfred  Gilchrist,  Director,  TMA  Department 
of  Legislative  Affairs 

On  Capitol  Hill,  patient  dumping 
once  again  is  a focal  point  of  atten- 
tion. Texas  Congressional  leaders, 
in  an  effort  to  assure  safe  patient 
transfers  and  reasonable  due  process 
protection  for  physicians,  are 
proposing  a responsible  and  work- 
able solution.  A review  of  the  gov- 
ernment’s current  enforcement  of 
the  1986  anti-dumping  law  is  cen- 
tral to  an  understanding  of  HR 
4495,  authored  by  Congressmen 
Greg  Laughlin,  John  Bryant,  Ralph 
Hall,  and  Joe  Barton. 

Patient  dumping,  a term  popular- 
ized in  the  early  1980s,  refers  to  the 
practice  of  a hospital  sending  a 
patient  to  another  hospital  (usually 
a publicly  supported  hospital)  due 
to  the  patient’s  inability  to  pay.  In 
response  to  a 1984  study  and 
national  media  attention  given  to 
medically  inappropriate  transfers  of 
patients  in  Texas,  the  1985  Texas 
Legislature  passed  landmark  legisla- 
tion establishing  minimum  stan- 
dards for  the  transfer  of  emergency 
patients  from  one  hospital  to 
another.  The  Texas  Department  of 
Health  subsequently  approved  rules 


Legislative  Affairs 


US  Congressman  Greg 
Laughlin  (D-Tex)  is  the 
co-author  of  legislation 
that  would  assure  safe 
patient  transfers. 


to  implement  the 
new  law,  and  Texas 
was  recognized  as 
a national  leader 
in  reforms  to  im- 
prove health  care 
for  indigents. 

One  year  later 
the  United  States 
Congress  added 
an  amendment 
to  the  Consoli- 
dated Omni- 
bus Budget  Reconciliation 
Act  (COBRA)  imposing  a 
nationwide  ban  on  patient  dumping. 
The  law  was  designed  to  protect  all 
persons  who  come  into  an  emer- 
gency room  regardless  of  Medicare 
eligibility.  Under  it,  hospitals  must 
provide  treatment  to  stabilize  a 
patient’s  emergency  condition,  treat 
the  labor,  or  provide  an  “appropri- 
ate transfer”  to  another  medical 
facility.  Penalty  for  violations 
included  civil  monetary  penalties  for 
both  the  hospital  and  its  “responsi- 
ble physician.”  No  funds  were 
appropriated  to  help  compensate 
hospitals  for  the  cost  of  providing 
this  care. 

The  Health  Care  Financing 
Administration  (HCFA),  after  con- 
siderable delay,  promulgated  pro- 
posed rules  to  implement  the  new 
law.  Physicians  and  hospitals  hoped 
that  eventually  fair  and  workable 
rules  would  be  adopted,  but  they 
never  were.  Nonetheless,  the  Office 
of  Inspector  General  (OIG)  soon 
launched  investigations  of  alleged 
dumping  violations  and  the  first 
enforcement  action  resulted  in  a 
Victoria,  Tex,  obstetrician  being 
fined  $25,000  for  what  was  termed 
the  illegal  transfer  of  a pregnant 
woman  in  December  1986.  The  case 


was  never 
worked  up 
through  the 
regular  peer 
review  process. 
The  Texas 
Medical  Associ- 
ation Physician- 
Patient  Advocacy 
Committee 
reviewed  the  case 
in  detail  and  con- 
cluded that  the 
transferring  physi- 
cian had  made  a 
medically  appropriate  decision  to 
transfer  the  patient  to  a higher  level 
of  care.  The  physician  has  appealed 
the  Health  and  Human  Services 
Administrative  Law  Judge’s  decision 
(which  reduced  the  fine  to  $20,000) 
to  the  HHS  appeals  panel. 

The  enforcement  action  in  the 
Victoria  case  illustrates  the  fallacy 
of  OIG’s  decision  making  without 
the  regular  PRO  quality  review  pro- 
cess prior  to  OIG  sanctions.  The 
unfortunate  consequence  of  OIG 
enforcement  under  the  present  pro- 
cess will  place  physicians  and  hospi- 
tals making  appropriate  medical 
decisions  in  needless  jeopardy.  This 
is  best  explained  by  W.J.  McGanity, 
MD,  director  of  The  University  of 
Texas  Medical  Branch  Regional 
Perinatal  Program  in  Galveston, 
which  serves  a 26  county  area: 

The  implications  . . . will  destroy 
our  regional  perinatal  program  in 
Southeast  and  East  Texas  by,  in 
effect,  making  it  a federal  offense 
to  accomplish  maternal/fetal 
transport  of  pregnant  patients.  . . . 
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Dr  McGanity’s  comments  were 
made  in  an  amicus  curiae  brief 
offered  during  the  administrative 
review  process.  Dr  McGanity  fur- 
ther explained  that  the  UTMB 
Regional  Perinatal  program  would 
be  “sinning”  five  to  six  times  every 
day  of  the  week  under  current  OIG 
enforcement.  Dr  McGanity  fears 
that  women  in  the  26-county  catch- 
ment area  once  again  will  receive 
inadequate  prenatal  care,  if  any,  and 
be  forced  to  deliver  at  hospitals  not 
equipped  for  high-risk  mater- 
nal/fetal patients.  Ironically,  patients 
will  suffer  and  physicians  will  face 
the  risk  of  fines  for  making  sound 
medical  decisions. 

A frightening  parallel  between 
OIG  enforcement  for  the  anti- 
dumping statute  and  the  agency’s 
mentality  on  PRO  sanctions  has 
emerged  — a total  disregard  for 
physician  peer  review  as  provided  in 
the  PRO  with  due  process  and  fair- 
ness in  the  determination  of  right 
and  wrong.  The  agency’s  approach 
was  best  described  by  Congressman 
Greg  Laughlin  on  the  floor  of  the 
U.S.  House  of  Representatives  on 
April  4,  1990,  (referring  to  the  Vic- 
toria case): 

The  OIG  fined  the  physician 
$25,000  — payable  immediately. 
The  OIG  did  not  interview  the 
physician  prior  to  assessing  the 
fine  to  get  the  physician’s 
side  of  the  story.  The  OIG  did 
not  even  want  to  hear  the  physi- 
cian’s story. 

HR  4495,  the  peer  review  for 
patient  transfer  violations  act,  offers 
a remedy.  This  critical  legislation, 
authored  by  Congressmen  Laughlin, 
Barton,  Hall,  Bryant,  and  others 
stipulates  that  (1)  PROs  be  required 
to  review  for  medical  necessity  all 


alleged  dumping  violations,  and  (2) 
PRO  review  and  findings  be  binding 
on  the  OIG.  If  HR  4495  is  passed 
into  law,  alleged  dumping  cases  will 
be  given  peer  review  processing 
through  the  federally  mandated 
PRO.  This  will  allow  assessment  of 
the  quality  of  care  provided  by 
members  of  the  medical  profession 
by  other  practicing  physicians  in  a 
fair  setting.  The  physician  being 
reviewed  will  be  provided  an  oppor- 
tunity to  give  written  documenta- 
tion and  rationale  for  treatment 
decisions  to  a review  committee  and 
to  meet  with  the  committee  to 


discuss  the  treatment  in  question. 
Once  the  PRO  has  reached  a deci- 
sion that  the  case  involved  patient 
dumping,  enforcement  will  be  initi- 
ated by  the  OIG. 

In  the  final  analysis,  physicians 
will  have  confidence  that  appropri- 
ate medical  decisions  will  be  upheld. 
They  also  will  carefully  consider 
whether  to  transfer  patients  for  non- 
medical reasons,  lest  they  rightfully 
face  civil  money  penalties  enforced 
by  the  OIG.  Physicians  and  patients 
alike  should  thank  our  Congress- 
men for  their  proactive  role  on  this 
critical  issue. 


the  Kx  Silence  Barrier 


Write  lor  a free  "Talk  About  Prescriptions"  Month  Guide 
containing  "how-to"  ideas  and  reproducible  palient  handouts  to: 

^ ^ The  National  Council  on  Patient  Information  and  Education 
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^ Washington.  D.C.  20001 
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SCIENCE  FICTION. 


The  statement  above  is  false,  of  course.  But 
the  sad  fact  is  that  the  average  American  lacks 
the  basic  scientific  knowledge  needed  to  make 
informed  decisions  in  today’s  world. 

Without  an  understanding  of  scientific  methods 
and  recent  discoveries,  it’s  impossible  to  talk  about 
such  important  topics  as  AIDS,  nuclear  power  or 
genetic  engineering.  And  it’s  impossible  to  vote 
intelligently  on  the  issues  that  surround  them. 
The  result:  our  government  will  fail  to  provide 
the  necessary  support  for  science  education.  And 
we’ll  lose  out  on  future  generations  of  scientists 
and  physicians.  The  quality  of  health  care  in  this 
country  could  eventually  be  affected. 

The  AMA  is  working  to  help  remedy  this 
situation.  Our  National  Initiative  for  Science 


and  Technology  Education  calls  for  the  AMA 
to  host  a conference  on  science  education  early 
next  spring.  We  are  also  preparing  a white  paper 
to  present  a balanced  view  on  the  subject.  And 
under  our  Natural  Science  Ambassador  Program, 
we  are  sending  physicians  into  schools  across  the 
country  to  stimulate  interest  in  science. 

The  AMA  is  committed  to  doing  our  part 
toward  improving  our  nation’s  science  literacy. 
But  we  need  your  help. 

Our  members  make  a difference. 

If  you  ’re  already  a member,  we  need  your 
continued  support.  If  you  ’re  not,  JOIN  TODAY. 
Call  1-800- AMA-1452 


In  most  cases,  medical  association  dues  may  be  deductible  as  professional  or  business  expenses. 

Dues  and  other  contributions  to  the  AMA  are  not  deductible  as  charitable  contributions  for  Federal  income  tax  purposes. 
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Peer  review,  not  cognitive 
exams,  best  ensure  clinical 
competence 

Physician  performance  evaluation 
should  not  he  based  on  cognitive 
examinations,  says  the  TMA 
Council  on  Medical  Educa- 
tion. Further,  the  council 
believes  that  cognitive 
examinations  should 
not  be  used  as  a basis 
for  specialty  recertifica- 
tion, licensure/relicen- 
sure, hospital  staff  privi- 
leges, retention  of 
medical  liability  or  insur- 
ance, or  third-party  reim- 
bursement. 

Upholding  that  point  of  view,  the 
House  of  Delegates  in  May  voted  to 
include  the  following  statement  in 
the  TMA  Policy  Manual: 

The  Texas  Medical  Association 
recognizes  that  cognitive  exam- 
inations do  not  evaluate  clinical 
competence.  Clinical  competence 
is  best  assured  through  ongoing 
continuing  medical  education 
and  peer  review.  Being  a compe- 
tent physician  means  more  than 
the  ability  to  pass  a paper/pencil 
examination.  Relicensure,  third- 
party  reimbursement,  and  hospi- 
tal staff  credentialling  should  not 
be  based  on  the  ability  to  pass 
such  examinations. 


Science  and 
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In  other  actions  related  to  medical 
education,  the  House  of  Delegates: 

— Approved  a recommendation 
that  the  Texas  Medical  Association 
(a)  continue  to  uphold  the  highest 
standards  of  honesty  in  all  areas  of 
the  study  and  practice  of  medicine, 
and  (b)  support  Texas 
medical  schools  in  all 
efforts  to  establish 
and  implement 
policies  addressing 
academic  dishon- 
esty. 

— Approved  a 
recommendation 
that  the  Texas  Med- 
ical Association  seek 
to  have  provisions  of 
HR  3299,  the  1990  Budget 
Reconciliation  Act,  amended  to 
allow  deferment  of  medical  student 
loan  repayment  by  residents  until 
completion  of  their  postgraduate 
training. 

— Opposed  elimination  of  fed- 
eral matching  funds  received  by  the 
Physician  Student  Loan  Repayment 
Program  of  Texas. 

— Referred  to  the  Board  of 
Trustees  a proposal  that  $15,000 
from  the  TMA/TNA  Liaison 
Committee  Fund  be  contributed  to 
the  McMurphy  Nursing  Project, 
a national  project  promoting  educa- 
tion opportunities  and  careers 
in  nursing. 

For  more  information  on  actions 
and  activities  of  the  House  of  Dele- 
gates, see  reports  in  the  other  news 
sections  of  this  magazine. 


East  Texas  educator  wins  first 
TMA  science  award 

“You’re  really  giving  this  to  the 
future  of  Texas  science  education,” 
Michael  W.  Hoke  told  the  TMA 
House  of  Delegates  in  May  when  he 
received  the  association’s  first 
Award  for  Excellence  in  Science 
Teaching.  “When  I go  back  to  that 
classroom  and  my  students  realize 
that  the  Texas  Medical  Association 
thinks  enough  of  teaching  and  sci- 
ence to  award  $1,000  — that’s 
going  to  tell  them  that  science  teach- 
ing is  important.” 

Hoke,  a seventh  and  eighth  grade 
science  teacher  at  West  Orange  Mid- 
dle School,  was  TMA’s  first  choice 
in  the  competition,  which  drew 
more  than  150  nominations  from 
across  the  state.  But  judges  in  the 
competition  thought  so  highly  of 
other  nominees,  they  named  six  of 
them  to  receive  awards  of  merit. 
William  T.  Hill,  MD,  of  Houston, 
chaired  the  selection  committee, 
which  included  four  physicians  from 
the  Council  on  Scientific  Affairs  and 
the  Council  on  Communication. 

The  TMA  Board  of  Trustees 
approved  the  winners. 

Public  school  teachers  receiving 
awards  of  merit  from  TMA  were 
Jody  Hodges,  San  Marcos;  Linda  P. 
Koehler,  San  Antonio;  Carolyn 
Pesthy,  San  Antonio;  Charles  Haynes 
Swift,  Lubbock;  Don  Ward,  Hous- 
ton; and  Jim  Weber,  San  Antonio. 

“The  future  in  science  teaching  is 
my  great  concern,”  Hoke  told  the 
427-member  TMA  House  of  Dele- 
gates, “.  . . that  many  of  my  stu- 
dents who  have  first-class  minds  will 
not  go  into  teaching  because  it’s 
considered  a second-class  profes- 
sion. And  awards  like  this  are  what 
we  need  to  make  students  want  to 
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become  future  sci- 
ence teachers.” 

The  encourage- 
ment of  quality  sci- 
ence teaching  and  its 
effect  on  future  scien- 
tists, allied  health  pro- 
fessionals, and  physi- 
cians are  exactly  what 
the  association  had  in 
mind  when  the  award  was 
created  by  TMA’s  newly 
formed  Blue  Ribbon  Com- 
mittee on  Science  and  Scientific  Af- 
fairs late  in  1989.  Max  Butler,  MD, 
TMA  president  at  the  time,  estab- 
lished the  committee  as  part  of  an 
effort  to  increase  the  association’s 
promotion  of  science.  Dr  Butler 
describes  the  committee  as  “a  think 
tank  ...  to  enhance  science  and  to 
enhance  the  TMA’s  ability  to  com- 
municate that  we  are  a scientific 
organization.” 

Of  all  the  many  accomplishments 
and  traits  that  distinguish  the  win- 
ners, two  are  common  to  all: 
“hands-on”  science  teaching  and  an 
abundance  of  activities  that  extend 
each  teacher’s  hours  far  beyond  the 
last  class  bell. 

Hoke,  for  example,  is  especially 
proud  of  “Bios  — A School  on 
Wheels.”  The  program  offers  two 
expeditions  each  summer,  one  to 
Colorado,  the  other  through  3,500 
miles  of  Texas  countryside.  Hoke 
recruits  scientists  from  several  disci- 
plines to  teach  students  along  the 
way.  “We’ve  taken  more  than  a 
thousand  kids  on  science  field  trips 
throughout  the  western  part  of  the 
United  States,”  he  says.  “It’s  the 
way  education  should  be.” 

“Basically  what  I wanted  to  start 
was  not  just  a tour,”  he  recalls.  “I 
wanted  a school  on  wheels.  And 
Bios  is  a school  on  wheels.  We  con- 
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centrate  on 
enriching  the 
tour  part  of  it 
with  formal 
classes.  On 
any  one  trip 
we  may 
have  up  to 
10  teachers 
that  teach 
different  classes.” 

The  program,  he  says,  takes 
60-70  students  each  summer,  while 
as  many  remain  on  a waiting  list. 
“We’ve  had  kids  from  Europe  and 
from  13  different  states  to  go  with 
us,  too,  and  we  don’t  advertise,  so 
that’s  kind  of  neat.” 

“I  want  to  be  the  very  best 
teacher  I can  be,”  Hoke  says.  “I 
spend  a tremendous  amount  of  time 
trying  to  meet  this  goal.  I really 
believe  that  I can  make  a difference 
in  the  lives  of  children.” 

A number  of  people  made  a dif- 
ference in  his  life,  including  two  spe- 
cial teachers.  “I  had  a lot  of  role 
models,  thinking  back,”  Hoke  says. 
“I  had  a terrible  speech  impediment 
until  I was  in  the  seventh  grade.  I 
had  a teacher  named  Mrs.  King,  as 
my  first  grade  teacher.  The  joke  was 
she  never  understood  me,  but  she 
taught  me  to  read.  Now  figure  that 
out.  She  did  teach  me  to  read,  and 
more  important,  she  taught  me  to 
love  reading.  One  of  the  high  points 
of  my  life  was  when  I was  in  the  sec- 
ond grade  and  she  brought  me  back 
to  her  classroom  to  read  to  her  class 
because  she  had  taught  me  to  read 
and  sound  out  things  so  well.” 

“My  seventh-grade  science 
teacher  was  fantastic.  Her  name  was 
Mrs.  Key.  I wish  I could  do  what 
Mrs.  Key  did.  Maybe  one  of  these 
days  if  I work  long  enough.  . . . She 
had  us  out  on  Saturdays  doing  sci- 
ence. She  was  very  influential.” 


Star  party! 

Like  his  seventh  grade  teacher,  Hoke 
believes  in  field  work.  In  addition  to 
his  five  weeks  with  Bios  each  sum- 
mer, he  sponsors  ornithology  expe- 
ditions, canoe  trips,  and  star  parties, 
among  other  things.  Noting  these 
activities,  one  parent  wrote  to  con- 
gratulate TMA  for  selecting  Hoke, 
saying  she  was  “overwhelmed  by 
this  man’s  dedication.” 

“When  there  is  a school  dance 
in  progress,”  she  wrote,  “he  shows 
up  — telescope  and  all  — enters  the 
gymnasium  and  shouts,  'Star  party,’ 
and  all  the  kids  run  out  for  a 
glimpse  of  Orion’s  Belt  or  Saturn 
or  Venus.” 

And  she  mentioned  his  well- 
known  trip  through  the  solar  sys- 
tem. That  project,  she  said,  encour- 
ages students  and  parents  to  drive 
along  local  highways  looking  for 
planets  — balls  that  Hoke  has  at- 
tached to  telephone  lines  — based  on 
their  relative  distance  from  Orange. 

“I  have  some  weird  traditions,” 
Hoke  admits.  “Every  year  we  set  up 
a scale  model  of  the  solar  system 
that  goes  60  miles  out  of  town,  and 
then  the  kids  drive  out  in  cars  dur- 
ing the  Christmas  holidays.  The  old 
joke  is.  It’s  a long  way  to  Pluto.’ 
When  you’re  driving  you  can  really 
get  an  idea  of  the  relationship  of  the 
emptiness  that’s  even  in  our  solar 
system.  It’s  20  miles  from  Neptune 
to  Pluto  — 20  miles  of  Big  Thicket. 
There’s  nothing  there.  The  classical 
statement  the  kids  give  is  'You  know 
there’s  really  nothing  between  Nep- 
tune and  Pluto.’  And  that’s  true.” 

This  “inquiry  science”  lies  at  the 
heart  of  Hoke’s  teaching  philoso- 
phy: students  experience  science,  an 
approach  he  hopes  will  awaken 
those  who  have  become  disen- 
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chanted  by  “read  the  book  and 
answer  the  questions  science  classes.” 
Poor  readers  as  well  can  beneht 
from  “doing”  science,  and  students 
with  poor  self  esteem  can  become 
successful  risk-takers.  (“Just  because 
a kid  cannot  read  does  not  mean  he 
cannot  think.”)  If  this  approach  is 
not  practiced  statewide,  don’t  blame 
TMA’s  award  winner:  He’s  evange- 
listic about  it,  having  offered  about 
four  dozen  workshops  on  the  topic, 
and  he’s  taught  teachers-to-be  at  the 
University  of  Houston,  where  he  has 
completed  course  work  for  a doctor- 
ate in  education. 

“I’m  always  learning  something 
new  and  I enjoy  bringing  this  new- 
ness or  this  awe  to  my  students  in 
class.  . . . Every  day  I come  into 
class  with  something  new  that  I’ve 
learned  and  I try  to  share  it  with  my 
kids  and  I try  to  do  it  in  an  exciting 
manner.  Sometimes  the  kids  think 
Mr.  Hoke  knows  everything,  and  it 
does  them  good  to  realize  that  I’m 
still  learning.” 

How  can  one  speak  with  a 
teacher  and  not  ask  about  teacher 
frustration  or  problems  in  our  edu- 
cational system?  Hoke  says  his 
biggest  frustration  is  the  low  prior- 
ity science  teaching  receives.  “We 
get  a lot  of  verbiage.  ...  I think 
President  Bush  has  come  out  that  by 
the  year  2000  we  want  to  be  tops  in 
the  world  in  science.  Unfortunately, 
when  it  gets  down  to  the  local  level 
. . . most  school  districts  in  the  state 
of  Texas  spend  more  on  laundering 
their  athletic  uniforms  than  they  do 
on  all  science  programs  K [kinder- 
garten] through  12.” 
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But  Hoke  remains  undeterred,  as 
he  explained  to  TMA  delegates: 
“Someone  said  that  after  getting 
these  several  science  awards  I’ve 
received  this  year  . . . ‘Boy,  you’re 
really  going  to  stay  in  science  teach- 
ing now.’  But,  folks,  I have  always 
been  going  to  stay  in  science  teach- 
ing. I was  never  going  to  leave  sci- 
ence teaching.  . . . I’m  happy  to  be  a 
teacher.  I like  what  I’m  doing.” 

Hoke,  who  describes  1990  as  an 
“exciting  year,”  also  has  been 
named  Outstanding  Earth  Science 
Teacher  by  the  American  Geological 
Institute,  received  the  National  Con- 
servation Award  from  the  Daughters 
of  the  American  Revolution,  and 
won  the  National  Science  Eounda- 
tion  Presidential  Award  for  Excel- 
lence in  Science  Teaching. 

Like  Hoke,  other  teachers  recog- 
nized by  the  association  this  year 
show  energy,  innovation,  and 
“beyond  the  call”  dedication  to 
their  students.  Without  exception 
these  special  teachers  take  their  stu- 
dents to  nature  and  bring  nature  to 
the  classroom.  When  possible  they 
integrate  science  into  other  subjects, 
and  most  of  all,  they  do  science. 

Fossicking,  bus  driving,  and  battiing  boredom 

Award  of  merit  winner  Jody 
Hodges,  a sixth  grade  teacher  at 
Lamar  Middle  School  in  San  Mar- 
cos, first  became  known  locally  for 
her  ability  to  “scrounge”  for  class- 
room supplies.  Not  long  after  arriv- 
ing at  Lamar  Middle  School,  she 
inventoried  her  “meager  supplies” 
and  then  called  on  the  community 
for  help.  “I  visited  flea  markets  and 
garage  sales  to  purchase  usable  sup- 
plies,” she  remembers.  “Within  that 
first  year,  after  I began  an  activity- 
based  science  class,  I noticed  a 
change  in  my  students.  The  excite- 
ment for  science  was  building.” 


In  1985  she  created  ATOMS 
(Afternoon  Training  of  Mad  Scien- 
tists), an  out-of-class  program  that 
sponsors  field  trips  and  guest  speak- 
ers for  her  young  scientists.  An  aver- 
age grade  of  80  is  the  minimum 
requirement  for  membership,  and 
students  scramble  to  stay  in,  espe- 
cially before  the  annual  “overnight 
science  extravaganza,”  36  hours  of 
exploration  along  the  Blanco  River 
near  Wimberley.  Seventy-three  stu- 
dents attended  early  this  summer. 

Each  year  Hodges  also  sponsors 
another  of  her  projects,  the  “Electri- 
cal Lamar  Bazaar,”  a contest  for 
sixth-grade  inventors.  The  students 
work  hardest  for  gag  prizes,  Hodges 
says,  and  mentions  the  electric 
spaghetti-twirling  fork  and  the 
nail  polish  drier.  Some  of  the  stu- 
dents have  built  more  serious  things, 
though,  such  as  electric  motors 
and  robots. 

Linda  P.  Koehler,  an  award  of 
merit  winner  from  San  Antonio, 
dropped  out  of  school  when  she  was 
16  years  old  to  raise  three  younger 
sisters.  By  day  she  worked  at  a local 
discount  department  store;  at  night 
she  waited  tables  at  a truck  stop. 
Later  she  became  a secretary,  a bank 
teller,  and  a bookkeeper.  Neigh- 
bors, friends,  and  a younger  sister 
helped  with  child  care  while  she 
worked.  But  teaching  was  what  she 
wanted  to  do.  “It’s  been  a dream  of 
mine  since  I was  in  the  fourth 
grade,”  she  says.  “I  had  a fourth- 
grade  teacher  who  inspired  me.  . . . 
She  gave  me  conhdence  in  myself.  I 
was  a very  shy  child,  and  I really 
didn’t  have  any  confidence,  because 
. . . I wasn’t  dressed  as  well  as  the 
other  children,  I didn’t  speak  as 
well,  and  did  not  have  the  home  life 
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what  do  Americans  — including  Texans  — know  about  science?  Not 
nearly  enough,  experts  say,  and  the  fast-developing  technologies  of  today’s 
world  require  a working  knowledge  of  scientific  principles. 

TMA’s  awards  program  for  science  teaching  was  launched  as  the  first  of 
several  important  initiatives  to  address  the  growing  crisis  in  science  educa- 
tion and  the  long-term  effects  that  scientific  illiteracy  poses  for  the  future  of 
Texas.  The  program  was  initiated  by  a Blue  Ribbon  Committee  on  Science 
and  Scientific  Affairs,  appointed  by  immediate  past  president  Max  C.  But- 
ler, MD.  Chaired  by  F.  Warren  Tingley,  MD,  the  committee  believes  that 
the  need  to  support  science  education  is  critical. 

The  Congressional  Institute  for  the  Future  reports  that  almost  90%  of 
the  US  population  is  scientifically  illiterate,  and  that  the  problem  is  worsen- 
ing. As  reported  by  Americati  Scientist,  “The  middle  aged  adults  of  the  year 
2010  are  already  in  high  school.  Unless  they  are  locked  up  until  they  learn 
more  science,  about  95  percent  will  be  scientifically  illiterate.” 

The  National  Science  Foundation  predicts  a shortage  of  more  than 
40,000  bachelor  of  science  degrees  in  science  and  engineering  by  the  year 
2006.  As  if  that  weren’t  enough,  a recent  survey  by  The  International  Asso- 
ciation for  the  Evaluation  of  Educational  Achievement  shows  that  Ameri- 
can students  score  far  lower  than  their  foreign  counterparts  in  biology, 
chemistry,  physics,  and  math.  Even  our  medical  schools  are  being  affected; 
the  American  Medical  Association  reports  that  applications  are  down  to 
1.7  for  each  admission. 


the  other  children  had.  And  she  rec- 
ognized that  and  took  me  under  her 
wing  and  led  me  along  the  way.” 

In  1980  Koehler  finished  her  pre- 
college requirements  and  then  began 
college.  “After  my  last  sister  was 
raised,  my  husband  said.  It’s  your 
turn.’”  She  completed  undergradu- 
ate and  master’s  degree  programs, 
making  Who’s  Who  Among  Stu- 
dents in  American  Universities  and 
Colleges.  She  now  teaches  20  fifth 
graders  at  Valley-Hi  Elementary 
School  in  San  Antonio. 

“Children  need  to  be  actively 
involved  in  their  learning  and  need 
to  manipulate  the  tools  of  their 
learning,”  she  says.  They  also  need 
to  move  and  use  their  five  senses  to 
internalize  the  knowledge,  pro- 
cesses, and  concepts.” 

“By  having  children  actively 
involved  in  learning  at  the  beginning 
of  the  year,  they  learn  to  observe 
and  question  why  grapes  sink  and 
apples  float.  By  the  end  of  the  year, 
they  are  so  confident  that  they  begin 
to  design  their  own  investigations  to 
try  and  find  out  how  boats  float  and 
what  water  displacement  is.” 


Carolyn  Pesthy,  PhD,  award  of 
merit  winner  from  Douglas 
MacArthur  High  School  in  San 
Antonio,  received  her  chauffeur’s 
and  bus  driver’s  licenses  to  tote  her 
students  to  field  trips  around  Texas. 
The  reason?  Bus  use  costs  $1  per 
mile  and  $13  per  hour  — too  much 
for  the  budget  to  bear.  In  1989,  after 
22  years  of  teaching,  she  received 
her  doctorate.  “I  really  wanted  to 
learn  more  about  how  to  get  kids  to 
learn.  I also  wanted  to  make 
changes  in  my  district  and  the 
United  States  and  I felt  that  would 
give  me  more  credibility.” 

Her  teaching  and  training  tell  her 
that  “some  things  . . . are  very 
wrong”  with  education  in  this  coun- 
try. First,  she  says,  many  students 
today  are  brighter  than  ever,  but 
they’re  not  “challenged  to  their 
potential.”  She  worries  about  grade 
inflation  and  feels  that  students 
must  be  required  to  meet  standards. 
If  a student  can’t  read  “at  grade 


level,”  he  or  she  should  be  sent  to 
reading  class  — not  a standard 
English  class  — until  reading  skills 
are  up  to  the  needed  level.  What’s 
the  point,  she  wonders,  if  a high 
school  diploma  means  only  that  the 
student  attended  the  required 
classes?  “I  feel  we  must  listen  to  our 
students,  encourage  them,  set  high 
expectations  and  goals,  and  believe 
with  all  our  hearts  that  we  can  make 
a difference,”  she  says. 

“One  of  the  major  challenges  I 
see  in  education  today  is  the 
extended  role  we  as  teachers  are 
asked  to  assume:  the  role  of  mother, 
father,  priest,  counselor,  and  caring 
person  — a role  many  of  us  feel 
pressured  by  or  unable  to  fill,”  she 
wrote  in  the  essay  required  of  all 
nominees  for  TMA’s  award.  “And 
yet  we  must  recognize  in  these 
changing  times  for  the  American 
family  that  a teacher  needs  to  be 
more  than  just  a conveyor  of  infor- 
mation. I believe  that  the  role  of 
advisor  and  friend  is  every  bit  as 
important  as  the  role  of  teacher.  It  is 
imperative  for  us  to  understand  the 
needs  our  students  have  beyond  the 
classroom,  because  we  are  playing  a 
vital  role  in  the  forming  of  these 
young  people.” 

“I  keep  reminding  myself  that 
these  kids  are  ours  for  just  one  year 
to  mold,  shape,  and  love.  I sincerely 
believe  that  the  energy  we  expend 
will  be  returned  to  us  tenfold  in  the 
building  of  a greater  society.” 

Charles  Haynes  Swift,  merit 
award  winner  from  Lubbock, 
teaches  science  at  J.T  Hutchinson 
Junior  High  School  where  there’s  a 
waiting  list  for  his  class.  More  than 
400  students  have  participated  in 
his  “biology  camping  trips.” 

“Candidly,  a key  obstacle  to 
learning  in  our  program  is  often 
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labeled  apathy,”  he  says.  “I  believe 
it  more  accurately  can  be  described 
as  boredom!  . . . Personally,  I’m  so 
fearful  of  this  punishment  (bore- 
dom) that  it  haunts  me  constantly 
and  motivates  me  to  incessantly 
avoid  it  — first  in  my  own  personal 
and  professional  life  and,  second,  on 
behalf  of  my  students.” 

Swift  himself  is  a member  of  at 
least  15  civic  and  professional  orga- 
nizations and  has  led  educational 
tours  in  more  than  30  countries.  But 
how  does  he  hold  the  interest  of  sev- 
enth, eighth,  and  ninth  graders.^  Par- 
ticipation. His  students  volunteer  to 
work  in  the  South  Plains  Wildlife 
Rehabilitation  Center,  for  example, 
and  on  weekends  they  assist  Texas 
Tech  University  in  its  archaeological 
research. 

Don  Ward,  award  of  merit  win- 
ner from  Houston,  strikes  a similar 
theme:  “I  feel  that  my  major  goal  as 
biology  teacher  is  to  instill  in  my 
students  the  ability  ...  to  realize 
their  potential,  establish  attainable 
goals,  and  then  achieve  those 
goals.”  Ward  teaches  juniors  and 
seniors  at  Cypress-Fairbanks  High 
School  in  Houston. 

“I  prefer  to  begin  students  at  a 
level  where  they  think  they  cannot 
achieve,  and  gradually  work  toward 
a larger  scale  level  of  achievement,” 
he  says.  “Once  they  see  they  can 
achieve  and  be  successful,  they  will 
continue  to  achieve  even  when  their 
expectations  and  goals  get  progres- 
sively more  complex.” 

One  of  Ward’s  former  students, 
now  a university  professor,  remem- 
bers that  Ward  and  two  other  teach- 
ers developed  an  advanced  biology 
course  for  six  students  who  wanted 
to  learn  more  than  the  school’s  cur- 
riculum offered.  “We  found  out 


later,”  the  professor  says,  “that  all 
three  teachers  had  spent  most  of  the 
previous  summer  organizing  and 
designing  the  curriculum  for  the 
benefit  of  six  students.  I suspect  it 
paid  off:  that  group  of  six  now 
includes  two  PhDs,  one  MD, 
one  veterinarian,  and  a medical 
illustrator.” 

Merit  award  winner  Jim  Weber 
made  his  career  choice  in  the  10th 
grade  as  the  result  of  an  inspiring 
teacher.  “When  I was  in  high  school 
I enjoyed  sciences  a lot  and  I had  a 
very  influential  biology  teacher  ...  I 
used  to  go  in  before  school  and  stay 
quite  a bit  after  school  and  do 
things  that  were  science  related  and 
I really  got  involved  at  that  level  at 
that  time.”  Now  he  teaches  fresh- 
man and  sophomore  high  school 
biology  students  at  Oliver  Wendell 
Holmes  High  School  in  San  Antonio. 


“My  grandfather  was  a medical 
doctor;  my  uncle  is  a 74-year-old 
practicing  physician,”  Weber  wrote 
in  his  essay.  “I  disappointed  most  of 
my  family  by  not  carrying  on  the 
family  tradition.  I am  a science 
teacher.  Hopefully  I have  influenced 
thousands  of  science  students  in  a 
very  positive  way  over  the  years.” 

Weber  also  believes  in  the  power 
of  participation:  field  trips  to  the 
San  Antonio  Zoo,  Witte  Museum, 
marine  science  symposia,  and  the 
Y.O.  Ranch,  for  example.  And  each 
summer  he  selects  one  student  to 
conduct  field  studies  with  him.  That 
program  has  taken  him  to  the  Ama- 
zon, Galapagos  Islands,  Virgin 
Islands,  Australia,  and,  this  summer, 
to  Alaska. 

“I  look  at  myself  as  a freshman 
coach  trying  to  build  a varsity  sci- 
ence team  for  the  future,”  he  says. 


Science  award  recipient  asks  for  heip  from  physicians 

When  Michael  W.  Hoke  accepted  the  TMA  Award  for  Excellence  in  Sci- 
ence Teaching,  he  shared  with  TMA’s  delegates  his  own  insight  into  how 

physicians  might  help  teachers.  His  tips: 

• Adopt  a teacher.  I’m  not  talking  about  monetary  adoption.  I’m  talking 
about  a professional  adoption  situation  where  you  share  information. 
One  of  the  biggest  problems  that  we  have  in  teaching  today  ...  is  there 
is  such  a boom  in  information  that  it’s  very  difficult  for  us  to  keep  up. 

• Share  periodicals.  Most  schools  do  not  have  budgets  to  purchase  any 
type  of  scientific  periodicals. 

• Share  anatomical  models.  Some  of  my  best  models  have  been  given  to 
me  by  members  of  this  organization. 

• Run  for  local  school  boards  . . . When  you  are  in  that  position,  think 
about  science  education. 

• Continue  to  support  this  award.  43?- 
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But  what  of  the  future?  Is  it  as  grim 
as  some  educators  claim? 

“I  think  that  certainly  statewide 
and  maybe  nationwide  science  is  in 
a bad  state  of  affairs,  but  our  whole 
[educational  system]  is  in  a sad  state 
of  affairs  because  of  the  lack  of 
commitment  of  the  public,  because 
of  the  lack  of  involvement  by  par- 
ents, because  of  the  lack  of  prestige 
associated  with  our  whole  public 
educational  system  and  the  breakup 
of  the  family.  Well,  what  can  you 
say?  There  aren’t  very  many  positive 
things  on  the  horizon  to  say  about 
public  education.  Things  have  got  to 
change.” 

But  he  carries  on,  attitude  intact, 
and  like  the  other  recipients  of 
TMA’s  science  teaching  awards, 
seems  to  genuinely  enjoy  his  work: 

“1  think  teaching  is  wonderful.  I’ve 
always  enjoyed  it.  I have  tremen- 
dous, I think,  rapport  with  the  kids 
[that]  feeds  upon  itself.  I feed  on  the 
successes  of  my  kids  and  the  posi- 
tive things  that  happen  in  their  lives 
and  it  makes  me  feel  good  and  it 
makes  me  want  to  continue  doing 
more  and  more  with  them  all  the 
time.  If  you  like  people  and  if  you 
like  working  with  people  and  you 
like  helping  people  out  . . . teaching 
can  be  awesome,  it  can  be  spectacu- 
lar, it  can  be  really  wonderful.  I 
would  hope  that  somehow  more 
and  more  people  would  feel  this 
way,  would  be  attracted  into  teach- 
ing. If  that  does  occur,  there’s  hope 
for  science  and  there’s  hope  for  edu- 
cation. But  it’s  going  to  take  a 
tremendous  turnaround.” 

The  Texas  Medical  Association 
will  continue  to  encourage  science 
teaching  through  its  Award  for 
Excellence  in  Science  Teaching. 


A physician  remembers  Odeli  Johnson 

Listening  to  Dr  Max  Butler  make  the  first  presentation  of  the  TMA  Award 
for  Excellence  in  Science  Teaching  and  then  to  the  response  by  Michael 
Hoke,  I could  not  help  but  recall  the  single  most  influential  person  in  my 
decision  to  become  a physician.  Indeed,  the  same  person  influenced  four 
other  members  of  the  TMA  House  of  Delegates  greatly  in  their  early  lives: 
Dr  Harold  Boehning,  past  chairman  of  TEXPAC;  Dr  Merle  Delmer,  recipi- 
ent of  the  1990  TMA  Distinguished  Service  Award;  Dr  Betty  Stephenson, 
secretary/treasurer  of  TMA;  and  Dr  Charles  Tandy,  longtime  TMA  member. 

Odell  Johnson  taught  science  at  Abilene  High  School  for  many  years 
and  was  recognized  repeatedly  for  her  abilities  by  state  and  national  orga- 
nizations. Her  determination  to  see  that  others  excelled  carried  over  into 
her  personal  life,  having  done  successful  battle  with  several  different  malig- 
nancies until  the  final  episode. 

In  the  classroom,  she  was  a motivator,  ever  staying  one  or  two  jumps 
ahead  of  the  adolescent  mind  — challenging,  cajoling,  and  guiding  her  stu- 
dents, making  the  basics  of  biology  equally  as  interesting,  if  not  more  so, 
than  the  Eriday  night  football  game. 

After  class,  Ms  Johnson  was  never  too  busy  to  visit  with  her  students, 
discussing  lessons  of  the  day,  proposed  experiments,  or  exploring  the  future 
educational  and  professional  possibilities  with  groping  teenage  minds. 

Even  after  her  students  were  out  of  high  school,  she  had  them  return  to 
the  classroom  to  relate  their  college  experiences,  leading  her  pupils  on  in 
their  individual  searches  for  more  knowledge. 

She  kept  up  with  us  in  our  careers.  One  of  my  personal  pleasures  was 
visiting  her  on  occasion  with  my  wife  and  daughters,  letting  them  see  what 
a stimulant  to  learning  she  was  and  letting  her  see  that  her  own  efforts  did 
not  go  unnoticed.  She  taught  us  the  joys  of  learning,  of  diligent  effort,  of 
self-challenge,  and  the  curiosity  about  discovering  the  wonders  that  the 
next  minute,  day,  or  year  would  hold. 

Science  teachers  are  vitally  important  in  our  lives,  but  all  too  often,  it  is 
many  years  later  before  we  realize  just  how  important  they  have  been  to  us 
and  how  much  they  have  meant  in  our  intellectual  progression.  The  Texas 
Medical  Association  is  remembering  them  all  through  the  Award  of  Excel- 
lence and  Award  of  Merit  in  Science  Teaching. 

Each  of  us  has  his  or  her  own  memories  of  one  or  more  teachers  taking 
the  time  and  trouble  to  start  us  on  a proper  path.  Many  people  are  grateful 
to  Odell  Johnson  for  her  teaching  excellence,  and  I am  but  one  of  them. 

Sam  A.  Nixon,  MD 

President  Elect,  Texas  Medical  Association 


And  the  Blue  Ribbon  Committee 
will  extend  its  existence  for  a year 
longer  than  originally  proposed, 
simply  because  of  the  enthusiasm 
it  has  generated  among  participa- 
ting physicians. 


The  association  encourages  physicians  ami 
county  medical  societies  to  send  their  nomi- 
nations for  next  year's  Award  for  Excellence 
in  Science  Teaching  to: 

Mary  Rust, 

Scientific  Program  Coordinator, 

Texas  Medical  Association, 

1801  N Lamar  Blvd, 

Austin,  TX  78701. 
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And  when  we  go  to  battle,  our  winning 
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simple. 

First,  no  one  knows  more  about  defending 
doctors  than  we  do.  We  invented  professional 
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been  defending  doctors  ever  since. 

Second,  since  onr  incej)tion  we  have 
employed  only  the  most  experienced  and 
skilled  mal[)ractice  lawyers  in  vonr  ari'a.  We 
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Third,  commitment  of  this  kind  reonin's 
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II  von  would  like  this  kind  of  aggressive 
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Medical  Protective  (Company  (jeneral  Agent 
in  yonr  area  today. 
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Although  firearms  are  significant 
contributors  to  intentional  and 
unintentional  injuries  among  chil- 
dren in  Texas,  little  information  has 
been  published  on  this  topic.  We 
reviewed  all  firearm-related  deaths 
occurring  among  persons  younger 
than  15  years  of  age  in  Texas  from 
1984-1988.  There  were  337 
firearm-related  deaths  among  Texas 
children  0-14  years  of  age  in  this  5- 
year  period.  Unintentional  deaths 
and  firearm  homicides  were  approx- 
imately equal  for  this  age  group. 
Black  males  ages  10-14  years  were 
at  highest  risk  of  firearm-related 
death.  The  death  rate  for  males  was 
three  times  that  of  females.  Death 
rates  from  unintentional  shootings 
were  highest  in  rural  areas,  while 
firearm  homicides  and  suicides  were 
highest  in  the  largest  cities. 


Dr  Patterson,  Pediatric 
Consultant,  Texas 
Department  of  Health, 
Associateship  for 
Personal  Health 
Services,  1 100  W 49th 
St,  Austin,  TX  78756. 
Dr  Holguin,  Professor 
of  Epidemiology, 
University  of  Texas 
School  of  Public 
Health  MPH  Program 
at  San  Antonio,  7703 
Floyd  Curl  Drive,  San 
Antonio,  TX  78284. 
Send  reprint  requests 
to  Dr  Patterson. 


Firearm-related  deaths  among 
children  in  Texas:  1984-1988 

Patti  J.  Patterson,  MD 
Alfonso  H.  Holguin,  MD,  MPH 


Most  often  discussed  from 
the  aspect  of  unintentional 
injury  or  “accidents,” 
injury  is  the  leading  cause  of  death 
in  children  over  1 year  of  age  in  the 
United  States  (1).  Firearms  are 
significant  contributors  to  injury- 
related  mortality  in  childhood.  The 
frequency  of  deaths  from  uninten- 
tional firearm  injuries  in  children  in 
Texas  has  been  shown  to  be  signifi- 
cantly higher  than  the  number  of 
deaths  expected  from  national  data 
(2).  In  1987,  firearms  were  the  third 
leading  cause  of  unintentional  injury 
deaths  among  children  5-14  years  of 
age  in  Texas  (3).  In  addition,  fire- 
arms were  involved  in  more  than 
half  of  all  suicides  and  homicides  in 
the  5-14-year  age  group  during 
1987  (4). 

In  order  to  better  understand  the 
impact  of  firearms  upon  childhood 
mortality,  firearm-related  deaths 
among  Texas  children  ages  0-14 
were  examined  for  the  years  1984 
through  1988. 

Methods 

All  firearm-related  fatalities  in  Texas 
children  ages  0-14  were  reviewed 
for  the  5-year  period  1984-1988 


using  death  certificate  data  from  the 
Texas  Department  of  Health’s 
Bureau  of  Vital  Statistics.  Deaths  of 
children  0-14  years  of  age,  in  whom 
the  underlying  cause  of  death  was  a 
firearm-related  injury  (ICD-E  Code 
922,  955,  965,  or  985)  were 
included.  For  each  death,  the  child’s 
age,  sex,  race,  and  county  of  resi- 
dence were  obtained.  The  intent  of 
the  shooting  as  coded  on  the  death 
certificate  (unintentional,  homicide, 
suicide,  or  undetermined)  was  also 
acquired.  For  comparison,  data 
regarding  firearm-related  deaths  of 
individuals  15  years  of  age  and  over 
were  reviewed  for  the  same  5-year 
period.  This  information  was  limited 
to  the  person’s  age  and  intent  of  the 
shooting.  Population  estimates  were 
acquired  from  the  Texas  Depart- 
ment of  Health’s  Bureau  of  State 
Health  Policy  and  Data  Analysis. 

Results 

During  the  years  1984  through 
1988,  there  were  337  Texas  children 
ages  0-14  who  died  from  firearm- 
related  injuries  (1.64  deaths  / 
100,000  / year).  Unintentional 
deaths  accounted  for  43%  of 
firearm-related  mortality  in  these 


Unintended 


b 


2.  Percent  of  firearm- 
related  deaths  in 
Texas  by  intent. 

(a)  Children  ages  14 
years  and  less,  and 

(b)  all  individuals  ages 
1 5 years  and  over. 
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children,  while  homicides  accounted 
for  41%,  suicides  for  15%,  and 
undetermined  causes  for  1%.  This 
was  markedly  different  from  the 
pattern  seen  in  individuals  15  years 
of  age  and  older,  in  whom  only  5% 
of  firearm-related  deaths  were  unin- 
tentional (Fig  1).  Children  less  than 
age  15  years  comprised  only  2%  of 
the  15,668  firearm-related  fatalities 
occurring  in  Texas  in  this  time 
period,  but  they  represented  16%  of 
the  890  victims  of  unintentional 
shootings.  Only  the  15-19-  and 
20-24-year-old  age  groups  had 
higher  death  rates  from  uninten- 
tional shootings  than  did  the  10-14- 
year  age  group  (Fig  2). 

Overall,  unintentional  deaths 
were  the  leading  cause  of  firearm- 
related  deaths  in  children  ages  0-14 
years  with  an  annual  death  rate  of 
0.71  / 100,000  population  / year, 
followed  closely  by  homicide  with 
an  annual  rate  of  0.67  deaths  / 

100,000  population  / year.  Firearm- 
related  suicides  caused  0.25  deaths  / 

100,000  population  / year  in  this 
group.  The  leading  cause  of  firearm- 
related  deaths  among  children  var- 
ied by  sex,  race,  age  group,  and  pop- 
ulation density. 


This  article  has  been  named  a recipient  of 
the  Harriet  Cunningham  Citation  for 
Meritorious  Scientific  Writing.  The  award, 
named  m memory  of  a longtime  managing 
editor  of  Texas  Medicine,  recognizes  articles 
of  exceptional  scientific  quality  published  in 
the  journal. 


Sex 

Unintentional  shootings  were  the 
leading  cause  of  firearm-related 
death  among  males  (1.15  deaths  / 

100,000  / year),  while  the  leading 
cause  among  females  was  homicide 
(0.43  deaths  / 100,000  / year). 

Males  were  more  likely  than  females 
to  be  victims  of  all  types  of  firearm 
violence  (Fig  3).  Overall,  the 
firearm-associated  death  rates  were 
three  times  greater  for  males  than 
for  females.  The  death  rate  from 
unintentional  shootings  for  individu- 
als under  age  15  was  4.6  times 
higher  for  males  than  for  females. 

Race  / ethnicity 

Overall,  the  firearm-related  death 
rates  were  highest  in  black  children. 
This  was  true  for  both  sexes  and  all 
three  age  groups  (0-4,  5-9,  and 
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2.  Average 
annual  death  rates 
from  unintentional 
firearm-related 
injury  m Texas 
by  age  group, 
1984-1988. 


10-14  years).  Unintentional  shoot- 
ing was  the  leading  cause  of  firearm- 
related  deaths  among  white  and 
Hispanic  children,  while  homicide 
was  the  leading  cause  among  black 
children  (Fig  4).  Black  males,  ages 
10-14,  had  the  highest  firearm- 
related  death  rate  overall  (7.55 
deaths  / 100,000  / year).  In  the  0-14 
age  group,  black  males  had  the  high- 
est death  rate  for  suicides  and  homi- 
cides (0.44  and  2.05  deaths  / 

100,000  / year,  respectively),  while 
the  death  rate  for  unintentional 
shootings  was  highest  among  white 
males  (1.35  deaths  / 100,000  / year) 
(Fig  5).  Among  females,  black  chil- 
dren had  the  highest  firearm-related 
death  rates,  leading  both  for  unin- 
tentional and  homicide  deaths  (0.45 
and  0.82  deaths  per  100,000  per 
year,  respectively).  White  and 
Hispanic  females  had  virtually  iden- 
tical firearm  suicide  rates  (0.14  and 
0.13  deaths  per  100,000  per  year), 
twice  that  of  black  females  (0.07 
deaths  / 100,000  / year)  (Fig  6). 
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4.  Average  annual  death 
rates  in  children  0-1 4 
years  of  age  from  firearm- 
related  injury  by  race  / 
ethnicity  and  intent  in 
Texas,  1984-1988. 


5.  Average  annual  death 
rates  in  males  0-14  years 
of  age  from  firearm- 
related  injuries  by  race  / 
ethnicity  and  intent  in 
Texas,  1984-1988. 


6.  Average  annual  death 
rates  in  females  0-1 4 
years  of  age  from  firearm 
related  injuries  by  race  / 
ethnicity  and  intent  in 
Texas,  1984-1988. 
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Variations  in  the  patterns  of  firearm- 
related  deaths  were  seen  in  the  three 
age  groups  addressed  (Fig  7).  During 
the  5 years  reviewed,  49  children 
ages  0-4  years  were  killed  by 
firearms  in  Texas.  Twenty-six  of 
these  deaths  were  coded  as  uninten- 
tional (0.37  deaths  / 100,000  / year), 
and  23  were  coded  as  homicides 
(0.33  deaths  / 100,000  / year).  Of 
the  sixty  5-9-year-olds  killed  by 
firearms  (0.85  deaths  / 100,000  / 
year),  31  were  unintentional  (0.44 
deaths  / 100,000  / year),  28  were 
homicides  (0.40  deaths  / 100,000  / 
year),  and  1 was  a suicide  (0.01 
deaths  / 100,000  / year).  Seventy 
percent  of  all  firearm-related  deaths 
in  children  less  than  age  15  were  in 
the  10- 14-year-old  age  group,  where 
88  deaths  were  unintentional  (1.36  / 
100,000  / year),  86  were  homicides 
(1.33  / 100,000  / year),  51  were  sui- 
cides (0.79  / 100,000  / year),  and  3 
deaths  were  of  undetermined  intent. 


Population  density 
The  death  rate  for  unintentional 
shootings  was  2.6  times  greater  for 
rural  (non-MSA)  counties  than  for 
counties  located  within  a metropoli- 
tan statistical  area  (MSA).  This  dif- 
ference was  most  pronounced  when 
rural  counties  were  compared  with 
Level  A MSA  counties  (metropolitan 
statistical  areas  having  a population 
of  1 million  or  more:  Houston, 
Dallas,  Fort  Worth  / Arlington,  and 
San  Antonio).  The  death  rate  from 
unintentional  firearm  injuries  in  chil- 
dren was  2.9  times  greater  in  rural 
counties  than  in  Level  A MSA  coun- 
ties (7.1  versus  2.46  deaths  / 

100,000  / year).  On  the  other  hand, 
firearm  homicide  death  rates  were 
highest  in  the  largest  cities,  being  2.4 
times  greater  than  that  of  non-MSA 
counties  (Fig  8). 

Discussion 

Although  the  firearm-related  death 
rates  in  childhood  are  much  lower 
than  those  seen  in  adults,  they  still 
merit  our  attention.  These  data 
demonstrate  that  firearms  are 
significant  contributors  to  inten- 
tional and  unintentional  deaths  in 
Texas  children.  Evaluation  of  this 
information  accompanied  by  a 


review  of  the  available  literature 
provides  insight  into  potential  pre- 
vention strategies. 

During  the  5 years  studied,  145 
Texas  children  were  killed  uninten- 
tionally by  firearms.  The  problem  of 
unintentional  firearm  deaths  is  not 
unique  to  Texas.  Firearms  are  the 
fifth  ranking  cause  of  death  due  to 
unintentional  trauma  in  the  United 
States  among  children  under  the  age 
of  18  years  (5).  For  children  ages 
5-14  years,  unintentional  firearm 
deaths  were  surpassed  only  by 
motor  vehicle  fatalities  and  drown- 
ings  as  a cause  of  injury-related 
death  in  Texas  (3). 

Unintentional  deaths  are  a minor 
part  of  overall  firearm-related  mor- 
tality among  adults,  but  they  are  a 
major  part  of  that  mortality  in  chil- 
dren. By  addressing  unintentional 
deaths  in  children,  we  can  have  a 
significant  impact  on  the  overall 
problem  of  firearm-related  deaths  in 
this  age  group.  Although  the  circum- 
stances surrounding  these  cases  were 
not  investigated,  other  studies  have 
found  that  most  unintentional 
firearm  deaths  among  children  occur 
in  homes,  with  improperly  stored 
firearms,  in  the  absence  of  adult 
supervision,  and  frequently  involve 
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children  playing  with  guns  (5-8). 
Other  studies  have  found  firearms  to 
he  not  uncommonly  left  loaded, 
unlocked,  and  in  the  reach  of  chil- 
dren (8-10).  It  is  possible  that  many 
parents  do  not  understand  the  con- 
siderable risks  that  accompany  a 
firearm  in  the  reach  of  a child.  These 
risks  must  be  viewed  from  a child 
development  perspective.  Young 
children  do  not  have  the  judgment 
to  handle  these  weapons  safely,  and 
developmentally  cannot  understand 
the  dangers  firearms  impose.  It  is 
possible  that  the  ways  in  which 
firearms  are  portrayed  on  television, 
and  the  realistic  appearance  of  many 
toy  guns  are  adding  to  this  lack  of 
understanding.  Many  tragic  inci- 
dents have  occurred  when  a child 
has  mistaken  a real  gun  for  a toy  (7). 

The  risks  faced  by  children 
from  firearms  are  considerable.  It 
has  been  estimated  that  half  of 
American  homes  contain  one  or 
more  firearms,  and  that  one  home  in 
five  contains  a handgun  (11).  The 
most  common  reason  given  for  hav- 
ing a gun  in  the  home  is  “for  protec- 
tion” (10).  This  reasoning  leads  to 
firearms  being  left  loaded  and 
easily  accessible  to  use  in  the  event 
of  an  emergency. 


The  Texas  data  do  offer  some 
assistance  in  identifying  groups  at 
high  risk  for  firearm-related  injury. 
White  males  were  at  greatest  risk  for 
unintentional  injury,  while  black 
males  were  at  highest  risk  for 
firearm  homicide.  Our  information 
confirms  that  of  other  studies 
demonstrating  a strong  rural  versus 
urban  influence  in  firearm  homicides 
and  unintentional  firearm  deaths  (6). 
Other  studies  have  shown  varying 
results  related  to  the  percentages  of 
childhood  shootings  that  involve 
handguns  (7,14).  This  information 
was  not  reliable  in  the  Texas  death 
certificate  data,  with  most  weapon 
types  being  reported  as  “firearm 
undetermined,”  rather  than  desig- 
nated as  a handgun,  rifle,  or  shotgun. 

The  problems  of  firearm-related 
homicides  and  suicides  in  childhood 
need  further  investigation.  In  a 
recently  published  review  of  child- 
hood injury  deaths  in  Texas,  homi- 
cide and  suicide  were  the  third  and 
fifth  leading  causes  of  injury-related 
deaths  among  10-14-year-olds  (12). 
Other  studies  have  demonstrated 
increasing  trends  in  firearm  suicides 


and  homicides  in  teenagers  (13,  14). 
Investigation  of  the  circumstances 
surrounding  these  deaths  may  pro- 
vide information  needed  to  develop 
prevention  strategies.  A report  from 
California  demonstrated  an  increase 
in  intentional  shootings  of  young 
children  as  a result  of  gang-related 
violence  (8).  A strong  relationship 
between  firearm  suicide  and  alcohol 
or  other  drug  use  among  teenagers 
has  also  been  demonstrated  (15). 

The  full  impact  of  firearm  vio- 
lence in  children  must  be  viewed 
outside  the  world  of  mortality  statis- 
tics. It  is  estimated  that  three  to  four 
nonfatal  injuries  occur  for  every 
fatal  shooting  (4).  These  nonfatal 
injuries  result  in  expensive  hospital- 
izations, prolonged  rehabilitative 
therapy,  and  often  leave  the  victim 
with  a life-long  disability. 

Recommendations 

We  need  to  redefine  these  injuries  in 
our  thinking.  Instead  of  considering 
them  to  be  “random  accidents,” 
they  should  be  addressed  as  pre- 
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related  iniuries  by  intent 
and  population  density  in 
Texas,  1984-1988.  Non- 
MSA  counties  are  located 
outside  of  any  metro- 
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veritable  events  and  perhaps  in  some 
cases  even  to  be  the  result  of  negli- 
gence on  the  part  of  caregivers 
responsible  for  protecting  children. 
As  advocates  for  children,  physi- 
cians can  play  a significant  role  in 
making  parents  aware  of  child  safety 
through  anticipatory  guidance  based 
on  the  child’s  developmental  level. 
Anticipatory  guidance  should 
include  questions  about  firearms. 

Are  there  firearms  in  the  home? 
Where  are  they  kept?  Are  they 
loaded?  Can  the  family  reconsider 
their  need  for  guns  in  the  home 
(16)?  Physicians  need  to  be  able  to 
discuss  with  parents  the  potential 
risks  associated  with  keeping  a 
firearm  in  their  home  including 
injury  or  death  from  unintentional 
gunshot  wounds,  homicide  during 
domestic  quarrels,  and  ready  access 
to  a highly  lethal  means  of  suicide. 
Parents  who  decide  to  keep  a gun  in 
their  home  should  be  aware  of  the 
following  rules  for  firearm  safety  (17): 

1.  Never  keep  a loaded  gun  in  the 
house  or  car. 

2.  Keep  guns  and  ammunition 
locked  in  separate  places. 

3.  Always  treat  a gun  as  if  it  were 
loaded  and  ready  to  fire. 

4.  Never  allow  children  access 
to  guns. 

5.  Have  a gunsmith  check  antique 
and  souvenir  guns  to  be  sure  they 
are  not  loaded;  these  guns  should 
be  fixed  so  they  cannot  be  fired. 

6.  It  is  also  necessary  to  see  that 
these  precautions  are  carried  out 
in  other  homes  where  the  child 
might  visit. 

Although  educational  efforts  are 
important,  experience  shows  that 
education  alone  has  demonstrated 
little  effect  in  preventing  injuries 
(18).  The  topic  of  limiting  access  to 
firearms  rapidly  draws  emotional 


responses  from  both  advocates  and 
opponents,  while  open  access  has 
been  demonstrated  to  be  associated 
with  increased  homicides,  suicides, 
and  unintentional  deaths  by  firearms 
(19,  20). 

Firearm-related  death  among 
children  and  teenagers  is  a 
significant  public  health  problem. 
Reduction  in  the  number  of  deaths 
will  require  comprehensive 
approaches  to  the  complex  social, 
psychological,  and  political  aspects 
complicating  this  issue.  By  empha- 
sizing the  preventability  of  this 
major  public  health  problem,  physi- 
cians and  other  health  officials  can 
reverse  the  trend  of  these  deaths, 
lost  years  of  productive  lives,  and 
permanent  disabling  injuries. 
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Commentary 


My  mother  used  to  say  that  proper 
dinner  conversation  always  avoids 
any  mention  of  sex,  politics,  or  reli- 
gion. Too  controversial.  In  Texas, 
we  might  add  a fourth  — firearms 
and  gun  control.  The  worst  argu- 
ment I ever  witnessed  at  my  dinner 
table  was  between  two  guests  argu- 
ing pro-  and  anti-gun  control.  For 
many  Texans,  the  Wild  West  myth 
has  elevated  the  gun  to  a sacred 
place  in  their  hearts  as  well  as  to  the 
rack  across  the  pick-up  window. 

Talk  of  gun  control  smacks  of  disre- 
spect for  our  Bill  of  Rights  if  not 
downright  subversiveness. 

This  month,  Drs  PJ  Patterson  and 
AH  Holguin  point  up  the  menace  of 
easily  available  firearms  to  the  safety 
of  children.  In  an  analysis  of  337 
firearm-related  deaths  among  our 
children  from  1984-1988,  they  note 
a frequency  of  Texas  deaths 
significantly  higher  than  would  be 
expected  from  national  data.  Sadly, 
43%  of  these  deaths  were  uninten- 
tional. Rural  areas  had  a 2.9  times 
greater  death  rate  for  unintentional 
shootings  than  metropolitan  areas 
(that  is,  it  can’t  just  be  blamed  on 
urban  violence).  In  addition,  an  esti- 
mated three  to  four  nonfatal  injuries 
occur  for  every  fatal  shooting. 

Their  report  echos  recent 
national  concern  about  firearms. 
Consider:  Roughly  33,000  firearm 
deaths  are  reported  in  the  United 
States  annually.  We  have  twice  the 
number  of  gun  homicides  and  sui- 
cides as  Latin  America  and  nearly 
five  times  that  of  Canada  and 
Europe.  Between  1960  and  1980  the 
national  death  rate  from  firearm 
homicide  increased  by  160%  while 
all  other  homicides  increased  by 
only  85%.  The  most  rapid  rate  of 
increase  has  been  in  the  5-  to  9-year 
age  group! 


Proper  dinner  conversation  includes 
“keep  guns  away  from  children” 

Larry  Patton,  MD 

Vice-I’residcnt,  Texas  Chapter  of  the  American  Academy  of  I’ediatrics 
lOO  N Cottonwood,  Richardson,  I’X  75080. 


Nearly  8.7  million  American  chil- 
dren and  adolescents  have  access  to 
handguns.  Florida  reported  a 42% 
increase  in  gun  incidents  in  schools 
during  1987-88,  with  86%  of  the 
guns  that  were  traced  coming  from 
the  students’  homes.  In  one  study  of 
unintentional  shootings  of  children 
ages  16  or  under,  50%  occurred  in 
the  victims’  homes  and  38%  in  the 
homes  of  friends  and  relatives.  Easy 
access  to  loaded  guns  in  the  home  is 
probably  the  chief  contributing  fac- 
tor in  unintentional  shootings  of 
children  14  and  under. 

In  all  of  medicine,  and  especially 
in  the  care  of  children,  prevention 
of  illness  and  injury  has  been  our 
most  effective  tactic.  In  testimony 
on  behalf  of  the  American  Academy 
of  Pediatrics  before  the  House  Select 
Committee  on  Children,  Youth  and 
Families,  Dr  Katherine  A.  Christoffel, 
a national  authority  on  firearm 
injuries,  stressed  that  firearm  deaths 
should  be  among  the  most  pre- 
ventable of  all  childhood  fatalities. 
She  notes  that  prevention  can  occur 
at  any  one  of  several  points:  manu- 
facture / importation,  sale  / transfer, 
possession  / storage,  and  use. 
Purchase  and  possession  / storage 
are  the  ones  most  amenable  to  pedi- 
atric anticipatory  guidance. 

The  Florida  Legislature,  noting 
that  “.  . . a tragically  large  number 
of  Florida  children  have  been  acci- 
dentally killed  or  seriously  injured 
by  negligently  stored  firearms,  and 
that  placing  firearms  within  the 
reach  or  easy  access  of  children  is 
irresponsible  . . .”  passed  in  June 
1989  a bill  requiring  persons  to 
keep  firearms  in  a locked  container 
or  in  an  otherwise  secured  location 
preventing  access  to  minors.  The  bill 
specifies  also  the  legislature’s  intent 
“.  . . that  adult  citizens  of  the  state 


retain  their  constitutional  right  to 
keep  and  bear  firearms  for  hunting 
and  sporting  activities  and  for 
defense  . . . and  as  collectibles.” 
(Incidentally,  Florida  is  the  only 
state  exceeding  Texas  in  over-the- 
counter  gun  sales.) 

Drs  Patterson  and  Holguin  end 
with  suggestions  for  prevention  of 
firearm-related  deaths  among  chil- 
dren and  teenagers  which  include 
education  and  more  responsible 
behavior  by  adult  caregivers.  The 
American  Academy  of  Pediatrics,  as 
a child  safety  advocate,  goes  one 
step  further  and  requests  federal  ini- 
tiatives to  address  the  need  for  gun 
control  and  gun  safety  to  protect  the 
lives  of  children  and  adolescents. 
Texas  suffered  337  unnecessary 
firearm  deaths  among  children  in 
one  5-year  period,  a number  that 
should  shock  us  into  active  preven- 
tive measures.  At  the  dinner  table  or 
in  any  available  forum,  we  need  to 
discuss  active  prevention  of  firearm 
injury  and  death  among  children. 
The  constitutional  right  to  bear  arms 
does  not  extend  to  minors  who  are 
unable  to  bear  them  safely. 
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If  we  all  shared  just  a small  part  of  our 
extra  time  and  money,  society’s  problems 
would  be  no  match  for  us. 

Problems  like  drug  abuse  .The  home- 
less. Or  equal  opportunity  for  all  citizens. 

Millions  of  people  have  • 

helped  establish  five  percent  of  their 
incomes  and  five  hours  of  Whaty^ 


^ volunteer  time  per  week  as  America’s  standard 
m of  giving. 
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' every  year.  With  a force  equivalent  to  20 
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The  Census  can  do  more  for  your 
bottom  line  than  you  think. 


Information  the  Census  receives 
may  be  important  to  the  future  plans 
of  your  company.  For  instance,  shifts 
in  population  may  show  a need  for 
new  or  increased  services 
in  growing  areas.  That 
may  lead  to  additional 
■M  opportunities 
cSuid  for  your  company. 

Answer  the  Census. 

It  counts  for  more  than  you  think. 
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818  26  Road,  Grand  Junction,  CO  81506 
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Pediatric  AIDS:  adolescence, 
delinquency,  drug  abuse,  and  AIDS 


Sexual  promiscuity  often  is  part  of 
the  lifestyle  of  teenagers  ivho  are 
delinquent  and  abuse  drugs,  and 
that  behavior  puts  them  at  mcreased 
risk  of  contracting  HIV  infection  / 
AIDS.  Many  of  these  juveniles  are 
runaways  or  live  in  disorganized 
homes,  and  as  a result  they  are  hard 
to  reach  and  it  is  extremely  difficult 
to  provide  health  and  other  services 
to  them.  Indeed,  these  youths  at  risk 
most  frequently  may  he  identified 
and  helped  when  they  run  afoul  of 
the  laiv  and  enter  the  judicial  sys- 
tem. With  that  in  mind,  concerned 
professionals  in  San  Antonio  have 
developed  an  innovative  program  to 
provide  primary  care,  drug  abuse 
treatment  and  rehabilitation,  and 
AIDS  prevention  education  to  the 
youthful  offenders  admitted  to  the 
Juvenile  Detention  Center  of  Bexar 
County.  They  hope  it  will  give  some 
of  these  youngsters  the  help  and  the 
opportunity  they  need  to  grow  up, 
become  productive  citizens,  and 
stay  alive. 
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Adolescent  delinquency,  drug 
abuse,  and  increased  risks 
for  human  immunodefic- 
iency virus  (HIV)  infection  / AIDS 
often  coexist  (1-5).  While  many 
studies  demonstrating  simultaneous 
criminal  behavior  and  drug  abuse 
among  adolescents  have  been  pub- 
lished, the  causal  relationships 
between  drug  abuse  and  crime 
remain  speculative:  some  experts  on 
these  social  conditions  argue  that 
drug  abuse  causes  crime,  while  oth- 
ers believe  that  youths  with  criminal 
tendencies  are  inclined  to  become 
drug  abusers.  Others  still  believe 
that  both  delinquency  and  drug 
abuse  are  behavioral  manifestations 
of  a “deviance  syndrome”  resulting 
from  various  common  etiological 
factors  and  processes  (2).  That 
delinquent  behavior  and  drug  abuse 
expose  adolescents  to  increased  risks 
for  being  infected  by  the  HIV  and 
developing  AIDS  has  been  pointed 
out  in  a number  of  recent  publica- 
tions (3-5). 

Juvenile  delinquency  seems  to  be 
on  the  increase:  in  1983  there  were 
on  the  average  176  adolescents  held 
in  custody  per  100,000  juvenile  pop- 
ulation; this  number  increased  to 
203  by  1987,  with  the  average  daily 
population  of  juveniles  in  public 
correctional  facilities  exceeding 
53,000  (3).  These  numbers,  how- 
ever, are  a gross  underestimate  of 
the  amount  of  juvenile  delinquency 
in  this  country  because,  as  pointed 
out  by  the  Council  on  Scientific 
Affairs  of  the  American  Medical 
Association,  50%  of  the  youths  who 
commit  a delinquent  offense  and  are 
booked  by  the  police  are  released  to 
their  homes  or  another  agency  with- 
out pretrial  detention  (3).  It  has 
been  estimated  from  longitudinal 
studies  that  25%-35%  of  all 
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adolescents  in  this  country  will  have 
committed  a legal  offense  by  the  age 
of  19  years  (6). 

Drug  abuse  among  adolescents 
has  been  associated  with  sexual 
promiscuity  and  juvenile  prostitu- 
tion (4).  Many  of  these  teenagers  are 
runaways,  may  live  in  disrupted 
home  settings,  or  are  difficult  to 
reach  because  of  other  factors. 
Therefore,  prevention  of  HIV  infec- 
tion / AIDS  and  other  sexually  trans- 
mitted diseases  is  extremely  difficult, 
if  not  impossible,  when  one  is  trying 
to  provide  services  for  these  youths. 
Lack  of  insurance  coverage,  issues  of 
informed  consent,  confidentiality, 
and  societal  resistance  to  adopting 
explicit  educational  programs  for 
adolescents  make  effective  interven- 
tion strategies  most  difficult  (4). 

To  complicate  things  further, 
youths  caught  in  the  web  of  delin- 
quent behavior  find  it  difficult  to 
extricate  themselves  in  spite  of  the 
judicial,  medical,  and  psychological  / 
educational  efforts  to  support  them. 
It  has  been  estimated  that  40%  of 
youths  referred  to  juvenile  courts 
become  repeat  offenders  (7).  It 
appears  that  with  each  repeat  of- 
fense the  delinquent  youths  get  more 
and  more  involved  in  aberrant 
behaviors,  and  their  risks  for  a vari- 
ety of  problems  such  as  infection  by 
HIV  increase.  The  latter  appears  to 
be  the  ultimate  threat  to  the  life  of 
these  youths  because  it  leads  to  the 
death  of  the  infected  young  persons 
without  the  hope  of  definitive  ther- 
apy at  the  present  time.  The  number 
of  HIV-infected  adolescents  in  this 
country  is  unknown  because  of 
reporting  difficulties.  Those  of  us 
working  in  this  area  can  report  that 
there  is  a constant  increase  in  the 
number  of  HIV-infected  adolescents. 
It  is  clear  that  in  many  of  the 
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reported  cases  of  AIDS  among 
young  adults  between  20-30  years 
of  age,  the  patients  were  infected  as 
adolescents.  It  has  been  estimated 
that  2 1 % of  these  young  adults 
acquired  their  HIV  infection  during 
adolescence. 

During  adolescence,  the  percent 
of  youths  acquiring  sexually  trans- 
mitted infections  attributed  to  het- 
erosexual contacts  is  estimated  to  be 
between  8%-15%,  while  among 
adults  it  is  only  4%  (5).  The  ratio  of 
male  to  female  adolescents  acquiring 
HIV  infection  appears  to  be  3:1. 
However,  among  female  adolescents 
with  HIV  infection,  approximately 
half  acquire  the  infection  through 
heterosexual  contacts.  Hein  specu- 
lates (5)  that  “given  what  we  know 
about  other  sexually  transmitted  dis- 
eases, such  as  gonorrhea  and  syph- 
ilis, once  HIV  has  entered  the  ado- 
lescent population,  it  is  likely  to 
spread  rapidly  but  silently,  since  the 
average  period  of  latency  from  infec- 
tion to  disease  is  now  estimated  to 
be  9 years.  Female  adolescents  have 
the  highest  rates  of  reported  sexually 
transmitted  diseases  of  any  age 
group  when  rates  are  corrected  for 
the  percent  of  sexually  active  people 
in  each  age  category.”  Information 
about  the  fact  that  HIV  infection 
has  entered  the  adolescent  commu- 
nity of  our  country  comes  from  vari- 
ous sources:  (a)  the  Surgeon  Gener- 
al’s study  of  HIV  seroprevalence 
among  students  of  colleges  and  uni- 
versities demonstrated  that  3 per 
1,000  students  are  HIV-infected, 
with  freshmen  showing  the  same 
prevalence,  and  most  of  these  infec- 
tions must  have  occurred  during  the 
high  school  years  of  these  adoles- 
cents; (b)  the  findings  of  Brundage  et 
al  (9)  on  the  rates  of  HIV  seroposi- 
tivity  among  military  recruits  aged 


16-20  years;  and  (c)  the  findings 
among  applicants  for  the  Job  Corps 
program  (10).  The  latter  two  studies 
confirm  the  findings  of  the  Surgeon 
General’s  investigation  of  HIV  infec- 
tion prevalence  among  students  of 
colleges  and  universities. 

It  is  clear  that  the  epidemic  of 
HIV  infection  / AIDS  has  entered 
various  segments  of  the  American 
adolescent  population  and  that  it 
presents  significantly  higher  risk  to 
delinquent,  drug  abusing  youths. 
Before  the  epidemic  spreads  in  its 
silent  way  among  our  adolescents 
and  deprives  us  of  a whole  genera- 
tion of  our  society,  as  has  happened 
in  some  developing  countries,  we 
need  to  focus  our  attention  on  this 
usually  underserved  and  often  mis- 
understood but  also  most  important 
segment  of  our  population. 

As  stated  by  the  current  Surgeon 
General,  Dr  A.  Novello,  in  the  Final 
Report  of  the  US  Department  of 
Health  and  Human  Services  Secre- 
tary’s Work  Group  on  Pediatric  HIV 
Infection  and  Disease,  “.  . . it 
remains  a tragic  fact  that  most 
teenagers  at  risk  for  HIV  infection 
are  not  likely  to  be  enrolled  in  estab- 
lished systems  of  care”  (3).  Since  the 
risk  for  HIV  infection  among  ado- 
lescents is  associated  with  the  exist- 
ing high  frequencies  of  drug  abuse 
and  delinquency  in  this  population, 
it  would  be  helpful  to  view  these 
issues  together,  particularly  among 
youths  who  come  to  the  attention  of 
the  care  systems  because  of  delin- 
quency, drug  abuse,  or  primary 
diagnosis  of  HIV  infection.  As  stated 
earlier,  one  fourth  to  one  third  of 
adolescents  in  this  country  will  have 
committed  a legal  offense  by  age  19 
years.  Therefore,  it  appears  that  the 
most  frequent  point  of  identification 
of  a youth  at  risk  would  be  his  / her 


encounter  with  the  judicial  system. 
This  is  particularly  true  since  our 
society  has  for  decades  adopted  the 
legalistic  approach  to  the  control  of 
drug  abuse  in  our  population.  For 
many  years,  such  encounters  with 
the  legal  system  have  been  used  as 
points  of  entry  into  a punitive  pro- 
cess for  adolescents  and  adults  who 
have  committed  offenses  against  the 
society.  In  recent  years,  however,  a 
new  way  of  facing  these  encounters 
has  emerged.  This  is  exemplified  in 
the  mission  statement  of  the  Juvenile 
Detention  Center  of  Bexar  County, 
Texas,  which  reads  as  follows: 

The  encounter  of  an  adolescent 
with  the  Law  and  temporary 
confinement  in  the  Juvenile 
Detention  Center  could  be  his  / 
her  opportunity  of  a lifetime  to 
break  the  cycle  of  delinquency 
and  drug  abuse  and  to  return  to 
society  living  an  enjoyable, 
peaceful  and  productive  life. 

In  this  institution,  approximately 
1,500  youths  are  admitted  every 
year.  They  often  come  from  families 
of  low  socioeconomic  background 
where  medical  care  is  poor  or  non- 
existent. Approximately  80%  are  of 
Hispanic  or  black  ethnic  / racial  ori- 
gin; most  are  males  (90%)  whose 
average  age  is  14.9  years  (range 
10-17  years).  Their  average  reading 
skills  are  at  the  fourth  grade  level, 
their  mathematics  skills  are  at  the 
third  grade  level,  and  most  of  them 
have  either  dropped  out  of  school  or 
have  been  expelled.  While  80%  of 
these  youths  appear  to  have  been 
exposed  to  alcohol  and  other  drugs, 
the  exact  percentage  who  abuse 
cocaine,  opiates,  and  other  “hard” 
drugs  is  not  known.  National  com- 
parisons of  alcohol  use  by  youths  in 
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1.  Comparisons  of  alcohol  consumption  by  detained  adolescents  and  youths  not  in  custody. 


detention  centers  with  that  of  their 
peers  who  have  not  been  in  trouble 
with  the  law  are  shown  in  Fig  1 
(12,13).  A nationwide  survey  of 
juveniles  in  custody  showed  that 
63%  of  detained  adolescents  used 
drugs  regularly  and  32%-39%  were 
under  the  influence  of  alcohol  or 
another  drug  when  they  committed 
their  offense  (13).  Before  their  entry 
into  the  detention  facility,  what  are 
the  “health”  problems  of  youths  in 
custody? 

If  one  divides  the  “health”  prob- 
lems of  these  youth  into  “medical” 
and  “psychosocial,”  they  can  be 
classified  as  shown  in  Fig  2. 

Medical  disorders  fall  into  sev- 
eral categories: 

Lack  of  preventive  care  — This 
is  expressed  as  lack  of  or  incomplete 
immunization,  malnutrition,  and 
so  forth. 

Poor  physical  hygiene  — Lack 
of  knowledge  of  personal  care 
resulting  in  acne,  poor  menstrual 
hygiene,  dietary  abuse,  and  similar 
conditions. 

Dental  problems  — These  prob- 
lems include  caries,  missing  teeth, 
fractured  teeth,  and  infected  teeth. 
One  study  showed  that  90%  of 
detained  adolescents  had  dental 
problems. 

Physical  trauma  — Previous  frac- 
tures, serious  accidents,  physical 
abuse  and  resulting  handicaps  are 
significantly  more  frequent  among 
detained  youth  than  among  youth 
not  in  custody  (3). 

Drug  abuse  — As  mentioned, 
these  adolescents  have  been  heavily 
exposed  to  abuse  of  alcohol  and 
other  drugs,  and  in  some  the  results 
include  hepatitis,  AIDS,  damage  to 
their  central  nervous  system,  and 
other  disorders. 


Alcohol  consumption 

% of  Youths 
in  Detention 

% of  Youths 

Not  in  Custody 

Consumed  alcohol  sometime  in  the  past 

90 

65 

Consumed  alcohol  during  past  month 

62 

27 

Consumed  alcohol  for  5 or  more  days 

during  past  month 

38 

6 

Sexually  transmitted  diseases 
(STD)  — While  there  is  very  little 
published  information  about  boys 
with  sexually  transmitted  diseases  in 
detention  facilities,  it  is  well  docu- 
mented that  girls  in  detention  facili- 
ties have  a high  incidence  of  vagini- 
tis, vaginal  discharge,  gonorrhea, 
chlamydial  disease,  and  other  sexu- 
ally transmitted  diseases. 

These  youths  also  have  a high 
incidence  of  psychosocial  problems. 
When  compared  with  those  not  in 
custody,  detained  youth  have 
significantly  higher  incidences  of 
learning  disabilities,  conduct  disor- 
ders, depression,  and  other  psychi- 
atric illnesses,  as  well  as  delays  in 
the  educational  and  vocational 
progress.  These  disorders  can  be  the 
result  of  various  organic,  ecological 
(family,  school,  peers),  or  psycholog- 
ical factors. 

Innovative  intervention 
program 

In  order  to  provide  such  high-risk 
youths  with  an  opportunity  to 
escape  from  the  vicious  cycle  of 
delinquency,  neglected  health,  drug 
abuse,  and  risk  for  HIV  infection  / 
AIDS,  a new  and  innovative  pro- 
gram of  intervention  was  developed 
in  San  Antonio.  With  a grant  from 
the  Bureau  of  Health  Care  Delivery 
and  Assistance  of  the  Health 
Services  Resource  Administration  of 
the  US  Department  of  Health  and 
Human  Services,  a demonstration 
project  was  developed  to  provide 
integrated  primary  care,  drug  abuse 
treatment  and  rehabilitation,  and 
AIDS  prevention  to  the  children 
admitted  to  the  Juvenile  Detention 
Center  of  Bexar  County  (JDC).  Five 
agencies  joined  hands  in  the  imple- 
mentation of  this  program:  the 
Department  of  Pediatrics  at  The 


University  of  Texas  Health  Science 
Center  at  San  Antonio;  the  Juvenile 
Probation  Department  and  the 
Health  Department  of  Bexar 
County;  and  two  community  health 
clinics,  the  Ella  Austin  Community 
Health  Center  and  the  Stella  Maris 
Clinic.  The  principle  hypothesis  to 
be  tested  is  that  an  integrated  multi- 
disciplinary approach  to  the  treat- 
ment of  these  youths  will  be  effec- 
tive in  providing  them  with  the 
support  they  need  to  escape  from 
their  problems. 

The  program  has  been  organized 
in  the  following  steps: 

1.  Evaluation  of  each  detainee  and 
identification  of  his  / her  needs. 

2.  Development  of  an  individual 
intervention  plan. 

3.  Intervention  while  the  adoles- 
cent is  detained  in  the  JDC. 

4.  Development  of  a plan  for  con- 
tinuing care  and  follow-up  (after- 
care) during  the  probation  period. 

Evaluation,  identification  of  needs 
Upon  admission  to  the  JDC,  each 
youth  is  given  an  evaluation  which 
includes  complete  physical  examina- 
tion and  appraisal  of  his  / her  health 
status,  status  of  immunization,  den- 
tal care  needs,  existence  of  physical 
handicaps  and  illnesses,  history  of 
drug  abuse,  and  possible  presence  of 
sexually  transmitted  diseases.  It  also 
includes  an  evaluation  of  the  youth’s 
psychosocial  development  with  spe- 
cial emphasis  on  the  intellectual 
achievements  and  capabilities,  pres- 
ence or  absence  of  learning  disabili- 
ties and  psychiatric  disorders,  and 
particularly  of  depression  and  / or 
conduct  disorders.  At  the  comple- 
tion of  the  evaluation  each  young- 
ster has  his  / her  inventory  of  inter- 
ventional needs  made  and  a “case 
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'1.  Health  problems  among  detained  youth  before  their  encounter  with  the  legal  system. 


Medical 

Lack  of  preventive  care 
Poor  physical  hygiene 
Dental  problems 

Physical  trauma  (physical,  sexual  abuse) 
Drug  abuse  and  resulting  diseases 
(hepatitis,  AIDS) 

Sexually  transmitted  diseases 


Psychosocial 

Learning  disabilities 
Conduct  disorders 
Depression 

Other  psychiatric  disorders 
Educational/vocational  delays 


manager”  assigned.  The  case  man- 
ager organizes  and  coordinates  the 
plan  of  personalized  intervention  for 
each  one  of  his  / her  patients  both 
during  the  stay  at  the  JDC  and  dur- 
ing aftercare  for  the  duration  of  the 
youth’s  probation  period. 

Development  of  intervention  plan 
The  case  manager  for  each  youth 
presents  the  needs  of  his  / her 
patient  at  a staff  meeting  and  the 
individualized  intervention  plan  is 
created  by  the  program  staff. 

Intervention  at  JDC 
During  the  30-40-day  stay  of  each 
youngster  at  the  JDC,  treatment  is 
delivered  for  the  physical  and  men- 
tal health  problems  and  for  drug 
abuse  issues.  The  progress  of  each 
patient  is  evaluated  and,  toward  the 
end  of  his  / her  stay,  an  aftercare 
plan  is  developed.  The  plan  includes 
intervention  with  the  family. 

Aftercare  during  probation 
On  the  average,  each  former 
detainee  goes  through  a year  of  pro- 
bation during  which  the  assigned 
probation  officer  and  the  case  man- 
ager work  jointly  to  complete  the 
youngster’s  treatment  and  bring 
about  his  / her  educational  or  voca- 
tional rehabilitation.  At  the  end  of 
the  probation  period,  the  former 
detainee  is  given  the  opportunity  to 
stay  within  the  program  and  con- 
tinue to  receive  comprehensive  care 
in  one  of  the  participating  clinics. 

Conclusion 

The  program  has  just  begun.  We 
plan  to  evaluate  the  results  of  this 
program  of  intervention  in  order  to 
demonstrate  that  comprehensive 
intervention  by  physicians,  psychol- 
ogists, social  workers,  nurses. 


educational  and  vocational  coun- 
selors, and  probation  officers  can 
make  the  difference  and  give  some 
of  these  youths  the  opportunity  to 
recover  from  their  problems,  protect 
themselves  from  AIDS,  and  return  to 
society  as  useful  and  happy  citizens. 

It  is  a new  way  of  trying  to  take 
care  of  an  old  set  of  problems  of 
juveniles,  and  we  hope  that  it  will 
work  for  some  of  them.  In  the  age  of 
AIDS,  we  need  to  approach  the 
solution  of  medical  and  psycho- 
social problems  in  new  and  innova- 
tive ways. 
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Chest  pain  is  a common  clinical 
expression  of  coronary  artery  dis- 
ease. Less  well  known  is  that  chest 
pain  is  far  more  frequently  a 
somatic  expression  of  inner  stress. 
This  study  reports  on  data  gathered 
frot7i  all  patients  with  completely 
normal  angiograms  studied  in  the 
Catheterization  Laboratory  of  The 
Methodist  Hospital  in  the  years 
1 984  and  1 985.  Questionnaires 
were  sent  to  570  patients,  and  there 
were  371  replies.  Of  those  who 
replied,  26%  qualified  for  a diagno- 
sis of  “generalized  anxiety  disorder” 
only,  while  an  additional  43% 
qualified  for  a diagnosis  of  “panic 
attacks  ” or  “panic  disorder.  ” Stress 
was  frequently  diagnosed,  but  sel- 
dom treated.  This  article  includes 
suggestions  about  identification  of 
these  disorders  and  their  treatment. 
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A recently  published  report  of 
the  Epidemiologic  Catch- 
ment Area  studies  from  the 
National  Institute  of  Mental  Health, 
ranked  chest  pain  and  palpitations 
among  the  top  five  symptoms  unex- 
plained by  any  physical  cause  (1). 
Patients  who  have  chest  pain  sugges- 
tive of  angina  pectoris,  but  no  evi- 
dence of  coronary  artery  obstruction 
or  other  cardiac  abnormality  to 
explain  their  discomfort,  are  numer- 
ous in  the  clinical  population.  In 
1984,  approximately  540,000  heart 
catheterizations  were  performed,  of 
which  10%  to  45%  were  normal 
studies  (2-4).  One  report  showed 
the  risk  of  fatal  outcome  in  those 
with  normal  or  nearly  normal  studies 
to  be  less  than  2 per  1,000  patients 
per  year  over  a 4-year  period  (5). 

Studies  have  shown  that  follow- 
ing a normal  catheterization, 
patients  still  experience  substantial 
continuing  morbidity  and  disability, 
with  continued  use  of  medical  facili- 
ties and  services  (6-8).  In  these  stud- 
ies, two  thirds  or  more  patients 
showed  continued  pain,  and  about 
the  same  number  continued  to  use 
cardiac  medicines,  especially 
nitrates:  some  50%  or  more  of  the 
patients  continued  to  limit  their 
activities,  feared  exertion,  and 
feared  heart  disease.  Continued  doc- 
tor visits,  emergency  room  visits, 
and  rehospitalization  have  been 
reported  by  10%  to  30%  (6-8). 

Bass,  (4)  in  a study  of  unex- 
plained breathing  disorder,  reported 
the  first  prospective  study  that  eval- 
uated the  psychologic  state  of  99 
patients  undergoing  coronary 
angiography.  Forty-six  percent  of 
the  99  subjects  had  normal  or  near 
normal  angiograms.  Thirty  of  the  46 
patients  with  normal  angiograms 
had  symptoms  of  hyperventilation. 


and  almost  two  thirds  had  elevated 
psychiatric  morbidity  scores. 

Anxiety  disorder  was  the  psychiatric 
diagnosis  found  most  often. 

Weilgosz  and  others  (3)  per- 
formed Minnesota  Multiphasic 
Inventory  evaluations  in  a group  of 
217  patients  whose  heart  catheteri- 
zations yielded  normal  results.  They 
reported  that  an  elevated  hypochon- 
driasis score  best  predicted  contin- 
ued chest  pain,  which  occurred  in 
two  thirds  of  the  patients  studied. 
Beitman  (9)  has  reported  a prospec- 
tive interview  study  of  two  groups 
of  patients  with  normal  coronary 
angiograms;  panic  disorder  was 
diagnosed  in  30%  of  one  group  and 
36%  of  the  second  group.  Katon 
(10)  has  reported  similar  findings 
in  a post-angiography  interview 
study  of  74  patients  showing  greater 
levels  of  panic  disorder  (43%  vs 
6.5%)  and  major  depression  (36% 
vs  15%)  than  patients  with  chest 
pain  and  demonstrable  coronary 
artery  disease. 

Our  study  examines  retrospec- 
tively a 2-year  sample  of  patients 
with  completely  normal  angiograms 
for  the  presence  of  anxiety  or  panic 
disorder,  or  both,  8 to  18  months 
after  the  angiogram. 

Methodology 

Our  study  population  consisted  of 
patients  who  had  normal  angio- 
grams with  no  coronary  lesions  at 
The  Methodist  Hospital  Catheter- 
ization Laboratories  during  the 
years  1984  and  1985.  (These 
patients  constituted  8%  of  all 
patients  in  whom  angiograms  were 
performed  during  that  time). 

Patients  with  known  heart  disease. 
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except  mitral  valve  prolapse,  were 
excluded.  The  catheterizations  had 
been  performed  8 to  18  months 
before  the  study  was  done.  Pre- 
catheterization symptoms  and 
descriptions  of  angina  were  recorded 
from  the  patients’  charts,  as  were 
medications  given,  state  of  activity, 
and  so  forth. 

The  sampling  instruments  used 
included; 

1.  A questionnaire  asking  for 
information  about  (a)  current  chest 
pain  symptoms,  activity  levels,  and 
medications  being  used,  and  (b)  a 
list  of  18  anxiety  and  panic  symp- 
toms derived  from  the  SADS-LA 
(11)  sampling  instrument  from 
which  the  patients  were  to  indicate 
current  symptoms.  These  questions 
were  directed  at  current  experiences, 
for  example,  “Do  you  currently 
experience  symptoms  such  as  feeling 
your  heart  race  or  pound?”  “Do  you 
currently  experience  symptoms  such 
as  feeling  dizzy  or  light-headed?”  In 
the  first  sample,  additional  questions 
were  asked  about  breathing  difficul- 
ties in  certain  situations. 

2.  The  Brief  Symptom  Inventory 
(BSI)  (12),  a 53-item  self-rating  scale 
widely  used  as  a measure  of  emo- 
tional and  psychological  status.  This 
gives  data  on  eight  dimensions  of 
personality  functioning,  for  exam- 
ple, somatization,  obsessive-compul- 
sive disorder,  anxiety,  and  depres- 
sion. Chi  square  significance  levels 
are  reported  for  associations  be- 
tween variables.  There  were  some 
additions  to  the  questionnaire  in  the 
1985  study,  and  they  are  identified 
separately.  There  were  no  other 
significant  differences  found  be- 
tween the  samples,  leading  to  their 
condensation  for  this  report. 


1.  Precatheterization  symptoms  reported  by  .^71  respondents  to  questionnaire. 


Symptom 

% 

Symptom 

% 

Dyspnea 

37 

Feel  suffocated 

20 

Palpitations 

18 

Dizziness 

12 

Sweating 

16 

Syncopal  feelings 

10 

Results 

From  the  570  patients  sampled,  we 
received  371  replies  (70%).  Females 
composed  60%  of  the  sample.  The 
mean  age  of  the  females  was  56.7  ± 
9.5  years,  while  males  had  a mean 
age  of  50.4  ± 10.9  yrs;  80%  were 
married.  Angina  was  described  as 
atypical  in  76%  and  typical  in  14%. 
Ten  percent  had  no  pain.  In  36%, 
treadmill  tests  revealed  cardiac 
abnormalities,  and  62%  of  the 
respondents  received  heart  medica- 
tions prior  to  their  examination. 
Among  the  respondents  3%  had  used 
tranquilizers,  and  only  4%  had  a 
prior  history  of  psychiatric  disorders. 

Precatheterization  symptoms  are 
shown  in  Fig  1.  Seven  percent  had 
prior  emergency  room  visits  for 
angina,  and  a third  of  the  sample 
had  prior  hospitalizations  for  chest 
pain.  After  catheterization,  76%  of 
the  respondents  reported  they  still 
had  chest  pain,  56%  were  still 
unsure  as  to  whether  they  had  heart 
disease,  and  32%  described  them- 
selves as  limited  in  physical  activities 
since  the  catheterization.  Only  6% 
were  not  working  as  a result  of  their 
chest  pain,  but  45%  considered 
exertion  dangerous.  Thirty-seven 
percent  reported  continued  visits  to 
their  physician  for  chest  pain,  and 
17%  had  been  rehospitalized  for 
chest  pain  since  their  catheteriza- 
tion. Of  the  sample,  30%  received 
cardiac  drugs,  including  25%  who 
received  nitrates.  While  47%  of  the 
sample  were  told  their  symptoms 
were  due  to  stress,  only  4%  were 
told  to  see  a professional.  Seventeen 
percent  received  tranquilizers.  Thus 
79%  of  the  sample  patients  received 
only  reassurance  as  to  the  absence  of 
heart  disease  or  were  told  they  suf- 
fered from  stress  but  received  no 


recommendations  for  therapy. 

Among  the  sample  group,  69% 
qualified  for  diagnoses  of  “general- 
ized anxiety  disorder”  or  “panic  dis- 
order”; 26%  had  six  or  more  anxi- 
ety symptoms  currently;  96% 
reported  having  these  symptoms  at 
least  6 months  or  more,  and  87% 
reported  symptoms  for  a year  or 
more.  Forty-three  percent  reported 
attacks  of  at  least  four  symptoms 
weekly  for  at  least  3 weeks,  most 
associated  with  fear  (panic  attacks). 
Of  those  so  reporting,  53%  had 
these  attacks  at  least  weekly  (panic 
disorder).  With  regard  to  the  breath- 
ing symptoms  described  by  Bass  (4), 
74%  reported  one  or  more,  50% 
two  or  more,  36%  three  or  more, 
and  26%  four  or  more.  Gastro- 
intestinal symptoms  were  promi- 
nent also,  43%  reported  upset 
stomach  and  diarrhea,  and  34% 
reported  dysphagia. 

Analysis  of  the  various  factors  in 
the  BSI  indicated  that  the  somatiza- 
tion factor  was  elevated  to  the  level 
seen  in  psychiatric  outpatients  in 
65%  of  the  sample.  At  least  two  fac- 
tors were  elevated  to  this  level  in 
44%  of  the  sample. 

Numbers  of  elevated  BSI  factor 
scores  correlated  highly  with  a diag- 
nosis of  generalized  anxiety  disorder 
(p  = 0.00001)  and  panic  disorder 
(p  = 0.0001).  The  diagnosis  of  panic 
attack  was  associated  with  both 
emergency  room  visits  and  prior 
hospitalization  (p  = 0.02).  The  diag- 
nosis of  generalized  anxiety  disorder 
was  associated  with  persistent 
angina  (p  = 0.007)  and  belief  in 
prior  myocardial  infarction  (p  = 
0.01).  In  the  1985  sample,  48%  of 
the  patients  labeled  themselves  as 
having  a heart  problem.  Fifty-five 
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percent  of  the  1985  sample  group 
believed  they  had  experienced  a 
heart  attack,  despite  the  fact  that 
only  2%  had  been  so  told  in  the 
past.  Seventy-two  percent  believed 
they  would  have  serious  heart  dis- 
ease in  the  future.  Belief  in  a prior 
myocardial  infarction  was  associ- 
ated with  the  diagnosis  of  anxiety  at 
the  p = 0.01  level,  while  belief  in 
serious  heart  disease  in  the  future 
was  associated  with  an  anxiety  diag- 
nosis at  the  (p  = 0.03)  level.  Less 
than  2%  of  patients  received  a diag- 
nosis of  vasospasm,  while  many 
received  nitrates  (25%)  and  calcium 
channel  blockers  (7%).  Analysis  of 
symptomatology  relative  to  pain  at 
rest,  pain  in  sleep  and  use  of  these 
drugs  revealed  no  correlation. 

Symptoms  of  chest  pain,  palpita- 
tion, breathlessness,  fears  of  faint- 
ing, and  feelings  of  numbness  and 
tingling  were  highly  associated  with 
panic  attacks  (p  = 0.001  or  greater). 
Dry  mouth,  jitteriness,  feeling  shaky, 
tense  muscles,  restlessness,  easy 
fatigue,  irritability,  and  difficulty 
concentrating  were  more  often  asso- 
ciated with  generalized  anxiety  dis- 
order (p  = 0.001  or  better).  Those 
without  an  anxiety  diagnosis  had 
symptoms  such  as  chest  pains 
(66%),  nervousness  (49%),  easy 
fatigability  (45%),  and  sweating  a 
lot  (45%). 

Discussion 

Our  retrospective  study  constitutes 
the  largest  consecutive  sample  of 
patients  with  no  heart  disease  evalu- 
ated psychologically  thus  far.  In  men 
and  women  who  demonstrate  no 
coronary  artery  disease  on  catheteri- 
zation, the  data  from  this  and  other 
studies  make  a strong  case  for  a high 


prevalence  of  (a)  anxiety  states  with 
or  without  hyperventilation,  (b) 
panic  states,  and  (c)  patients  with 
somatoform  disorder  who  tend  to 
express  emotional  conflict  in 
somatic  symptoms.  Anxiety  disor- 
ders are  quite  common,  with  a 
recent  National  Institute  of  Mental 
Health  study  showing  an  annual  US 
prevalence  of  4-8%  (13).  Goldberg 
(14)  reported  that  60%  of  patients 
with  anxiety  disorder  presented  to 
primary  care  settings  with  somatic 
symptoms.  Twenty-six  percent  had 
symptoms  associated  with  physical 
disorders,  and  only  14%  presented 
with  anxiety.  Some  have  tried  to  dif- 
ferentiate hyperventilation  states 
from  anxiety  states,  but  both  accom- 
pany stress-induced  hyperadrenergic 
states.  The  data  from  The  Methodist 
Hospital  samples  would  seem  to 
support  the  observations  of  Bass  (4) 
as  to  the  prevalence  of  respiratory 
symptoms  and  hyperventilation. 
Only  14%  of  patients  in  our  sample 
had  typical  angina,  which  does  not 
seem  different  from  the  8%  of 
Waxier ’s  (15)  sample  or  the  20%  in 
the  Weilgosz  (3)  sample.  The 
Methodist  Hospital  sample  showed 
high  numbers  of  patients  who,  with 
current  diagnostic  criteria,  would 
qualify  for  a diagnosis  of  generalized 
anxiety  disorder,  and  smaller  num- 
bers who  would  qualify  for  a diag- 
nosis of  panic  disorder.  Our  figures 
for  panic  disorder  are  similar  to 
those  reported  by  Beitman  (9)  and 
Katon  (10).  The  significant  elevation 
of  the  somatization  factor  in  almost 
two-thirds  of  our  population  is  sup- 
portive of  the  frequent  anxiety  diag- 
nosis seen,  since  it  contains  many 
symptoms  frequently  reported  by 
anxious  patients.  Its  elevation  is 
consistent  with  Goldberg’s  (14) 
finding  that,  in  his  study,  many 


patients  in  whom  anxiety  symptoms 
were  diagnosed  did  not  present  with 
anxiety  as  a subjective  feeling,  but 
with  many  somatic  anxiety  symp- 
toms. The  number  of  patients  with 
elevated  BSI  scales  also  associated 
strongly  with  the  diagnosis  of  anxi- 
ety and  panic  disorder  in  our  popu- 
lation. The  somatization  factor  on 
the  BSI  was  significantly  elevated  in 
those  patients  who  did  not  qualify 
for  either  anxiety  or  panic  disorder 
diagnoses.  These  patients  probably 
represent  the  population  described 
by  Escobar  (1)  in  the  Epidemiologic 
Catchment  Area  Studies,  who  fre- 
quently reported  chest  pain  but  did 
not  meet  criteria  for  formal  diagnos- 
able  psychiatric  illness. 

The  study  population  does  not 
contain  a prior  bias  toward  psychi- 
atric illness  since  our  sample  showed 
a low  level  of  prior  psychiatric  treat- 
ment, approximating  levels  reported 
in  recent  epidemiologic  studies  of 
anxiety  and  depression  in  normal 
populations. 

Our  data  are  similar  to  those  of 
others  who  report  continued  disabil- 
ity, fear  of  exertion,  and  continued 
visits  to  physicians,  emergency 
rooms,  and  hospitals  at  unaccept- 
ably high  levels.  This  does  not  seem 
surprising,  since  less  than  half  the 
patients  in  our  sample  were  told 
their  illness  was  due  to  stress,  and 
far  fewer  still  received  specific  rec- 
ommendations for  follow-up.  It  is 
clear  that  in  this  population,  reas- 
surance as  to  cardiac  integrity  fails 
to  relieve  the  patients’  symptoms. 

The  study  data  indicate  that  symp- 
toms often  viewed  as  cardiac  (dysp- 
nea, dizziness,  palpitations,  and  so 
forth)  are  not  being  considered  as 
possible  symptoms  of  anxiety  states. 
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which,  in  company  with  chest  pain, 
are  far  more  prevalent  in  the  popu- 
lation than  is  ischemic  heart  disease, 
especially  in  the  younger  age  groups. 

One  review  article  on  the  epi- 
demiology of  angina  quotes  figures 
of  0.5  to  5 per  1,000  between  age 
40  and  60  (16).  This  is  no  doubt  a 
high  figure  due  to  the  subjective 
nature  of  data  collected  and  the 
reports  by  investigators  that  angina 
symptoms  that  were  present  one 
year  were  absent  the  next.  From  a 
comparison  of  the  incidence  figures 
for  anxiety  and  angina,  the  average 
patient  presenting  with  chest  pain  to 
a practitioner  is  15  to  100  times 
more  likely  to  have  anxiety  than 
heart  disease.  Swartz  (17)  docu- 
ments a subpopulation  of  somatiza- 
tion disorder  patients  in  an  Epidem- 
iologic Catchment  Area  sample  who 
had  chest  pain,  dyspnea,  palpita- 
tions, fainting,  and  nervousness. 

They  were  7%  of  the  sample  studied 
and  were  married,  male,  urban, 
older,  and  high  users  of  outpatient 
health  care.  Our  male  sample  had 
more  significant  elevations  of  BSI 
factors  than  the  females  except  on 
the  somatization  factor. 

Our  patients  often  self-diagnose 
their  conditions  as  heart  disease,  and 
the  high  correlation  of  chest  pain 
and  future  belief  in  cardiac  morbid- 
ity with  anxiety  diagnosis  suggests 
that  the  persistence  of  these  symp- 
toms, despite  reassurance  as  to  car- 
diac integrity,  reinforces  the  belief  in 
current  and  future  cardiac  disease. 
An  increased  awareness  that  chest 
pain,  primarily  of  an  atypical  type, 
occurs  in  many  anxious  patients 
should  help  to  broaden  the  search 
for  other  symptoms  of  this  fre- 


quently occurring  state.  The  occur- 
rence of  a number  of  these  symp- 
toms in  sudden  attacks,  with  or 
without  accompanying  fear  states, 
will  help  to  identify  those  with  a 
panic  state.  The  use  of  appropriate 
pharmacotherapy  with  or  without 
formal  psychiatric  consultation  will 
certainly  diminish  the  morbidity  and 
hypochondriasis,  which  is  a frequent 
accompaniment  of  these  clinical  dis- 
orders. 

Another  clue  is  the  observation 
of  Bass  (4)  that,  in  those  with  panic 
states,  there  are  frequent  sighing  res- 
pirations (two  per  minute).  These 
patients  have  chronic  hyperventila- 
tion, whose  presentation  is  less  dra- 
matic than  in  those  with  acute 
hyperventilation  episodes. 

Current  cardiology  texts  give  lit- 
tle attention  to  anxiety  states  in  the 
differential  diagnosis  of  angina  pec- 
toris, a lack  which  may  reflect  the 
tendency  to  a more  narrow  focus 
which  seems  to  accompany  the 
increasing  specialization  in  medi- 
cine. More  precise  diagnosis  of  anxi- 
ety may  also  help  better  define  a 
subgroup  of  patients  who  may  have 
other  causes  for  their  chest  pain. 

The  data  of  Bass  (4)  and  Katon  (10) 
indicate  that  these  symptoms  occur 
far  less  often  in  those  with  diag- 
nosed coronary  artery  disease  than 
in  anxious  patients  with  chest  pain. 
Ischemic  heart  disease  certainly 
deserves  first  concern  because  of  its 
gravity,  but  anxiety  states  are  major 
causes  of  dysfunction  and  malaise  in 
our  society  and  are  deserving  of 
early  and  thorough  treatment. 

The  liberal  prescription  of  ni- 
trates and  calcium  channel  blockers 
testifies  to  the  concern  of  cardiolo- 
gists about  the  possible  presence  of 
variant,  or  Prinzmetal’s,  angina.  Few 
patients  in  our  sample  actually  had 


ergonovine  testing,  and  diagnosis  of 
coronary  vasospasm  was  almost 
absent.  Our  data  analysis  revealed 
no  correlation  of  angina  symptoms 
associated  with  vasospasm  and  the 
use  of  nitrates,  calcium  channel 
blockers,  and  beta-adrenergic 
blockers. 

The  great  prevalence  of  breathing 
abnormalities  in  our  test  group  and 
that  of  Bass  (4)  is  important  since 
hyperventilation  has  been  shown  to 
precipitate  spasm  in  some  variant 
angina  patients.  A recent  report 
related  hyperventilation  to  the  pre- 
cipitation of  coronary  vessel  spasm 
and  esophageal  spasm  (18).  Another 
frequent  contributor  to  noncardiac 
chest  pain  syndromes  mimicking 
angina  pectoris  is  nonspecific 
esophageal  motility  disorder.  In  a 
study  of  25  patients  with  nonspecific 
motility  disorders,  22  had  a lifetime 
history  of  depression  and  anxiety 
(19).  Eight  of  the  13  depressed 
patients,  and  seven  of  the  nine  anx- 
ious patients,  were  actively  symp- 
tomatic at  the  time  of  assessment. 
These  data  would  seem  to  point  to  a 
link  between  coronary  spasm,  anxi- 
ety/depression states,  and  associated 
hyperventilation  states  in  some 
patients. 

These  data  help  to  explain  the 
persistent  morbidity  which  has  been 
described  in  previous  studies  where 
a substantial  proportion  of  patients 
in  study  groups  remained  disabled 
and  unable  to  work  despite  reassur- 
ance as  to  the  nature  of  their  illnesses. 

The  emotional  conflicts  that  are 
the  source  of  these  symptoms  remain 
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unresolved  despite  reassurance,  and 
there  are  many  secondary  gains 
accruing  to  those  patients  who  remain 
ill.  As  one  of  Dart’s  (7)  patients 
reported,  “A  gut  ache  does  not  elicit 
as  much  sympathy  as  heart  ache.” 

Recommendations 

Our  data  indicate  infrequent  use  of 
psychiatric  consultation  in  this  pop- 
ulation despite  the  recognition  of 
stress  as  a factor  in  45%  of  the 
sample.  It  is  hoped  that  the  data  pre- 
sented herein  will  help  resolve  any 
doubts  about  recommending  psychi- 
atric consultation  to  these  patients 
and  their  family  members. 

Explaining  to  the  patient  and  family 
that  the  illness  is  “stress-induced”  is 
likely  to  be  received  less  than  enthu- 
siastically, but  the  consultant  is 
probably  in  a better  position  to  do 
this  than  the  referring  doctor,  who 
often  has  not  the  authority  of  psy- 
chiatric expertise  behind  him. 

A recently  published  study  shows 
that  most  Americans  view  mental 
and  emotional  problems  as  resulting 
from  a lack  of  moral  strength  and 
will,  which  does  not  make  our  job 
as  clinicians  easier  (20).  For  patients 
who  clearly  have  many  symptoms  of 
anxiety  or  panic  disorder,  it  is 
important  to  point  out  to  both  the 
family  and  patient  that  vulnerability 
to  this  disorder  is  biologic.  They 
need  to  know  this  is  not  under  their 
conscious  control,  and  that  they  can 
learn  new  ways  to  cope  with  stress 
and  take  medicines  to  lessen  its 
occurrence.  Psychiatric  evaluation 
will  also  reduce  the  family’s  needless 
worry  and  help  them  to  support 
their  loved  one  who  is  obtaining  the 
necessary  help.  It  may  also  reduce 
the  wasteful  use  of  hospital  and 
emergency  room  facilities,  and  pos- 
sibly also  reduce  the  number  of  peo- 


ple seeking  disability  status,  since 
many  patients  may  consider  psychi- 
atric disability  to  be  less  acceptable 
than  physical  disability.  Richter  and 
associates  (21)  have  documented  the 
pattern  of  unnecessary  consumption 
of  medical  services  and  its  cost  in 
this  patient  population.  They  receive 
an  average  of  one  to  two  prescrip- 
tion medications  per  month,  visit  a 
physician  or  emergency  room  2.2 
times  per  year,  and  are  hospitalized 
0.8  time  per  year  for  further  evalua- 
tion of  chest  pain.  On  the  basis  of 
prevailing  medical  costs,  these 
patients  spend  $3,500  per  year  for 
medical  expenses  related  to  their 
chest  pain. 

Pharmacotherapy  of  anxiety 
and  panic  disorder 

Among  the  currently  available  medi- 
cations for  the  treatment  of  non- 
panic anxiety,  Buspirone  (22)  in 
doses  of  10-30  mg  daily,  would  be 
the  logical  first  choice.  Patients 
should  be  cautioned  that  there  is  a 
5-  to  7-day  delay  in  onset  of  action. 
Panic  attacks  will  not  be  relieved  or 
prevented.  Toxicity  is  minimal  and 
dependence  potential  is  absent. 
Benzodiazepines  as  a class  have  long 
been  known  for  their  efficacy  and 
rapidity  of  onset  of  action  in  anxiety 
and  panic  disorder. 

Alprazolam  (Xanax)  (23)  is  a 
newer  antianxiety  agent  which  has 
been  shown  to  have  preventive 
effects  in  the  treatment  of  recurrent 
panic  states,  in  doses  of  1-4  mg/day. 
Clonazepam  (Klonopin)  (24), 
another  long-acting  benzodiazepine, 
has  proved  useful  in  the  treatment  of 
panic  disorder.  Doses  used  vary 
from  1-4  mg  per  day.  Lorazepam 
(25)  and  diazepam  (26)  have  also 
been  shown  to  be  effective  in  the 
treatment  and  prevention  of  panic 


states.  One  study  showed  diazepam 
(27)  to  be  superior  to  propranolol,  a 
drug  widely  used  by  medical  practi- 
tioners in  an  attempt  to  control  anx- 
iety symptoms.  Benzodiazepine 
drugs  have  some  potential  for 
dependence  with  prolonged  use. 
However,  in  severe  panic  states,  the 
benefit-to-risk  ratio  is  high,  and 
slow  tapering  of  the  medication 
after  6 months  of  treatment  usually 
will  not  be  attended  by  untoward 
response.  Recurrence  of  symptoms  is 
not  unusual,  and  some  patients  may 
require  chronic  therapy.  If  therapy  is 
not  associated  with  escalation  of 
level  of  medication  needed,  this  may 
be  a satisfactory  solution.  Benzo- 
diazepines should  not  be  given  to 
patients  who  have  a history  of  sub- 
stance abuse.  Patients  must  be  told 
that  they  should  not  reduce  medica- 
tion abruptly,  thereby  precipitating 
an  abstinence  syndrome  which  may 
include  a convulsion.  With  shorter 
acting  drugs  such  as  alprazolam, 
some  patients  may  experience  break- 
through of  symptoms.  If  this  occurs, 
substitution  of  clonazepam  or 
diazepam  may  be  desirable  to 
restore  suppression  of  symptoms. 

A recent  report  on  use  of  benzo- 
diazepines from  the  Council  on 
Research  of  the  American  Psychi- 
atric Association  indicates  no 
increase  in  benzodiazepine  use  over 
the  past  10  years,  nor  is  there  a pat- 
tern of  overuse.  The  researchers 
found  benzodiazepines  remarkably 
safe  when  compared  to  other  psy- 
chopharmacologic  agents.  They  also 
reported  that  these  drugs  are  seldom 
used  for  recreation  purposes,  proba- 
bly because  they  do  not  reinforce 
their  own  use  (28). 

In  the  event  benzodiazepines  are 
not  effective,  two  other  medications 
are  very  useful.  Imipramine 
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(Tofranil)  (29),  ordinarily  used  for 
depression,  has  been  found  to  be  an 
effective  drug  for  the  prevention  of 
recurrent  panic,  usually  in  doses  of 
75-150  mg  per  day.  While  anti- 
cholinergic side  effects  may  be  both- 
ersome to  some,  they  usually  are  not 
a serious  hindrance  to  prolonged  use 
of  the  drug,  especially  in  relatively 
young  patients. 

Monoamine  oxidase  (MAO) 
inhibitors  (19)  are  a third  useful 
drug  class  for  the  management  of 
these  states,  though  their  use  is 
somewhat  more  problematic 
because  of  the  necessity  for  a low- 
tyramine  diet.  Side  effects  are  not  an 
insuperable  problem  with  these 
drugs.  Since  onset  of  action  of  MAO 
inhibitors  takes  3-6  weeks,  it  may 
be  desirable  to  treat  with  benzodi- 
azepines first  and  then  gradually 
switch  over  to  longer-acting  drugs 
such  as  imipramine  or  MAO 
inhibitors.  Cognitive  therapy  and 
behavior  modification  techniques 
have  also  been  effective  alone  or  in 
combination  with  medication  (30). 

Drug  therapy  should  continue 
until  the  patient  has  been  free  of 
panic  episodes  for  6 months,  after 
which  slow  tapering  may  be  tried  to 
assess  the  need  for  continued  ther- 
apy. The  medication  can  usually 
restore  patients  to  normal  function- 
ing, and  will  often  obviate  the  need 
for  benzodiazepine  agents  entirely. 
During  this  time,  evaluation  of  life 
stresses  and  their  modification  can 
be  undertaken.  Caffeine  consump- 
tion in  any  form  should  be  discour- 
aged in  these  patients,  since  it  can 
precipitate  an  anxiety-like  state  (31) 
and  patients  prone  to  panic  attacks 
may  be  hypersensitive  to  caffeine  (32). 

A problem  in  treatment  relates  to 
the  use  of  nitrates  and  calcium  chan- 
nel blockers  in  the  majority  of  our 
sample  cases,  despite  the  fact  that 


the  probability  of  variant  angina  is 
low.  Ergonovine  testing  rarely  is  per- 
formed on  patients  with  normal 
coronary  angiograms.  Another 
widespread  practice  involves  the  use 
of  nitrates  before  catheterization, 
which  would  minimize  the  opportu- 
nity to  diagnose  coronary  vaso- 
spasm. In  the  absence  of  objectively 
diagnosed  coronary  vasospasm,  it 
would  be  preferable  to  treat  the 
patient  with  an  antianxiety  agent 
such  as  alprazolam  (Xanax)  to  eval- 
uate the  response.  Katon  (10) 
demonstrated  a good  response  in  his 
study,  with  decrease  in  symptoms.  If 
it  is  felt  that  anti-angina  drugs 
should  be  used,  the  addition  of  an 
antianxiety  agent  would  be  desirable 
in  this  population,  especially  if  the 
patient  refuses  formal  psychiatric 
intervention.  The  use  of  cardiac 
medications  alone  will  foster  a con- 
tinued fixation  on  heart  disease, 
which  limits  other  avenues  of  explo- 
ration in  relation  to  life  stresses. 
Medicines  used  in  the  treatment  of 
heart  disease  may  also  send  a double 
message,  since  patients  may  wonder 
if  they  are  being  told  the  whole  truth 
when  they  are  given  cardiac  medica- 
tions for  a noncardiac  problem. 

Anxiety  and  panic  disorders  are 
very  common  in  patients  with 
angina  and  normal  angiographic 
studies.  These  patients  frequently 
report  little  subjective  sense  of  anxi- 
ety, but  have  many  somatic  anxiety 
symptoms  and  frequently  have  sigh- 
ing respirations,  hyperventilation,  or 
both.  Early  diagnosis  and  treatment 
may  help  reduce  current  high  levels 
of  morbidity. 
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both  the  central  and  peripheral  components  of  the  syndrome. 

PRITHVI  RAJ,  MD,  FACA,  FFARCS 

Director 

ZACHARIAH  GERGER,  DO  AARON  CALODNEY,  MD 

Coordinator,  Outpatient  Services  Coordinator,  Inpatient  Services 

Diplomates  American  Board  of  Anesthesiology 


Dermatology 


JOHN  ADNOT,  MD 

Mohs  Micrographic  Surgery  for  Skin  Cancer 

4200  S.  Hulen  #400 

Ft.  Worth,  Texas  76109:  81 7 377-0626 


DAVID  R.  WEAKLEY,  MD,  FAOP 
DENIS  L.  BEAUDOING,  MD 

Dermatology  and  related  Surgery 

Dermatologic  Surgery,  Cosmetic  and  Laser  Surgery 

Diseases  of  the  skin,  dermabrasion,  chemical  peeling,  collagen,  sclerotherapy, 
lipoinjection,  allergy  and  cosmetic  counseling 

Medical  City,  Dallas  Suite  21 4A,  7777  Forest  Lane 
Dallas,  Texas  75230;  Phone  214  661-7460 


DERMATOLOGY  ASSOGIATES  OF 
SAN  ANTONIO 

James  Lewis  Pipkin,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 
Mucocutaneous  Virology 

108  Tendick,  San  Antonio,  Texas  78209; 

512  222-8651 , 222-2001 

MOHS  SURGERY 

For  Primary  and  Recurrent 
Cancer  of  the  Skin 

Forrest  C.  Brown,  MD 
Medical  City  Hospital 

7777  Forest  Lane,  Dallas,  Texas  75230;  214  661-4537 


ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  NevI 
Cutaneous  Oncology 

2201  Oxford  Avenue,  Suite  104 
Lubbock,  Texas  79410;  806  797-6631 


Endocrinology 

ERIC  A.  ORZECK,  MD,  FAOP 
Endocrinology  & Diabetes 

8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 


Family  Practice 

DALLV\S  HEADACHE  ASSOCIATES 

The  Princeton  at  14651  Dallas  Parkway.  Suite  306,  Dallas,  Texas  75240, 

214  661-9902 

Director;  James  H.  Francis,  MD,  PA,  FAAFP 

The  Dallas  Headache  Clinic  is  dedicated  to  the  diagnosis  of  headaches  of  all  types  whether 
organic,  physiological  or  psychological.  Patients  are  evaluated  for  headache  types  that  may 
occur  in  all  specialty  fields  of  medicine  and  dentistry. 

The  Clinic  treats  headache  types  that  usually  respond  to  abortive  and  preventive  drug  treat- 
ment, biofeedback,  stress  management,  transcutaneous  neurostimulation,  physical  therapy,  or 
anesthetic  blockade  and  refers  the  other  headache  diagnoses  to  the  appropriate  specialist. 

Diplomate  American  Academy  of  Pain  Management 
Member  American  Association  for  Study  of  Headache 


Hand  Surgery 


L.  LEE  IJ\NKFORD,  MD 

DAVID  J.  ZEHR,  MD  — Microsurgery 

ARNOLD  V.  DIBELU\,  MD  — Wrist  Derangements 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  214  823-5351 
LANKFORD  ZEHR  DIBELLA  HAND  SURGERY  ASSN. 


Texas  Medicine  Volume  86  No.  7 July  1990 


111 


Ophthalmology 


KENNETH  D.  GU\SS,  MD,  FACS 

Hand  Surgery  and  Reconstructive  Surgery  of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 
Dallas,  Texas  75235;  21 4 631  -7488 

Medical  City  Dallas,  Suite  C-200,  7777  Forest  Lane,  Dallas,  Texas 
75230;  214  661-4797 


WILLIAM  J.  VAN  WYK,  MD,  PA 

Surgery  of  the  Hand 

803  West  Terrell,  Fort  Worth,  Texas  76104 
Telephone  81 7 877-31 13 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALU^S 

Surgery  of  the  Shoulder,  Elbow  & Hand 
Microsurgery  & Reimplantation 

Baylor  Medical  Plaza,  3600  Gaston  Ave.,  Suite  303,  Dallas,  Texas  75246; 
214  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  81 16,  Dallas,  Texas  75230; 
214  661-7010 


REGIONAL  HAND  CENTER  FOR  WEST  TEXAS 
AND  EASTERN  NEW  MEXICO 

Royce  C.  Lewis,  Jr.,  MD 
3702  21  Street 

Lubbock,  Texas  79410;  806  795-8261 


Neurological  Surgery 


DOCTORS  SMITH,  WHEELER,  PARKER, 
AND  CRAVENS,  PA 

Ronald  Smith,  MD,  Retired 
Joe  Ellis  Wheeler,  MD 
Leighton  B.  Parker,  MD 
George  F.  Cravens,  MD 

920  South  Lake,  Fort  Worth,  Texas  76104 
Telephone  81 7 336-0551 


DALLAS  NEUROSURGICAL  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 
Gamma  Knife  Radiosurgery 

Charles  W.  Simpson,  MD  Richard  H,  Jackson,  MD 

Morris  Sanders,  MD  Terry  Hodd,  MD 

W.  Robert  Hudgins,  MD 

St.  Paul  Professional  Blvd.,  5959  Harry  Hines  Blvd., Suite  620 
Dallas,  Texas  75235;  214  637-0420 

Presbyterian  Professional  Bldg.,  8230  Walnut  Hill  Lane,  Suite  610; 

Dallas,  Texas  75231;  214  369-7596 


Nuclear  Medicine 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD  Gary  Edd  Fish,  MD 

William  B.  Snyder,  MD  Rand  Spencer,  MD 

William  L.  Hutton,  MD  Bradley  F,  Jost  MD 

Dwain  G.  Fuller,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

7150  Greenville  Ave.,  Dallas,  Texas  75231 ; 214  692-6941  or  800  872-2020 
3600  Gaston  Avenue,  Dallas,  Texas  75246;  214  821-4540 


BRUCE  0,  TAYLOR,  MD 
RICHARD  L,  WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 

LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso.  Texas  79902;  915  545-2333 


RETINA- VITREOUS  ASSOCIATES 
W,  Rex  Hawkins,  MD 

Limited  to  Retina  and  Vitreous 

1200  Binz,  Suite  400,  Houston,  Texas  77004 
713  528-1122 


VITREO-RETINAL  CONSULTANTS  OF  TEXAS 


Harold  Granek,  MD 

Diplomate,  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

1021  Washington  Avenue,  Fort  Worth,  Texas  76104;  817  332-6200 

ARTHUR  M.  CLEMENTS,  MD 

Surgery  & Diseases  of  the  Eye 

Diplomate  American  Board  of  Ophthalmology 

211  Medical  Drive,  Suite  1 , Fredericksburg,  Texas  78624 
512  997-6535;  1-800-421-7513 

Orthopedic  Oncology 

RICHARD  G.  BUCH,  MD 

Fellowship  Trained  Orthopedic  Oncology 

Infections  and  Major  Joint  Reconstruction  — Custom  Implants 

5939  Harry  Hines  Blvd.,  Suite  530,  Dallas,  Texas  75235 
(214)  879-6299 


NUCLEAR  MEDICINE  U\BORATORIES  OF  TEXAS 
HERBERT  0.  ALLEN,  MD,  FACNM 

Texas  Medical  Center.  641 1 South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic  Radioactive 
Tests  In:  Hematology,  Thyroidology,  Endocrinology,  Gastroenterology, 
Cardiology,  Neurology,  Neurosurgery,  Urology,  Ophthalmology,  Obstetrics- 
Gynecology  and  Non-Invasive  Nuclear  Cardiology 

Herbert  C.  Allen,  Jr,  MD,  FACNM,  Director— 713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


Orthopedic  Surgery 


L.  Ray.  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
Wynne  M.  Snoots,  MD 
R,  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 


W.Z.  Burkhead,  Jr..  MD 
Richard  D.  Schubert,  MD 
John  A.  Baker,  MD 
James  R.  Sackett,  MD 


W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 


2909  Lemmon  Ave.,  Dallas,  Texas  75204;  214  220-2468;  FAX  214  720-1982 
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FORT  WORTH  BONE  & JOINT  OLINIO 

918  8th  Avenue.  Fort  Worth,  Texas:  817  335-4316 

Louis  J.  Levy,  MD,  PA 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Gaines.  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 


J.  Price  Brock,  Jr,  MD 
Robert  L.  Dickey,  MD 


THE  INSTITUTE  FOR  REHABILITATION 
AND  RESEAROH  (TIRR) 

In  the  Texas  Medical  Center,  Houston,  Texas 


Comprehensive  care  hospital  specializing  in  rehabilitation  care  for  persons  dis- 
abled by  injury  or  disease.  Inpatient  and  outpatient  services. 


Spinal  Cord  Injury 
Head  Injury 
Amputee 
Stroke 
Pediatric 
Cerebral  Palsy 


Sports  Arts  Center 

Restorative  Surgery 

Scoliosis 

Spina  Bifida 

Neurophysiology 

Neuromuscular 


ORTHOPEDIC  ASSOCIATES  OF  ABILENE 


Accredited  by:  Joint  Commission  on  Accreditation  of  Hospital  Organizations 
Commission  on  Accreditation  of  Rehabilitation  Facilities 


1701  Pine  Street,  Abilene,  Texas  79601 


Patient  Sendees  Coordinator:  713  797-5922  or  in  Texas  1 -800-44REHAB 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.W.  Bendel,  Jr,  MD 

E.E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C-R,  Vavrin,  MD,  Emphasis  on  Sports  Medicine 
Dipiomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlington.  Texas  76012;  817  261-8284 


ORTHOPEDIC  ASSOCIATES  OF  DALU^S 

John  B.  Gunn,  MD  James  M,  Lancaster,  MD 

Huntly  G.  Chapman,  MD  James  W.  Brodsky.  MD 

Phillip  E.  Hansen,  MD  Kurt  W.  Rathjen,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303,  Dallas,  Texas  75246:  214  823-7090 
Medical  City  Dallas  II.  7777  Forest  Lane,  Suite  2116 
Dallas,  Texas  75230:  214  661-7010 


ORTHOPAEDIC  FOOT  SURGERY  AT  DALLAS 

Surgery  & Diseases  of  the  Foot  and  Ankle 
Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane.  Suite  105,  Dallas  75231 : 214  369-4361 


SAN  ANTONIO  WARM  SPRINGS 
REHABILITATION  HOSPITAL 

5105  Medical  Drive,  San  Antonio,  Texas  78229 
(512)691-0100  1-800-451-1350 

Comprehensive  Inpatient  and  Outpatient  Physical  Rehabilitation  for  Adults  and 
Children  and  Electrodiagnostic  Evaluation 

Alex  C.  Willingham,  MD,  Medical  Director 

Brian  C.  Buck,  MD,  Pediatric  Rehabilitation  Director 

Rick  Marek,  Administrator 


Plastic  Surgery 


HOUSTON  PIJ\STIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS  James  B.  Stafford,  IV.  MD,  FACS 

Jonathan  J.  Dora,  MD,  FACS  David  A.  Lee,  MD 

David  J.  Katrana,  DDS,  MD,  FACS  Steven  M.  Hamilton,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin.  Suite  750.  Houston.  Texas  77030;  713  795*5575 


Psychiatry 


SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road.  Dallas.  Texas  75235  214  350-7500 


GONZALO  A.  AILLON,  MD 
Psychiatry-Bilingual 


Richard  E.  Jones,  MD 
Donald  M.  Mauldin,  MD 
James  B.  Montgomery,  MD 
Kevin  Gill,  MD 
James  L.  Ough,  MD 


Scott  L.  Blumenthal,  MD 
Scott  O.  Paschal,  MD 
L.  T.  Johnson,  MD 
Kenneth  Driggs,  MD 
Charles  E.  Cook,  MD 


3450  Wheatland  Road,  Suite  120 
Dallas,  Texas  75237;  214  296-6241 


RICHARD  G.  JAECKLE,  MD 
Psychiatry 


Pediatric  Ophthalmology 


Diplomate,  ABPN:  Psychiatry  Diplomate,  ABPN:  Child-Adolescent 


ROBERT  D.  GROSS,  MD,  FAAP 

Children’s  Eye  Specialists,  PA 

Medical  and  Surgical  Eye  Diseases  in  Children 

Eye  Muscle  Imbalances  in  Adults 

800  Fifth  Ave  — Suite  420,  Fort  Worth,  Texas  76104-7304 
81 7 336-0900  Metro  988-7700 


Presbyterian  Professional  Building  II,  Suite  404 

8220  Walnut  Hill  Lane,  Dallas,  Texas  75231 : 21 4 696-0964 


Physical  Medicine  & Rehabilitation 

ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitafion 

Rehabilitation  Medicine  and  Electromyography 

1 02  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205:  Telephone  512  226-2424 
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TIMBERLAWN  PSYCHIATRIC  HOSPITAL 

Inpatient  and  Outpatient  Services  for  Adult.  Child  and  Adolescent,  Substance  Abuse, 

Short-Term,  ACCEL,  and  Alternative  Care, 

Doyle  1.  Carson,  MD 

David  J.  Korman,  MD 

Byron  L Howard,  MD 

Debra  H.  Korman,  MD 

Mark  J Blotcky,  MD 

Jerry  M.  Lewis.  Ill,  MD 

Keith  H.  Johansen,  MD 

W,  Miller  Logan,  MD 

Jerry  M,  Lewis,  MD 

Ruth  A.  MarDock,  MD 

Robert  D,  Bennett.  MD 

Conway  L.  McDanald,  MD 

Harold  A.  Cronson,  MD 

Gerald  A.  Melchiode,  MD 

Tom  G,  Campbell,  MD 

Edgar  P Nace,  MD 

Cherye  C.  Callegan,  MD 

Don  C.  Payne,  MD 

Ernest  N.  Brownlee,  MD 

Glen  T Pearson,  MD 

Kathleen  B,  Erdman.  MD 

Carolyn  Z.  Rhelner,  MD 

Babette  F Farkas,  MD 

Larry  G.  Shadid,  MD 

Joseph  P Gaspari,  MD 

Kathleen  S.  Sheehan.  MD 

Patricia  G.  Isbell.  MD 

Kathryn  A.  Sommerfelt,  MD 

Doris  E.  Jensen.  MD 

Mark  R Unterberg,  MD 

Jon  N.  Kamphaus,  MD 

Rodger  Kobes.  MD 

Mary  Watts,  MD 

RO.  Box  11288.  4600  Samuell  Boulevard,  Dallas,  TX  75228 

214  381-7181 

1 -800-426-4944 

DALIJ\S  PSYCHIATRIC  ASSOCIATES 

Inpatient  & Outpatient  Services 

• Adult,  Adolescent  and  Child  Psychiatry 

• Alcohol  and  Chemical  Dependency 

• Medical  Stress  & Chronic  Pain 

• Intensive  Outpatient  Programs  for  Alcohol  & Chemical 

• Dependency,  Aftercare  & Relapse  Management 

• Day  Treatment  Program  & Therapeutic  School  for  Adolescents 


• Emergency  Evaluation  Services 

Larrie  Arnold.  MD 

Prema  Manjunath,  MD 

Howard  Cohen,  MD 

Gretchen  Megowen,  MD 

Gary  Etter,  MD 

Gary  Morton.  MD 

Ronald  Flesichmann,  MD 

William  M.  Pederson,  MD 

Bradford  Goff,  MD 

Jaime  Quaintanilla,  MD 

Fred  L.  Griffin,  MD 

Leslie  H.  Secrest,  MD 

Joan  R.  Hebeler,  MD 

Dawn  Shogren,  MD 

Lynne  Inman.  MD 

Angela  M.  Wood,  MD 

R.  Sanford  Kiser,  MD 

John  M.  Zimburean,  MD 

Offices;  Brookhaven  Psychiatric  Pavilion  of  RHD  Memorial  Medical  Center,  Medical  City,  Irving 
Health  Care  System  Phone  21 4 247-1 1 50 

Rheumatology 


DON  E.  CHEATUM,  MD,  FACP,  FACR 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  214  823-4151 


Thoracic  Surgery 


ALLAN  L.  GRAHAM,  MD,  FACS* 

ROBERT  W.  MILEY,  MD,  FACS 
RICHARD  L.  SHEPHERD,  MD,  FACS 
Diplomates  American  Board  of  Surgery  and  Board 
of  Thoracic  Surgery 

• Also  certificate  of  special  qualification  in  general  vascular  surgery,  American  Board  of  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

515  South  Adams,  Fort  Worth,  Texas  76104;  817  332-7878 


RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  R MEYERS,  MD 
Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 
Suite  404,  Dallas,  Texas  75246;  214  827-3890 
Hours  by  Appointment 


Urology 


FORT  WORTH  UROLOGY  CLINIC 

Hugh  Lamensdorf,  MD  J.  Daniel  Johnson,  MD 

Ira  N.  Hollander,  MD  A.E.  Thurman,  MD 

Diplomates  of  American  Board  of  Urology 
Fellows  American  College  of  Surgery 


DAY  TREATMENT  CENTER  OF  DALU\S 

Gonzalo  A.  Aillon,  MD 
Medical  Director 

AN  ALTERNATIVE  TO  PSYCHIATRIC  HOSPITALIZATION 


Box  11340.  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
817  336-5711 


1326  Stemmons  Avenue.  Dallas,  Texas  75208;  (214)  943-1878 


Radiation  Oncology 


RADIATION  ONCOLOGY  OF  THE  SOUTHWEST 

• Complete  Radiotherapy  Services;  Inpatient-Outpatient  Care 

• External  or  Internal  Irradiation  (implants) 

• Specialized  in  combination  therapy  surgery-irradiation  chemotherapy- 
irradiation 

• Bilingual  personnel 

Carlos  H.  Fernandez,  MD 

Diplomate  American  Board  of  Therapeutic  Radiology 

Practice  Limited  to  Radiation  Oncology 

Telephone  (day  or  night)  713  988-2194 

7777  Southwest  Freeway,  Suite  636,  Houston,  Texas  77074 


SOUTHWEST  UROLOGY  ASSOCIATES 
Adult  and  Pediatric  Urology 

Ted  Boone,  MD  James  T.  Coggins,  MD 

Warren  M.  Greene,  MD  Wm.  A.  Freeborn,  MD 

Diplomates  of  American  Board  of  Urology 

221  W.  Colorado,  #440,  Dallas,  Texas  75208;  214  948-3101 
3450  W.  Wheatland  Road,  #60,  Dallas,  Texas  7521 1 

C.F  SKRIPKA,  JR,  MD,  FACS 

Urology,  Neurouroloqy,  Endourology,  Male  Sexual  Dysfunction,  Laser 
Surgery,  & ESWL. 

1101  North  19th,  Suite  114,  Abilene.  Texas  79601 
915  673-5726 

DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  mem- 
bers at  $80  per  column  inch  per  month  and  listings  must  run 
for  a minimum  of  six  months.  A discount  of  5%  is  allowed  for 
six  months’  advance  payment.  New  listings,  changes,  or  can- 
cellations should  be  sent  to  Diane  L.  Bolling,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701 . Deadline  is  the 
1st  of  the  month  preceding  publication  month. 
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Medical  Practice 

■ Appraisal 

■ Brokerage 

■ Management 
Consulting 


ALLERGY 


NORTH  CENTRAL  TEXAS 

Allergist  needed  to  assume  established  practice 
in  attractive  North  Central  Texas  metropolitan 
area  En|oy  excellent  life  style  with  many  social, 
cultural  and  recreational  opportunities:  good 
schools:  International  airport 
Contact  Jim  Truitt 


ANESTHESIOLOGY 


NORTHEAST  TEXAS 

Busy  regional  medical  center  In  attractive,  pro- 
gressive NE  Texas  community  of  27.000  (refer- 
ral area  150.000)  seeks  BE/BC  anesthesiologist. 
Modern  200-bed  hospital  with  latest  technology 
Shared  call  coverage  Strong  economy, 
excellent  schools,  many  recreational  and  social 
opportunities  Contact  Vicki  Truitt, 


CARDIOLOGY 


SOUTH  TEXAS 

Thirty  minutes  from  Padre  Island.  Young,  grow- 
ing. invasive  cardiology  group  seeks  Invasive 
or  non-invasive  associate  Must  be  BC  or  BE 
seeking  certification.  Spanish  speaking  helpful 
but  not  required.  Excellent  location.  Great  op- 
portunity tor  qualified  candidate 
Contact  Barry  Strittmatter 


EMERGENCY  MEDICINE 


NORTHEAST  TEXAS 

Busy  regional  medical  center  in  attractive,  pro- 
gressive NE  Texas  community  of  27.000  (refer- 
ral area  150.000)  seeks  BE/BC  director  of 
emergency  services.  Modern  200-bed  hospital 
with  latest  technology  Competitive  income  and 
benefits.  Strong  economy,  excellent  schools: 
many  recreational  and  social  opportunities. 
Contact  Vicki  Truitt 


FAMILY  PRACTICE 


NORTHEAST  TEXAS 

Regional  medical  center  seeks  BC  family  physi- 
cians to  establish  FP  group  in  progressive  com- 
munity of  27.000  (referral  area  150.000)  Strong 
diversified  economy,  excellent  schools:  many 
recreational  and  social  opportunties.  Modern 
hospitals.  Incentive  package,  including  assist- 
ance with  office  building.  Contacf:  Vicki  Truitt 


WITHIN  ONE  HOUR  OF  DALLAS 

Two  family  physicians  seek  third  associate  for 
group  practice  near  lake  area  Attractive,  fully 
equipped  office.  Ultra-modern  hospital.  Shared 
call,  competitive  incentive  package  to  qualified 
physician  Contact:  Jim  Truitt 


NEAR  AUSTIN  AND  SAN  ANTONIO 

Community  of  5.000  (referral  area  24.000) 
seeks  board  certified  family  physician.  Shared 
call  wifh  two  other  family  physicians:  OB  need- 
ed. Financially  sound.  30-bed  hospital  offering 
competitive  incentive  package  to  qualified 
physician  Contact  Jim  Truitt. 

DALLAS 

Established  fee-for-service  practice  available  for 
assumption.  Full  scope  of  family  medicine,  ex- 
cept OB  Average  gross  $320K  + annually  Bi- 
lingual (Spanish)  skills  helpful.  Retiring 
physician  will  introduce  Financing  available  to 
qualified  candidate.  Contact  Jim  Truitt 

WEST  TEXAS 

Two  board  certified  family  physicians  seek  third 
associate  for  busy  practice  OB  preferred. 
Friendly  town,  good  schools  Within  35  minutes 
of  larger  city.  Very  lucrative  financial  situation 
Excellent  for  pilot  physician. 

Contact:  Jim  Truitt 

PANHANDLE 

Texas  community  of  8,000  (referral  area 
16,000)  seeks  BC  FPs  for  group.  One  young 
BC  physician  recently  recruited,  available  for 
call  sharing.  New  hospital  under  construction 
Sound  economy,  good  schools,  airport  Gen- 
erous incentive  package  including  income 
guarantee,  relocation,  office  space,  more. 
Contact:  Jim  Truitt 

NORTH  TEXAS 

Panhandle  community  seeks  BE/BC  family 
practitioner  to  complement  very  busy,  recent- 
ly trained,  BC  family  practitioner  Excellent  hos- 
pital facilities  Ideal  location  for  outdoorsman 
Generous  incentive  package  available  for 
qualified  candidate  Contact  Barry  Strittmatter. 

D/FW  METROPLEX 

Recently  trained,  BC  family  physician  seeks 
associate  for  practice  in  affluent  NE  Tarrant 
County  community  Modern  hospital  will  spon- 
sor qualified  physician  Excellenf  schools  and 
quality  of  life.  Contact,  Vicki  Truitt. 


GENERAL  SURGERY 


PANHANDLE 

Community  of  8,000  (referral  area  16,000) 
seeks  board  certified  general  surgeon  Nearby 
surgeon  available  for  call  shanng.  New  hospital 
under  construction.  Sound  economy:  good 
schools:  airport  Generous  incentive  package 
including  income  guarantee,  relocation 
allowance,  office,  more  Contact  Jim  Truitt 

SW  LOUISIANA 

Small  southwest  Louisiana  community  seeks 
BE  / BC  general  surgeon  Assured  referrals  from 
four  FPs  and  one  OB/GYN  Friendly  community 
within  20  minutes  of  mefropolitan  area  Ideally 
suited  for  the  outdoorsman.  Generous  incentive 
package  to  qualified  candidate 
Contact:  Barry  Strittmatter 


THE  TEXAS  SPECIALISTS 


— Working  in  Texas  for  Texans,  since  1984 


INTERNAL  MEDICINE 


EAST  TEXAS 

Two  BC  internists  seek  compatible  associate  for 
group  practice  in  community  of  approximately 
12.000  (referral  area  50,000)  Shared  call  and 
overhead  Ultra-modern,  100-bed  hospital 
Attractive  community,  many  social  and  recrea- 
tional opportunties.  One  hour  from  Dallas.  Com- 
pefitive  incentive  package 
Contact  Jim  Truitt, 


WEST  TEXAS 

Five  American  trained,  board  certified  internisfs 
seek  compatible  associate  for  busy  group  prac- 
tice in  Texas  community  of  100,000 -f . Office 
adjacent  to  modem  250-bed  hospital  Excellent 
call  arrangement,  salary  and  benefits.  Full 
associate  status  in  second  year 
Contact;  Jim  Truitt, 


NEUROLOGY 


NORTHEAST  TEXAS 

Regional  medical  center  serving  150,000  seeks 
BE/BC  neurologist  for  associate  practice  (or 
solo  sharing  call)  with  BC  neurologist.  Pro- 
gressive. family-oriented  community  with 
strong,  diversified  economy,  excellent  schools 
Many  social  and  recreational  opportunities. 
Generous  incentive  package  to  qualified  physi- 
cian Contact  Vicki  Truitt 


OBSTETRICS  / GYNECOLOGY 


EAST  TEXAS 

Recently  trained,  board  certified  OB/GYN  seeks 
compatible  associate  for  practice  in  communi- 
ty of  approximately  12,000  (referral  area 
50,000),  Shared  call  and  overhead.  Ultra- 
modern. 100-bed  hospital  Attractive  commun- 
ity: many  social  and  recreational  opportunities 
One  hour  from  Dallas.  Competifive  incentive 
package.  Contact:  Jim  Truitt. 


ORTHOPEDIC  SURGERY 


EAST  TEXAS 

Board  certified  orthopedic  surgeon  seeks  com- 
patible associate  for  practice  in  community  of 
approximately  12,000  (referral  area  50,000), 
Shared  call  and  overhead  Well-equipped,  ultra- 
modern, 100-bed  hospital  Attractive  communi- 
ty: many  social  and  recreational  opportunities. 
One  hour  from  Dallas  Compefitive  incentive 
package  to  qualified  physician 
Contact;  Jim  Truitt 


EAST  TEXAS 

Medical  staff  of  100-bed  hospital  seeks  ortho- 
pedic surgeon  for  referral  area  of  approximately 
50,000  Attractive  community  of  14,000  with 
strong,  diversified  economy  Excellent  fishing 
and  hunting  One  hour  from  Dallas.  Competitive 
incentive  package  to  qualified  physician 
Contact;  Barry  Strittmatter 


OTOLARYNGOLOGY 


D/FW  METROPLEX 

BC  ENT  seeks  associate  for  busy  practice  in  af- 
fluent NE  Tarrant  County  community.  On  cam- 
pus with  modern  hospital  Excellent  schools  and 
quality  of  life  Contact.  Jim  Truitt 


'PEDIATRICS 


NORTHEAST  TEXAS 

Dynamic  group  of  American  trained,  BC 
pediatricians  seek  fourth  associate  for  group 
practice  in  attractive  community  of  27,000 
(referral  area  150,000)  Progressive,  family- 
oriented  community  with  strong,  diversified 
economy;  excellent  schools.  Social  and  recrea- 
tional opportunities  abound  Modern  hospitals. 
Shared  call:  excellent  income  and  benefits:  ear- 
ly partnership  Contact  Vicki  Truitt, 


FORT  WORTH 

Medical  staff  in  well  established  metroplex 
hospital  seeks  BE/BC  pediatrician  to  establish 
nucleus  of  single  specialty  group.  Solo  prac- 
tice option  also  available  Competitive  incen- 
tive package  from  hospital  and  medical  staff 
support  will  be  offered  to  qualified  candidates. 
Contact:  Barry  Strittmatter. 


D/FW  METROPLEX 

Recently  trained.  BC  pediatrician  seeks 
associate  for  busy  practice  in  affluent  NE  Tar- 
rant County  community  On  campus  with 
modern  hospital.  Excellent  schools  and  quali- 
ty of  life.  Contact  Vicki  Truitt 


PULMONARY  MEDICINE 


WEST  TEXAS 

Five  man  group  of  American  trained,  board  cer- 
tified internists  seeks  compatible  pulmonary 
medicine  associate  Community  of  100,000  + 
Office  adjacent  to  modern  250-bed  hospital 
Shared  call,  excellent  income  and  benefits.  Full 
associate  status  in  second  year 
Contact  Jim  Truitt 


DIAGNOSTIC  RADIOLOGY 


D/FW  METROPLEX 

BC  Radiologist  seeks  associate  for  hospital  bas- 
ed practice  in  affluent  NE  Tarrant  County  com- 
munity Modern  hospital  Excellent  schools  and 
quality  of  life  Contact,  Vicki  Truitt 


RHEUMATOLOGY 


NORTHEAST  TEXAS 

Medical  staff  of  regional  medical  center  seeks 
board  certified  rheumatologist  to  establish  ser- 
vice in  referral  area  of  at  least  150,000  Refer- 
rals from  six  orthopedic  surgeons  and 
approximately  90  other  physicians  in  the  com- 
munity Strong  economy,  excellent  schools, 
many  recreational  and  social  oppoilunties 
Modern  hospitals  Generous  incentive  package 
to  qualified  physician  Contact  Vicki  Truitt 


UROLOGY 


D/FW  METROPLEX 

Recently  trained,  BC  urologist  seeks  associate 
for  practice  in  affluent  NE  Tarrant  County  com- 
munity, On  campus  with  modern  hospital 
Competitive  incentive  prackage  to  qualified  can- 
didate, Excellent  schools  and  quality  of  life 
Contact:  Vicki  Truitt. 


Opportunities  Available 

Academic  / Government 

The  University  of  Houston  Primary  Care  physician  for 
urban  university.  Flexible  hours  and  good  benefits. 
Diverse  and  interesting  patient  populations.  Xray,  labora- 
tory, and  pharmacy  available.  All  amenities  of  a large  uni- 
versity. Must  have  Texas  Medical  License  and  DEA  regis- 
tration. Call  David  Millspaugh  at  713  749-1226. 

Emergency  Medicine 

Needed:  Emergency  physicians,  North  Central  Texas  area, 
full  and  part-time.  For  an  application  call  817  336-8600 
or  write  Emergency  Medicine  Consultants,  PA;  1 525 
Merrimac  Circle,  Suite  107,  Fort  Worth,  TX  76107. 

Emergency  Physician  — Local  Houston  ER  group  needs 
experienced  ER  physician.  Fee-for-service  with  guaran- 
tee. Contact  Greater  Houston  Emergency  Physicians 
Associates,  RO.  Box  7445,  Houston,  TX  77248;  713 
869-6235. 

San  Angelo  — Outstanding  opportunity  in  minor  emer- 
gency/family practice  clinics.  Guaranteed  $1 00,000  for 
4-day  week,  13  hr,  days,  50  weeks/year.  Profit  sharing 
above  guarantee.  Contact  Wayne  Williams,  MD,  915 
942-861 1 , Shamrock  Clinics,  4208  College  Hills,  San 
Angelo,  TX  76904. 


EmOare 

GOVERNMENT  SERVICES,  INC. 

Family  Practice  — Internal  Medicine- 
Emergency  Medicine 
Qualified  Physicians  Being  Recruited 
For  Opportunities  Offering 

Competitive  Guaranteed  Income  with  Fee  for 
Service  Income  Potential 
Professional  Liability  Insurance 
Excellent  Health,  Life  and  Disability  Insurance  for 
Full-Time  Independent  Contractors 
On-site  Administrative  and  Support  Personnel  Provided  by  EGSI 
Billing  and  Corporate  Support  Provided 

For  additional  information  on  opportunities  and  locations  contact 

Glenn  W.  Farmer 
Director 

Catherine  M.  Dawson 
Assistant  Director 

1-800-527-2145 

EGSI,  1717  Main  Street.  Suite  5200 
Dallas,  Texas  75201 
214/761-9200 


Texas:  Emergency  Medicine,  Dallas/Fort  Worth  and  East 
and  West  Texas  — full-time  and  part-time  positions 
available  with  EmCare,  a progressive  physician-oriented 
group  committed  to  excellence  in  emergency  medicine. 
Opportunities  include  staff  and  directorship  positions,  in 
high  volume.  Level  1 Trauma  Centers,  as  well  as  smaller 
community  hospitals.  We  offer  very  desirable  geographic 
locations  including  the  Dallas/Fort  Worth  area.  East 
Texas,  Amarillo.  Greenville.  Abilene,  Houston/Galveston, 
Longview  and  Athens.  Competitive  compensation  rates 
range  from  $86,000  to  $200,000  annually.  Positions  are 
also  available  for  primary  care  physicians  in  clinic 
settings  in  Amarillo,  and  the  Dallas/Ft.  Worth  area. 
Contact  Anne  Reese  or  Kay  Brienzi,  EmCare,  Inc.,  1717 
Main  Street,  Suite  5200,  Dallas,  TX  75201 ; 800  527- 
2145  or  214  761-9200. 


Classified 

Advertising 


17-physician  muiti-speciaity  group  need  services  of  an 

experienced  physician  to  do  2 to  4 nights  a week  of 
emergency  room  duty  in  a small  to  medium  sized  emer- 
gency room.  Most  weekends  off.  Excellent  guaranteed 
salary  and  benefits.  Relocation  allowance  available. 
Please  send  CV  to:  Malone  and  Hogan  Clinic,  Personnel 
Department,  1501  West  1 1th  Place,  Big  Spring,  TX 
79720,  or  call  Susan  Hawkins,  Director  of  Personnel, 

915  267-6361. 

TEXAS:  Full-time  and  part-time  emergency  department 
positions  available  at  224  bed  hospital.  Recreational 
area  north  of  Dallas.  Excellent  compensation  including 
malpractice  insurance.  Benefit  package  available  to  full- 
time physicians.  Contact:  Emergency  Consultants,  Inc., 
2240  S.  Airport  Blvd,  Room  29,  Traverse  City,  Ml  49684; 
1-800-253-1795  or  in  Michigan  1-800-632-3496. 

TYLER  — Modern  minor  emergency/ambulatory  care 
centers  seeking  well-rounded  practitioner  for  expansion. 
Generous  modified  fee-for-service  income  package  with 
superior  professional  liability  insurance  included.  Must 
have  good  experience  in  family  medicine.  Industrial 
medicine  experience  helpful.  Send  CV  or  call  Donald  L. 
Erickson,  MD,  Medical  Director,  Taylor  Medical  Centers, 
3800  Paiuxy,  Suite  440,  Tyler,  TX  75703  (214)  534-1331 . 

Emergency  Medicine  — Kansas  and  Iowa  — Career 
opportunities  in  Emergency  Medicine  with  company  pro- 
viding Emergency  Physician  services  to  1 7 hospitals. 
Physicians  work  as  independent  contractors,  receive 
guaranteed  hourly  compensation,  excellent  benefit 
package,  and  paid  malpractice  insurance.  Total  com- 
pensation exceeds  $1 10,000.  Physicians  must  be  certi- 
fied in  ACLS  and  have  pertinent  experience  in  Emer- 
gency Medicine.  Part-time  positions  also  available. 

Please  contact  Lowell  Sisson.  Emergency  Practice 
Associates,  PO.  Box  1260,  Waterloo,  Iowa  50704  or 
call  1 -800-458-5003. 

Family/General  Practice 

Excellent  opportunity  for  family  practitioner  in  Hamlin, 
Texas,  a community  of  over  3,000  population  with  a 
large  drawing  area.  Modern  clinic  and  well  equipped 
twenty-five  bed  hospital.  Unique  compensation  package. 
Enjoy  a more  relaxed  life  style  in  West  Texas.  Contact: 
Chuck  Latham,  Administrator,  Hamlin  Memorial  Hospital, 
P.0,  Box  387,  Hamlin,  TX  79520;  915  576-3646. 

Well-established  reputable  multispecialty  clinic  is  seeking 

a family  pracfice  physician,  preferably  American  gradu- 
ate. Clinic  located  in  a thriving  industrialized  area  30  min- 
utes from  Houston  and  15  minutes  from  Galveston. 
Close  proximity  to  excellent  educational  facilities,  univer- 
sities, colleges  and  recreational  areas.  May  begin  imme- 
diately. Excellent  salary,  income  proportional  to  effort. 
Please  forward  C.V.  or  contact  Dr.  Cochrane,  Beeler- 
Manske  Clinic,  PO.  Box  3333,  Texas  City,  TX  77592- 
3333;  409  948-8521  (Collect). 

Family  Practice  Physician  — Full  or  part  time  — To  join 
seven  member  group  operating  one  clinic.  For  details, 
submit  resume  to;  San  Benito  Medical  Associates.  Inc., 
351  N.  Sam  Houston,  San  Benito,  TX  78586,  512  399- 
2443  — ATTN:  Thomas  S.  LaMotte. 

Bilingual  Associate,  Generalist  or  Internist  — needed  for 
established,  fully-equipped  general  practice  in  North  Fort 
Worth.  Potential  for  expansion  and  eventual  take  over. 
Call  817  626-1993. 

BE/BC  Family  Practitioner  needed  to  join  single  specialty 
group  in  Texas  Hill  Country.  Send  CV  to  Box  767,  TEXAS 
MEDICINE,  1801  N.  Lamar,  Austin,  TX  78701 . 

Family  Practitioner/Internist  needed  to  join  growing  group 
practice  in  Houston.  Excellent  benefit  package  and 
salary.  Reply:  P.O.  Box  821398,  Houston,  TX  77282,  or 
call  71 3 531 -0911. 


offer  you 
options.’’ 

O locum  TENENS 
Q PRACTICE  TRIALS 
UJ|  PLACEMENTS 

The  PRN 

Physicians 

of  Texas 
1-800-531-1122 

Member:  Interim  Physicians  Network^^ 


East  Texas  — Family  Physician  needed  for  community  of 
approximately  3000  (referral  area  1 5,000).  Shared  call 
with  three  other  family  physicians-weekdays  only.  Finan- 
cially sound,  22-bed  hospital  in  quiet  community, 
located  near  recreational  mecca.  Attractive  community, 
good  schools  and  friendly  people.  Contact:  Administra- 
tor, P.O.  Box  471 , Trinity,  TX  75862.  409  594-3541 . 

Primary  Care  Doctors  needed  now  for  ambulatory  care 
clinics  in  Central  Texas  near  Austin,  Temple  and  Waco. 
Part  time  and  full  time  positions  available.  No  hospital  or 
night  calls.  For  further  information  contact  The  Lewis 
Group  at  1 -800-666-1 377. 

Family  Practitioner  (BC/BE)  to  associate  with  FP  with 
busy  predominately  ambulatory/emergency  practice. 
Guarantee  plus  incentive.  Beautiful  small  town  of  5,000 
(DA  1 8,000)  in  Texas  Hill  Country  near  San  Antonio. 
Contact:  Jim  McCoy,  MD,  120  Medical  Dr,  Boerne,  TX 
78006,  512  249-9307. 

Internal  Medicine 

Expanding  17-physician  multi-specialty  group  has  excel- 
lent opportunity  for  an  Internist.  We  offer  a high  first-year 
salary  in  addition  to  benefits  with  no  first-year  expenses. 
If  interested,  send  CV  to  Malone  and  Hogan  Clinic,  1 501 
West  1 1th  Place,  Big  Spring,  TX  79720  or  call  Susan 
Hawkins,  Director  of  Personnel  at  1 -800-262-6361 . 

Internist  Wanted  — to  share  active  practice.  No  invest- 
ment required.  Benefits  and  partnership  opportunity. 
Alameda  Mall-Clear  Lake  Area,  Houston,  TX  Send 
resume  to:  Medical  Practice,  P.O.  Box  750574,  Houston, 
TX  77275-0574. 


116 


Texas  Medicine  Volume  86  No.  7 July  1990 


Lucrative  practice  opportunity  tor  internist  who  enjoys 
rural  lifestyle.  Excellent  hospital,  peer  association  and 
quality  of  life.  Competitive  start  up  compensation  pack- 
age including  an  income  guarantee,  malpractice,  reloca- 
tion reimbursement  and  more!  Please  call  Lonnie  Belden 
collect  at  (719)  637-4322  or  write  to  E.G.  Todd  Associ- 
ates, 1670  North  Newport  Road,  Suite  300D,  Colorado 
Springs,  CO  80916. 

Internist  - Snutheast  Texas,  90  minutes  from  Houston. 
Busy  2 doctor  group  in  350,000  drawing  area  needs  an 
associate.  Attractive,  excellently  equipped  offices.  Liabii- 
ity,  health  and  disability  insurance,  $100,000,  net 
income.  Health  Care  Specialties  Group,  2600  North 
Loop  West,  Suite  620,  Houston,  TX  77092.  Call  Dr.  Bush 
at  713  683-2931. 

BC/BE  Endacrinelogist/Internist  with  current/pending 
Texas  State  license  for  West  Texas  community  (popula- 
tion over  200,000).  Major  airport,  one  hour  flight  to  all 
major  Texas  cities.  Send  resume  to  Box  #765,  TEXAS 
MEDICINE,  1801  N.  Lamar,  Austin,  TX  78701. 

BC/BE  Pulmonologist/lnternist  with  current/pending  Texas 
State  License  for  West  Texas  community  (population 
over  200,000).  Major  airport,  one  hour  flight  to  all  major 
Texas  cities.  Send  resume  to  Box  #766,  TEXAS 
MEDICINE,  1801  N.  Lamar,  Austin,  TX  78701 . 

Ophthalmology 

Both  General  Ophthalmologist  and  fellowship  trained  doc- 
tors needed  for  opportunities  in  Texas  to  join  thriving  sin- 
gle specialty  group.  For  further  information,  contact  Jerry 
Lewis  — 1-817-776-4121. 


Orthopedics 

If  you  are  interested  in  a lucrative  orthopaedic  practice  in 
a community  with  a well  managed,  up-to-date  hospital, 
a qualified  and  supportive  medical  staff,  and  a competi- 
tive start  up  compensation  package,  please  call  Lonnie 
Belden  collect  at  (719)  637-4322  or  write  to  E.G.  Todd 
Associates,  1 670  North  Newport  Road,  Suite  300D, 
Colorado  Springs,  CO  8091 6. 

Pediatrics 

Pediatrician  — Vacation  area  near  the  ocean  and  Mex- 
ico. Enjoy  practice  in  a modern,  spacious,  custom  built 
clinic  with  lab,  x-ray.  Pleasant  hours,  good  beginning 
salary,  ownership  possible.  Contact  Adele  Bromiley,  MD, 
2335  Central  Blvd.,  Brownsville,  TX  78520;  512  546- 
3126. 

Multi-specialty  clinics  need  tn  add  BE/BC  pediatrician  to 
growing  pediatric  dept.  Several  Texas  locations.  For  fur- 
ther information  contact  Jerry  Lewis  1 -800-666-1 377. 

Radiology 

Expanding  17-physiciaR  multi-specialty  group  has  excel- 
lent opportunity  for  a Radiologist  in  West  Texas  commu- 
nity of  25,000.  We  offer  a compefitive  guaranteed  salary 
with  no  first  year  expenses  in  addition  to  benefits.  Mov- 
ing allowanqe  also  available.  Send  CV  to:  Malone  and 
Hogan  Clinic,  Personnel  Department,  1501  West  1 1th 
Place,  or  call,  Susan  Hawkins,  Director  of  Personnel,  1 - 
800-262-6361 . 

Lucrative  practice  oppsrtunity  for  radiologist  who  enjoys 
rural  lifestyle.  Excellent  hospital,  peer  association  and 
quality  of  life.  Competitive  start  up  compensation  pack- 
age including  an  income  guarantee,  malpractice,  reloca- 
tion reimbursement  and  more!  Please  call  Lonnie  Belden 
collect  at  (719)  637-4322  or  write  to  E.G.  Todd  Associ- 
ates, 1670  North  Newport  Road,  Suite  300D,  Colorado 
Springs,  CO  80916. 


Radiologist  — Part-time  or  half-time  position  available. 
Must  be  board  certified  and  have  Texas  license.  Ideal  for 
semi-retirement  in  resort/retirement  area  in  South  Texas 
on  Mexican  border  near  Gulf  of  Mexico.  Contact  Max 
Boeder,  MD,  1315  E.  6th  St,,  Weslaco,  TX  78596. 

Rospitai  positioo  availabie  for  board  certified  radiologist. 
45  minutes  from  downtown  Houston.  Must  be  proficient 
in  angiography.  CT,  MRI,  ultrasound  and  nuclear 
medicine.  For  information  call  409  765-8891  or  409  765- 
9699. 


Other  Opportunities 

Positions  Availalle-Seeking  BC/BE,  general  internist, 
HEM/ON,  PS,  endocrinologist  to  join  an  established  mul- 
tispecialty (non-prepaid)  clinic  in  South  Central  Texas. 
Contact  Leroy  W.  Kitch,  Administrator,  Skinner  Clinic, 

124  Dallas  St.,  San  Antonio,  TX  78205. 


Correctional  FaciSities-Several 
locations,  full-time  Physicians,  63K-84K, 
Psychiatrist  82K-129K.  Excellent 
Benefits.  Texas  Lie.  Huntsville.  Rusk, 
Gatesville,  Palestine,  Amarillo,  Marlin, 
Houston  area.  Inquiries;  TDC,  Bx  99 
Pers.  Annex,  Huntsville,  TX  77342 
(409)  294-2755. 


South  Texas  Multispeciaity  Group  — 1 0 physician  group  in 
San  Antonio.  Excellent  practice  opportunities  for  BC/BE 
physicians:  OBG,  pediatrics,  FP.  Well-established  25 
year  old  practice  rapidly  expanding  into  multispecialty 
group  due  to  increased  patient  base.  Design  award-win- 
ning new  facility  offering  complete  lab,  x-ray,  family  prac- 
tice, general  surgery,  cardiology,  PM  & R,  and  ophthal- 
mology services  already  established.  Texas  licensed  and 
Medicare  certified  out-patient  surgery  center  on  site. 
Enlarging  present  facility  and  will  open  satellite  office  in 
future.  Guaranteed  salary  and  competitive  benefits 
including  professional  liability,  administrative  and  staff 
support,  affiliation  with  large  community  hospitals,  and 
call  sharing  opportunities.  Requires  well-rounded  abilities 
in  both  out-patient  and  hospital  practice.  Dedication  to 
high  quality,  excellent  patient  empathy  and  communica- 
tion skills  mandatory.  Leadership  skills  and 
entrepreneurial  interest  in  practice  desirable.  Tremendous 
growth  potential.  Send  CV  references  and  current  photo 
to  Cyndi  Padilla,  Administrator,  Gonzaba  Medical  Group, 
720  Pleasanton  Road,  San  Antonio,  TX  78214. 

General  Surgeon  — Board  Certified,  sought  to  establish 
private  practice  associated  with  99-bed  hospital  in  West 
Texas  town  of  1 2,000  plus.  Income  guarantee  and  other 
financial  incentives  are  available.  Contact:  Thomas  R. 
Hochwalt,  CEO,  Cogdell  Memorial  Hospital,  Cogdell 
Center,  Snyder,  TX  79549;  915  573-6374. 


PRIVATE  PRAaiCE  OPPORTUNITIES 

(in  all  specblfles) 

Texas  & Sunbelt  States 
Call  1-800-284-4560 


Houston  785-3722 
oi  send  CV:  11140  Westheimer 
Suite  144 

Houston,  TX  77042 


Reuben 
B r o n s t e i n 

& Associates 


Expantling  17-physiciaii  multi-specialty  group  has  excel- 
lent opportunity  for  an  h nesthesiologist.  We  offer  a high 
first-year  salary  in  addition  to  benefits  with  no  first-year 
expenses.  If  interested,  send  CV  to  Malone  and  Hogan 
Clinic,  1501  West  11th,  Big  Spring,  TX  79720  or  call 
Susan  Hawkins,  Director  of  Personnel,  at  1-800-262- 
6361. 


Cariiologist  — Invasive/Non-invasive  BC/BE  to  join  two 
BC  cardiologists  located  in  southwest  Houston.  Good 
salary,  fringe  benefits,  partnership  after  two  years.  Send 
CV  to  P.  McKenzie,  7737  Southwest  Fwy.,  Suite  900, 
Houston,  TX  77074. 


EXCELLENT  PRACTICE  OPPORTUNITY. 

Two  physician  practice  looking  for  third 
partner  in  Bryan/College  Station,  Texas. 
Population  approximately  100,000  with 
drawing  area  of  250,000.  Send  curriculum 
vitae  to  Central  Texas  Heart  Center,  1301 
Memorial  Drive,  Bryan.  Texas  77802. 


Occupational  Medicine  — Energy  company  has  full-time 
position  for  Clinic  Director  for  BC/BE  physician  in  the 
Lake  Charles,  LA  area.  We  are  seeking  a motivated 
physician  with  good  communication,  clinical,  and  admin- 
istrative skills.  Benefits  package  is  competitive.  Send  CV 
to:  Medical  Director,  POB  2197-MA1026,  Houston,  TX 
77252. 

Critical  Care  Medicine  — Cpportunity  for  board  eligible  or 
board  certified  critical  care  trained  physician  to  join  the 
director  of  a 32  bed  Critical  Care  Unit  of  a 420  bed  med- 
ical center  located  in  the  lower  Rio  Grande  Valley  con- 
tiguous to  the  Texas  Gulf  Coast.  Practice  will  be  50% 
critical  care  and  50%  internal  medicine  with  emphasis  on 
cardiology  and  pulmonology.  Contact:  AD  Box  #763, 
TEXAS  MEDICINE,  1801  N.  Lamar,  Austin,  TX  78701 . 


WANTED: 

Physician  willing  to  establish  a practice  of 
family  medicine,  who  is  willing  to  relocate 
to  the  Texas  Panhandle  Area.  Nice  office 
space  and  guaranteed  financial  package  is 
available.  Practice  is  located  in  Spearman, 
Texas  which  is  the  county  seat  of  Hansford 
County. 

Agriculture,  oil  and  ranching  are  the  primary 
industries.  The  school  system  is  excellent  and 
the  quality  of  life,  particularly  for  a family  is 
excellent. 

If  interested  send  C.V.  or  call  Albert 
LaRochelle,  Hospital  Administrator, 
Hansford  County  Hospital,  707  S.  Roland, 
Spearman,  TX  79081.  Phone  806-659-2535. 


Anesthesioltgist  — BE-Anesthesia  & Pediatrics  — 

Locum  Tenens  work  — 1 ,000,000/3,000,000  coverage 
— 2 CRNA  supervision,  Ten  years  experience  — Hous- 
ton area  only.  713-363-9136  & leave  message  or  reply  to 
Ad  Box  #764,  TEXAS  MEDICINE,  1801  N.  Lamar,  Austin. 
TX  78701. 


For  Sale  or  Lease 

Medical  Equipment 

Ultrasounds  — Linear,  Sector  and  Bual.  X-ray.  cell-coun- 
ters (QBC),  chemistry  aniyz,  fiber-optic  scopes  and 
much,  much  more.  MedExchange  214  824-5040  F/V< 
214  823-9428.  Buy*Sell*Service. 

Coulter  F — in  perfect  working  condition  including  dilutor, 
hemoglobinometer,  and  supplies.  ALL  for  $1 500.00 
ONLY!  Shlomo  Friedman.  MD,  214-946-8049. 


continued  on  page  120 


Texas  Medicine  Volume  86  No.  7 July  1990 


117 


Physiciah  Services 

(or  AMERICA) 


FAMILY  PRACTICE 

T- 1129- A FP  - Associate  position  with 
partnership  potential  near  Tyler,  Texas. 
Extensive  cross  coverage  available  in  this 
lucrative,  well-established  practice  that 
offers  a liberal  compensation  package  with 
all  costs  covered. 

T-1129-B  FP  - Solo  practice  near  Tyler, 
Texas,  in  new  3,800  sq.  ft.  building  to  be 
completed  in  the  fall  of  1990.  All  set-up 
costs  provided,  excellent  cross  coverage, 
no  OB  or  inpatient  responsibilities.  Very 
competitive  compensation  for  this  no-risk 
opportunity. 

T-1120  FP  - Dallas  suburb  offers  family 
practice  associate/partnership  opportunity 
to  a BE/BC  candidate  who  seeks  no  OB, 
excellent  third-party  reimbursement  in  a 
rapidly  expanding  affluent  area. 

T-1 125  OCC/MED  - Group  family  prac- 
tice in  OCC/MED  seeks  physician  to  join 
their  successful  outpatient  clinic  that  of- 
fers regular  hours  with  no  evenings  or 
weekends.  Excellent  salary  and  incentives, 
located  in  Amarillo,  Texas. 

T-1 125  FP/EM  - Modem  urgent  care  cen- 
ter in  an  affluent  area  of  Amarillo,  Texas, 
needs  family  practice/emergency  medi- 
cine physician.  This  highly  successful  prac- 
tice offers  salary  and  incentives,  no  ER  or 
hospital  call,  no  Medicaid,  and  regular 
hours. 

T -960  FP  - Family  practice  group  in  large 
multispecialty  clinic,  adjacent  to  240-bed 
hospital,  needs  family  practitioner  to  join 
their  thriving  practice.  Premium  compen- 
sation and  bonus  incentives.  Located  in 
community  of 90,000  in  west  central  Texas. 

T-1028  FP  - Excellent  family  practice  op- 
portunities in  a beautiful  southwest  Texas 
city  of  40,000.  OB  is  preferred  since  cov- 
erage is  provided  by  5 other  family  practi- 
tioners and  malpractice  premiums  are  very 
rea.sonable.  Guaranteed  income  and  bene- 
fits being  offered. 

T-1061  FP  - Premier  5-person  family 
practice  group  seeks  physician  to  join  their 
highly  successful  practice  that  offers  very 
competitive  income  and  unlimited  pro- 
ductivity incentives.  Nearby  prestigious 
360-bed  hospital  fully  supports  the  needs 
of  this  expanding  group  clinic  located  in 
Amarillo.  Texas. 

T-1061-A  FP  - 2 well-established  family 
practitioners  each  seeking  associates  to 
eventually  become  partners  in  their  suc- 
cessful, growing  practices.  Excellent  third- 
party  reimbursement,  balanced  patient  mix, 
competitive  income  guarantee  and  incen- 
tive plan  offered  in  Amarillo. 

Recruitment  • Planning  • Consulting 


T-1056  FP  - Solo  or  partnership  family 
practice  position  available  in  an  affluent 
community  located  1 hour  southwest  of 
Houston.  A fully  equipped,  modem  prac- 
tice suite  is  connected  to  the  60-bed  re- 
gional medical  center.  Guaranteed  income 
and  excellent  cross  coverage. 

1137  FP  - Family  practice  position  avail- 
able in  northern  suburb  of  Fort  Worth, 
Texas,  in  well-established  clinic  that  is 
expanding. 

Call  Andy  Johns 


HOSPITAL-BASED 


Physical  Medicine  & 
Rehabilitation 

T-1 125  PM&R  - New  60-bed  acute  rehab 
center  to  open  in  June  ’90  in  Panhandle 
area  of  Texas.  There  is  a designated  head 
injury  and  spinal  cord  area.  State-of-the-art 
facility  - Easy  Street  concept,  new  gym  and 
pool.  Physiatrist  will  join  a well-estab- 
lished physiatrist  at  the  center.  EMGs  open 
- outstanding  practice. 

Call  Susan  Panther 


INTERNAL 

MEDICINE 


T-Z  1042 IM  - Corpus  Christi  - BC  general 
internist  seeks  BE/BC  internist  to  assume 
practice  of  retiring  partner  by  July  1990. 
Highly  desirable  coastal  area  of  230,000 
serving  a population  base  of  over  350,000. 
Flexible  financial  arrangements  including 
paid  relocation  expenses. 

Call  Kevin  Duffy 

T-1 125 IM  - Northwest  Texas  - An  excel- 
lent opportunity  for  a BE/BC  internist  to 
join  a well-established  group  located  in 
northwest  Texas.  Associate  with  five  (5) 
prominent  physicians  - three  (3)  internists, 
one  ( 1 ) pulmonologist,  and  one  ( 1 ) endo- 
crinologist. Highly  competitive  first-year 
guaranteed  income/benefit  package  which 
includes  a productivity  incentive  and  leads 
to  full  partnership. 

Call  Wes  Gardner 


MEDICINE 

SUBSPECIALTIES 


Cardiology 

T-1 097  CD  - Houston  - Two  very  busy  and 
well-established  invasive/non-invasive  car- 
diologists affiliated  with  a 905-bed  hospi- 
tal system  seek  an  associate.  Residence  is 


in  a community  with  all  the  cultural  and 
educational  amenities  afforded  most 
major  cities,  plus  a bonus  of  prime  resi- 
dential and  recreational  areas. 

Call  Wes  Gardner 

Nephrology 

T-1125  NEPH  - Northwest  Texas  - Op- 
portunity for  a BE/BC  nephrologist  to  set 
up  a hospital-based  private  practice  with 
an  academic  appointment  in  Amarillo, 
Texas.  This  will  be  a full-time  appoint- 
mentatTexasTech  University  School  of 
Medicine.  Highly  competitive  salary/ 
benefit  guarantee  the  first  year  with  ex- 
cellent income  in  subsequent  years. 

Call  Wes  Gardner 

Oncology 

1136  ONC  - West  Texas  - Prominent, 
well-respected  oncologist  located  in  a 
community  of  200,000,  serving  approxi- 
mately one  million,  seeks  BE/BC  associ- 
ate/partner. Affiliation  with  a modem, 
progressive  715-bed  hospital  including 
an  outpatient  cancer  treatment  center. 
Hospital  offers  all  state-of-the-art  equip- 
ment and  full  radiation  therapy  services. 
Excellent  and  highly  competitive  salary 
compensation  and  benefits  leading  to  full 
partnership. 

962  ONC  - Twenty  minutes  from  DEW 
airport.  An  excellent  opportunity  exists 
for  an  oncologist  or  hematologist/oncolo- 
gist to  establish  practice  in  a lovely  com- 
munity of  250,000  adjacent  to  Dallas/Ft. 
Worth.  This  opportunity  offers  affiliation 
with  a progressive  214-bed  hospital  that 
will  provide  an  excellent  income  guaran- 
tee and  cross-coverage  arrangements. 
Downtown  Dallas  is  30-40  minutes  away 
and  Ft.  Worth  is  only  20  minutes  away. 

Call  Rita  Mullins 

Pulmonology 

T-1077  PUL  - Coastal  Texas  - An  excel- 
lent opportunity  exists  for  a BE/BC  pul- 
monologist to  join  a busy,  well-estab- 
lished group  located  in  suburban  Hous- 
ton. There  is  a built-in  referral  base  due  to 
affiliation  with  a prestigious  expanding 
multispecialty  group  represented  by  the 
following  specialties:  cardiology,  family 
practice,  gastroenterology,  infectious 
diseases,  internal  medicine,  rheumatol- 
ogy and  surgery.  Primary  hospital  affili- 
ation with  a 580-bed  full-.service  facility 
featuring  a combined  32-bed  ICU/CCU, 
complete  pulmonary  function  lab,  exer- 
cise testing  and  state-of-the-art  equip- 
ment. 

Call  Wes  Gardner 

Call  toll  free 


Pmysiciam  Services 

(or  AMERICA) 


Radiation  Oncology 

T-l  136R/()  - West  Texas  - Excellent  pri- 
vate practice  opportunity  for  a radiation 
oncologist  to  take  over  a well-established 
practice  based  at  a 637-bed  tertiary  hospi- 
tal. This  practice  has  5()()-6()0  new  cancer 
consults  annually  and  treats  33-40  patients 
per  day. 

Radiology 

T-1134R  - Dallas  Area  - Radiologist 
needed  for  busy  practice  at  a 49-bed 
community  hospital  approximately  35 
miles  from  Dallas.  Services  include  CT, 
angiography,  ultrasound  and  nuclear 
medicine. 

Call  Anita  Bowles 


OB/GYN 


T.  1021 OB/GYN . Wesi  Texas  - 28-mem- 
ber  multispecialty  group  seeks  a fourth 
OB/GYN  associate.  Community  of  ap- 
proximately 100,000;  office  building  situ- 
ated directly  adjacent  to  modem  and  pro- 
gressive 240-bed  hospital.  Extremely  com- 
petitive financial  package  with  full  part- 
nership at  the  end  of  the  first  year. 

T-1025  OB/GYN  - Houston  Area  - 40- 
bed  hospital  situated  in  a community  of 
approximately  1 5,000,  with  a service  area 
population  of  35,000,  seeks  a BE/BC  ob- 
stetrician. Cross  coverage  and  potential 
association  is  available  with  existing  OB/ 
GYN;  30  minutes  access  to  the  beautiful 
Gulf  of  Mexico.  Attractive  financial  pack- 
age with  tremendous  future  growth  poten- 
tial. 

T-l  107  OB/GYN  - Houston  Area  - 60- 
bed  hospital  situated  in  a community  of 
approximately  1 8,000  seeks  a BE/BC  OB/ 
GYN  to  establish  new  independent  prac- 
tice with  phenomenal  immediate  growth 
potential.  Attractive  financial  package 
provided  with  cross  coverage  available 
locally.  Inside  45  minutes  to  Houston. 

T-l  120  OB/GYN  - Dallas  Area  - 50-bed 
hospital  located  approximately  25  min- 
utes from  downtown  Dallas  seeks  two  BE/ 
BC  OB/G  YNs.  Community  of  1 5,000  with 
a service  area  population  of  25,000.  Pres- 
tigious university  hospital  affiliation.  Com- 
petitive package  is  offered.  Immediate 
availability  desired. 

Call  Joyce  Campbell 


PEDIATRICS 


T-l  120  FED  - Grapevine  - Outstanding 
opportunity  to  join  a thriving  board-certi- 
fied pediatrician  affiliated  with  the  pres- 
tigious Baylor  system.  Since  Grapevine  is 

1-800-626-1857 


located  20  miles  from  both  Dallas  and  Ft. 
Worth,  small-town  chami  is  coupled  with 
all  of  the  amenities  of  the  metroplex. 

Call  Marc  W.  Kundler 

PSYCHIATRY 


T-1035  PSY  - Community  hospital  in  sub- 
urb of  a metropolitan  city  seeks  one  of  two 
BE/BC  general  psychiatrists  to  establish 
private  practice  in  service  area.  Opportu- 
nity for  two  psychiatrists  who  would  like  to 
establish  a partnership  or  association.  Fa- 
cility currently  offers  inpatient  programs 
for  adults  and  adolescents  and  a total  of  66 
beds.  Very  competitive  benefit  package 
and  assistance  in  practice  start-up  are  being 
offered. 

Call  Ed  Boles 


SURGERY 

Neurosurgery 

T-1067  NS  - There  is  an  attractive  opportu- 
nity for  a broad  base  neurosurgeon  to  affili- 
ate with  a prestigious  360-bed  regional  re- 
ferral center  in  northwestern  Texas.  Cross 
coverage  from  four  other  neurosurgeons, 
referrals  from  a service  area  of  over 400,000. 
State-of-the-art  equipment.  Excellent  prac- 
tice. 

Call  Susan  Panther 

Orthopedics 

T-1029  ORS  - Suburban  North  Houston  - 
Progressive  200-bed  hospital  located  near 
Kingwood  seeks  BE/BC  orthopedist  to  join 
busy  solo  practitioner  or  to  establish  an  in- 
dependent practice. 

T-1040  ORS  - Southwest  Houston  - Major 
not-for-profit  healthcare  system  seeks  BE/ 
BC  orthopedic  surgeon  with  training  and/or 
extensive  experience  in  the  operative  man- 
agement of  trauma.  Hospital-based,  sala- 
ried position.  Full  support  of  orthopedic 
staff 

T-l  108  ORS  - Northwest  Houston  - New 
175-bed  acute  care  hospital  affiliated  with  a 
not-for-profit  healthcare  system  seeks  BE/ 
BC  orthopedist  to  associate  with  an  estab- 
lished practitioner.  Busy  urban  practice. 
Shared  call  and  overhead.  Competitive  fi- 
nancial package  available. 

T-l  101  ORS  - Southwest  Texas  - Success- 
ful 93-bed  acute  care  hospital  located  in  a 
charming  and  historic  community  of 40,000 
seeks  second  orthopedic  surgeon  to  associ- 
ate with  a well-established  surgical  clinic. 
Outdoor  sportsmen's  paradise  offering  ex- 
cellent hunting,  fishing,  and  water  sports. 
Competitive  financial  package. 


1154  ORS  - Attractive  private  practice 
opportunity  associated  with  a progressive 
49-bed  acute  care  hospital  within  30-40 
minutes  of  Dallas.  Economically  diverse 
community  with  an  encatchment  area  of 
over  18,000.  Cross  coverage  from  another 
well-established  orthopedic  surgeon.  The 
hospital  is  affiliated  with  Baylor  Healthcare 
System. 

Call  Susan  Panther 

Otolaryngology 

T-l  131  OTO  - Dallas/Fort  Worth  Metro- 
plex - Busy  general  otolaryngologist  lo- 
cated only  20  miles  from  both  Dallas  and 
Fort  Worth  seeks  BE/BC  associate/partner. 
Affiliation  with  Baylor  Healthcare  System. 
Located  in  an  economically  diverse  and 
growing  area. 

Call  Aaron  Risen 

Plastic  Surgery 

T-1046  PS  - There  is  a private  practice  op- 
portunity to  join  a well-established  board- 
certified  plastic  surgeon  affiliated  with  a 
200-bed  general  acute  care  facility  in  an  at- 
tractive suburb  of  Houston.  This  plastic 
surgeon  draws  from  an  encatchment  area  of 
over  250,000.  A BE/BC  plastic  surgeon 
with  hand  fellowship  plus  broad  base  prac- 
tice interest  is  required. 

Call  Susan  Panther 

Urology 

T-1021  U - Multispecialty  group  seeks  BE/ 
BC  urologist  to  replace  retiring  member  of 
urology  department.  Group  is  associated 
with  a 220-bed  acute  care  facility  serving  a 
central  Texas  community  of  90,000  with  a 
service  area  population  of  150,000.  Candi- 
date with  an  interest  in  infertility  and/or 
female  urology  would  complement  the 
department’s  current  orientation. 

T-1120  U - Not-for-profit  community  hos- 
pital seeks  BE/BC  urologist  to  join  its 
medical  staff  of  35  physicians.  This  ad- 
vanced, high  quality,  comprehensive  medi- 
cal and  surgical  care  facility  is  aggressively 
expanding  its  services  and  medical  staff  in 
order  to  meet  the  needs  of  a growing  com- 
munity. Located  in  a suburban  area  of  a 
major  metropolitan  center.  Good  schools, 
stable  economy,  and  future  growth  of  this 
area  are  indicative  of  a tremendous  practice 
opportunity. 

T-1160  U - East  Texas  community  hospital 
seeks  a BE/BC  urologist  to  join  local  urolo- 
gist before  his  retirement  to  allow  a transi- 
tional period.  This  facility  boasts  a full- 
service  acute  care  capability,  as  well  as  an 
intemiediate  nursing  care  facility.  Commu- 
nity offers  an  outstanding  family  environ- 
ment. 

Call  Ed  Boles 


Suite  250,  Browenton  Place  • 2000  Warrington  Way  • Louisville,  KY  40222 


Office  Space 

For  sale  or  lease:  4000  sq.  foot  medical  office  building 
Seton  vicinity... Austin  Retina  Associates.  Call  512  451  - 
0236. 

Office  space  available  immediately  in  San  Marcos.  Excel- 
lent opportunity  in  a university  town  within  1 1/2  miles 
from  the  hospital  and  minutes  away  from  Austin  and  San 
Antonio.  Many  educational  and  recreational  attractions 
nearby.  Will  introduce.  Contact  Medical  Park  Clinic,  705 
W.  Hopkins  St.,  San  Marcos,  TX  78666  or  call  800-782- 
3361,  ext.  234. 

Practices 

Selling  Your  Practice?  We  offer  on-site  appraisals,  prac- 
tice brokerage,  physician  recruiting,  and  partnership 
buy-in  services.  We  can  help  you  make  the  right  deci- 
sions. For  a free  brochure,  call  or  write:  Practice  Dynam- 
ics, P.O.  Box  821398,  Houston,  TX  77282:  713  531- 
0911  or  1-800-933-0911. 


Established  solo  OB/GYN  practice 
available  in  Central  Texas  university  city. 

Above  average  gross.  For  information 
contact:  Doctors  Consultants,  Inc.,  14651 
Dallas  Parkway  #350,  Dallas,  Texas  75040. 

214  387-1326. 


Very  active  family  practice  for  sale  — Retiring  after  30 
years,  same  location.  Located  in  town  of  25,000  — 75 
miles  north  of  Dallas.  200  bed  hospital  with  excellent 
consultants  in  all  fields.  Terms  flexible.  Will  introduce  to 
patients.  Contact  Ad  Box  #741 , TEXAS  MEDICINE, 

1801  N.  Lamar,  Austin,  TX  78701 . 

For  Sale:  Large,  firmly  established,  family  practice. 
Located  in  DEW  mid  cities  area.  It  interested  in  further 
details,  please  contact  Ad  Box  #760,  TEXAS  MEDICINE, 
1801  N.  Lamar,  Austin,  TX  78701 . 

40- Year  Practice  For  Sale  — Office  and  equipment  avail- 
able. Contact  Mrs.  Maxwell  at  Dr.  Hal  W.  Maxwell  Oph- 
thalmology, 3707  Gaston  Ave.,  Suite  303,  Dallas,  TX  or 
call  214  368-1  111. 

N.E.  Fort  Worth  Suburb  (Watauga)  — Completely 
equipped  for  2 doctors-ind.  xray  Treadmill  avail.  Call  J. 
McNeft,  MD  @ 81 7 831  -0321 

Medical  office  for  saie  or  lease  in  Midland.  Texas.  Thirty- 
year  old  family  practice.  Seven  treatment  rooms,  labora- 
tory and  standard  x-ray  equipment  run  by  an  excellent 
laboratory  and  x-ray  technologist.  Call  Dr.  Jessie  L.  Cole- 
man at  1-915-682-5391.  Available  Fall  '90. 

Pediatric  practice  availabie  — mature,  lucrative,  well- 
established.  Included,  modern  fully  furnished  1500 
square  feet  office  building.  Days  only.  713-623-6605. 

Ask  for  Bob  Looser. 

For  Sale:  Well-estabiished  family  practice,  some  industri- 
als. 20  years  in  same  location.  Across  the  street  from 
major  hospital,  No  OB's,  No  PPO's  or  HMO's.  Spanish  a 
must.  P.O.  Box  7722,  Pasadena,  TX  77508. 


Business  and 
Financial  Services 

Physician’s  signature  ioans  to  $50,000.  Up  to  seven 
years  to  repay.  No  prepayment  penalties.  Prompt,  cour- 
teous service.  Competitive  fixed  rate.  Physicians  Service 
Association,  Atlanta,  Georgia.  Toll  free  1-800-241-6905. 
Serving  MDs  tor  over  10  years. 

Transition  Consuiting  Services  — Specializing  in:  practice 
appraisal,  contract  structuring,  opportunity  assessment 
and  practice  sales  assistance.  20  years  experience  with 
health  professionals.  Lewis  Health  Profession  Services, 
1221  Abrams  Rd..  Suite  318,  Richardson.  TX  75081 . 

214  437-1180. 

Computer  List/Maiiing  Labeis  of  Texas  Physicians  Any  or 

all  by  zip  code,  city,  county,  specialty,  etc.  Call  81 7 698- 
3900  for  quote. 

Miscellaneous 

Attention:  Postai  Jobs!  Start  $1 1 .41 /hour!  For  application 
info  call  (1)  602-838-8885,  Ext.  M10524,  6am  - 10pm,  7 
days. 


Advertising  Rates  & Data:  Regular  classified  advertising 
sells  for  $2.00  per  word,  minimum  25  words  or  $50,  per 
issue.  We  do  not  count  articles  (a,  an,  the).  Display  clas- 
sified advertising  sells  for  $95  per  column  inch,  per 
month.  A variety  of  typefaces,  logos,  and  borders  may 
be  used  in  display  classified  ads.  Ad  box  numbers  can 
be  substituted  for  formal  addresses  upon  request  at  no 
extra  cost.  Name  and  address  of  ad  box  number  listings 
cannot  be  given  out  unless  specific  permission  to  do  so 
has  been  given.  The  advertising  office  will  not  contact  ad 
box  number  holders  except  by  mail.  Federal  laws  pro- 
hibit references  to  race,  color,  religion,  sex,  natural  origin, 
or  age  unless  bona  fide  occupational  qualifications.  Copy 
deadline  is  the  1 st  of  the  month  preceding  publication. 
Send  copy  to  Diane  L.  Bolling,  Classified  Manager, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  TX 
78701. 
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PHYSICIANS, 

WE  RE  FLEXIBLE  ABOUT 
EVERYTHING  EXCEPT 
YOUR  SKILL. 

In  the  Army  Reserve,  we  welcome  just  about  every  medical  discipline  and  specialty. 
Most  important,  we're  flexible  about  your  time.  We  have  several  different  ways  for  you  to 
serve  that  take  in  account  your  needs  and  schedules. 

There  is  another  flexibility  you  will  especially  like.  We  offer  the  opportunity  to  explore 
other  phases  of  medicine  and  to  add  some  different  knowledge  to  your  practice.  We  think 
you'll  find  the  experience  rewarding  and  exciting. 

To  see  how  flexible  we  can  be,  call  our  officer  counselor. 

MAJOR  JOHN  C.  TERRY  (512)  829-4554 
MAJOR  CRAIG  HACKER  (512)  826-9893 


ARMY  RESERVE. 
BE  ALL  YOU  CAN  BE. 


Your  Best  Investment 
Since  Med  School 


Certified  Medical  Assistants  make 
your  practice  more  professional. 


Texas 
Society  of 
Medical 
Assistants 


Helping  Physicians  Care  for  Texans 


Administrative  Office 
1801  North  Lamar  Blvd. 
Austin,  Texas  78701 


Courses 

August 

Emergency  Medicine 

Aug  20-24,  1990 

Emergency  Medicine  Symposium  II.  La 
Jolla  Marriott  Hotel,  La  Jolla,  Calif.  Lee 
$450,  5-day  symposium;  $300,  3-day 
symposium;  $225,  2-day  symposium. 
Category  1,  AMA  Physician’s  Recogni- 
tion Award.  Contact  Office  of  Continu- 
ing Medical  Education,  University  of 
California,  San  Diego,  School  of 
Medicine,  M-017,  La  Jolla,  CA  92093- 
0617  (619)  534-3940 

Cardiology 

Aug  2-4,  1990 

Critical  Care  Cardiology.  Portman 
Hotel,  San  Lrandsco.  Pee  $420,  Ameri- 
can College  of  Cardiology  members; 
$490,  ACC  non-members.  Category  1, 
AMA  Physician’s  Recognition  Award; 

16  hrs.  Contact  ACC,  Extramural  Pro- 
grams, Dept  5080,  Washington,  DC 
20061-5080  (301)  897-5400,  Ext  228 

Aug  27-29,  1990 

Tutorials  in  the  Tetons.  Jackson  Lake 
Lodge,  Grand  Teton  National  Park, 
Moran,  Wyo.  Pee  $365,  American  Col- 
lege of  Cardiology  members;  $450, 

ACC  non-members.  Category  1,  AMA 
Physician’s  Recognition  Award;  14  hrs. 
Contact  ACC,  Extramural  Programs, 
Dept  5080,  Washington,  DC  20061- 
5080  (301)  897-5400,  Ext  228 

Aug  30-Sept  1,  1990 
Keys  to  Successful  Peripheral  Interven- 
tion: Balloon,  Stent,  Atherectomy,  and 
Laser.  Windsor  Court  Hotel,  New 
Orleans.  Contact  Jane  Arnette,  Cardio- 
vascular Institute  of  the  South,  300  Lib- 
erty St,  Houma,  LA  (1-800)  445-9676 


CME  / Continuing 
Education  Director}! 


General  Medicine 

Aug  4,  1990 

Cancer:  Prevention  and  Early  Detection. 
Westin  Hotel  Galleria,  Dallas.  Pee  $95, 
practitioners;  $50,  residents  with  letter 
of  verification.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  7 hrs.  Con- 
tact Diane  Pitkin,  Continuing  Medical 
Education,  St  Paul  Medical  Center,  5909 
Harry  Hines  Blvd,  Dallas  75235  (214) 
879-3789 

Internal  Medicine 

Aug  5-10,  1990 

Ninth  Annual  Internal  Medicine  Review 
for  the  Primary  Care  Physician.  South 
Padre  Island,  Tex.  Pee  $425.  Category  1, 
AMA  Physician’s  Recognition  Award; 

25  hrs.  Contact  Susan  Hughes,  Office  of 
Continuing  Medical  Education,  Scott  & 
White  Memorial  Hospital,  2401  S 31st 
St,  Temple,  TX  76508  (817)  774-4083 

Ophthalmology 

Aug  20-24,  1990 

Ocular  Microbiology  Pellowship.  Cullen 
Eye  Institute,  Houston.  Pee  $500.  Cate- 
gory 1,  AMA  Physician’s  Recognition 
Award;  37  hrs.  Contact  Tamara  C. 
Greiner,  Baylor  College  of  Medicine, 
Office  of  Continuing  Education,  One 
Baylor  Plaza,  Houston,  TX  77030  (713) 
798-6020 

Orthopedic  Surgery 

Aug  3-4,  1990 

Management  of  Post-surgical  and  Post- 
traumatic  Complications  in  Orthope- 
dics. St  Louis.  Contact  Washington  Uni- 
versity School  of  Medicine,  Office  of 
Continuing  Medical  Education,  660  S 
Euclid  Ave,  St  Louis,  MO  63110  (314) 
362-6893 


August-December 

Risk  Management 

Por  information  on  the  following 
course,  contact  Kim  Koschemann,  Texas 
Medical  Association,  Department  of 
Practice  Management  Services,  1801  N 
Lamar  Blvd,  Austin,  TX  78701  (512) 
477-6704. 

Risk  Prevention  Skills 
Aug  8,  1990,  Amarillo 
Aug  16,  1990,  Dallas 
Aug  29,  1990,  Houston 
Oct  3,  1990,  San  Antonio 
Nov  7,  1990,  Houston 
Nov  8,  1990,  Dallas 

For  information  on  the  following 
courses,  contact  Rosemary  Gafner,  EdD, 
Medical  Risk  Management,  Inc  (for- 
merly Paracommunications,  Inc,)  2500 
City  West  Blvd,  Ste  300,  Houston,  TX 
77030  (713)  789-3375 

Forensic  Obstetrics 
Aug  10,  1990,  Harlingen 
Aug  15,  1990,  El  Paso 
Aug  18,  1990,  San  Angelo 
Aug  25,  1990,  Austin 
Oct  6,  1990,  Dallas 
Oct  12,  1990,  Austin 
Oct  24,  1990,  Fort  Worth 
Oct  26,  1990,  Abilene 
Nov  2,  1990,  Amarillo 
Nov  8,  1990,  Houston 
Nov  17,  1990,  Waco 

Medico-Legal  Issues 
in  Medical  Risk  Management 
Aug  11,  1990,  Harlingen 
Oct  7,  1990,  Dallas 
Oct  14,  1990,  Austin 
Oct  27,  1990,  Abilene 
Nov  3,  1990,  Amarillo 
Nov  9,  1990,  Houston 

Principles  of  Medical  Risk  Management 

for  Physicians 

Aug  10,  1990,  Harlingen 

Aug  15,  1990,  El  Paso 
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SCOTT&WHITE 


I'KXAS  A&M  l:\lVI';kSi  rY 

COLLEGE'/ MEDICINE 

C O I,  1,  K G K S r A ’I  ION"  I K M P I,  K 


NINTH  ANNUAL  INTERNAL 
MEDICINE  REVIEW 


INTERNAL  MEDICINE  REVIEW 
POST  CONFERENCE  SEMINAR 


SOUTH  PADRE  ISLAND,  TEXAS 
August  6-9,  1990 

With  Discussions  of  Clinical  Topics  In 

Osteoporosis 
Diabetes  Mellitus 
Cancer  Screening 
Renal  Disease 
Drug  & Alcohol  Abuse 
Obesity 

Congestive  Heart  Failure 
Myocardial  Infarction 


"Clinical  Perspectives  on 
Blood  Lipids" 

Friday,  August  10,  1990 

With  Discussions  of  Clinical  Topics  in 

Genesis  of  Atherosclerosis 
Imp>ortance  of  Lip)oproteins  in  Atherosclerosis 
Management  of  Problem  Patients  with  Hyperlipidemia 
Patient  at  Risk  from  Elevated  Serum  Cholesterol 


For  more  information  or  to  register,  contact:  Office  of  Continuing  Medical 
Education,  Scott  and  White, Temple,  Texas  76508,  (817)  774-4073. 


Aug  18,  1990,  San  Angelo 
Aug  25,  1990,  Austin 
Oct  6,  1990,  Dallas 
Oct  12,  1990,  Austin 
Oct  24,  1990,  Fort  Worth 
Oct  26,  1990,  Abilene 
Nov  2,  1990,  Amarillo 
Nov  8,  1990,  Houston 
Nov  17,  1990,  Waco 

Techniques  of  Reducing  the  Frequency 

of  Medico-Legal  Lawsuits  Using  Para- 

communications  and  Neurolinguistics 

Aug  11,  1990,  Harlingen 

Aug  16,  1990,  El  Paso 

Aug  23,  1990,  New  Orleans 

Aug  25,  1990,  Austin 

Oct  7,  1990,  Dallas 

Oct  14,  1990,  Austin 

Oct  23,  1990,  Fort  Worth 

Oct  27,  1990,  Abilene 

Nov  3,  1990,  Amarillo 

Nov  9,  1999,  Houston 

Quality  Assurance  and  Proper  Charting 

in  Medical  Risk  Management 

Aug  11,  1990,  Harlingen 

Oct  7,  1990  Dallas 

Oct  14,  1990,  Austin 


Oct  27,  1990,  Abilene 
Nov  3,  1990,  Amarillo 
Nov  9,  1990,  Houston 

For  information  on  the  following 
course,  contact  Timothy  J.  O’Toole, 
American  Physicians  Insurance 
Exchange,  1301  Capital  of  Texas  Hwy, 
Ste  B-320,  Austin,  TX  78746-9981  (1- 
800)  252-3628  or  (512)  328-1520 

A Practical  Approach:  Physician  Loss 
Control  and  Risk  Management 
Aug  30,  1990,  Corpus  Christi 
Sept  20,  1990,  Little  Rock,  AR 
Oct  25,  1990,  El  Paso 

September 

Dermatology 

Sept  15,  1990 

Update  in  Psoriasis.  Baylor  University 
Medical  Center,  Dallas.  Contact  Barbara 
Grayson,  Continuing  Education,  Baylor 
University  Medical  Center,  3500  Gaston 
Ave,  Dallas,  TX  75246  (214)  820-2317 


Emergency  Medicine 

Sept  10-11,  1990 

Advanced  Cardiac  Life  Support.  Scott  & 
White  Memorial  Hospital,  Temple,  Tex. 
Fee  $175.  Category  1,  AMA  Physician’s 
Recognition  Award;  13  hrs.  Contact 
Susan  Hughes,  Office  of  Continuing 
Medical  Education,  Scott  & White 
Memorial  Hospital,  2401  S 31st  St, 
Temple,  TX  76508  (817)  774-4083 

Sept  13-14,  1990 

Advanced  Trauma  Support.  Scott  &: 
White  Memorial  Hospital,  Temple,  Tex. 
Fee  $475.  Category  1,  AMA  Physician’s 
Recognition  Award;  17  hrs.  Contact 
Office  of  Continuing  Medical  Educa- 
tion, Scott  & White  Memorial  Hospital, 
2401  S 31st  St,  Temple,  TX  76508  (817) 
774-4083 

Sept  13-14,  1990 

Pediatric  Advanced  Life  Support.  Tem- 
ple, Tex.  Fee  $225.  Category  1,  AMA 
Physician’s  Recognition  Award;  13  hrs. 
Contact  Susan  Hughes,  Office  of  Con- 
tinuing Medical  Education,  Scott  & 
White  Memorial  Hospital,  2401  S 31st 
St,  Temple,  TX  76508  (817)  774-4083 
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General  Medicine 

Sept  7-8,  1990 

2nd  Annual  Managed  Health  Care  Con- 
ference. San  Luis  Hotel,  Galveston,  Tex. 
Contact  Gayle  Norris,  The  University  of 
Texas  Medical  Branch,  Office  of  Contin- 
uing Education  J-34,  7101  Shearn 
Moody  Plaza,  Galveston,  TX  77550 
(409)  761-2934 

Sept  21-23,  1990 

Total  Joint  Implant  Review  Course. 
Lubbock,  Tex.  Contact  Vicki  Hollander, 
Office  of  Continuing  Medical  Educa- 
tion, Texas  Tech  University  Health  Sci- 
ences Center,  Lubbock,  TX  79430  (806) 
742-2929 

Sept  28-29,  1990 

Neurology  for  the  Primary  Care  Physi- 
cian. Hyatt  Regency  Hotel,  San  Anto- 
nio, Tex.  Pee  $250.  Category  1,  AM  A 
Physician’s  Recognition  Award;  1 1 hrs. 
Contact  Susan  Hughes,  Office  of  Con- 
tinuing Medical  Education,  Scott  & 
White  Memorial  Hospital,  2401  S 31st 
St,  Temple,  TX  76508  (817)  774-4083 

General  Surgery 

Sept  15,  1990 

Surgical  Infections.  Grand  Kempinski 
Hotel,  Dallas.  Fee  $95.  Category  1, 

AMA  Physician’s  Recognition  Award;  7 
hrs.  Contact  Diane  Pitkin,  Continuing 
Medical  Education,  St  Paul  Medical 
Center,  5909  Harry  Hines  Blvd,  Dallas, 
TX  75235  (214)  879-3789 

Internal  Medicine 

Sept  4-8,  1990 

Intensive  Review  of  Internal  Medicine. 
Westin  Hotel,  Dallas.  Fee  $500.  Cate- 
gory 1,  AMA  Physician’s  Recognition 
Award;  50  hrs.  Contact  Rose  Bayles, 

The  University  of  Texas  Southwestern 
Medical  Center,  Department  of  Contin- 
uing Education,  5323  Harry  Hines  Blvd, 
Dallas,  TX  75235  (214)  688-2166 


Sept  25-26, 1990 

Diabetes  Mellitus.  The  University  of 
Texas  Medical  Branch,  Galveston,  Tex. 
Contact  Candace  Pardue,  UTMB,  Office 
of  Continuing  Education  J-34,  7101 
Shearn  Moody  Plaza,  Galveston,  TX 
77550  (409)  761-2934 

Obstetrics  and  Gynecoiogy 

Sept  13-14, 1990 

Colposcopy  Workshop.  Grand  Kempin- 
ski Hotel,  Dallas.  Fee  $425.  Category  1, 
AMA  Physician’s  Recognition  Award; 

16  hrs.  Contact  June  Bovill,  Continuing 
Education,  The  University  of  Texas 
Southwestern  Medical  Center,  5323 
Harry  Hines  Blvd,  Dallas,  TX  75234 
(214)  688-2166 

Sept  20-21,  1990 

Seventeenth  Annual  Perinatal  Seminar. 
Scott  & White  Memorial  Hospital,  Tem- 
ple, Tex.  Fee  $75.  Category  1,  AMA 
Physician’s  Recognition  Award;  1 1 hrs. 
Contact  Susan  Hughes,  Office  of  Con- 
tinuing Medical  Education,  Scott  & 
White  Memorial  Hospital,  2401  S 31st 
St,  Temple,  TX  76508  (817)  774-4083 

Sept  28-29,  1990 

Annual  Seminar  in  Obstetrics  and  Gyne- 
cology. Lubbock,  Tex.  Contact  Vicki 
Hollander,  Office  of  Continuing  Medical 
Education,  Texas  Tech  University 
Health  Sciences  Center,  Lubbock,  TX 
79430  (806)  742-2929 

Oncology 

Sept  7-8,  1990 

Alteration  of  Bone  Cancer  and  Related 
Diseases.  Wyndham  Warwick  Hotel, 
Houston.  Contact  Jeff  Rasco,  The  Uni- 
versity of  Texas  M.D.  Anderson  Cancer 
Center,  Conference  Services,  Box  131, 
1515  Holcombe  Blvd,  Houston,  TX 
77030  (713)  792-2222 


Sept  14-16,  1990 

Pain  Management.  Houstonian  Hotel, 
Houston.  Contact  Jeff  Rasco,  The  Uni- 
versity of  Texas  M.D.  Anderson  Cancer 
Center,  Conference  Services,  Box  131, 
1515  Holcombe  Blvd,  Houston,  TX 
77030  (713)  792-2222 

Sept30-Oct  4,  1990 
Seventh  International  Lymphokine 
Workshop.  St  Anthony  Hotel,  San  Anto- 
nio, Tex.  Contact  Jeff  Rasco,  The  Uni- 
versity of  Texas  M.D.  Anderson  Cancer 
Center,  Conference  Services,  Box  131, 
1515  Holcombe  Blvd,  Houston,  TX 
77030  (713)  792-2222 

Ophthalmology 

Sept  7,  1990 

Cataract  1990.  Doubletree  Hotel 
at  Campbell  Ctr,  Dallas.  Fee  $135; 

$165  after  Aug  17.  Contact  Paula  Hall, 
Presbyterian  Healthcare  System, 

8200  Walnut  Hill  Ln, 

Dallas,  TX  75231  (214)  696-8458 

Sept  14-16,  1990 
Diagnostic,  Medical,  and  Surgical 
Approaches  to  Uveitis.  Carmel  Valley 
Ranch  Resort,  Carmel  Valley,  Calif. 
Contact  University  of  California, 
Extended  Programs  in  Medical  Educa- 
tion, Rm  U-569,  San  Francisco,  CA 
94143-0742  (415)  476-4251 

Orthopedic  Surgery 

Sept  12, 1990 

Ruth  Jackson  Seminar  in  Orthopedic 
Surgery.  Baylor  University  Medical  Cen- 
ter, Dallas.  Fee  $50.  Category  1,  AMA 
Physician’s  Recognition  Award;  3 hrs. 
Contact  Barbara  Grayson,  Continuing 
Education,  Baylor  University  Medical 
Center,  3500  Gaston,  Dallas,  TX  75246 
(214)  820-2317 
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Psychiatry 

Sept  24-28,  1990 

Course  on  Alcoholism.  USAF  Regional 
Hospital,  Sheppard  Air  Force  Base,  Tex. 
Category  1,  AM  A Physician’s  Recogni- 
tion Award;  24  hrs.  Contact  Lt  Col  John 
F.  Butler,  USAF  Regional  Hospital, 
Sheppard/SGHMA,  Sheppard  Air  Force 
Base,  TX  76311-5300  (817)  851-2715 

Urology 

Sept  7-9,  1990 

Prostate  Cancer.  Dallas.  Fee  $275.  Cate- 
gory 1,  AM  A Physician’s  Recognition 
Award;  16  hrs.  Contact  Alice  Hender- 
son, American  Urological  Association, 
Inc,  Office  of  Education,  6750  W Loop 
South,  Ste  900,  Bellaire,  TX  77401 
(713)  665-7500 

October 

Cardiology 

Oct  1-4,  1990 

Clinical  Electrocardiography:  Cardio- 
vascular Board  Review.  Indianapolis. 

Eee  $445  American  College  of  Cardiol- 
ogy members;  $510  nonmembers.  Cate- 
gory 1,  AM  A Physician’s  Recognition 
Award;  23.5  hrs.  Contact  ACC,  Extra- 
mural Programs,  Dept  5080,  Washing- 
ton, DC  20061-5080  (301)  897-5400, 
Ext  228 

Emergency  Medicine 

Oct  25-26,  1990 

Advanced  Trauma  Life  Support.  Temple, 
Tex.  Eee  $475.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  17  hrs.  Con- 
tact Susan  Hughes,  Office  of  Continuing 
Medical  Education,  Scott  & White 
Memorial  Hospital,  2401  S 31st  St, 
Temple,  TX  76508  (817)  774-4083 

Oct  26-27,  1990 

Sixth  Annual  Emergency  Medicine 
Review.  San  Antonio,  Tex.  Eee  $250. 
Category  1,  AMA  Physician’s  Recogni- 


tion Award;  12  hrs.  Contact  Susan 
Hughes,  Office  of  Continuing  Medical 
Education,  Scott  8c  White  Memorial 
Hospital,  2401  S 31st  St,  Temple,  TX 
76508  (817)  774-4083 

Endocrinology 

Oct  19-20,  1990 

Eifth  Annual  Diabetes  Center  Clinical 
Symposium.  La  Mansion  Del  Rio  Hotel, 
San  Antonio,  Tex.  Eee  $125.  Category 
1,  AMA  Physician’s  Recognition  Award; 
7.5  hrs.  Contact  Donna  Torbet,  Centers 
of  Excellence  Humana  Hospital,  8026 
Eloyd  Curl  Dr,  San  Antonio,  TX  78229 
(512)  692-8257 

Family  Practice 

Oct  24-28,  1990 

Second  Annual  Eamily  Medicine  for  the 
90s  Conference.  Marriott  Astrodome 
Hotel,  Houston.  $425.  AAEP  Prescribed 
Hrs  and  Category  1,  AMA  Physician’s 
Recognition  Award;  38  plus  6 optional 
hrs.  Contact  Charlotte  Heffler,  Texas 
Academy  of  Eamily  Physicians,  PO  Box 
9802,  Box  677,  Austin,  TX  78766  (512) 
451-8237 

Gastroenterology 

Oct  5-6,  1990 

Review  of  Current  Issues  in  Gastroin- 
testinal Disease.  Westin  Hotel,  Dallas. 
Pee  $300.  Category  1,  AMA  Physician’s 
Recognition  Award;  1 1 hrs.  Contact 
Rose  Bayles,  Office  of  Continuing  Edu- 
cation, The  University  of  Texas  South- 
western Medical  Center,  5323  Harry 
Hines  Blvd,  Dallas,  TX  75235  (214) 
688-2166 

General  Medicine 

Oct  19-20,  1990 

Sixth  Annual  Women’s  Health  Care. 
Texas  A8cM  College  of  Medicine,  Col- 
lege Station,  Tex.  Fee  $150.  Category  1, 
AMA  Physician’s  Recognition  Award;  8 
hrs.  Contact  Susan  Hughes,  Office  of 


Continuing  Medical  Education,  Scott  8c 
White  Memorial  Hospital,  2401  S 31st 
St,  Temple,  TX  76508  (817)  774-4083 

Oct  20-21,  1990 

The  Skin  Prom  A to  Z.  University  of 
California,  San  Francisco.  Contact 
Extended  Programs  in  Medical  Educa- 
tion, UCSF,  Rm  C-124,  San  Prancisco, 
CA  94143  (415)  476-4251 

Oct  26,  1990 

Family  and  Forgiveness  Conference.  St 
Mary  of  the  Plains  Hosp,  Lubbock,  Tex. 
Contact  Vicki  Hollander,  Office  of  Con- 
tinuing Medical  Education,  Texas  Tech 
University  Health  Sciences  Center,  Lub- 
bock, TX  (806)  743-2929 

Gerontology 

Oct  5-6,  1990 

Medical  and  Social  Aspects  in  Caring 
for  Alzheimer’s  Victims.  The  University 
of  Texas  Southwestern  Medical  Center, 
Dallas.  Fee  $100.  Category  1,  AMA 
Physician’s  Recognition  Award;  10  hrs. 
Contact  Julia  Laudenberg,  UTSMC, 
5323  Harry  Hines  Blvd,  Dallas,  TX 
75234  (214) 688-2166 

Oncology 

Oct  4-6,  1990 

Pheresis  Conference.  Houston.  Contact 
Jeff  Rasco,  The  University  of  Texas 
M.D.  Anderson  Cancer  Center,  Confer- 
ence Services,  Box  131,  1515  Holcombe 
Blvd,  Houston,  TX  77030  (713)  792- 
2222 

Orthopedic  Surgery 

Oct  25-27,  1990 

Orthotics  and  Prosthetics.  Dallas.  Fee 
$225.  Contact  Ann  Carlton,  PT,  The 
University  of  Texas  Southwestern  Medi- 
cal Center,  5323  Harry  Hines  Blvd,  Dal- 
las, TX  75235  (214)  688-3525 
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Otolaryngology 

Oct  19-20,  1990 

Laser  Surgery  and  Safety  in  Otolaryn- 
gology. Galveston,  Tex.  Fee  $1,000. 
Category  1,  AMA  Physician’s  Recogni- 
tion Award;  16  hrs.  Contact  Candace 
Pardue,  The  University  of  Texas  Medical 
Branch,  Office  of  Continuing  Education 
J-34,  7101  Shearn  Moody  Plaza,  Galve- 
ston, TX  77550  (409)  761-2934 

Radiology 

Oct  26-28,  1990 

Diagnostic  Radiology  Update.  Double- 
tree  Hotel,  Dallas.  Fee  $350.  Category 
1,  AMA  Physician’s  Recognition  Award; 

1 8 hrs.  Contact  Dolly  Christensen,  Dept 
of  Radiology,  The  University  of  Texas 
Southwestern  Medical  Center,  5323 
Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)  590-8613 

General  Surgery 

Oct  19-20,  1990 

Surgery  Update  1990.  Marriott  Medical 
Center,  Houston.  Contact,  Baylor  Col- 
lege of  Medicine,  Office  of  Continuing 
Education,  One  Baylor  Plaza,  Houston, 
TX  77030  (713)  798-6020 

Urology 

Oct  25-27,  1990 

Bladder  Cancer.  Atlanta.  Fee  $275.  Cat- 
egory 1,  AMA  Physician’s  Recognition 
Award;  16  hrs.  Contact  Alice  Hender- 
son, American  Urological  Association, 
Inc,  Office  of  Education,  6750  W Loop 
South,  Ste  900,  Bellaire,  TX  77401 
(713) 665-7500 

November 

Allergy 

Nov  1-3,  1990 

Clinical  Allergy  for  the  Practicing  Physi- 
cian. St  Louis.  Contact  Cathy  Caruso, 
Office  of  Continuing  Medical  Educa- 


tion, Washington  University  School  of 
Medicine,  660  S Euclid,  St  Louis,  MO 
63110  (314) 325-9862 

Computer  Applications 

Nov  4-7,  1990 

Symposium  on  Computer  Applications 
in  Medical  Care.  Washington,  DC.  Con- 
tact The  George  Washington  University 
Medical  Center,  Office  of  Continuing 
Medical  Education,  2300  K St,  NW, 
Washington,  DC  20037 

Emergency  Medicine 

Nov  5-6,  1990 

Advanced  Cardiac  Life  Support.  Temple, 
Tex.  Fee  $175.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  13  hrs.  Con- 
tact Susan  Hughes,  Office  of  Continuing 
Medical  Education,  Scott  & White 
Memorial  Hospital,  2401  S 31st  St, 
Temple,  TX  76508  (817)  774-4083 

Nov  8-9,  1990 

Advanced  Trauma  Life  Support.  Temple, 
Tex.  Fee  $475.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  17  hrs.  Con- 
tact Susan  Hughes,  Office  of  Continuing 
Medical  Education,  Scott  & White 
Memorial  Hospital,  2401  S 31st  St, 
Temple,  TX  76508  (817)  774-4083 

Endocrinology 

Nov  2-3,  1990 

Update  on  Thyroid  Disease,  1990. 

Hyatt  Regency  Embarcadero,  San  Fran- 
cisco. Fee  $150.  Category  1,  AMA 
Physician’s  Recognition  Award;  11.5 
hrs.  Contact  University  of  California 
San  Francisco,  Extended  Programs  in 
Medical  Education,  Rm  C-124,  San 
Francisco,  CA  94143-0742  (415)  476- 
4251 

General  Medicine 

Nov  30-Dec  1,  1990 
Gastroenterology  for  Primary  Care.  San 
Antonio,  Tex.  Fee  $250.  Category  1, 


AMA  Physician’s  Recognition  Award; 

12  hrs.  Contact  Susan  Hughes,  Office  of 
Continuing  Medical  Education,  Scott  & 
White  Memorial  Hospital,  2401  S 31st 
St,  Temple,  TX  76508  (817)  774-4083 

Internal  Medicine 

Nov  2-3,  1990 

Update  in  Sexually  Transmitted  Dis- 
eases. The  University  of  Texas  South- 
western Medical  Center,  Dallas.  Fee 
$80.  Category  1,  AMA  Physician’s 
Recognition  Award;  13  hrs.  Contact 
Rose  Bayles,  Continuing  Education, 
UTSMC,  5323  Harry  Hines  Blvd,  Dal- 
las, TX  75234  (214)  688-2166 

Nov  8-10,  1990 

Diabetes  Update.  San  Luis  Hotel,  Galve- 
ston, Tex.  Category  1,  AMA  Physician’s 
Recognition  Award;  12  hrs.  Contact  The 
University  of  Texas  Medical  Branch, 
Office  of  Continuing  Education,  J-34, 
7101  Shearn  Moody  Plaza,  Galveston, 
TX  77550  (409)  761-2934 

Obstetrics  and  Gynecology 

Nov  6-10,  1990 

Contemporary  Issues  and  Practices  in 
Ob-Gyn.  Westin  Hotel,  Dallas.  Fee  $550 
complete  course;  $400  basic  course. 
Category  1,  AMA  Physician’s  Recogni- 
tion Award;  36  hrs.  Contact  June  Bovill, 
Continuing  Education,  The  University 
of  Texas  Southwestern  Medical  Center, 
5323  Harry  Hines  Blvd,  Dallas,  TX 
75234  (214) 688-2166 

Nov  8-9,  1990 

Update  in  Pelvic  and  Vaginal  Surgery. 

San  Antonio,  Tex.  Fee  $375.  Category 
1,  AMA  Physician’s  Recognition  Award; 
12  hrs.  Contact  Susan  Hughes,  Office  of 
Continuing  Medical  Education,  Scott  8c 
White  Memorial  Hospital,  2401  S 31st 
St,  Temple,  TX  76508  (817)  774-4083 
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Oncology 

Nov  3-7,  1990 

Cancer  in  the  Nervous  System.  Westin 
Hotel,  Dallas.  Contact  Jeff  Rasco,  The 
University  of  Texas  M.D.  Anderson 
Cancer  Center,  Conference  Services,  Box 
131,  1515  Holcombe  Blvd,  Houston, 

TX  77030  (713)  792-2222 

Otolaryngology 

Nov  8-10,  1990 

Temporal  Bone  Mini-Course.  Galveston, 
Tex.  Fee  $500.  Category  1,  AM  A Physi- 
cian’s Recognition  Award;  20  hrs.  Con- 
tact The  University  of  Texas  Medical 
Branch,  Office  of  Continuing  Education, 
J-34,  7101  Shearn  Moody  Plaza,  Galve- 
ston, TX  77550  (409)  761-2934 

Pediatrics 

Nov  2-3,  1990 

14th  Annual  Pediatric  Postgraduate 
Conference.  Lubbock,  Tex.  Contact 
Vicki  Hollander,  Office  of  Continuing 
Medical  Education,  Texas  Tech  Univer- 
sity Health  Sciences  Center,  Lubbock, 
TX  79430  (806)  743-2929 

Psychiatry 

Nov  7-12,  1990 

Acute  and  Chronic  Infections  Affecting 
Brain  Dysfunction  and  Behavior.  Van- 
couver, British  Columbia.  Category  1, 
AMA  Physician’s  Recognition  Award; 
20.5  hrs.  Contact  Ann  McCormick, 
Southern  California  Neuropsychiatric 
Institute,  6794  La  Jolla  Blvd,  La  Jolla, 
CA  92037  (619)  454-2102 

Nov  9-11,  1990 

Group  Therapy  Symposium.  Sir  Lrancis 
Drake  Hotel,  San  Francisco.  Contact 
Extended  Programs  in  Medical  Educa- 
tion, Rm  C-124,  University  of  Califor- 
nia School  of  Medicine,  San  Francisco, 
CA  94143  (415)  476-4251 


Urology 

Nov  15-17,  1990 

Pediatric  Urology.  San  Diego.  Fee  $275. 
Category  1,  AMA  Physician’s  Recogni- 
tion Award;  16  hrs.  Contact  Alice  Hen- 
derson, American  Urological  Associa- 
tion, Inc,  Office  of  Education,  6750  W 
Loop  South,  Ste  900,  Bellaire,  TX 
77401  (713) 665-7500 

December 

Oncology 

Dec  4-7,  1990 

43rd  Annual  Symposium  on  Eundamen- 
tal  Cancer  Research.  Westin  Galleria 
Hotel,  Houston.  Contact  Jeff  Rasco, 

The  University  of  Texas  M.D.  Anderson 
Cancer  Center,  Conference  Services,  Box 
131,  1515  Holcombe  Blvd,  Houston, 

TX  77030  (713)  792-2222 

January 

Obstetrics  and  Gynecology 

Jan  25-27,  1991 

Diseases  of  the  Vulva  and  Vagina.  Dou- 
bletree Hotel  at  Post  Oak,  Houston. 
Category  1,  AMA  Physician’s  Recogni- 
tion Award;  20  hrs.  Contact  Carol 
Soroka,  Baylor  College  of  Medicine, 
Office  of  Continuing  Education,  One 
Baylor  Plaza,  Houston,  TX  77030  (713) 
798-6020 

February 

Oncology 

Eeb  21-23,  1991 

Annual  Cancer  Prevention  Conference. 
Westin  Galleria  Hotel,  Houston.  Con- 
tact Jeff  Rasco,  The  University  of  Texas 
M.D.  Anderson  Cancer  Center,  Confer- 
ence Services,  Box  131,  1515  Holcombe 
Blvd,  Houston,  TX  77030  (713)  792- 
2222 


Video  Programs  for  CME  Credit 

American 
Medical  Television 

American  Medical  Television  is  shown 
every  Sunday  10  am-12  Noon  EST  on 
the  Discovery  Channel.  Instructions  for 
obtaining  Category  1 credit  are  pro- 
vided during  the  programming.  Contact 
Melissa  Shear,  American  Medical  Asso- 
ciation, Division  of  Communications 
and  Radio,  Television  and  Eilm  Services, 
535  N Dearborn  St,  Chicago,  IL  60610 
(312)  645-4393.  AMA  Video  Clinic 
tapes  also  are  available  on  loan  from  the 
Texas  Medical  Association’s  Library. 
Contact  Carolyn  Thompson,  TMA 
Library,  1801  N Lamar  Blvd,  Austin, 

TX  78701  (512)  477-6704,  ext  195 

July 

July  1,  1990,  10  am-11  am 
AMA  Videoclinic:  Stroke. 

During  this  program  reasons  for  the 
increasing  incidence  of  stroke  are  exam- 
ined. Also  outlined  are  the  risk  factors 
that  affect  stroke,  and  current 
approaches  to  treatment,  both  contro- 
versial and  conventional. 

Category  1,  AMA  Physician’s  Recogni- 
tion Award;  2 hours 

July  1,  1990,  11  am-ll:30am 
AMA  Special  Report  on  Organ  Trans- 
plantation. 

Exclusive  coverage  of  the  1990  AMA- 
Annenberg  Centers  conference  “Trans- 
plantation and  Communication  in  the 
90s  and  Beyond.”  Outlines  the  clinical 
realities  of  organ  transplantation, 
including  a presentation  of  the  ethical, 
legal,  and  payment  issues.  Experts  in  the 
field  discuss  the  potential  of  this  area  in 
medicine. 

July  1,  1990,  11:30  am-12  noon 
AMA  Update. 
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July  8,  1990,  10  am-11  am 

AMA  Videoclinic:  Neurologic  Exam  — 

Understanding  the  Neuropathies. 

This  videoclinic  looks  at  the  microscopic 
and  gross  anatomy  of  the  peripheral 
nerve  to  aid  understanding  of  the  signs 
and  symptoms  of  a neuropathy.  The 
program  also  review's  selected  cranial 
and  common  peripheral  neuropathies, 
including  their  presentation,  appropriate 
neurologic  exam,  confirmatory  neuro- 
logic studies,  differential  diagnosis,  and 
treatment. 

Category  1,  AMA  Physician’s  Recogni- 
tion Award;  2 hours 

July  8,  1990,  11  am-ll:30  am  AMA 
Special  Report  on  Adolescent  Health. 
This  program  provides  highlights  of  the 
latest  initiatives  in  caring  for  the  prob- 
lems of  adolescents.  Includes  an  outline 
of  the  AMA  program  “Kids  Against 
Tobacco,”  tips  on  effective  community 
programs  for  teens,  and  adolescents 
speaking  out  on  important  issues. 

July  8,  1990,  11:30  am-12  noon 
AMA  Special  Report. 

July  15,  1990,  10  am-11  am 
AMA  Videoclinic. 

Description  not  available. 

July  15,  1990,  11  am-ll:30  am 
AMA  Special  Report:  Advances  in 
Obstetrics  and  Gynecology. 

Part  of  American  Medical  Television 
Annual  Meeting  Highlight  Series,  this 
half-hour  is  devoted  to  the  most  recent 
clinical  advances  in  obstetrics  and  gyne- 
cology. Experts  reveal  advances  in  DNA 
technology  and  reproduction,  contra- 
ceptives for  women  over  35,  and  new 
approaches  to  male  infertility,  among 
other  current  topics. 

July  15,  1990  1 1:30  am-12  noon 
AMA  Update:  Hypertension  — A New 
Perspective. 

In  the  30  years  since  drug  treatment  for 
hypertension  was  introduced,  the  inci- 
dence of  stroke  has  dramatically 


decreased,  but  with  no  comparable 
decrease  in  coronary  artery  disease  and 
myocardial  infarction.  This  AMA 
Update  identifies  new  options  for  the 
treatment  of  hypertension  and  their 
growing  acceptance  in  the  1990s.  Pre- 
sented by  The  Squibb  Pharmaceutical 
Group-US. 

Category  1,  AMA  Physician’s  Recogni- 
tion Award;  0.50  hours 

July  22,  1990  10  am-1 1:30  am 
AMA  Special  Report:  The  American 
Psychiatric  Association  — The  Road  to 
Clinical  Excellence. 

From  the  American  Medical  Television 
Annual  Meeting  Highlight  Series.  This 
program  unveils  the  latest  clinical 
advances  in  psychiatry  as  presented  at 
the  1990  meeting  of  the  American  Psy- 
chiatric Association.  Topics  include 
updates  on  Chronic  Fatigue  Syndrome, 
suicide,  the  results  of  the  latest  AMA 
Task  Force  Reports,  among  other  key 
advances  in  psychiatry. 

July  22,  1990,  10:30  am-11  am 
AMA  Update. 

July  22,  1990,  11  am-12  noon 
AMA  Special  Report  on  AIDS. 

This  program  presents  a major  update 
on  AIDS  from  leading  international  clin- 
icians and  captures  highlights  from  the 
International  Congress  on  AIDS. 

July  29,  1990,  10  am-10:30  am 
AMA  Special  Report:  Highlights  of  the 
AMA  Annual  Meeting. 

July  29,  1990,  10:30  am-11  am 
AMA  Update:  Panic  Disorder. 

The  complexity  of  properly  diagnosing 
panic  disorder  can  cause  profound 
expense,  both  emotional  and  monetary, 
for  the  patient.  This  program  will 
review  case  studies  of  patients  who 


experience  panic  attacks  and  will  pre- 
sent both  psychological  and  pharmaco- 
logical treatments.  Supported  by  the 
Upjohn  Company. 

Category  1,  AMA  Physician’s  Recogni- 
tion Award;  0.50  hours 

July  29,  1990,  11  am-12  noon 
Washington  Medical  Rounds. 

Complete  coverage  of  the  month’s  leg- 
islative, regulatory,  and  socioeconomic 
news  in  medicine. 

Teleconference 
Network  of  Texas 

July 

July  19,  1990 

Management  of  Peptic  Ulcer  Disease. 
Fee  $75  for  1-5  people,  $10  per  each 
additional  person.  Category  1,  AMA 
Physician’s  Recognition  Award;  1 hr. 
Contact  Kathy  Dick,  The  University  of 
Texas  Health  Sciences  Center,  7703 
Floyd  Curl  Dr,  San  Antonio,  TX  78284- 
7978  (512)  567-2700 

August 

Aug  2,  1990 

Management  of  Complications  of  Cir- 
rhosis. Fee  $75  for  1-5  people,  $10  per 
each  additional  person.  Category  1, 
AMA  Physician’s  Recognition  Award;  1 
hr.  Contact  Kathy  Dick,  The  University 
of  Texas  Health  Sciences  Center,  7703 
Floyd  Curl  Dr,  San  Antonio,  TX  78284- 
7978  (512)  567-2700 

Aug  16,  1990 

Gallstones  and  Related  Diseases.  Fee 
$75  for  1-5  people,  $10  per  each  addi- 
tional person.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  1 hr.  Contact 
Kathy  Dick,  The  University  of  Texas 
Health  Sciences  Center,  7703  Floyd  Curl 
Dr,  San  Antonio,  TX  78284-7978  (512) 
567-2700 
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Aug  30,  1990 

Gastroenteritis.  Fee  $75  for  1-5  people, 
$10  per  each  additional  person.  Cate- 
gory 1,  AMA  Physician’s  Recognition 
Award;  1 hr.  Contact  Kathy  Dick,  The 
University  of  Texas  Health  Sciences 
Center,  7703  Floyd  Curl  Dr,  San  Anto- 
nio, TX  78284-7978  (512)  567-2700 

Practice  Management 
Workshops 

The  following  practice  management 
workshops  and  seminars  are  sponsored 
by  the  Texas  Medical  Association.  For 
further  information,  contact  the  Depart- 
ment of  Practice  Management  Services, 
Texas  Medical  Association,  1801  N 
Lamar  Blvd,  Austin,  TX  78701  (512) 
477-6704. 

July 

Risk  Prevention  Skills 
July  17,  1990,  San  Antonio 
July  18,  1990,  Harlingen 

August 

Risk  Prevention  Skills 
Aug  8,  1990,  Amarillo 
Aug  16,  1990,  Dallas 
Aug  29,  1990,  Houston 

October 

Risk  Prevention  Skills 
Oct  3,  1990,  San  Antonio 

November 

Risk  Prevention  Skills 
Nov  7,  1990,  Dallas 
Nov  8,  1990,  Houston 


Calendar  of  Meetings 

•Denotes  Texas  Meeting 

July 

American  In-vitro  Allergy/Immunology 
Society  Annual  Meeting 
July  16-18,  1990,  Toronto 
Contact  Betty  Kahler,  AIAIS,  PO  Box 
459,  Lake  Jackson,  TX  77566  (409) 
297-5636 

August 

Flying  Physician  Association  Annual 
Meeting 

Aug  5-10,  1990,  Vancouver,  British 
Columbia 

Contact  FPA,  Box  17841,  Kansas  City, 
Mo  64134  (816)  763-9336 

•Texas  Academy  of  Family  Physicians 
Annual  Meeting 

Aug  22-26,  1990,  Fort  Worth,  Tex 
Contact  Carlisle  Pearson,  8733  Shoal 
Creek  Blvd,  Austin,  TX  78766  (512) 
451-8237 

September 

American  Academy  of  Otolaryngology 
(Head  and  Neck  Surgery)  Annual 
Meeting 

Sept  9-13,  1990,  San  Diego 
Contact  AAO,  1101  Vermont  Ave,  NW, 
Washington,  DC  20005  (202)  289-4607 

American  College  of  Radiology  Annual 
Meeting 

Sept  21-27,  1990,  Nashville,  Tenn 
Contact  ACR,  1891  Preston  White  Dr, 
Reston,  VA  22091  (713)  648-8900 

American  Group  Practice  Association 
Annual  Meeting 
Sept  4-8,  1990,  Orlando,  Fla 
Contact  AGPA,  1422  Duke  St,  Alexan- 
dria, VA  22314  (703)  838-0033 

Society  of  Thoracic  Surgeons 
Annual  Meeting 


Sept  21-23,  1990,  Chicago 
Contact  STS,  HIE  Wacker  Dr, 

Chicago,  IL 

•Texas  Pediatric  Society 
Annual  Meeting 

Sept  13-16,  1990,  Fort  Worth,  Tex 
Contact  Mary  Greene,  TPS,  1801  N 
Lamar  Blvd,  Austin,  TX  78701  (512) 
477-6704 

•Texas  Society  of  Anesthesiologists 

Annual  Meeting 

Sept  7-9,  1990,  Austin,  Tex 

Contact  Ann  Becker,  1905  N Lamar 

Blvd,  Ste  107,  Austin,  TX  78705  (512) 

477-6704 

•Texas  Surgical  Society  Annual  Meeting 
Sept  29-Oct  2,  1990,  San  Antonio,  Tex 
Contact  John  W.  Roberts,  MD,  2401  S 
31st  St,  Temple,  TX  76508  (817)  774- 
2760 

October 

•American  Academy  of  Family  Physi- 
cians Annual  Meeting 
Oct  6-11,  1990,  Dallas 
Contact  AAFP,  1740  W 92  St,  Kansas 
City,  MO  64114,  (816)  333-9700 

American  Academy  of  Ophthalmology 
Annual  Meeting 
Oct  28-Nov  11,  1990,  Atlanta 
Contact  AAO,  PO  Box  7424,  San  Fran- 
cisco, CA  94120  (415)  561-8500 

American  Academy  of  Physical 

Medicine  and  Rehabilitation 

Annual  Meeting 

Oct  21-26,  1990,  Phoenix 

Contact  AAPMR,  122  S Michigan  Ave, 

Ste  1300,  Chicago,  IL  60603-6107 

(312)  922-9366 

American  College  of  Chest  Physicians 
Annual  Meeting 
Oct  22-26,  1990,  Toronto 
Contact  ACCP,  911  Busse  Hwy,  Park 
Ridge,  IL  60068  (312)  698-2200 
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American  College  of  Gastroenterology 
Annual  Meeting 
Oct  29-31,  1990,  San  Francisco 
Contact  ACG,  13  Elm  St,  Manchester, 
MA  01944  (508)  927-8330 

•American  College  of  Pathologists 
Annual  Meeting 
Oct  20-26,  1990,  Dallas 
Contact  ACP,  5202  Old  Orchard  Rd, 
Skokie,  IL  60077  (312)  966-3700 

American  College  of  Surgeons 
Annual  Meeting 
Oct  7-12,  1990,  San  Francisco 
Contact  ACS,  55  E Erie  St,  Chicago,  IE 
60611  (312)  664-4050 

American  Rheumatism  Association 
Scientific  Meeting 
Oct  29-Nov  3,  1990,  Seattle 
Contact  ARA,  17  Executive  Park  Dr, 
NE,  Ste  480,  Atlanta,  GA  30329  (404) 
633-3777 

American  Society  of  Anesthesiologists 
Scientific  Meeting 
Oct  19-23,  1990,  Las  Vegas 
Contact  ASA,  515  Busse  Elwy,  Park 
Ridge,  IL  60068  (312)  825-5586 

•American  Society  of  Clinical  Patholo- 
gists Annual  and  Scientific  Meeting 
Oct  20-26,  1990,  Dallas  Contact  ASCP, 
2100  W Harrison  St,  Chicago,  IL  60612 
(312) 738-1336 

Southern  Medical  Association  Annual 
Scientific  Assembly 
Oct  14-17,  1990,  Nashville,  Tenn 
Contact  SMA,  35  Lakeshore  Dr,  Birm- 
ingham, AL  35209  (800)  423-4992 

Western  Society  of  Allergy  and 
Immunology  Annual  Scientific  Session 
Oct  10-13,  1990,  Colorado  Springs,  CO 
Contact  Becky  Smith,  WSAI,  Oregon 
Health  Sciences  University,  3181  SW 
Sam  Jackson  Park  Rd,  L329,  Portland, 
OR  97201  (503)  279-8531 


November 

•American  Heart  Association 
Annual  Meeting 
Nov  12-15,  1990,  Dallas 
Contact  AHA,  7320  Greenville  Ave, 
Dallas,  TX  75231  (214)  373-6300 

American  Society  of  Cytology  Annual 
and  Scientific  Meeting 
Nov  9,  1990,  Washington,  DC 
Contact  ASC,  1015  Chestnut  St,  Ste 
1518,  Philadelphia,  PA  19107  (215) 
922-3880 

Radiological  Society  of  North  America 
Scientific  Meeting 
Nov  25-30,  1990,  Chicago 
Contact  RSNM,  1415  W 22nd  St, 

Tower  B,  Oak  Brook,  IL  60521  (312) 
571-2670 

Southern  Thoracic  Surgical  Association 
Annual  Meeting 

Nov  8-10,  1990,  San  Juan,  Puerto  Rico 
Contact  STSA,  1 1 1 E Wacker  Dr, 
Chicago,  IL  60601  (312)  644-6610 

•Texas  Society  of  Internal  Medicine 

Annual  Meeting 

Nov  1-2,  1990,  Houston 

Contact  Donna  Parker,  1801  N Lamar 

Blvd,  Austin,  TX  78701  (512)  477-6704 

•Texas  Society  of  Psychiatric  Physicians 

Annual  Meeting 

Nov  2-4,  1990,  Houston 

Contact  Debbie  Sundberg,  400  W 15th 

St,  Ste  619,  Austin,  TX  78701  (512) 

478-0605 

December 

American  Academy  of  Dermatology 

Dec  1-6,  1990,  Atlanta 

Contact  AAD,  1567  Maple  Ave,  PO  Box 

3116,  Evanston,  IL  60204-3116  (312) 

869-3954 
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UFESfflIER. 


It’s  no  exaggeration.  Without  this  animal  and 
thousands  like  it,  without  dedicated  men  and 
women  in  laboratories  across  the  country,  medi- 
cal practice  as  we  know  it  would  be  impossible. 
Without  biomedical  research,  we’d  be  reduced  to 
trial-and-error  medicine. 

We’ve  proven  the  value  of  research.  Penicillin. 
Sulfonamides.  Radiation  therapy.  Organ  trans- 
plants. Laser  surgery.  Yet  there’s  much  more  we 
need  to  know. 

That’s  why  the  AMA  is  urging  increased  fed- 
eral funding  of  biomedical  research.  That’s  why 
we’re  working  to  improve  the  science  curriculum 


in  our  schools  and  graduate  medical  student 
recruitment  into  research  programs.  And  that’s 
why  we’re  expanding  our  efforts  to  inform  the 
public  about  the  value  of  biomedical  research  in 
general  and  animal  research  as  a component  of 
biomedical  research  in  particular. 

We’ve  come  a long  way.  Together  we  can  go 
so  much  further. 

Our  members  make  a difference. 

If  you’re  not  a member,  we  need  your  support. 

Call  T800-AMA-1452.  In  Illinois,  call  collect, 
312-645-4783. 


In  most  cases,  medical  association  dues  may  be  deductible  as  professional  or  business  expenses. 

Dues  and  other  contributions  to  the  AMA  are  not  deductible  as  charitable  contributions  for  Federal  income  tax  purposes. 


Letters 


Nondiscrimination: 
the  enemy  is  us 

Last  week  it  happened  again.  We 
practice  in  the  western  tail  of  the 
Deep  South.  Our  medical  commu- 
nity is  rather  sophisticated  for  a 
town  our  size;  we  are  a referral  cen- 
ter for  a large  surrounding  area.  The 
town’s  sole  black  physician  was 
elderly  when  I arrived,  and  he  died  a 
couple  of  years  later.  Two  younger 
black  doctors  came  later,  but  neither 
stayed  long.  Although  most  of  us 
are  pleasantly  modern  in  our  public 
nondiscriminatory  behaviors,  there 
is  not  a lot  of  affirmative  action 
amongst  us.  We  are  more  inclined  to 
chuckle  than  bridle  when  reminded 
that  one  of  our  senior  “southern 
gentlemen”  physicians  still  has  de 
facto  segregated  waiting  rooms. 

One  of  our  most  competent  sur- 
geons moved  here  years  ago  from 
another  southern  state.  For  the  most 
part  we  tolerate  with  bemusement 
his  earthy  mannerisms  and  childish 
tantrums,  tempered  as  they  are  by 
his  dedication  and  talent.  And  we 
understand  his  background.  But  he’s 
got  to  grow.  He  characteristically 
flew  into  the  physicians’  lounge 
recently,  yelling  his  newest  racial 
joke.  I was  so  surprised  that  I don’t 
remember  the  punchline.  The  laugh- 
ter of  the  others  boosted  his  estima- 
tion of  self-worth  and  led  to  a quick 
round  of  similar  jokes  from  his 
small  audience.  Refreshed  by  this  lit- 
tle break,  the  four  or  five  white 
Anglo-Saxon  physicians  dispersed  to 
resume  helping  mankind.  As  they 
climbed  the  stairs  to  their  duties, 
they  could  feel  themselves  rising 
above  all  considerations  of  color 
and  creed. 


Later  I asked  an  operating  room 
nurse,  who  works  frequently  with 
this  surgeon,  if  he  believed  the  sur- 
geon to  be  a bigot.  He  said  “No.” 

I related  the  premise  of  the  joke. 
“That’s  just  the  way  he  is,”  he 
excused.  “I  don’t  think  he  means 
any  harm.  I like  him.”  The  nurse  is 
black. 

Perhaps  we  have  made  a lot  of 
progress  in  25  years  of  legislated 
civil  rights.  Maybe  telling  racial 
jokes  really  doesn’t  hurt  anyone. 
Maybe  some  minority  members 
really  aren’t  offended.  Maybe  just 
enjoying  a few  ethnic  slurs  neither 
retards  our  growth  toward  racial 
equality  nor  nurtures  the  menace  of 
discrimination.  Maybe.  But  even  if 
these  things  were  true,  shouldn’t 
healers,  doctors,  teachers  just  be 
above  it? 

Name  withheld  hy  request. 

Editor’s  note:  Occasionally  we  withhold  an 
author’s  name  at  his  or  her  request,  but  we 
tell  the  reviewers  who  wrote  the  material. 
Unsigned  letters  are  discarded. 

Trends  in  substance  abuse 

For  the  past  6 years  veterans  admit- 
ted to  the  Drug  Dependence  Pro- 
gram at  the  Dallas  Veterans  Medical 
Center  have  had  urine  tests  for  mar- 
ijuana, cocaine,  opiates,  and 
amphetamines.  The  following  table 
shows  trends  in  street  drug  use: 


Marijuana  use  peaked  in  1986  and 
has  declined  for  the  past  3 years. 
Cocaine,  which  can  be  either 
smoked  or  injected,  is  the  street 
drug  most  used  now.  It  is  used  alone 
or  in  combination  with  marijuana 
or  heroin,  and  a concern  with  the 
use  of  cocaine  is  the  number  of  asso- 
ciated sudden  cardiovascular  deaths. 
Opiate  use  remains  constant;  opiate 
users  are  divided  into  those  who  use  * 
illegal  heroin  and  those  who  work 
doctors  for  legal  prescriptions. 
Amphetamine  use  continues  to  be 
low  in  comparison  to  the  other 
drugs. 

Efforts  continue  to  encourage 
veterans  to  spend  their  time  and 
energy  in  activities  other  than  the 
use  of  street  drugs.  Many  veterans 
have  found  more  rewarding  goals, 
but  others  still  are  caught  in  the  web 
of  substance  abuse  and  are  missing 
the  many  interesting  things  that  are 
going  on  in  this  world. 

Horace  A.  DeFord,  MD 

PO  Box  29588,  Dallas,  Texas  75229. 


Year 

Marijuana 

Cocaine 

Opiates 

Amphetamines 

1984 

122 

47 

32 

6 

1985 

140 

75 

48 

6 

1986 

142 

147 

69 

14 

1987 

87 

126 

37 

22 

1988 

78 

171 

55 

9 

1989 

41 

129 

40 

8 

132 
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SIDEVKALK  SALE. 


Each  year,  millions  of  dollars  of  legally  prescribed 
drugs  are  diverted  for  illegal  purposes.  And  some  of 
America’s  best  doctors  are  the  unknowing  sources, 
tricked  by  scams  so  sophisticated  they  deceive  even 
the  most  vigilant  physicians. 

But  the  AMA  is  working  to  stop  this  problem  at  the 
state  level,  with  the  Prescription  Abuse  Data  Synthe- 
sis project  or  “PADS.”  Developed  by  the  AMA,  PADS 
helps  states  identify  and  curtail  sources  of  prescrip- 
tion drug  diversion  and  abuse  and  teaches  agencies  to 
organize  their  data  with  computer  technology.  So  that 
suspicious  patterns  and  irregularities  in  behavior  can 


be  recognized,  analyzed,  tracked  and  put  to  a halt. 

The  success  of  PADS  has  led  the  AMA  to  spearhead 
PADS  II  which  will  make  an  expanded  and  centralized 
computer  data  service  available  to  interested  states. 
Through  these  (and  other)  AMA  programs,  our  mem- 
bers help  stop  prescription  drug  abuse  everywhere. 
Our  members  make  a difference. 

If  you  ’re  not  a member  we  need  your  support. 

JOIN  TODAY. 

Call  1-800-AMA-1452 


In  most  cases,  medical  association  dues  may  be  deductible  as  professional  or  business  expenses. 

Dues  and  other  contributions  to  the  AMA  are  not  deductible  as  charitable  contributions  for  Federal  Income  Tax  purposes. 
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Some  hospitals  have  to 
make  up  a histoiy  like  ouisJ 


Timberlawn  Psychiatric  Hospital  has 
been  the  traditional  source  of  treatment  for 
mental  health  problems  among  adults, 
children  and  adolescents  since  1917.  Our 
campus,  located  on  over  30  wooded  acres  in 
Dallas,  is  designed  to  provide  an  atmosphere 
conducive  to  recovery. 

Timberlawn  offers  short-term 
inpatient  and  outpatient  treatment,  long-term 
care,  adult  and  adolescent  substance  abuse 
programs,  a health  professionals  program,  an 
executive  program,  and  residential  aftercare. 

TIMBERLAWN 

PSYCHIATRIC  HOSPITAL 


Timberlawn  Psychiatric  Hospital  has 
been  a leader  in  psychiatry  in  Dallas  and  the 
Southwest  for  over  70  years.  For  treatment 
and  counseling,  choose  the  hospital  that  is  a 
Dallas  tradition,  Timberlawn  Psychiatric 
Hospital. 

For  your  patients'  convenience,  evaluations 
may  be  done  at  any  of  our  four  locations:  the  main 
hosvital  campus  in  Dallas,  the  Timberlawn  North 
Dallas  Center,  the  Timberlawn  Las  Colinas  Center, 
or  Timberlawn  at  The  Aerobics  Center. 

/ 

A COMPREHENSIVE  CENTER 
EOR  TREATMENT,  EDUCATION 
AND  RESEARCH 


4600  Samuell  Blvd.  • P.O.  Box  11288  • Dallas,  Texas  75223  • (214)  381-7181  • 1-800-426-4944 
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Don't  overlook  the  least  expensive 
way  to  finance  a car. 


Autoflex  Medical  Leasing  is  Texas'  largest 
auto  leasing  company  and  has  been  the  choice 
of  physicians  all  over  Texas  since  1982.  Our 
20,000  foot  auto  leasing  supercenter  is 
designed  to  save  you  time  as  well  as  money. 

Just  one  phone  call  to  1-800-634-0304  and 
you  are  in  touch  with  our  exclusive 
"FLEXLEASE,"  an  auto  lease  which  offers  no 
down  payment,  no  security  deposit,  lower 
monthly  payments,  free  rent  cars  and  much, 
much  more.  You  pick  out  the  car  of  your 
choice  and  we  will  deliver  it  to  your  home  or 
office  the  next  day!  Sound  simple?  It  is! 

Axxtoflex 

(l  i A s i N ^ 


Since  tax  reform,  there  are  no  advantages 
to  owning  a car.  The  interest  write  offs  on 
automobile  loans  have  been  eliminated.  The 
investment  tax  credit  may  no  longer  be 
taken.  Sales  tax  is  no  longer  deductible.  These 
are  just  a few  of  the  reasons  to  contact  the 
professionals  at  Autoflex  Leasing. 

Autoflex  Leasing  offers  closed  end  leases 
on  any  new  car,  truck  or  van  so  don't 
overlook  the  least  expensive  way  to  finance  a 
car!  For  your  next  vehicle,  whether  you  buy 
or  lease,  choose  the  company  who  set  the 
standard  for  automobile  leasing,  choose 
Autoflex  Leasing. 

CONTACT:  LOUIS  MURAD 
OR  DAVID  HANEIN 

1-800-634-0304 


212  W.  Spring  Valley  • Richardson,  TX  75081  • 214-234-1234 


1-800-252-9318 

YOUR  HOTLINE 
FOR  TMAIT 
INSURANCE 
ANSWERS 


We  know  that  insurance  can  be  com- 
plicated and  confusing.  You  and  your 
staff  have  more  important  things  to  do 
than  worry  about  your  personal  and 
staff  insurance.  That’s  why  TMAIT 
has  an  INSURANCE  HOTLINE  to 
simplify  things. 

Just  call  1-800-252-9318  any  weekday 
between  8:15  a.m.  and  5:15  p.m. 

You’ll  get  a friendly  TMAIT  insurance 
specialist  who  can  usually  answer  your 
questions  immediately.  If  they  can’t, 
they’ll  get  the  answer  and  promptly 
call  you  back. 

Your  INSURANCE  HOTLINE  is  just 
one  more  valuable  member  service. 

TMAIT  offers  you  Safety,  Financial 
Stability,  Excellent  Service  and 
Reliability. 


TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 


Created  and  endorsed  by  the  Texas  Medical  Association 


Tex 


TexasMedical 

Association 


1901  NORTH  LAMAR  BLVD 
AUSTIN,  TEXAS  78705 
1-800-252-9318 
IN  AUSTIN  476-6551 
FAX:  512/469-9336 


Underwritten  by  PRUCO  Life  Insurance  Company  of  Texas, 
a subsidiary  of  The  PRUDENTIAL. 
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Help  elect  the  Court 
You  support  with 
our  Free  campaign 
materials! 


2 'A”  X 3V2 
CARD 


^ '9”  WAlTlPiQ  RonUr 

— For  Your  Use — ''''rd|[on 

Free!  Ratient  Awareness  Cards, 
Posters  & Door-Hangers> 

!■  FILL  OCT  AND  MAIL  THIS  ORDER  FORM  OR 
CALL  TEXPAC  AT  512/474-1812 


1 will  give  these 
free  Supreme 
Court  campaign 
materials  to  my 
patients  to 
sharpen  their 
awareness  of 
the  ‘90  Texas 
Supreme  Court 
races. 


YES!  Please  send  me: 

Pocket  Cards: 

□ 250  0500  01,000 

Posters/Yard  Signs: 

□ 5 DIO  OOther  


Dear  Patient  Post  Cards: 

□ 50  OlOO  OOther  

Door  Hangers: 

□ 25  050  OOther  


Please  print  name  & full  address: 


MAIL  TO:  TEXPAC, 
1905  N.  LAMAR  BLVD. 
AUSTIN,  TX  78705 


To  defray  costs,  contributions  of 
$10  to  $25  are  graciously  accepted. 

Paid  for  by  Texas  Medical  Political  Action  Committee, 

1905  rf.  Lamar  Blvd.,  Austin,  Texas  78705 

Contributions  to  TEXPAC  are  not  deductible  as  --  • 
charitable  contributions  for  federal  income  tax  purposes. 
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At  Medical  Protective,  fighting  for  our 
doctors  is  our  number  one  priority.  We  know 
we’re  not  just  insuring  your  finances.  We’re 
protecting  your  professional  reputation,  an 
asset  no  amount  of  insurance  can  replace. 

And  when  we  go  to  battle,  our  winning 
record  is  unsurpassed.  The  reasons  are 
simple. 

First,  no  one  knows  more  about  defending 
doctors  than  we  do.  We  invented  professional 
liabilitv'  insurance  90  years  ago  and  have 
been  defending  doctors  ever  since. 

Second,  since  our  inception  we  have 
employed  only  the  most  experienced  and 
skilled  malpractice  lawvers  in  your  area.  We 
will  never  waver  from  tliis  commitment. 

Third,  commitment  of  this  kind  reouires 
financial  strength  and  stabilitv.  Witli  nearly 
a billion  dollars  in  assets  and  a continuous 
A.M.  Best  A+  (Superior)  rating,  we  don’t 
have  to  make  individual  case  decisions 
based  on  the  bottom  line.  We  have  the 
financial  clout  to  do  whatever  it  takes  to 
serve  our  doctors. 

If  you  would  like  this  kind  of  aggressive 
defense  in  your  corner,  don’t  wait.  Call  The 
Medical  Protective  Company  General  Agent 
in  your  area  today. 


M 1^  I P iicjj  e stc»  St 

America’s  premier  professional  liability  insurer. 


Offices  in  Dallas,  Bruce  Grim,  Keith  H.  Prince,  Charles  F.  Curtice,  Daniel  S.  Marley,  (214)  821-4640  • Houston,  L.  Wayne  Kirk, 
Rick  D.  Bolin,  John  Bedingfield,  (713)  465-4445  • San  Antonio,  Michael  Rollans,  Thomas  A.  Weisman,  (512)  490-1081 


Health  Access  America  aims 
for  stronger  heaith  care  system 

There  are  good  things  about  Amer- 
ica’s health  care  system,  and  those 
elements  need  to  be  strengthened. 

But  the  system  has  flaws,  and  every- 
one — the  public,  the  profession, 
and  government  — needs  to  con- 
front those  problems  and  work 
toward  a solution. 

Health  Access  America  is  the 
AMA’s  initial  contribution  to  that 
process. 

“We  are  facing  a serious  dilemma 
in  this  country  because  over  30  mil- 
lion of  our  citizens  lack  health  insur- 
ance coverage,”  said  Alan  R.  Nel- 
son, MD,  president  of  the  AMA 
when  the  Health  Access  America 
program  was  introduced.  “Our  pro- 
posal is  the  start  of  a comprehensive 
effort  to  repair  the  flaws  in  our  sys- 
tem while  continuing  to  provide  the 
high  quality  care  that  the  majority 
of  Americans  have  always  known. 

“Our  proposal  is  a comprehen- 
sive plan  to  address  the  real  weak- 
nesses of  our  health  system;  how- 
ever, it  is  only  a first  step  to  bring 
together  everyone  who  has  an  inter- 
est in  this  problem,”  adds  James  S. 
Todd,  MD,  executive  vice  president 
of  the  AMA.  “My  hope  is  to  see 
diverse  opinions.  . . I expect  dis- 
agreements and  evolution,  but  in  the 
end,  I believe  a consensus  will 
emerge  that  will  indeed  strengthen 
our  health  care  system.” 

To  help  stimulate  public  interest 
and  debate,  the  AMA’s  officers  and 
trustees  have  stepped  into  the 
nation’s  communication  arena.  Their 
regular  media  tours  put  them  in  the 
guest  seat  on  radio  and  TV  shows 
and  at  the  disposal  of  reporters  from 
all  media. 


Upfront 


“This  year  the  media  tours  are  a 
little  unusual,”  said  Daniel  H.  John- 
son, MD,  “in  that  we  have  just  trot- 
ted out  the  Health  Access  America 
Proposal,  in  which  we  have  tied 
together  into  a mosaic,  if  you  will, 
all  the  little  pieces  of  significant  pol- 
icy that  have  to  do  with  access  and 
cost  that  we’ve  been  working  on  for 
a number  of  years.  We’ve  found  the 
reception  to  be  very  positive.” 

Dr  Johnson,  vice-speaker  of  the 
AMA  House  of  Delegates,  and 
Daniel  J.  Maier,  AMA  public  infor- 
mation officer,  were  in  Austin  for 
radio  and  TV  appearances  and  visits 
with  local  newspaper  editors,  and 
took  time  for  an  interview  with 
Texas  Medicine. 

Reporters  know  a great  deal 
about  the  problem  of  the  uninsured 
in  this  country,  they  found,  and 
want  to  learn  how  the  AMA’s  sug- 
gestions will  solve  that  problem. 

Also,  Dr  Johnson  said,  “It’s  clear 
that  commentators  are  interested  in 
costs,  whether  you  talk  about  the 
local  situation  or  the  aspects  of 
Health  Access  America  that  touch 
on  costs.  So  perhaps  one  of  the  most 
important  things  about  Health 
Access  America  is  that  many  of  the 
points  address  the  question  of  cost 
— in  fact,  11  of  the  16  points,  or 
maybe  even  12,  speak  to  cost.” 

The  Texas  Medical  Association’s 
Medical  Economics  staff  pulled 
together  Texas-specific  material, 
which  helped  Johnson  and  Maier  in 
their  presentations. 

The  AMA  representatives  had 
several  suggestions  for  busy  practic- 
ing physicians  who  want  to  be  part 
of  the  process  of  finding  solutions: 


• Understand  what’s  right  and 
what’s  wrong  with  the  alterna- 
tives. For  example,  many  people 
point  to  the  Canadian  system  as 
a likely  alternative,  and  it  has 
some  attractive  aspects.  And  yet 
there  are  long  waits  for  some 
procedures  such  as  coronary  an- 
giograms, bypass  surgery,  and  cat- 
aract surgery,  which  many  Amer- 
icans would  find  unacceptable. 

• Talk  to  patients  about  alterna- 
tives to  the  current  system;  try  to 
educate  them  about  the  realities 
of  various  other  systems  that 
may  be  proposed.  We  all  need  to 
be  clear  on  the  fact  that  gains  in 
one  aspect  of  the  system  almost 
assuredly  will  mean  losses  in 
another. 

• Talk  about  the  strengths  of  our 
system:  widespread  satisfaction 
with  physicians  and  health  care; 
freedom  to  choose  physician, 
hospital,  and  system  of  care; 
widely  available  technology  and 
freedom  to  conduct  research  in 
the  best  interests  of  the  patient; 
an  excellent  medical  education 
system;  physicians  who  are  free 
to  act  as  patient  advocates  rather 
than  government  agents.  The 
AMA  proposal  is  designed  to 
build  on  those  strengths. 

The  16  points  of  the  Health 
Access  America  proposal  are  listed 
in  the  accompanying  story. 


Daniel  H.  Johnson, 
MD,  vice-speaker  of 
the  AMA  House  of 
Delegates,  helped 
carry  the  Health 
Access  America 
story  to  Texas 
media. 
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Health  Access  America’s 
16  Points 

The  AMA  proposal  is  a blueprint 
for  extending  access,  controlling 
inappropriate  health  care  cost  in- 
creases, and  sustaining  the  Medicare 
program  to  assure  proper  health 
care  for  all.  Its  elements  are: 

1.  Increase  access  by  enacting 
major  Medicaid  Reform. 

2.  Increase  access  by  requiring 
employer  provision  of  health 
insurance. 

3.  Increase  access  by  creating  state- 
level  risk  pools  in  all  states. 

4.  Maintain  access  and  reduce 
costs  for  the  elderly  by  enacting 
Medicare  Reform. 

5.  Increase  access  and  reduce 
costs  for  the  elderly  by  enacting 
necessary  legislation  to  finance 
expanded  long-term  care 
coverage. 

6.  Reduce  health  care  costs 
through  professional  liability 
reform. 

7.  Maintain  quality  and  reduce 
costs  through  development 
of  professional  practice  para- 
meters. 


8.  Reduce  health  care  costs 
through  altering  the  tax  treat- 
ment of  employee  health  care 
benefits. 

9.  Reduce  costs  by  encouraging 
cost-conscious  decisions  by 
patients. 

10.  Reduce  costs  by  seeking  innova- 
tion in  insurance  underwriting. 

11.  Maintain  quality  through 
expanded  federal  support  for 
medical  education,  research, 
and  the  National  Institutes  of 
Health. 

12.  Maintain  quality  and  reduce 
costs  through  increased 
health  promotion  and  disease 
prevention. 

13.  Reduce  costs  and  increase  access 
by  amending  ERISA  or  the  fed- 
eral tax  code  to  equalize  treat- 
ment of  self-insured  and  insur- 
ance plans. 

14.  Reduce  costs  and  increase  access 
by  repealing  or  overriding  state- 
mandated  benefit  laws. 

15.  Reduce  costs  by  reducing 
administrative  costs  and  paper- 
work. 

16.  Maintain  quality  and  access 
through  encouraging  physicians 
to  practice  in  accordance  with 
the  highest  ethical  standards 
and  to  provide  voluntary  care. 


Dr.  Painter  is  AMA’s  new 
chairman  of  the  board 

Joseph  T.  Painter,  MD,  Houston, 
won  re-election  to  a 3-year  term  on 
the  American  Medical  Association’s 
Board  of  Trustees,  and  subsequently 
was  voted  chairman  of  the  board. 

The  other  Texan  on  the  AMA 
board,  Nancy  Dickey,  MD, 


Joseph  T. 
Painter,  MD,  is 
the  new  chair- 
man of  the 
AMA  Board  of 
Trustees. 


Richmond,  will  be  eligible  for  re- 
election  when  her  term  expires  in 
1992. 

Another  Texan,  Jack  T.  Chisolm, 
MD,  Dallas,  was  re-elected  to  the 
Council  on  Constitution  and  Bylaws 
during  the  AMA’s  June  24-28  an- 
nual meeting  of  the  House  of  Dele- 
gates in  Chicago. 

Dr  Painter  is  vice  president, 
physician  referral  development  and 
extramural  development.  The  Uni- 
versity of  Texas  M.D.  Anderson 
Cancer  Center,  and  a former  mem- 
ber of  the  Texas  Medical  Associa- 
tion’s Board  of  Trustees. 

Dr  Chisolm,  a Dallas  general  sur- 
geon, has  served  on  the  TMA  Coun- 
cil on  Constitution  and  Bylaws. 


James  S.  Todd, 
MD,  is  the  new 
executive  vice 
president  of  the 
American  Medi- 
cal Association. 


Todd  named  executive  vice 
president  of  AMA 

James  S.  Todd,  MD,  has  been 
appointed  executive  vice  president  of 
the  American  Medical  Association 
by  the  organization’s  Board  of 
Trustees. 

Dr  Todd  had  served  as  acting 
executive  vice  president  since  the 
resignation  of  James  H.  Sammons, 
MD,  in  February. 

Upon  learning  of  Dr  Todd’s 
appointment  on  June  20,  Mylie  E. 
Durham,  Jr,  MD,  chairman  of  the 
Texas  Delegation  to  the  AMA,  sent 
a telegram  on  behalf  of  the  Texas 
Delegates  extending  “enthusiastic 
congratulations  on  your  appoint- 
ment” and  assuring  full  support. 

Dr  Todd  left  his  general  surgery 
practice  in  Ridgewood,  NJ,  in  1985 
to  serve  as  senior  deputy  executive 
vice  president  at  the  AMA.  He  had 
been  a member  of  the  Board  of 
Trustees  from  1980  to  1984,  and 
served  as  a commissioner  to  the 
Joint  Commission  on  Accreditation 
of  Hospitals  from  1982  to  1985. 

“The  AMA’s  Board  of  Trustees 
believe  that  Dr  Todd  has  the  leader- 
ship abilities  and  management  skills 
to  represent  America’s  physicians  as 
executive  vice  president,”  said  John 
J.  Ring,  MD,  chairman  of  the  AMA 
Board  of  Trustees.  “We  believe  Dr 
Todd  is  the  man  we  need  as  we  enter 
the  1990s.  He  is  a superb  adminis- 
trator as  well  as  an  excellent  advo- 
cate for  physicians  and  their  patients 
on  Capitol  Hill.” 
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Access  to  care  tops  issues  at 
Fall  Leadership  Conference 

Improving  access  to  quality  health 
care  will  be  the  focus  of  the  Texas 
Medical  Association’s  1990  Fall 
Leadership  Conference  Saturday, 
September  15,  at  the  Stouffer  Austin 
Hotel. 

The  conference,  open  to  all  TMA 
members  at  no  cost,  begins  at  9:30 
am.  The  theme  is  “Focus  on  Access: 
Maximizing  Health  Care  in  Texas.” 

C.  John  Tupper,  MD,  El  Macero, 
Calif,  president  of  the  American 
Medical  Association,  will  kick  off 
the  conference.  In  his  keynote 
address.  Dr  Tupper  will  prepare 
physicians  for  leadership  to  meet  the 
challenges  of  access. 

Providing  their  unique  perspec- 
tives about  access  to  care  will  be: 
The  Honorable  Ralph  M.  Hall,  D- 
Rockwall,  United  States  Representa- 
tive, 4th  Congressional  District  of 
Texas;  Ron  Lindsey,  Austin,  com- 
missioner, Texas  Department  of 
Human  Resources;  Paulette  Stande- 
fer,  Dallas,  regional  director,  US 
Department  of  Health  and  Human 
Services;  and  Jim  Bob  Brame,  MD, 
Eldorado,  past  president  of  the  asso- 
ciation and  member  of  the  Physician 
Payment  Review  Commission. 


Upfront 


TMA  Council  on  Communica- 
tion Chairman  E.  Warren  Tingley,  Jr, 
MD,  will  explore  how  the  changing 
medical  environment  affects  access 
to  care.  Two  of  the  state’s  top  politi- 
cal analysts,  Karl  Rove  and  George 
Shipley,  PhD,  Austin,  will  give  a prog- 
nosis for  the  November  elections. 

The  conference  luncheon  will  be 
sponsored  by  the  Texas  Medical  Lia- 
bility Trust. 

Early  birds  can  attend  a dawn 
duster  session  from  7:45  to  9:15  am. 
to  learn  how  to  cope  with  Medicare 
hassles.  Physicians  can  improve  their 
understanding  of  reimbursement 
policies  during  a special  afternoon 
session. 

To  receive  a registration  packet, 
call  TMA  at  (512)  477-6704, 
ext  156.  The  housing  deadline  is 
August  25. 


AMA  gets  new  address,  phone, 
effective  August  27 

The  American  Medical  Association 
staff  will  move  into  leased  space  in  a 
new  headquarters  building  in 
Chicago  beginning  August  16,  and 
all  are  scheduled  to  be  in  their  new 
offices  by  August  27. 

The  new  address  will  be  515 
North  State  Street,  Chicago  60610, 
and  the  new  general  office  telephone 
number  will  be  (312)  464-5000. 


Fair  reimbursement  could 
solve  many  rural  health 
problems,  says  McGee 

Wm.  Gordon  McGee,  an  El  Paso 
pathologist,  is  the  125th  president  of 
the  Texas  Medical  Association.  His 
extensive  leadership  experience 
includes  being  a member  and  chair- 
man of  the  TMA  Board  of  Trustees; 
president,  Texas  Medical  Founda- 
tion; president,  Texas  Society  of 
Pathologists  and  a recipient  of  TSP’s 
prestigious  George  T.  Caldwell 
Award;  and  vice  chairman  of  the 
Board  of  Regents,  Texas  Tech  Uni- 
versity and  Texas  Tech  Health  Sci- 
ence Center. 

In  this  interview,  he  talks  about 
what  he  sees  as  the  most  important 
issues  for  the  Texas  Medical  Associ- 
ation during  the  coming  year.  High 
on  his  list  are  the  difficulties  facing 
patients,  physicians,  and  hospitals  in 
rural  areas. 

TM:  You  have  been  active  in  the 
Texas  Medical  Association  for  many 
years.  How  did  you  first  get 
involved? 

Dr  McGee:  We  had  to  deal  with  a local 
problem,  and  a colleague  introduced 
me  to  TMA’s  resolution  process  — 
the  reference  committees  and  House 
of  Delegates.  Afterward,  I was 
elected  a delegate  from  the  El  Paso 
County  Medical  Society. 

TM:  So  your  first  experience  was  with 
the  problem-solving  and  policy- 
making process.  What  work  within 
the  organization  has  been  most 
helpful  in  preparing  you  to  be  its 
president? 
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Upfront 


Dr  McGee:  Ten  years  on  the  Board  of 
Trustees!  I think  that’s  one  of  the 
best  preparations  for  the  presidency. 

It  gave  me  a global  view,  a good  un- 
derstanding of  the  process,  and  cer- 
tainly an  insight  into  the  budget, 
priorities,  strategies,  and  the  impor- 
tance of  keeping  all  the  association’s 
resources  — both  human  and 
financial  — working  toward  com- 
mon goals. 

TM:  At  your  installation,  you  outlined 
TMA’s  purposes  and  mentioned  sev- 
eral ways  the  association  is  fulfilling 
them.  Where  do  you  plan  to  focus 
your  energies,  and  what  programs 
would  you  like  to  begin  — or 
strengthen  — during  your  presidency? 

Dr  McGee:  Rural  health  is  definitely 
one  of  the  things  I’d  like  to  continue 
to  focus  on.  I think  the  Medicaid 
program  also  needs  our  attention. 
Too,  we  need  to  be  continually  vigi- 
lant in  our  relationship  to  the  PRO. 

We  need  to  keep  our  activity  level 
high  in  the  regulatory  arena, 
whether  it  be  state  or  federal.  We 
must  make  those  important  visits 
and  calls  to  legislators  to  maintain 
and  deepen  our  relationships  with 
them,  and  to  be  sure  they  are  aware 
of,  and  understand,  our  problems. 

Patient  advocacy  is  still  one  of 
our  strongest  roles.  And  the  regula- 
tory environment  is  becoming 
increasingly  burdensome  and  every- 
thing is  driven  by  budgets.  It’s 
becoming  clear  to  one  and  all  that 
the  government  is  beginning  to  hurt 
patients  in  the  system,  what  with  the 
federal  transfer  law  and  that  type 
of  interference. 

TM:  You  mentioned  rural  health  first 
. . . part  of  your  practice  involves 
providing  pathology  services  for 


Wm.  Gordon 
McGee,  MD, 
puts  rural  health 
issues  high  on 
his  “fix  it”  list. 


hospitals  in  the 
small  towns  sur- 
rounding El  Paso. 

Do  you  go  out  to 
these  rural  areas? 

Dr  McGee:  Yes.  We  go 
on  site  regularly  to 
several  small  hospitals 
to  provide  consultation,  to  be  sure 
they’re  meeting  Medicare  regula- 
tions, and  to  be  sure  they’re  meeting 
the  standards  of  the  state-of-the-art 
for  laboratory  medicine.  We  usually 
meet  with  the  doctors  and  the 
administrator.  But  I’m  in  at  least  10 
of  those  rural  hospitals  out  in  West 
Texas  about  once  a month. 


toward  equitable  reim- 
bursement? 

Dr  McGee:  Right.  The 
other  problem  is  that 
it’s  not  only  the  regu- 
latory climate,  it’s  the 
frequency  of  change  in  the  regu- 
latory climate.  The  regulatory  agen- 
cies and  carriers  tinker  with  the  sys- 
tem so  much  that  the  frequency  of 
change  has  almost  made  it  a circus. 
Nobody  knows  what’s  going  on  or 
where  they  are  in  the  billing  system 
at  any  given  time.  To  be  hassled  is 
one  thing,  but  to  be  hassled  so  often 
that  it’s  not  even  tolerable  is  another 
matter. 


TM:  What  do  you  see  there? 

Dr  McGee:  The  most  striking  problem 
is  reimbursement  — the  discrimina- 
tory nature  of  the  DRG  reimburse- 
ment. It  has  been  deliberately  cut 
down  to  a level  that  is  40%  of  what 
urban  hospitals  get  for  the  same 
diagnosis  and  the  same  treatment.  In 
my  opinion,  that  has  been  a deliber- 
ate political  move  because  rural  hos- 
pitals raise  the  least  sand,  or  carry 
the  least  political  clout  to  get  the  sit- 
uation changed.  To  me,  it’s  very  dis- 
criminatory, and  reimbursement  is 
their  biggest  problem. 

The  second  biggest  problem  is 
reimbursement  for  the  physicians. 

I guess  the  third  biggest  problem 
is  the  recruitment  of  physicians  to 
the  rural  areas,  which  can  be  solved 
in  one  stroke  by  increasing  rural 
physicians’  pay  through  Medicare 
and  Medicaid.  That  would  take  care 
of  our  maldistribution  of  physicians 
almost  overnight. 


TM:  Much  of  the  confusion  has  to  be 
straightened  out  by  the  physician’s 
staff  — the  people  who  file  the 
claims  and  deal  with  the  paperwork. 
How  do  they  keep  up  with  the 
changes? 

Dr  McGee:  They  don’t.  Rural  physi- 
cians don’t  have  the  sophisticated 
infrastructure  that  is  available  to 
urban  physicians;  they  have  to  rely 
on  people  who  are  in  the  community 
— people  who  are  willing  and  able 
to  learn  how  to  handle  these  things, 
but  who  have  very  little  opportunity 
to  be  taught  the  skills  they  need. 
That’s  unfortunate. 

There’s  a great  deal  of  informa- 
tion that  could  be  given  to  these  hos- 
pitals — how  to  bill  from  Medicare, 
how  to  bill  from  Medicaid,  how  to 
work  your  third  party  — and  it’s 
just  not  happening. 

TM:  Do  you  see  a role  for  the  Texas 
Medical  Association  here? 


TM:  Then  you  believe  the  best  way 
TMA  can  help  rural  hospitals, 
patients,  and  physicians  is  to  work 


Dr  McGee:  Yes.  TMA  was  instrumental 
in  the  development  of  HB  18,  which 
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has  provisions  designed  to  encour- 
age physicians  to  practice  in  rural 
areas.  Also,  TMA  leaders  and  staff 
meet  regularly  with  Medicare  and 
Medicaid  representatives,  both  at 
the  federal  and  state  level,  to  try  to 
find  solutions  to  the  problems  of 
disproportionate  reimbursement. 

The  meetings  have  resulted  in 
important  modifications  of  Medi- 
care policies. 

The  Texas  Physician  Placement 
Service,  jointly  run  by  the  TMA  and 
the  Texas  Academy  of  Family  Physi- 
cians, helps  match  physicians  with 
location  opportunities,  and  also 
helps  established  rural  physicians 
find  a locum  tenens  physician  when 
needed. 

I see  a role  for  TMA  to  strongly 
consider  a rural  health  caucus  that 
could  address  a number  of  these 
problems.  We’ve  seen  the  Area 
Health  Education  Center  started  in 
The  University  of  Texas  Health  Sci- 
ence Center  at  San  Antonio  under 
the  direction  of  Dr  Ciro  Sumaya; 
we’ve  seen  the  creation  of  the  Texas 
Center  for  Rural  Health  Initiatives 
by  the  last  legislature;  and  I think 
TMA  might  consider  a rural  health 
council  to  consolidate  our  efforts. 
But  that’s  just  an  idea  at  the  present 
time. 

We  need  to  identify  our  physician 
constituency  in  these  small  commu- 
nities, and  we  need  to  define  what 
we  mean  by  small  communities;  but 
we  also  need  to  identify  those  hospi- 
tals and  doctors  who  serve  them  in 
terms  of  the  education  and  informa- 
tion we  can  give  them. 

Particularly  on  this  issue  of  fed- 
eral transfers,  we  need  to  tell  physi- 
cians what  kind  of  information  they 
should  record  when  they  try  to 
transfer  a patient  from  a small  hos- 
pital to  a tertiary  health  care  facility; 


they  need  to  know  to  record  their 
requests  on  the  telephone.  There  is  a 
whole  host  of  things  in  terms  of 
information  and  training  that  we 
need  to  arm  those  doctors  with,  to 
help  them  make  those  transfers 
effectively.  And  we  need  to  work 
with  other  organizations  on  that. 

TM:  Being  president  is  a tough  job. 
Why  did  you  seek  the  office?  At  the 
end  of  the  year,  what  will  make  this 
commitment  seem  worthwhile  to 
you? 

Dr  McGee:  I sought  the  office  because 
it  was  the  culmination  of  years  of 
effort  on  the  Board  of  Trustees.  I felt 
I could  make  a contribution  with  the 
knowledge  that  I’d  acquired.  I also 
felt  it  might  be  something  I would 
enjoy. 

Naturally,  I have  some  apprehen- 
sions, but  I would  be  pleased  if  I 
could  look  back  and  see  that  the 
association  is  in  some  sense  the  same 
as,  or  stronger  than,  it  was  when  I 
began.  I hope  we’ll  respond  well, 
and  strengthen  our  bonds  to  our 
physician  constituency,  and  I hope 
the  members  will  see  the  association 
as  representing  them  in  terms  of  the 
legislative  and  fiscal  arenas  in  which 
we  toil. 

TM:  Speaking  of  legislation,  the  Texas 
Legislature  convenes  in  January  — 
what  do  you  expect  to  be  the  major 
issues  for  physicians? 

Dr  McGee:  Access  to  health  care  and 
health  insurance  are  going  to  be  the 
heaviest  on  the  agenda. 

TM:  Is  there  anything  you’d  like  to 
add? 


Dr  McGee:  Just  that  the  Texas  Medical 
Association  exists  because  early 
Texas  physicians  felt  the  need  to 
unify  their  profession,  to  draw 
strength  from  each  other,  and  to  use 
their  combined  force  to  bring  about 
healthy  changes  for  the  citizens  of 
Texas  and  for  the  medical  profession 
itself. 

Today  the  details  are  different  but 
the  need  remains.  And  the  TMA 
needs  the  strength,  the  skills,  and  the 
support  of  each  member.  To  every 
physician  who  wants  to  become 
involved,  I say  “Come  on  in!  There’s 
plenty  of  room,  there’s  plenty  to  do, 
and  we’re  all  in  this  together.” 
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Newsmakers 

James  B.  Bennett,  MB,  Houston  hand 
surgeon,  recently  was  an  invited 
professor  and  lecturer  at  the  Univer- 
sity of  Pennsylvania  Department  of 
Orthopedic  Surgery  Alumni  Lecture- 
ship program  and  at  The  University 
of  Texas  Medical  Branch  Division  of 
Orthopedic  Surgery  Eggers  Alumni 
Lectureship.  Dr  Bennett  is  associate 
professor  of  orthopedic  surgery  at 
Baylor  College  of  Medicine  and 
deputy  chief  of  orthopedic  surgery 
at  The  Methodist  Hospital. 

Edward  J.  Bernacki,  MB,  has  been 
installed  as  secretary  of  the  Ameri- 
can College  of  Occupational 
Medicine  (ACOM),  an  international 
organization  of  more  than  5,200 
physicians  who  provide  health  care 
to  the  world’s  work  force.  Dr 
Bernacki  is  professor  of  occupa- 
tional medicine  at  The  University  of 
Texas  School  of  Public  Health  in 
Houston,  and  vice  president  of 
health,  environmental  medicine,  and 
safety  for  Tenneco  Inc. 

Henry  Calderoni,  MB,  and  Francisco 
Guerra,  MB,  El  Paso  family  practition- 
ers, were  jointly  named  the  1990 
Small  Business  Person  of  the  Year 
recently  at  the  US  Small  Business 
Administration’s  annual  luncheon. 
Drs  Calderoni  and  Guerra  operate  a 
family  medical  care  and  minor- 
emergency  center  in  El  Paso. 

R.  Lee  Clark,  MB,  retired  Houston 
oncologist  and  founding  president 
of  The  University  of  Texas  M.D. 
Anderson  Cancer  Center,  has 
received  the  Third  Annual  Gibson 
D.  Lewis  Award  for  Excellence  in 
Cancer  Control  from  the  Texas 
Cancer  Council  in  Houston.  Also 


honored  at  the  luncheon  was  Bonald 
J.  Fernbach,  MB,  Houston  pediatric 
hematologist/oncologist,  who 
received  the  Texas  Cancer  Council 
Award  for  Clinical  Activities  in  Can- 
cer Control. 

The  Texas  Nurse’s  Association  has 
presented  Joseph  C.  Bougherty,  MB, 

Harlingen  nephrologist,  with  the 
1990  Health  Professional  of  the 
Year  Award.  The  award  is  given  to 
an  individual  or  group  who  has  im- 
proved health  services  to  consumers 
and  has  contributed  to  the  betterment 
and  support  of  the  nursing  profes- 
sion. Since  1981,  Dr  Dougherty  has 
been  a member  of  TMA’s  Commit- 
tee on  Nursing,  and  is  now  serving 
on  the  Texas  Higher  Education 
Coordinating  Board  Nursing  Educa- 
tion Advisory  Committee. 

The  YWCA  of  Houston  has  named 
Judith  Craven,  MB,  Houston  anesthesi- 
ologist, the  1990  Outstanding 
Woman  in  Education.  Dr  Craven  is 
dean  of  The  University  of  Texas 
School  of  Allied  Health  Sciences  and 
Health  Science  Center  vice  president 
for  minority  affairs. 

Kim  Fehir,  MB,  Houston  oncologist,  has 
been  named  director  of  the  newly 
established  bone  marrow  transplan- 
tation program  at  St  Joseph  Hospi- 
tal. Dr  Fehir  specializes  in  the  re- 
placement of  bone  marrow  destroyed 
during  accelerated  chemotherapy 
treatments  and  marrow  transplanta- 
tion in  the  treatment  of  leukemia. 

Helmuth  Geopfert,  MB,  Houston  head 
and  neck  surgeon,  has  been  named 
to  the  M.G.  and  Lillie  A.  Johnson 
Chair  for  Cancer  Treatment  and 
Research  at  The  University  of  Texas 


M.D.  Anderson  Cancer  Center, 
where  he  is  chairman  of  the  depart- 
ment of  head  and  neck  surgery. 

Homer  R.  Goehrs,  MB,  retired  Austin 
internist-rheumatologist,  has  been 
chosen  executive  director  of  the 
Texas  State  Board  of  Medical  Exam- 
iners. Dr  Goehrs  is  a past  president 
of  the  Travis  County  Medical  Soci- 
ety, and  was  one  of  the  four  found- 
ing members  of  the  Austin  Diagnos- 
tic Clinic. 

Jack  P.  Gunter,  MB,  has  received  the 
Tiffany  Award  from  The  American 
Society  for  Aesthetic  Plastic  Surgery 
for  the  outstanding  scientific  paper 
presented  at  its  Annual  Scientific 
Meeting.  Dr  Gunter  is  clinical  asso- 
ciate professor  of  plastic  surgery  and 
otolaryngology  at  The  University  of 
Texas  Health  Science  Center  in  Dal- 
las. 

Robert  E.  Jackson,  MB,  Houston 
internist,  has  been  presented  with 
the  Mayor’s  Award  for  Outstanding 
Volunteer  Service  by  Mayor  Kathy 
Whitmire.  Dr  Jackson  is  medical 
director  of  the  Eastwood  Health 
Clinic  in  Houston. 

The  Texas  Association  of  Obstetri- 
cians and  Gynecologists  has  estab- 
lished a lectureship  in  the  name  of 
Raymond  H.  Kaufman,  MB,  Ernst  W.  Bert- 
ner  Professor  and  chairman,  obstet- 
rics and  gynecology,  and  professor 
of  pathology  at  Baylor  College  of 
Medicine. 

Margaret  C.  McNeese,  MB,  Houston  pedi- 
atrician and  associate  dean  for  stu- 
dent affairs  at  The  University  of 
Texas  Medical  School  at  Houston, 
has  received  the  honorary  degree  of 
Doctor  of  Humane  Letters  from 
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Mary  Baldwin  College,  her  alma 
mater.  The  school  reported  that  the 
honorary  degree  is  the  “highest 
award  and  recognition  the  college  is 
able  to  bestow”  and  represents  the 
faculty  and  administrators’  respect 
for  her  “as  a successful  academic 
leader  and  as  a public  servant  with 
strong  humanitarian  concern.” 

Edward  Reilly,  MD,  of  Houston,  has 
been  named  president-elect  of  the 
Texas  Society  of  Psychiatric  Physi- 
cians. 

The  President  recently  named  Ray  L. 
Simmons,  MD,  Brownsville  orthopedic 
surgeon,  as  the  154th  “Daily  Point 
of  Light.”  This  recognition  is  in- 
tended to  “call  every  individual, 
group,  and  organization  in  America 
to  claim  society’s  problems  as  their 
own  by  taking  direct  and  conse- 
quential action;  to  identify,  enlarge, 
and  multiply  successful  initiatives; 
and  to  discover,  encourage,  and 
develop  new  leaders  in  community 
service.”  Dr  Simmons  is  the  volun- 
teer medical  director  at  the 
Brownsville  Society  for  Crippled 
Children. 

The  San  Antonio  Members  of  the 
University  Cancer  Foundation  have 
presented  John  M.  Smith,  MD,  family 
practitioner,  with  the  Distinguished 
Community  Service  Award  for  his 
contributions  to  the  quality  and 
availability  of  health  care  in  South 
Texas. 

James  C.  Thompson,  MD,  has  been 
awarded  the  Founder’s  Medal  from 
the  Society  for  Surgery  of  the  Ali- 
mentary Tract  (SSAT)  for  his 
research  on  peptide  hormones.  Dr 
Thompson  is  the  John  Woods  Harris 
Professor  and  chairman  of  surgery 


at  The  University  of  Texas  Medical 
Branch  at  Galveston. 

Roberts.  Urban,  MD,  has  been  chosen  as 
the  outstanding  clinical  faculty  mem- 
ber at  the  Amarillo  campus  of  Texas 
Tech  School  of  Medicine.  Dr  Urban 
is  head  of  the  department  of  internal 
medicine  and  was  elected  the 
school’s  outstanding  clinical  member 
by  vote  of  the  medical  students. 

Obituaries 

Joseph  French  Alsop  III,  MD,  36;  Corpus 
Christi;  The  University  of  Texas 
Medical  Branch  at  Galveston,  1980; 
died  June  4,  1990. 

Wilfred  Patrick  Bonin,  MD,  84;  Houston; 
Louisiana  State  University  Medical 
School,  1935;  died  May  10,  1990. 

Ross  Eugene  Burgh,  MD,  50;  Austin;  The 
University  of  Texas  Medical  Branch 
at  Galveston,  1965;  died  June  4, 
1990. 

Joseph  Garber  Cocke,  MD,  84;  San  Anto- 
nio; Jefferson  Medical  College, 
Philadelphia,  1930;  died  May  26, 
1990. 

Edward  Price  Dosher,  MD,  63;  Corpus 
Christi;  The  University  of  Texas 
Medical  Branch  at  Galveston,  1954; 
died  May  27,  1990. 

Alexander  Keller  Doss,  MD,  79;  Fort 
Worth;  Tulane  University  School  of 
Medicine,  1934;  died  May  1,  1990. 

Maurice  Everette  Dyer,  MD,  60;  Amarillo; 
Cornell  University,  1955;  died 
May  2,  1990. 


Edward  Elias  (Peter)  Garber,  MD,  70;  Gal- 
veston; The  University  of  Texas 
Medical  Branch  at  Galveston,  1942; 
died  April  27,  1990. 

Edgar  Richard  Halden,  Jr,  MD,  65;  Fort 
Worth;  The  University  of  Texas 
Southwestern  Medical  School,  1952; 
died  May  2,  1990. 

Charles  William  Kianke,  MD,  80;  Houston; 
The  University  of  Texas  Medical 
Branch  at  Galveston,  1932;  died 
May  3,  1990. 

Paul  Lensky,  MD,  66;  Houston,  The 
University  of  Texas  Medical  Branch 
at  Galveston,  1946;  died  May  23, 
1990. 

Billy  Lee  McCollough,  MD,  57;  Lubbock; 
University  of  Oklahoma  School  of 
Medicine,  1958;  died  May  21,  1990. 

Homer  Edward  Prince,  MD,  86;  Dallas; 

The  University  of  Texas  Medical 
Branch  at  Galveston,  1929;  died 
June  6,  1990. 

Joseph  T.  Queng,  MD,  56;  Houston;  Uni- 
versity of  Santo  Tomas,  Manila, 
Philippines,  1958;  died  May  10, 
1990. 

Lloyd  Francis  Ritchey,  MD,  71;  Dallas; 
University  of  Arkansas,  School  of 
Medicine,  Little  Rock,  1943;  died 
May  16,  1990. 

Ian  Lee  Shetland,  MD,  38;  Houston;  Bay- 
lor University  College  of  Medicine, 
1984;  died  March  24,  1990. 

Manly  Enos  Weaver,  MD,  87;  Coleman, 
The  University  of  Texas  Medical 
Branch  at  Galveston,  1931;  reported 
deceased. 
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San  Antonio  center  wins 
$3.3  miiiion  grant  to  fight 
manpower  shortage 

Town-gown  collaboration  to 
encourage  health  professionals  to 
practice  in  the  Lower  Rio  Grande 
Valley  and  border  areas  has  landed 
a $3.3  million  federal  grant  for 
development  of  one  Area  Health 
Education  Center  (AHEC)  and  plan- 
ning for  a second.  Awarded  to  The 
University  of  Texas  Health  Science 
Center  at  San  Antonio  (UTHSCSA), 
the  grant  is  said  to  be  the  largest  of 
its  kind  awarded  to  a first-time  recip- 
ient by  the  US  Health  Resources  and 
Services  Administration. 

The  federal  money  and  $1.1  mil- 
lion added  by  the  health  science  cen- 
ter will  allow  university  personnel 
to  train  allied  health  care  profes- 
sionals who  live  in  the  Valley.  By 
training  students  near  their  homes, 
university  officials  hope  to  alleviate 
the  health  manpower  shortages  that 
have  plagued  Valley  residents  for 
years.  Cameron,  Hidalgo,  Willacy, 
and  Starr  counties  are  officially 
included  in  the  AHEC  project. 
AHECs  elsewhere  in  the  US  already 
have  shown  that  professionals 
trained  in  rural  areas  are  more  likely 
to  stay  there,  according  to  UTHSCSA 
spokespersons. 

At  least  20  Valley  clinics,  hospi- 
tals, and  colleges  have  expressed 
interest  in  the  new  AHEC,  which 
will  also  provide  clinical  experience 
for  medical,  dental,  nursing, 
and  allied  health  students  from 
UTHSCSA,  spokesmen  said.  Ciro 
Sumaya,  MD,  MPH,  estimates  that 


Science  and 
Education 


more  than  200  students  from 
UTSCSA  will  receive  clinical  train- 
ing there.  Dr  Sumaya  is  AHEC  pro- 
gram director  and  associate  dean  for 
continuing  medical  education  at 
UTSCSA. 

Dr  Sumaya  says  planners  of  the 
project  hope  “to  increase  the  num- 
bers and  distribution  of  health  pro- 
fessionals in  varied  fields  in  parts  of 
South  Texas  that  may  have  a need 
for  them.”  The  grant,  he  says, 
results  from  growing  awareness  of 
health  problems  along  the  US-Mex- 
ico  border  and  the  “significant  inter- 
action between  the  academic  health 
science  center  and  a number  of  com- 
munity resources.” 

Because  considerable  planning 
has  already  taken  place,  the  Valley 
will  see  some  implementation  of  the 
AHEC  in  its  first  grant  year,  which 
begins  October  1.  Eull  implementa- 
tion of  the  first  AHEC  begins  in  the 
grant’s  third  year.  At  that  time,  plan- 
ners will  also  begin  formal  planning 
of  a second  AHEC,  which  will  be 
established,  officials  hope,  in  a sec- 
ond grant.  The  second  AHEC  would 
cover  an  additional  23  South  Texas 
counties. 

“If  one  looks  at  the  stats  on 
health  manpower  among  the  varied 
fields  — not  just  medicine  — and 
the  capacity  of  the  health  delivery 
system,  the  economics,  the  large 
indigent  population,  all  those 
together  point  to  significant  needs  of 
variable  degree,”  Dr  Sumaya  says. 
“There  are  some  health  capabilities 
in  some  places  along  the  border  that 
are  excellent,  but  they  may  not  be 
able  to  reach  a large  number  of  the 
people  because  of  various  factors, 
economics  being  one.  So  we  hope  to 
be  able  to  enhance  whatever  is  exist- 
ing there.” 


AAAS 
plans  new 
future  for 
public  education 

Planners  for  the  American  Associa- 
tion for  the  Advancement  of  Science 
(AAAS)  hope  students  in  the  year 
2061  will  gaze  heavenward  with 
understanding  not  appreciated  by 
many  of  today’s  public  school  grad- 
uates. When  Halley’s  Comet  returns 
that  year,  Americans  will  have  a bet- 
ter sense  of  the  cosmos  and  their 
own  backyards,  if  the  AAAS  Project 
2061  succeeds  in  its  reform  of 
today’s  way  of  teaching  science, 
mathematics,  and  technology. 

Project  2061,  initiated  in  1985 
during  Halley’s  most  recent  pass, 
aims  to  fine-tune  the  present  system 
of  teaching  — but  only  after  taking 
it  apart,  looking  at  its  parts,  and 
carefully  rearranging  those  that 
work  and  replacing  those  that  don’t. 
The  changes  may  not  be  subtle,  and 
they  could  begin  to  appear  as  early 
as  1993,  when  AAAS  hopes  to  have 
six  model  curricula  ready  for  use  in 
school  districts  around  the  country. 

The  idea  beyond  much  of  the 
Project  2061  goals,  detailed  in  the 
AAAS  report  Science  for  All  Ameri- 
cans, is  that  students  should  begin 
by  learning  fundamental  scientific 
principles,  rather  than  emphasizing 
details.  In  essence,  the  report  calls 
for  students  to  develop  a better 
sense  of  science  — its  history,  funda- 
mental concepts,  and  ways  of  think- 
ing, analyzing,  and  communicating. 
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As  Peggy  Carnahan,  director  of  a 
Project  206 1 team  in  San  Antonio 
puts  it,  “Another  theme  of  ours  is 
‘more  is  less’  — to  learn  something 
really  in  depth  where  you  can  prob- 
lem solve  it,  really  understand,  really 
comprehend  and  not  just  take  a 
whole  bunch  of  things  that  are  dis- 
connected.” 

“It’s  not  like  a one-time  fix.  I think 
education  will  be  like  most  busi- 
nesses. We  will  constantly  be  evalu- 
ating and  looking  and  improving.” 

“In  the  past  we’ve  fixed  one  thing 
and  kind  of  forgotten  about  it  for 
several  years  and  then  it  got  bad  and 
we  went  back  again  and  looked  at 
it,”  she  says.  “We  need  to  be  con- 
stantly looking  at  the  whole  thing.” 

Jo  Ellen  Roseman,  PhD,  director 
of  curriculum  for  Project  2061, 
agrees:  “There  are  other  very  useful 
projects  under  way,  but  they’re 
looking  for  results  within  3 to  5 
years.  What  this  project  is  doing  is 
attempting  to  think  through  curricu- 
lum reform  and  to  consider  implica- 
tions of  that  reform  for  all  other 
aspects  of  the  educational  system.” 

“This  project  took  4 years  to 
establish  goals,  and  it’s  taking 
another  3 or  4 years  to  design  the 
new  system.  And  then  we’re  talking 
about  10  or  so  years  of  implementa- 
tion,” she  says. 

Ms  Carnahan’s  team,  which  con- 
sists of  31  San  Antonio  teachers 
(and  60  alternate  team  members),  is 
one  of  six  in  the  US  participating  in 
“phase  2”  of  Project  2061.  In  this 
stage  of  planning,  each  of  the  six 
2061  teams  is  actually  developing  its 
own  model  curriculum  for  science, 
math,  and  technology.  The  resulting 
six  curriculum  models  will  be 
offered  to  schools  throughout  the 
US  “so  that  people  can  mix  and 
match  them  or  take  one  that  they 


like,”  she  says.  Phase  3 will  begin 
implementation. 

Phase  1 began  with  establishment 
of  the  AAAS  National  Council  on 
Science  and  Technology  Education 
(NCSTE),  a panel  of  26  academi- 
cians from  across  the  US.  But  the 
future  of  American  science,  math, 
and  technology  education  is  not  in 
the  hands  of  only  26  persons.  They, 
in  turn,  called  on  five  “independent 
science  panels”  for  more  detailed 
assessment  of  the  present  educa- 
tional system.  The  panels  responded 
with  reports  covering  biological  and 
health  sciences,  mathematics,  physi- 
cal and  information  sciences  and 
engineering,  social  and  behavioral 
sciences,  and  technology.  With 
reports  from  the  science  panels  and 
help  from  “hundreds  of  individu- 
als,” the  NCSTE  developed  the  pro- 
ject’s goals,  which  have  been  pub- 
lished in  Science  for  All  Americans. 
That  report  is  the  guide  for  phase  2 
planners.  Ray  Marshall,  PhD,  a pro- 
fessor at  The  University  of  Texas  LBJ 
School  of  Public  Affairs,  is  the  only 
Texan  on  the  26-member  council. 

“The  main  thing  we’re  trying  to 
do  is  make  this  like  a master  plan  or 
city  plan,  hook  it  all  together,  and 
then  look  at  what  we  know  exists  — 
whether  it  exists  in  a local  district  or 
some  national  curriculum  — and 
then  look  where  the  blanks  are  and 
where  we  see  that  we  haven’t  been 
able  to  find  anything,”  says  Ms  Car- 
nahan. “Then  we  would  like  busi- 
ness and  industry  to  work  with  us  to 
help  develop  some  of  these  things  so 
that  we  have  a complete  educational 
system.” 


Science  for  All  Americans  is 
available  from  AAAS  Books, 
Department  2061,  PO  Box  753, 
Waldorf,  MD  20604.  Cost  of  the 
report  is  $14.50.  The  complete  set 
of  six  NCSTE  reports  may  be  pur- 
chased for  $35.  A summary  of  the 
report  is  available  at  no  charge. 

IMk  preliminary  report 
pro¥ides  new  look  at  Texas 
football  Injuries 

A TMA  study  has  yielded  surprising 
preliminary  results  that  may  help 
reduce  the  number  of  injuries  in 
high  school  varsity  football  players. 
The  findings,  released  in  a report  by 
Greg  Stocks,  MD,  show  that  a quar- 
ter of  the  injuries  counted  for  the 
1989  season  occurred  during  train- 
ing — before  the  regular  fall  season 
began. 

Dr  Stocks  is  resident  physician 
representative  to  the  TMA  Commit- 
tee on  Sports  Medicine,  which 
funded  the  study  and  developed  the 
reporting  forms  used  to  gather  data. 
The  study  was  directed  by  commit- 
tee chairman  Jesse  C.  DeLee,  MD, 
and  UIL  athletic  director  and  com- 
mittee consultant  William  D.  Farney. 

Although  the  entire  study 
included  120  Texas  high  schools  and 
6,169  varsity  football  players.  Dr 
Stocks’  report  covered  only  data 
from  48  of  the  state’s  4A  and  5A 
teams,  representing  2,789  players. 
Yet  the  numbers  were  striking 
enough  for  informal  postulation, 
and  Dr  Stocks  thinks  proper  physi- 
cal conditioning  plays  a key  role  in 
preventing  injuries. 

Among  the  4A  and  5A  teams 
reporting,  there  were  2,198  injuries, 
1,209  of  them  occurring  during 
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games  and  989  during  practice.  Six 
percent  (136)  of  the  injuries  required 
hospitalization,  and  5%  required 
surgery. 

“Most  other  studies  have  shown 
that  most  injuries  occur  during  prac- 
tice rather  than  in  games,”  Dr 
Stocks  says.  “We  found  that  more 
injuries  occurred  in  games.  Being  in 
games  was  70  times  more  risky  than 
practice  when  you  consider  the  am- 
ount of  time  and  number  of  players.” 

“Of  the  injuries  that  occurred 
during  the  actual  game  season,  more 
than  half  of  those  are  in  the  first 
month  of  the  season.  So  we  wonder 
if  conditioning  doesn’t  have  a lot  to 
do  with  that  and  perhaps  bigger 
emphasis  on  preseason  conditioning 
would  help.” 

The  preliminary  results  also 
showed  an  unusually  high  incidence 


of  injuries,  partly  because 

of  the  broad  definition  of  ^ 

injury  and  effective  data  g 

collection.  Dr  Stocks  says.  £ 0 

The  rates  reported  in  other 

studies  range  from  10 

injuries  per  100  players  per 

season  to  81  injuries.  The 

TMA  study  recorded  79 

injuries  per  100  players  per  season. 

For  the  study  an  injury  was  counted 

if  it  involved  head  injury,  required 

physician  care,  or  caused  a student 

to  miss  practice  or  a game. 

“We  took  a pretty  broad 
definition  of  what  constitutes  an 
injury.  We  had  the  trainers  keep 
track  and  report  the  injuries  to 
ensure  that  not  many  injuries  were 
missed.  Other  reports  have  reviewed 
insurance  claims  or  visits  to  an 
emergency  room  or  doctor’s  office 
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Injury  sites  and 
frequency  of  injury 
among  2,789  varsity 
football  players  in 
Texas. 
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or  a sports  clinic,  or  they  looked  at 
high  school  accident  reports.  Typi- 
cally all  those  things  only  occur  for 
pretty  severe  injuries.  We  found  that 
the  majority  of  injuries  that  these 
players  sustain  are  minor  muscle 
strains  and  contusions  and  minor 
injuries  that  would  not  be  reported 
[in  most  studies].” 

“That  was  really  the  impetus  for 
beginning  the  study  — to  try  to  get  a 
more  accurate  picture  of  what 
injuries  are  occurring  to  the  high 
school  athlete.” 

One  finding  that  did  not  surprise 
the  committee  was  the  most  fre- 
quent injury  sites:  knees  and  ankles. 
The  knee  was  involved  in  20%  and 
the  ankle  in  18%  of  the  injuries 
reported  by  trainers. 

Stocks  would  like  to  see  inter- 
ested physicians  work  as  team  doc- 
tors for  their  local  schools.  “I  think 
this  study  supports  the  fact  that  you 
don’t  need  to  be  an  orthopedic  sur- 
geon to  be  a team  doctor.  The  num- 
ber of  fractures  that  are  occurring  or 
knee  injuries  that  require  surgery  is 
really  quite  low.  The  vast  majority 
of  injuries  are  contusions,  strains, 
sprains,  lacerations,  and  concussions 
that  any  interested  and  dedicated 
physician  could  take  care  of.” 

Results  of  the  full  committee 
report  will  be  published  later.  Dr 
Stocks  says.  In  the  meantime,  TMA 
has  approved  funding  for  the  com- 
mittee to  conduct  a similar  study 
during  the  1990  football  season. 
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single-agent  efficacy  demonstrated  in  six  clinical  studies  of  more  than  4,000  adult  patients  with  varied  titration  schedules  of  up  to  560  mg  or  480  mg  per  day  In  divided  doses, 
ition,  the  most  commonly  reported  side  effea  of  Calan  SR,  Is  easily  managed  In  most  patients. 
see  last  page  of  this  advertisement  for  references  and  a brief  summary  of  prescribing  information. 
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Patients  must  be  enrolled  before  October  15, 1990. 


■Rie  Patient  Plus  program  for  Calan  SR  180  mg  Is  available  for  all  patients  for  a limited  time  only.  As  with  other  Searle 
cardiovascular  products,  Calah  SR  180  mg  will  be  available  on  an  ongoing  basis  through  the  Patlehts  In  Need  program. 
Please  see  your  Searle  Representative  for  full  program  details. 
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BRIEF  SUMMARY 

Contraindications:  Severe  LV  dysfunction  (see  Warnings),  hypotension  (systolic  pressure 
< 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syndrome  (if  no  pacemaker  is  present),  2nd-  or 
3rd-degree  AV  block  (if  no  pacemaker  is  present),  atrial  flutter/fibrillation  with  an  accessory 
bypass  tract  (eg,  WPW  or  LGL  syndromesj,  hypersensitivity  to  verapamil. 

Warnings:  Verapamil  should  be  avoided  in  patients  with  severe  LV  dysfunction  (eg,  ejection 
fraction  < 30%)  or  moderate  to  severe  symptoms  of  cardiac  failure  and  in  patients  with  any 
degree  of  yentricular  dysfunction  if  they  are  receiying  a beta-blocker.  Control  milder  heart  failure 
with  optimum  digitalization  and/or  diuretics  before  Calan  SR  is  used.  Verapamil  may  occasionally 
produce  hypotension.  Elevations  of  liver  enzymes  haye  been  reported.  Seyeral  cases  haye  been 
demonstrated  to  be  produced  by  yerapamil.  Periodic  monitoring  of  liyer  function  in  patients  on 
verapamil  is  pmdent.  Some  patients  with  paroxysmal  and/or  chronic  atrial  flutter/fibrillation  and 
an  accessory  AV  pathway  (eg,  WPW  or  LGL  syndromes)  have  developed  an  increased  antegrade 
conduction  across  the  accessory  pathway  bypassing  the  AV  node,  producing  a yery  rapid 
ventricular  response  or  ventricular  fibrillation  after  receiving  LV,  verapamil  (or  digitalis).  Elecause 
of  this  risk,  oral  verapamil  is  contraindicated  in  such  patients.  AV  block  may  occur  (2nd-  and 
3rd-degree,  0.8%).  Development  of  marked  Ist-degree  block  or  progression  to  2nd-  or  3rd- 
degree  block  requires  reduction  in  dosage  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy.  Sinus  bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema  and/or  seyere 
hypotension  were  seen  in  some  critically  ill  patients  with  hypertrophic  cardiomyopathy  who  were 
treated  with  verapamil. 

Precautions:  Verapamil  should  be  given  cautiously  to  patients  with  impaired  hepatic  function 
(in  severe  dysfunction  use  about  30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients 
should  be  monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  overdosage. 
Verapamil  may  decrease  neuromuscular  transmission  in  patients  with  Duchenne's  muscular 
dystrophy  and  may  prolong  recoyery  from  the  neuromuscular  blocking  agent  vecuronium.  It  may 
be  necessary  to  decrease  verapamil  dosage  in  patients  with  attenuated  neuromuscular  transmis- 
sion. Combined  therapy  with  beta-adrenergic  blockers  and  verapamil  may  result  in  additive 
negative  effects  on  heart  rate,  atrioventricular  conduction  and/or  cardiac  contractility;  there  have 
been  reports  of  excessive  bradycardia  and  AV  block,  including  complete  heart  block.  The  risks 
of  such  combined  therapy  may  outweigh  the  benefits.  The  combination  should  be  used  only 
with  caution  and  close  monitoring.  Decreased  metoprolol  clearance  may  occur  with  combined 
use.  Chronic  verapamil  treatment  can  increase  serum  digoxin  levels  by  50%  to  75%  during  the 
first  week  of  therapy,  which  can  result  in  digitalis  toxicity.  In  patients  with  hepatic  cirrhosis, 
verapamil  may  reduce  total  body  clearance  and  extrarenai  clearance  of  digitoxin.  The  digoxin 
dose  should  be  reduced  when  verapamil  is  given,  and  the  patient  carefully  monitored.  Verapamil 
will  usually  have  an  additive  effect  in  patients  receiving  blood-pressure-lowering  agents.  Disopyr- 
amide  should  not  be  given  within  48  hours  before  or  24  hours  after  verapamil  administration. 


Concomitant  use  of  flecainide  and  verapamil  may  have  additive  effects  on  myocardial  contractili 
AV  conduction,  and  repolarization.  Combined  verapamil  and  quinidine  therapy  in  patients  Wi 
hypertrophic  cardiomyopathy  should  be  avoided,  since  significant  hypotension  may  list 
Concomitant  use  of  lithium  and  verapamil  may  result  in  a lowering  of  serum  lithium  levels 
increased  sensitivity  to  lithium.  Patients  receiving  both  dmgs  must  be  monitored  casAil 
Verapamil  may  increase  carbamazepine  concentrations  during  combined  use.  Rifampin  may  redu 
verapamil  bioavailability.  Phenobarbital  may  increase  verapamil  clearance.  Verapamil  may  increa 
semm  levels  of  cyclosporin.  Concomitant  use  of  inhalation  anesthetics  and  calcium  antagonii 
needs  careful  titration  to  avoid  excessive  cardiovascular  depression.  Verapamil  may  potenii: 
the  activity  of  neuromuscular  blocking  agents  (curare-like  and  depolarizing):  dosage  reducti 
may  be  required.  Adequate  animal  carcinogenicity  studies  have  not  been  performed.  One  stu 
in  rats  did  not  suggest  a tumorigenic  potential,  and  verapamil  was  not  mutagenic  in  the  Am 
test.  Pregnancy  Category  C.  There  are  no  adequate  and  well-controlled  studies  in  prqp 
women.  This  drug  should  be  used  during  pregnancy,  labor,  and  delivery  only  if  clearly  needr 
Verapamil  is  excreted  in  breast  milk;  therefore,  nursing  should  be  discontinued  during  venlgii 
use. 

Adverse  Reactions:  Constipation  (7.3%),  dizziness  (3.3%),  nausea  (2.7%),  hypotension  (2.5‘ 
headache  (2.2%),  edema  (1.9%),  CHF,  pulmonary  edema  (1.8%),  fatigue  (1.7%),  dyspnea  (1A? 
bradycardia:  HR  < 50/min  (1.4%),  AV  block:  total  r,2°,3°  (1.2%),  2°  and  3°  (0.8%),  ra 
(1.2%),  flushing  (0.6%),  elevated  liver  enzymes.  The  following  reactions,  reported  in  1.0% 
less  of  patients,  occurred  under  conditions  where  a causal  relationship  is  uncertain:  angi 
pectoris,  atrioventricular  dissociation,  chest  pain,  claudication,  myocardial  infarction,  palpitatioi 
purpura  (vasculitis),  syncope,  diarrhea,  dry  mouth,  gastrointestinal  distress,  gingival  hyperplas 
ecchymosis  or  bnjising,  cerebrovascular  accident,  confusion,  equilibrium  disorders,  insomn 
muscle  cramps,  paresthesia,  psychotic  symptoms,  shakiness,  somnolence,  arthralgia  and  ras 
exanthema,  hair  loss,  hyperkeratosis,  macules,  sweating,  urticaria,  Stevens- Johnson  syndroir 
erythema  multiforme,  blurred  vision,  gynecomastia,  increased  urination,  spotty  menstmatic 
impotence. 
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Speaking  out  on  proposed 
clinical  lab  regulations 

The  goals  are  worthy:  hold  the  line 
on  cost  and  protect  access  to  lab  ser- 
vices. Writing  on  behalf  of  the  asso- 
ciation, TMA  President  Wm.  Gor- 
don McGee,  MD,  filed  a comment 
following  publication  in  the  Federal 
Register  of  proposed  regulations 
based  on  the  Clinical  Laboratory 
Improvement  Amendments  of  1988 
(GLIA).  The  regulations  would  fed- 
erally regulate  any  “facility”  per- 
forming clinical  tests  on  a human 
specimen  for  the  purpose  of  assess- 
ing, diagnosing,  or  treating  a patient. 

Legislative  history  relating  to 
GLIA  indicates  that  the  term  “facil- 
ity” includes  any  physician  office  or 
other  site  at  which  laboratory  test- 
ing IS  done.  Thus,  the  regulations 
would  apply  to  all  laboratory  services 
provided  to  all  patients  at  all  sites. 

While  noting  TMA’s  support  of 
the  intent  of  GLIA,  Dr  McGee’s  let- 
ter stated  that  the  proposed  GLIA 
regulations  “require  significant  revi- 
sions if  they  are  to  realize  legislative 
goals  without  unnecessarily  reduc- 
ing access  to  laboratory  services  and 
increasing  health  care  expenditures 
with  no  concomitant  increase  in  the 
quality  of  care.” 

The  letter  addressed  four  particu- 
lar concerns: 

• The  narrow  definition  of  Level  I 
laboratories  and  the  impact  that 
definition  will  have  on  labora- 
tory services  available  in  physi- 
cians’ offices.  TMA  recommends 
that  HCFA  reassess  and  expand 
the  list  of  Level  I tests,  with  par- 
ticular consideration  to  including 
a much  wider  range  of  auto- 
mated tests.  The  association  also 
recommends  that  the  advisory 
group  that  will  reevaluate  the 
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assignment  of  tests  to  the 
waivered  catetory.  Level  I,  or 
Level  II,  should  include  substan- 
tial representation  by  commu- 
nity-based physicians  with  expe- 
rience in  managing  an  office 
laboratory. 

• The  major  and  unnecessary 
increase  in  health  care  expendi- 
tures that  will  be  generated  by 
these  regulations  in  their  current 
form.  TMA  recommends  the 
omission  of  a requirement  that 
all  Level  I positive  screening 
results  be  verified  by  Level  II  labs 
using  more  specific  methods. 

• The  degree  to  which  the  private 
sector  will  be  allowed  to  assume 
the  function  of  laboratory 
certification.  The  association  rec- 
ommends reliance  on  private  sec- 
tor accreditation  as  the  method 
that  will  best  serve  the  interests 
of  patients  and  will  reduce  the 
incremental  costs  of  implement- 
ing GLIA  requirements. 

• The  requirement  that  laborato- 
ries agree  to  submit  to  unan- 
nounced inspections  conducted 
without  cause.  TMA  recommends 
that  inspections  of  clinical  labo- 
ratories occur  only  with  cause. 

At  its  meeting  in  Chicago  at  the 
end  of  June,  the  AMA  House  of 
Delegates  adopted  a resolution 
based  on  a TMA  resolution  calling 
for  AMA  opposition  to  the  pro- 
posed regulations.  The  AMA 
resolved  to  continue  and  intensify  its 
efforts  to  seek  appropriate  and  rea- 
sonable modifications  in  the  pro- 
posed GLIA  rules. 


Physicians  guide  development 
of  workers’  comp  protocols 

Texas  physicians  are  taking  the  ini- 
tiative in  developing  the  utilization 
review  protocols  required  by  the 
workers’  compensation  reform  legis- 
lation enacted  by  the  state  legisla- 
ture last  December. 

Physicians  are  in  the  majority  (5 
out  of  9)  on  a Special  Advisory 
Committee  on  Physician  Utilization 
of  the  Workers’  Compensation 
Commission.  TMA  recommended 
four  of  the  five  member  physicians; 
one  osteopath  was  recommended  by 
the  Texas  Osteopathic  Medical 
Association.  The  chairman  of  the 
committee,  Charles  Stephenson, 

MD,  Houston,  is  a member  of 
TMA’s  Council  on  Legislation  and 
current  president  of  the  Texas 
Orthopaedic  Association. 

The  protocols  developed  by  the 
committee  will,  if  adopted  by  the 
Workers’  Compensation  Commis- 
sion, become  a baseline  for  quality 
and  utilization  review  for  work- 
place injuries  that  take  place  after 
January  1,  1991. 

Top  notch  workshops  make 
life  (and  work)  easier 

whether  you’re  just  starting  your 
medical  practice  or  you’re  thinking 
about  retirement  — or  anywhere  in 
between  — chances  are  good  TMA 
offers  one  or  more  practice  manage- 
ment workshops  that  could  make  a 
big  difference. 

Workshops  scheduled  during  the 
rest  of  this  year  include: 

• Physician  transition  to  retirement; 
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• Medical  office  management 
institute; 

• Risk  prevention  skills; 

• Marketing  techniques  for  a suc- 
cessful practice; 

• Understanding  and  improving 
third  party  reimbursement; 

• How  to  get  started  in  medical 
practice; 

• How  to  run  a more  profitable 
practice; 

• Risk  management  series  (for 
medical  office  support  staff). 

For  more  information  about  the 
workshops  see  the  ad  on  page  33  of 
this  issue,  or  call  the  TMA  Depart- 
ment of  Practice  Management  Ser- 
vices at  (512)  477-6704,  ext  350. 

Finding  solutions: 

TMA  talks  to  Medicaid 

It’s  not  a new  story:  too  many  peo- 
ple — not  enough  money.  Tight 
state  funds  combined  with  increases 
in  eligible  Medicaid  recipients  in  the 
last  few  years  have  reduced  patients’ 
access  to  care 
and  lowered 
physicians’ 
reimbursements 
to  well  below  costs. 

But  by  maintaining  a 
good  dialogue  with  Medi- 
caid staff,  TMA  is  helping 
to  identify  problems  and  yield 
solutions. 


TMA’s  increased  liaison  with  the 
Medicaid  program  in  the  past  few 
years  has  achieved  some  positive 
results.  The  association  identified  a 
crisis  in  maintaining  access  to  Medi- 
caid obstetrics  care  because  physi- 
cians could  no  longer  afford  to 
perform  deliveries  because  of  unrea- 
sonably low  Medicaid  reimburse- 
ment. The  Medicaid  program 
responded  with  a major  increase  in 
payments  — as  much  as  a 100% 
increase  for  some  physicians. 

TMA  also  obtained  repeal  of  the 
30-day  spell-of-illness  limit  on  in- 
patient services  through  negotiations 
with  Donald  Kelley,  MD,  state  Med- 
icaid director. 

And  last  year,  TMA  was  success- 
ful in  legislatively  restoring  3%  and 
4.5%  of  the  10%  fee  reduction  im- 
plemented in  1986.  Through  contin- 
ued discussions  with  Medicaid  staff, 
TMA  has  persuaded  the  Texas  De- 
partment of  Human  Services  (TDHS) 
to  request  restoration  of  the  remain- 
ing 5.5%  of  the  fee  reduction  in 
their  Legislative  Appropriation  Re- 
quest for  the  1992-1993  budget 
cycle.  The  association  will  give  strong 
support  in  the  legislature 
to  funding  this  reinstate- 
ment of  allow- 
able fees. 


Other  hassle  factors 

In  an  effort  to  resolve  other  hassle 
factors  in  Medicaid,  TMA  staff  and 
one  or  more  physicians  meet  regu- 
larly with  Dr  Kelley,  and  Robert 
Pendergrass,  MD,  medical  director 
of  National  Heritage  Insurance 
Company,  the  Medicaid  insurer. 
These  meetings  deal  both  with 
broad  conceptual  issues  and  with 
individual  physician  problems  that 
affect  other  physicians. 

At  a meeting  in  June,  TMA 
identified  a significant  problem 
related  to  low  reimbursement  for 
pediatric  and  primary  care  services, 
and  presented  data  to  TDHS  com- 
paring Medicaid  payments  to  the 
CHAMPUS  fee  schedule  and  pedi- 
atric physicians’  range  of  usual 
charges.  Frederick  Merian,  MD,  a 
family  practitioner  from  Yoakum 
and  chairman  of  TMA’s  Council  on 
Socioeconomics,  and  Clinton 
Craven,  MD,  an  Austin  pediatrician, 
represented  TMA  and  the  Texas 
Pediatric  Society  (TPS). 

They  discussed  the  need  to  sig- 
nificantly increase  Medicaid  pay- 
ments for  pediatric  and  primary  care 
services,  in  order  to  maintain  access 
to  primary  care  services  for  an  in- 
creasing number  of  Medicaid 
patients. 

As  a result  of  the  meeting,  Drs 
Kelley  and  Pendergrass  agreed  to 
work  together  to  consider  increases 
in  pediatric  and  primary  care  rates. 

Dr  Kelley  voiced  his  appreciation 
of  the  data  provided  by  TMA  and 
TPS  and  acknowledged  the  problem: 
“I  know  we  need  to  look  at  in- 
creases. I would  like  to  work  up  a 
proposal  to  present  to  TMA  in 
September  1990  which  would  hope- 
fully cover  physicians’  costs  and 
expand  access  to  needed  services.” 
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The  push  for  “hassle-factor” 
legislation 

Burdensome  Medicare  rules  and  reg- 
ulations are  significant  problems 
Texas  physicians  must  contend  with. 
In  an  attempt  to  lighten  the  load,  a 
“hassle-factor”  bill,  HR  4475,  the 
Medicare  Physician  Regulation 
Relief  Amendments  of  1990,  has 
been  introduced  in  the  US  Congress. 
The  bill  contains  five  major  reforms: 

•Attending  physicians  would  be 
allowed  to  bill  for  the  services  of 
covering  physicians; 

• Carriers  would  be  prohibited 
from  charging  physicians  for 
information  necessary  to  comply 
with  Medicare  statutory  and  reg- 
ulatory requirements; 

• Carriers  would  be  required  to 
release  all  medical  necessity 
screening  criteria; 

• Medical  societies  would  be  able 
to  represent  physicians  as  a class 
and  appeal  inappropriate  claims 
denials;  and 

• A HCFA  advisory  group  of  prac- 
ticing physicians  would  be  estab- 
lished to  review  Medicare  regula- 
tions prior  to  implementation. 

TMA  strongly  supports  HR  4475 
and  is  working  closely  with  the 
Texas  congressional  delegation  to 
sponsor  this  legislation. 

In  addition,  TMA  introduced  a 
resolution  that  was  adopted  by  the 
AMA  House  of  Delegates  at  its 
meeting  in  June;  the  resolution 
identified  five  additional  hassles  for 
either  clarification  or  repeal: 

• Abolish  A/B  Data  Tink; 

• Abolish  downcoding  of  claims; 
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• Clarify  Section  6109  of  OBRA 
’89  that  nullified  the  recoupment 
of  funds  from  Texas  physicians 
and  patients; 

• Relieve  patients  and  physicians  of 
responsibility  for  implementation 
of  the  Medicare  as  a Secondary 
Payor  provisions;  and 

•Nullify  Section  6102(g)(4)  of 
OBRA  ‘89  requiring  mandatory 
claims  filing. 

What  you  said  about 
Medicare’s  impact 

The  results  are  in.  A recent  TMA 
survey  points  out  that  the  greatest 
impact  of  Medicare  regulations  has 
been  to  discourage  hospitalizations 
of  elderly  patients. 

Almost  one  half  of  the  doctors 
interviewed  reported  decreases  in 
hospitalization  for  Medicare 
patients,  with  two  thirds  of  family 
practitioners  indicating  reduced  hos- 
pitalization. In  addition,  about  18% 
of  physicians  indicated  they  conduct 
fewer  diagnostic  tests  and  12% 
mentioned  decreases  in  follow-up 
care  provided  to  Medicare  patients. 

Finally,  physicians  were  asked  in 
an  open-ended  format  to  describe  the 
most  significant  change  they’ve  made 
in  their  medical  practice  because  of 
Medicare  rules  and  regulations. 

While  about  one  in  five  doctors  re- 
port no  changes,  the  remaining  78% 
mentioned  changes  that  fall  into 
three  groups:  (1)  reduction  of  inpa- 
tient days  and  shifts  to  the  outpa- 
tient setting,  (2)  increased  paperwork 
and  documentation,  and  (3)  limiting 
the  number  of  Medicare  patients. 


Esmmentary 

Study  shows  physicians 
aren’t  sole  contributors 
to  rising  costs 

By  Louis  J.  Soodman,  PhD,  director  of  the 
TMA  Division  of  Medical  Economics 

Unless  you  read  it  closely,  you  may 
have  missed  a very  important  point 
in  a recent  article  in  JAMA. 

“The  Recent  Growth  in  Medicare 
Physician  Expenditures”*  concluded 
that  the  recent  growth  of  Medicare 
physician  expenditures  is  more  rapid 
in  areas  with  higher  incomes  and 
this  may  be  related  to  the  diffusion 
of  new  medical  technologies. 

However,  of  particular  interest  is 
the  finding  that  the  increase  in 
Medicare  assignment  rates  con- 
tributed to  the  growth  in  physician 
services  between  1983  and  1985. 
That  is,  according  to  the  authors, 
patients  have  increased  their 
demand  for  physician  services  in 
response  to  lower  out-of-pocket 
costs.  Since  these  costs  have  been 
reduced  by  increased  assignment 
rates,  the  authors  estimated  that 
about  one  quarter  of  the  increase  in 
volume  and  intensity  of  services 
resulted  from  assignment  rates. 

If  the  government  continues  to 
push  towards  increasing  assignment 
rates  through  stronger  incentives, 
this  will  certainly  increase  Medicare 
program  costs.  Between  1983  and 
1985,  there  was  a 20%  increase  in 
physician  services,  coupled  with  a 
20%  decrease  in  hospital  services. 
This  was  a direct  result  of  the  imple- 
mentation of  the  DRG-based 
prospective  payment  system.  The 
goal  of  this  system  is  to  move 
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patients  out  of  the  hospital  and  into 
the  physician’s  office.  It  is  no  won- 
der that  the  rate  of  increase  in  Medi- 
care dollars  going  to  physician  ser- 
vices increased. 

National  policy  has  been  to  treat 
patients  out  of  the  hospital,  in  the 
doctor’s  office  or  in  ambulatory  care 
settings.  Apparently,  the  need  for 
services  has  not  changed;  what  has 
changed  is  the  setting  for  the  receipt 
of  those  services.  Clearly,  the  study 
reported  in  the  JAMA  article 
demonstrates  that  the  government’s 
incentive  policies  have  contributed 
substantially  to  the  increased  costs 
of  Medicare. 

The  Texas  Medical  Association  is 
carefully  monitoring  the  Medicare 
program  and  conducts  surveys  with 
the  Gallup  organization  each  year. 
These  surveys  indicate  a very  high 
level  of  patient  satisfaction  with  ser- 
vices and  a coalescence  of  opinions 
of  both  physicians  and  patients  that 
cost  is  a major  problem  that  must  be 
addressed. 

The  significance  of  the  study  in 
JAMA  is  that  physicians  should  not 
be  singled  out  as  the  sole  contribu- 
tors to  rising  costs  given  fee  freezes, 
the  shift  from  inpatient  to  outpatient 
care,  the  importance  of  providing 
medical  services  to  the  elderly,  and 
especially  the  federal  government’s 
emphasis  on  promoting  assignment 
of  Medicare  services. 

’■‘Holahan  J,  Dor  A,  Zuckerman  S. 
Understanding  the  recent  growth  in  Medicare 
Physician  Expenditures. /AMA,  1990;  263 
(12):1658-1661. 


TMA  takes  initiative  on  Medicare  and  Medicaid  poiicies 

Medicare  and  Medicaid  payment  policies  affect  most  Texas  physicians,  but 
they  have  a disproportionate  effect  on  rural  physicians.  To  assist  Texas  physi- 
cians with  the  complexity  of  the  Medicare  and  Medicaid  payment  and  review 
systems,  TMA  physician  leaders  and  staff  have  been  meeting  with  federal 
officials  and  representatives  of  the  Medicare  and  Medicaid  carriers. 

Recently,  TMA  president  Wm.  Gordon  McGee,  MD,  initiated  meetings  at 
four  rural  West  Texas  hospitals  between  hospital  administrators  and  physi- 
cians and  Paulette  Standefer,  regional  director  of  the  US  Department  of 
Health  and  Human  Services  (HHS). 

“TMA  wants  to  help  assure  that  Texans  in  rural  parts  of  the  state  get  the 
care  they  need  and  deserve,”  Dr  McGee  said.  “But  we  also  know  that,  due  to 
geography  and  limited  resources,  the  people  of  rural  Texas  face  unique 
health-care  challenges.  We  believed  it  was  important  for  Ms  Standefer  to  see 
these  challenges  and  hear  about  them  first  hand  to  understand  what  is 
needed.”  Dr  McGee  added  that  the  meetings  are  important  in  helping  TMA 
develop  its  own  policies  concerning  rural  health  care. 

Ms  Standefer,  who  administers  all  HHS  programs  in  the  five-state  region 
that  includes  Texas,  said,  “We  do  want  to  be  very  receptive  to  the  problems 
encountered  in  rural  areas;  there  is  no  question  that  the  problems  are  real. 
Secretary  Sullivan  has  been  asked  to  prepare  a report  for  Congress  on  access 
to  health  care,  and  the  information  from  the  grass  roots  will  be  invaluable  in 
preparing  this  report.” 

TMA  also  participated  in  meetings  with  HHS  officials  sponsored  by 
Senator  Phil  Gramm’s  Rural  Health  Task  Force,  chaired  by  Louis  Gibson, 
MD,  of  Corsicana. 

In  addition  to  meetings  with  federal  officials,  TMA  physician  leaders  and 
staff  meet  on  a regular  basis  with  the  state’s  Medicare  carrier  to  discuss  pay- 
ment problems  selected  from  those  brought  to  TMA’s  attention  by  member 
physicians.  The  problems  selected  for  discussion  are  either  of  general  interest 
or  unusual  complexity. 

Meetings  with  the  Medicare  carrier  have  resulted  in  the  reversal  of  pay- 
ment denials  in  about  90%  of  the  individual  cases  reviewed,  and  in  several 
instances  have  brought  about  important  clarifications  or  modifications  of 
Medicare  policies.  Similar  meetings  have  been  initiated  with  the  state 
Medicaid  officials  and  the  Medicaid  carrier. 


Workers  name  health  benefits 
top  priority 

When  shopping  for  a new  job, 
American  workers  consider  health 
benefits  the  most  important  benefit, 
according  to  a recent  survey. 

More  than  600  employees  were 
asked  to  name  the  three  most  impor- 
tant benefits  affecting  their  decision 
to  accept  a new  job.  More  than 
three-quarters  (76%)  named  health 


insurance  for  themselves,  followed 
by  health  insurance  for  dependents 
(51%),  a pension  plan  (36%),  retire- 
ment savings  plan  (29%),  and  vaca- 
tion (25%). 

The  survey  was  sponsored  by 
Minneapolis-based  Northwestern 
National  Life  Insurance  Co. 
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Going  the 
distance: 
rural  health 
care  in  Texas 

Many  doctors  and  hospitals  are  being 
squeezed  out  of  rural  and  small-town  Texas, 
and  some  of  the  population  is  beginning  to 
suffer  a lack  of  medical  care  comparable  to 
that  of  underdeveloped  countries.  These  arti- 
cles consider  the  problem  and  present  some 
options  for  improving  health  care  delivery  to 
rural  Texans. 


These  articles  on  rural  health  in  Texas  were 
compiled  and  written  by  Teresa  Griffin,  direc- 
tor of  TMA’s  Health  Care  Delivery  Depart- 
ment; Janis  Williams,  a freelance  writer  in 
Corpus  Christi;  Craig  Barron,  coordinator, 
Texas  Physician  Placement  Service;  Lawanda 
Hartman,  director  of  TMA’s  Medical 
Education  Department;  and  Kathy  Trombatore, 
Texas  Medicine  associate  editor  for  medical 
economics. 


To  the  victim  of  a car  accident  or 
tornado  in  Pecos  County  Texas, 
“rural”  means  a 20-minute  ambu- 
lance drive  to  the  nearest  emergency 
room  for  stabilization,  followed  by  a 
frantic  8-hour  search  for  a tertiary 
care  hospital  with  an  available  neu- 
rosurgeon that  will  accept  responsi- 
bility for  a patient  transfer. 

If  the  hospital  in  Iraan,  or  Van 
Horn,  or  many  other  west  Texas 
towns  closes,  “rural”  can  mean  the 
difference  between  life  and  death. 

To  the  physicians  in  these  towns, 
rural  life  is  getting  to  know  your 
patients,  and  a feeling  of  closeness 
with  the  community,  but  also  being 
available  24  hours  a day,  7 days  a 
week,  because  of  the  difficulty  in 
recruiting  a partner. 

To  the  rural  hospital  administra- 
tor, it  is  the  knowledge  that  your 


hospital  is  an  integral  part  of  both 
the  health  care  delivery  system  and 
the  economy  in  your  community, 
but  that  at  any  time  the  only  physi- 
cian in  town  could  be  sanctioned  by 
Medicare  and  be  unable  to  hospital- 
ize patients,  or  the  community  may 
decide  that  the  tax  subsidy  necessary 
for  operating  the  hospital  is  no  long- 
er possible  in  a declining  economy. 

The  crux  of  the  problem 

In  this  era  of  national  debate  over 
rising  health  care  costs,  rural  areas’^ 
are  at  a particular  disadvantage.  US 
health  policies,  regulations,  payment 
systems,  and  medical  training  pro- 
grams are  primarily  designed  for 
I urban  areas. 

Rural  residents  face  all  the  same 
barriers  to  quality  health  care  as 
their  urban  counterparts,  but  in 
addition,  they  are  likely  to  be  older, 
less  healthy,  poorer,  and  less  well- 
insured  than  their  urban  counter- 
parts. At  the  same  time,  many  gov- 
ernment and  private  programs  to 
make  health  care  more  accessible  to 
elderly  and  needy  patients  are 
unavailable  in  rural  areas. 

Rural  physicians  and  hospitals 
must  abide  by  the  same  regulatory 
restrictions  as  those  in  the  cities,  yet 
the  urban-rural  payment  differen- 
tials mean  that  they  provide  the 
same  services  for  lower  reimburse- 
ment. Many  of  the  assumptions 
regarding  lower  costs  of  providing 
care  in  rural  areas  are  untested  or 
rely  on  outdated  information. 


About  3.3  million  persons  live  in  205  Texas 
counties  designated  by  the  US  Census  Bureau 
as  non-metropolitan  because  they  lack  a cen- 
tral city  or  cities  of  50,000  or  more. 
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Even  big-city  foiks 
pay  the  price 

The  rural  health  care  crisis  does 
more  than  push  out  doctors  and 
hospitals  and  reduce  access  to  care, 
says  TMA  president  Wm.  Gordon 
McGee.  “If  we  can’t  get  workers  to 
live  in  rural  areas  to  produce  our 
food  and  pump  our  gas,  because  the 
rural  communities  don’t  have  good 
health  care  or  good  schools,  then 
we’re  going  to  have  to  pay  much 
higher  salaries  as  incentives.  The  end 
result  of  that  affects  rural  and  urban 
people:  higher  prices  at  the  grocery 
store  and  the  gasoline  station.” 


TMA  President  Wm.  Gordon 
McGee,  El  Paso,  speaks  frankly 
about  the  disadvantages  faced  by 
rural  areas:  “In  my  view  there  has 
been  a deliberate,  calculated  dis- 
crimination against  small-town 
medicine.  The  justifications  claimed 
for  making  lower  reimbursements 
to  rural  physicians  are  simply 
unfounded  and  untrue.” 

It  is  a well-known  fact  that  rural 
areas  face  chronic  problems  in  at- 
tracting enough  health  care  person- 
nel and  maintaining  adequate  facili- 
ties. “We  need  doctors  and  nurses  in 
small  towns  in  Texas,  and  we  have  to 
have  hospitals,”  says  Joe  H.  Cunning- 
ham, MD,  Jacksonville,  a member 
of  TMA’s  Committee  on  Access  to 
Health  Care.  “It’s  very  alarming  that 
in  primary  care,  which  is  what  you 
have  in  rural  areas,  doctors  by  age 
40  are  trying  to  retire.  All  they  want 
is  a little  rest.  Burnout  is  endemic.” 

Bart  Pate,  MD,  is  representative 
of  those  physicians  who  are  choos- 
ing to  leave  their  rural  practices.  Dr 
Pate  has  lived  in  Alpine  all  his  life, 
and  he  planned  to  practice  there 
always.  But  the  65  to  70  hour  work 
weeks,  combined  with  a nurse  short- 
age, 24-hour-a-day  call,  a hospital  in 
crisis,  and  a four-county  patient  load 
(with  a geographic  radius  of  100 


miles)  pushed  him  out.  Now  he  and 
his  family  are  moving  to  Fort  Worth, 
where  he’ll  teach  family  practice  at 
John  Peter  Smith  Hospital. 

“I  hurt  for  the  people  in  rural 
areas,”  Dr  Pate  says.  “The  Depart- 
ment of  Health  and  Human  Services 
has  no  idea  what’s  going  on  out 
here.”  (See  related  article,  “TMA 
takes  initiative  on  Medicare  and 
Medicaid  policies,”  p 25.) 

Government  contributes  to  the  crisis 

Dollars  and  cents  might  not  com- 
pletely erase  Texas’  crisis  in  rural 
medicine,  but  Dr  McGee  bets  the 
problem  would  be  a lot  smaller 
without  the  unequal  reimbursement 
that  is  now  the  rule.  “Politicians  are 
effectively  rationing  medical  care. 
The  government  is  giving  less  and 
less  to  rural  medicine,  even  though 
almost  a quarter  of  Medicare 
beneficiaries  in  Texas  are  rural,”  he 
says.  “Why  is  this  happening? 
Because  there  are  fewer  voters  in 
small  towns,  and  they  don’t  have 
political  clout.” 

AMA  data  show  that  rural  physi- 
cians work  more  hours  and  have 
substantially  more  office  visits  than 
urban  physicians,  and  while  overall 
practice  expenses  are  currently 
slightly  lower  for  rural  physicians, 
they  have  increased  much  more 
rapidly  since  1982  than  have 
expenses  of  urban  physicians.  This  is 
consistent  with  a Gallup  survey  of 
Texas  physicians,  which  found  that 
rural  physicians  work  longer  hours 
and  receive  significantly  lower  pay- 
ments for  typical  office  visits. 

Medicare’s  “customary,  prevail- 
ing, and  reasonable”  method  of 
reimbursing  physicians  has  led  to 
enormous  variation  in  the  payment 
different  physicians  receive  for  the 
same  service.  Says  Jerry  Sayre,  MD, 


Gatesville,  chairman  of  the  TMA 
Committee  on  Rural  Health,  “My 
reimbursement  now  for  a routine 
office  visit  from  a Medicare  patient 
is  $1 1.40.  Down  the  road  in  Waco 
or  Dallas  it  might  be  two-thirds  more. 
Yet  we  have  the  same  credentials 
and  equipment  as  the  doctors  there.” 

The  differential  is  intensified  by 
the  rural  physician’s  mix  of  patients: 
a 1988  survey  of  Texas  physicians 
reported  that  Medicare  patients 
comprise  39%  of  rural  practices 
compared  to  22%  for  physicians  in 
large  metropolitan  areas.  These 
figures  provide  a significant  barrier 
to  rural  practice  for  young  physi- 
cians whose  average  level  of  indebt- 
edness from  medical  training  is  more 
than  $35,000. 

The  same  urban-rural  differential 
also  applies  to  rural  hospitals.  “Dur- 
ing the  first  3 years  after  the  Medi- 
care laws  changed,  rural  hospitals 
started  to  crumble,”  says  Lynn 
Heller,  administrator  of  Bowie 
Memorial  Hospital  and  member  of 
the  executive  committee  of  the 
Texas  Center  for  Rural  Health  Ini- 
tiatives, created  in  1989  by  the  state 
legislature  to  coordinate  state  activi- 
ties related  to  rural  health.  The  dif- 
ferential was  put  in  place  on  the 
grounds  that  the  costs  of  doing  busi- 
ness for  urban  hospitals  were  higher 
than  for  rural  hospitals;  however, 
costs  are  reflected  in  other  parts  of 
the  Medicare  payment  formula. 

The  Texas  Hospital  Association 
estimates  that  rural  Texas  hospitals 
will  lose  some  $32  million  on  Medi- 
care patients  in  1990.  Like  the 
physicians,  rural  hospitals  are  dis- 
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proportionately  dependent  on  Medi- 
care and  Medicaid  patients,  and 
must  face  the  challenges  of  compet- 
ing with  urban  areas  when  recruit- 
ing nurses  and  other  personnel. 

Teresa  Griffin,  director  of  the 
Health  Care  Delivery  Department  at 
TMA,  elaborates:  “The  hospital  and 
physician  in  small  towns  are  interde- 
pendent. Many  of  the  56  rural  hos- 
pitals that  have  closed  since  1980 
did  so  because  they  lacked  adequate 
physician  coverage.  When  a hospital 
closes,  the  remaining  doctors  lose 
their  support  system  and  it  becomes 
difficult  to  attract  new  physicians.  In 
TMA’s  surveys  of  Texas  medical  res- 
idents, the  number  one  factor  in 
choosing  to  practice  in  a small  com- 
munity or  rural  area  is  the  availabil- 
ity of  adequate  hospital  and  diag- 
nostic facilities.” 

Wanted:  primary  care  physicians 

Unless  the  trend  can  be  reversed,  a 
recent  decline  in  the  percentage  of 
physicians  choosing  primary  care  or 
family  practice  as  specialties  will  hit 
rural  areas  particularly  hard.  TMA’s 
1989  survey  of  graduating  medical 
students  showed  a 2%  drop  in  the 
number  of  physicians  choosing  gen- 
eral/family practice  between  Septem- 
ber 1987  and  January  1989.  The 
survey  also  showed  a 3%  reduction 
in  the  number  choosing  surgery,  and 
a 1%  decrease  in  pediatrics.  Surveys 
planned  for  1991  and  1992  will 
monitor  this  trend. 

Obstetrical  care  also  has  become 
a rare  commodity  in  rural  Texas, 
primarily  due  to  professional  liabil- 
ity concerns.  In  a 1988  survey  con- 
ducted by  Gallup  for  TMA,  43%  of 
rural  physicians  reported  they  had 
limited  or  eliminated  obstetrical  pro- 
cedures due  to  the  cost  of  liability 
insurance.  In  communities  where  the 


Valley  project  strives  to  enhance  health  care 

A 3-year  program  designed  to  encourage  communities  in  the  Lower  Rio 
Grande  Valley  and  along  the  Texas-Mexico  border  to  “grow  their  own” 
health  care  professionals  is  being  coordinated  by  The  University  of  Texas 
Health  Science  Center  at  San  Antonio  (UTHSCSA).  The  project,  known  as  an 
Area  Health  Education  Center  (AHEC)  program,  is  funded  by  a $3.3  million 
grant  from  the  US  Health  Resources  and  Services  Administration  and  $1.1 
million  from  the  health  science  center. 

Statistics  dramatically  document  the  physician  shortage  in  the  Valley:  in 
1987,  there  were  762  residents  for  every  physician  in  Texas.  By  contrast,  in 
Cameron  County,  the  ratio  was  1,022  to  1;  in  Hidalgo  County,  1,373  to  1;  in 
Willacy  County,  2,755  to  1;  and  in  Starr  County,  3,554  to  1. 

AHEC  programs  work  with  area  hospitals,  clinics,  community  agencies, 
and  universities  to  train  more  health  care  professionals  in  geographic  areas 
where  they  are  needed.  Medical,  dental,  nursing,  and  allied  health  students  in 
AHEC  programs  complete  a portion  of  their  clinical  training  each  year  in 
areas  in  dire  need  of  medical  workers. 

Experience  at  other  AHECs  around  the  country  indicates  that  students 
who  train  in  rural  areas  are  more  likely  to  establish  practices  in  those  areas 
after  graduation. 

See  page  14  for  an  article  with  more  information  on  the  AHEC  program, 
or  contact  UTHSCSA  at  (512)  567-5250. 


number  of  deliveries  is  low,  the  total 
income  from  obstetrical  fees  may 
not  be  sufficient  to  cover  the  added 
premium  the  physician  must  pay  if 
he  or  she  delivers  babies.  As  a result, 
one  in  three  Texas  family  physicians 
report  that  their  patients  must  travel 
50  miles  or  more  for  obstetrical 
care,  often  bypassing  underutilized 
community  hospitals  because  of  lack 
of  physician  services. 

Reaching  for  solutions 

Can  such  a complex  and  widespread 
problem  be  solved?  Jim  Bob  Brame, 
MD,  Eldorado,  is  a member  of  the 
federal  Physician  Payment  Reform 
Commission  and  a former  president 
of  TMA.  He  is  optimistic  that  the 
myriad  problems  facing  rural  health 
caregivers  are  being  constructively 
addressed. 

“We’ve  at  least  charted  a path,” 
Dr  Brame  says.  “I  think  we’ve 
peaked  out  in  hospital  closures,  and 
things  are  beginning  to  stabilize 


there.  Because  of  House  Bill  18 
[Texas’  Omnibus  Health  Care  Res- 
cue Act  of  1989  (HB18)|,  more 
medical  students  and  residents  are 
being  exposed  to  rural  family  prac- 
tice. Now  I believe  we  need  in  small 
town  Texas  what  1 call  the  three  r’s: 
recruitment,  retention,  and  relief. 
Perhaps  relief  will  come  in  1992, 
when  rural  doctors’  fees  will 
increase  substantially  via  the  Medi- 
care fee  schedule  through  the  Re- 
source Based  Relative  Value  Scale.” 

HB  18  included  several  provi- 
sions designed  to  influence  Texas- 
trained  physicians  to  buck  the  trend 
toward  specialization  and  urban 
practice  locations.  It  requires  medi- 
cal schools  to  provide  students  with 
a third  year  clerkship  in  family  prac- 
tice. It  also  requires  that  family  rac- 
tice  residency  programs  offer  resi- 
dents the  option  of  a 1-month 
rotation  in  a rural  setting,  to  expose 
residents  to  rural  practice  and 
develop  mentors  in  rural  areas. 

In  addition  to  provisions  con- 
cerning physician  payment  reform. 


28 


Texas  Medicine  Volume  86  No.  8 August  1990 


Rural  health  clinics 


The  urgent  need  to  improve  rural  health  has  sparked  renewed  interested  in  a 
13-year-old  federal  program.  Originally  designed  to  address  critical  physician 
shortages  in  the  Appalachian  region  and  remote  areas  of  the  northwest  states, 
the  Rural  Health  Clinic  Services  Act  provides  Medicare  and  Medicaid  reim- 
bursement to  certified  clinics  based  on  actual  costs  rather  than  on  the  tradi- 
tional fee-for-service  basis. 

A clinic  must  provide  primary  health  care  services  in  a rural  area  desig- 
nated as  medically  underserved,  and  must  employ  a nurse  practitioner  or 
physician  assistant  for  50%  of  its  operating  hours.  A clinic  may  be  a physi- 
cian’s office  practice,  or  may  be  based  in  a hospital,  community  clinic,  or 
nursing  home. 

For  practices  with  a significant  number  of  Medicare  and  Medicaid 
patients,  where  the  physician  is  seeing  patients  40  hours  or  more  a week, 
cost-based  reimbursement  can  provide  stable  revenues,  along  with  benefit 
packages  for  the  physician  and  staff.  The  addition  of  a nurse  practitioner  or 
physician’s  assistant  can  provide  some  relief  for  the  physician’s  workload, 
especially  in  a community  that  cannot  support  another  physician. 

To  assist  physicians  interested  in  establishing  such  clinics,  TMA  offers  a 
technical  assistance  program.  Seminars  are  being  held  this  summer  and  fall  in 
numerous  Texas  cities,  and  feasibility  studies  are  available  through  an  experi- 
enced consultant.  More  information  is  available  from  TMA’s  Health  Care 
Delivery  Department,  (512)  477-6704,  ext  262. 


the  Omnibus  Budget  Reconciliation 
Act  of  1989  (OBRA)  contained 
significant  changes  affecting  rural 
hospitals.  Most  important  is  a direc- 
tive to  the  US  Department  of  Health 
and  Human  Services  to  develop  a 
plan  to  phase  out  the  urban-rural 
payment  differential  by  1995. 

Help  with  loans  and  telemedicine 

In  order  to  encourage  physicians  to 
practice  in  rural  medically  under- 
served areas  of  Texas,  the  state  helps 
repay  their  education  loans  through 
the  Texas  Physician  Student  Loan 
Program.  Physicians  in  these  areas 
may  qualify  for  an  annual  repay- 
ment of  up  to  $9,000  per  year  for  5 
years;  additional  funds  are  available 
from  the  federal  government  for  | 
physicians  in  areas  with  the  most 
dire  need  of  physicians.  j 

In  1988,  Texas  put  $400,000  into 
the  program,  and  received  the  same 
amount  in  federal  matching  dollars. 
That  year,  the  program  helped  29 
physicians  in  underserved  areas  in 
Texas.  Last  year,  the  number  i 

increased  to  51. 

Another  form  of  relief  is  coming  j 
to  rural  physicians  by  way  of 
telecommunications.  According  to 
Lawanda  Hartman,  director  of  the 
Medical  Education  Department  at  ! 

TMA,  programs  such  as  MEDNET  j 

at  Texas  Tech  University  Health  Sci-  ; 
ences  Center  provide  rural  physi-  ' 

dans  with  access  to  continuing  edu-  | 
cation  and  clinical  consultation 
through  two-way  communication 
with  major  medical  centers.  Audio 
teleconferencing  networks  offer  con- 
tinuing education  programs  via  tele- 
phone. While  less  sophisticated  than  1 

two-way  satellite  communications,  ^ 


teleconferencing  is  currently  capable 
of  reaching  a larger  number  of  phys- 
icians. Technology  such  as  teleradi- 
ology and  facsimile  transmission  are 
widely  available  and  serve  to  reduce 
the  professional  isolation  of  rural 
physicians  and  improve  the  quality 
of  medical  care  for  rural  residents. 

Plans  are  under  way  to  test  high- 
definition  technology  in  Texas. 
Southwestern  Bell  and  the  Texas 
Children’s  Hospital  in  Houston  are 
planning  a prototype  unit  to  help 
doctors  in  rural  areas  diagnose 
ailments  via  high-definition  televi- 
sion equipment,  which  will  offer  the 
resolution  and  color  exactness 
required  to  diagnose  many  diseases 
involving  skin  discoloration  and 
texture  changes. 

Will  down-sizing  help? 

Several  states  and  the  federal  gov- 
ernment are  proposing  scaled-down 
rural  hospitals  in  areas  where  the 
population  cannot  support  a tradi- 
tional acute  care  hospital.  Most  of 
the  models  enable  hospitals  to  elimi- 
nate long,  costly  stays  by  Medicare 


patients  and  concentrate  on  short 
stays  for  stabilization  of  medical 
; crises.  The  patients  are  transferred 
to  a referral  hospital  if  they  are  not 
able  to  return  home  after  a short 
stay.  In  return,  the  hospital  is 
exempted  from  some  of  the  staffing 
' requirements  and  other  conditions 
imposed  by  Medicare. 

State  officials  in  Montana  have 
j authorized  such  “Medical  Assistance 
Eacilities,”  but  are  waiting  for  guar- 
antees from  the  US  Health  Care 
Einancing  Administration  that 
Medicare  will  reimburse  these 
scaled-down  hospitals.  OBRA  1989 
authorized  a federal  grant  program 
to  allow  seven  states  to  develop  net- 
works between  such  down-sized 
! rural  community  hospitals  (Rural 
I Primary  Care  Hospitals)  in  isolated 
rural  areas  and  larger,  referral  hospi- 
tals (Essential  Access  Community 
Hospitals).  However,  critics  of  this 
provision  point  out  that  the  federal 
legislation  is  too  specific  to  be  help- 
ful in  most  of  the  situations  facing 
j rural  Texas. 
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Texas  Physician  Piacement  Service  offers  recruitment  and  reiief 


Much  like  frontier  days,  when 
country  doctors  traveled  on  horse- 
back to  treat  patients  living  far  off 
the  beaten  path,  some  areas  of  rural 
Texas  haven’t  changed  much.  Medi- 
cal knowledge  and  technology  have 
greatly  improved,  but  getting  medi- 
cal care  remains  a challenge  for 
rural  Texans. 

The  Texas  Physician  Placement 
Service,  a joint  venture  of  the  Texas 
Medical  Association  and  the  Texas 
Academy  of  Family  Physicians,  was 
developed  as  a member  service  to 
help  improve  access  to  quality 
health  care  for  all  Texans,  both 
urban  and  rural. 

Designed  to  help  physicians  eval- 
uate available  practice  opportuni- 
ties in  Texas,  the  service  matches 
physicians  with  opportunities 
according  to  preferences  in  areas 
such  as  practice  type,  geographic 
location,  community  features  and 
professional  relations.  Opportuni- 
ties in  most  specialties  are  available 
through  the  service. 

The  computer-assisted  service  is 
free  to  physicians  seeking  practice 
opportunities,  and  is  offered  at  a 
very  affordable  rate  to  physicians, 
hospitals,  clinics,  and  communities 
in  need  of  a physician.  Special  con- 
sideration is  given  to  clinics  and 
hospitals  in  rural  locations  desig- 
nated as  Health  Manpower 
Shortage  Areas,  and  practice  oppor- 
tunities in  these  areas  are  eligible 
for  a reduced  fee  when  registering 
with  the  placement  service. 


According  to  information  pro- 
vided by  physicians  using  the  place- 
ment service,  approximately  half  of 
the  more  than  150  physicians  on 
file  would  be  willing  to  practice  in  a 
town  of  less  than  10,000.  With  that 
in  mind,  the  staff  of  the  Texas  Physi- 
cian Placement  Service  is  making 
efforts  to  ensure  that  these  physi- 
cians are  aware  of  the  opportunities 
available  in  rural  areas  of  Texas. 

The  greatest  need  in  rural  areas 
exists  in  primary  care.  Roughly 
one-fourth  of  the  more  than  160 
practice  opportunities  listed  with 
the  placement  service  are  in  rural 
areas  of  Texas.  Almost  all  of  those 
are  opportunities  in  family  practice. 
In  many  cases  there  is  a demand  for 
primary  care  physicians  willing  to 
provide  obstetrical  services. 

Many  of  the  opportunities  listed 
are  with  hospitals  and  community 
clinics  willing  to  offer  attractive 
packages  to  physicians  who  re- 
spond to  their  needs.  Incentives 
often  include  income  guarantees, 
relocation  expenses,  office  space, 
and  assistance  with  student  loan 
repayment. 

To  some  physicians,  the  idea  of 
working  in  a rural  area  is  unappeal- 
ing. Medicare  and  Medicaid  reim- 
bursement rates  are  lower  for  rural 
than  for  urban  practices.  Rural 
areas  generally  have  higher  poverty 
and  unemployment  rates  than  urban 
areas.  In  addition,  physicians  often 
fear  the  professional  isolation  that 
can  result  from  choosing  a rural 
practice. 


On  the  other  hand,  there  are 
some  aspects  of  rural  practice  that 
many  physicians  feel  outweigh  the 
negatives.  For  some  doctors,  rural 
attitudes  and  lifestyles  are  simply 
more  attractive  than  those  in  urban 
areas.  Some  physicians  choose  rural 
practice  because  they  prefer  that 
lifestyle;  they  are  returning  to  an 
area  similar  to  one  where  they  or 
their  spouses  grew  up.  Strong  com- 
munity ties  and  familiarity  with  the 
people  in  an  area  can  contribute 
significantly  to  the  success  of  a rural 
practice.  Other  rural  physicians  are 
compelled  by  an  altruistic  desire  to 
provide  health  care  to  communities 
in  dire  need  of  services.  However, 
there  still  remains  a shortage  of 
physicians  in  numerous  areas  of 
rural  Texas. 

Sheri  Talley,  MD,  found  a rural 
practice  through  the  placement 
service  in  the  West  Texas  town  of 
Fort  Stockton.  Her  reasons  for 
wanting  to  practice  in  a rural  area 
were  simple.  “I  had  grown  up  in  a 
rural  part  of  West  Texas,  and 
wanted  to  return  to  that  area,” 
explains  Dr  Talley.  “I  was  also  very 
idealistic  and  wanted  to  serve  in  a 
medically  underserved  area.” 

Dr  Talley  is  a believer  in  the  valu- 
able aspects  of  small  town  life.  “It’s 
easier  to  get  to  know  people  and  to 
develop  friendships,”  she  says. 
“There  is  more  of  a feeling  of  close- 
ness with  the  community,  which 
leads  to  greater  trust.” 
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Overall,  Dr  Talley  is  pleased  with 
her  choice.  “The  quality  of  life  in  a 
small  town  is  better,  the  cost  of  liv- 
ing is  lower;  and  financially.  I’m 
doing  as  well  as  my  urban  counter- 
parts,” she  points  out.  “There  are  a 
lot  of  myths  concerning  rural  prac- 
tice, and  they  really  don’t  paint  an 
accurate  picture.” 

Adding  a physician  on  a locum 
tenens  basis  is  another  source  of 
help  for  rural  physicians  and  com- 
munities needing  relief  in  handling 
their  patient  load.  A locum  tenens 
physician  can  fill  the  gaps  during 
busy  times  and  on  occasions  when 
local  physicians  aren’t  available. 

This  may  be  a necessary  alternative 
for  some  rural  communities,  when 
filling  a permanent  position  proves 
difficult. 

In  addition  to  the  computer- 
assisted  matching  of  physicians  and 
opportunities,  the  Texas  Physician 
Placement  Service  offers  placement- 
related  services  such  as  referral  in- 
formation on  firms  specializing  in 
locum  tenens,  professional  recruit- 
ment, and  practice  valuation  and  sale. 


Finding  the  pieces  to  the  puzzle 

Solutions  to  the  rural  medicine 
problem  are  likely  to  be  complex. 
Says  hospital  administrator  Heller, 
“Everybody’s  looking  for  a magic 
formula  for  how  to  solve  the  prob- 
lems in  rural  Texas.  There’s  no  such 
formula.  Every  community  is  differ- 
ent, and  every  community  is  going 
to  have  to  find  its  own  innovations.” 

Many  small  towns  are  showing  a 
stubborn  resourcefulness: 

•In  Dumas,  for  example,  the  local 
hospital  has  established  a hospice 
and  picked  up  the  Meals-on- 
Wheels  program  in  order  to 
diversify  its  revenue  base. 

• In  Crane,  a newly  recruited  fam- 
ily physician  will  deliver  babies  at 
the  local  hospital. 

•Some  small-town  physicians  are 
joining  group  practices,  which 
offer  them  professional  develop- 
ment programs,  benefit  packages, 
and  referral  consultants. 

• Many  small  hospitals  are  taking 
advantage  of  the  swing-bed  pro- 
gram, which  allows  them  to 
receive  reimbursement  from 
Medicare  for  skilled  nursing  care 
provided  in  a hospital  setting. 

• In  Morris  County,  a hospital  dis- 
trict was  organized  to  operate 
two  hospitals  under  one  adminis- 
tration, saving  over  $125,000  per 
year. 

• Rural  hospitals  are  networking 
with  larger  hospitals  in  a variety 
of  ways,  including  shared  pur- 


chasing agreements  and  equip- 
ment repair  contracts,  or  using 
the  larger  hospital’s  physician 
recruitment  department. 

• Some  hospitals  are  assisting  local 
residents  who  are  attending  nurs- 
ing school  by  providing  weekend 
shifts  or  financial  assistance. 

Dr  Sayre,  of  TMA’s  Committee 
on  Rural  Health,  is  hopeful.  “Texas 
doctors  and  hospitals  have  always 
had  drive  and  enthusiasm,”  he  says. 
“We’re  in  small  towns  because  we 
want  to  be  here.  1 believe  every  com- 
munity hospital  in  Texas  that  has 
made  it  so  far  has  done  so  because  it 
has  found  its  own  way  of  surviving 
and  staying  open.” 

Tough  questions  await  answers 

The  national  rural  health  crisis  has 
raised  a number  of  tough  questions: 

• Is  there  a minimal  level  of  health 
services  that  is  a basic  right  of 
citizenship,  regardless  of  place  of 
residence?  By  way  of  analogy,  the 
US  Postal  Service  delivers  mail 
daily  to  the  Big  Bend  National 
Park  and  such  remote  sites  as  the 
Havasupai  Indian  reservation  at 
the  bottom  of  the  Grand  Canyon. 

•To  what  extent  should  the  federal 
and  state  government  subsidize 
health  services,  or  should  they  be 
provided  through  local  initiatives 
and  taxation? 

• If  the  government  subsidizes  the 
health  care  services,  can  it  also 
dictate  the  organization  of  the 
delivery  system  and  the  types  of 
practitioners  who  provide  the 
care? 

Dr  McGee  acknowledges  that  the 
issues  raised  by  the  rural  health  cri- 
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sis  seem  complex,  but  he  argues  that 
simply  reimbursing  rural  hospitals 
and  physicians  based  on  their  actual 
costs  would  solve  a lot  of  the  prob- 
lem. “Rural  hospitals  don’t  get  to 
pay  their  electric  bill,  their  supply 
bill,  their  nurses’  bill  at  80%  of  ‘cus- 
tomary, prevailing,  and  reasonable.’ 
They  pay  the  real  world  price.  And 
if  the  federal  government  would 
simply  reimburse  doctors  and  hospi- 
tals in  rural  towns  at  real  world 
prices  then  I think  that  single  stroke 
really  would  make  a difference.” 


Sources  of  rural  health 
information  and  assistance 

Texas  Center  for  Rural  Health  Initiatives 

was  established  by  the  71st 
Legislature  to  develop  additional 
assistance  programs  and  coordi- 
nate state  activities  related  to  rural 
health. 

1100  West  49th  St 
Austin,  TX  78751 
(512) 458-7770 

Texas  Department  of  Health  collects 
statewide  data  on  hospitals  and 
health  manpower.  A consultant 
from  TDH  is  available  to  help  hos- 
pitals prepare  for  surveys.  Other 
TDH  staff  work  with  communities 
seeking  physicians. 

1100  West  49th  St 
Austin,  TX  78751 
(512) 458-7111 

Physician  Student  Loan  Repayment  Program 

has  applications  and  more  infor- 
mation about  student  loan  repay- 
ment. 

Division  of  Student  Services 
Texas  Higher  Education 
Coordinating  Board 
PO  Box  12788,  Capitol  Station 
Austin,  TX  78711 
(512)  462-6325 

Texas  Medical  Association  operates  the 
Texas  Physician  Placement  Service. 
Discounts  are  offered  to  TMA  and 
Texas  Academy  of  Family  Practice 
members  and  to  hospitals  in 
Health  Manpower  Shortage  Areas. 
TMA  also  surveys  Texas  medical 
students  and  residents  on  a regular 
basis  to  monitor  trends  in  specialty 
and  practice  location  decisions. 

The  association  has  an  extensive 
information  file  on  rural  health. 
1801  N Lamar  Blvd 
Austin,  TX  78701 
(512)  477-6704 


Texas  Hospital  Association  collects 
statewide  data  on  utilization  and 
financial  performance  of  hospitals; 
this  data  is  available  to  subscribers 
to  use  in  comparing  their  experi- 
ence with  similar  hospitals.  THA 
offers  assistance  to  small  hospitals 
seeking  federal  Rural  Health 
Transition  Grants. 

PO  Box  15587 
Austin,  TX  78761-5587 
(512)465-1000 

Texas  Rural  Communities  has  a grant 
from  the  Sid  Richardson 
Foundation  to  develop  resource 
guides  for  rural  hospitals  and  com- 
munities to  assist  in  identifying 
and  developing  options  for 
addressing  health  care  needs. 

314  Highland  Mall  Blvd 
Suite  103 
Austin,  TX  78752 
(512)  458-1016 

American  Hospital  Association  has  publi- 
cations for  hospitals  regarding 
hospital  management,  strategic 
planning,  and  diversification 
strategies. 

211  E Chicago  Ave 
PO  Box  99376 
Chicago,  IL  60693 
(800)  AHA-2626 

Office  of  Rural  Health  Policy  is  develop- 
ing a clearinghouse  for  rural  health 
information  and  a program  of 
technical  assistance  for  rural  hos- 
pitals in  trouble,  to  be  imple- 
mented in  FY  1991.  The  office 
administers  a grant  program  for 
rural  health  research,  and  provides 
staff  support  to  the  National 
Advisory  Committee  on  Rural 
Health. 

USDHHS 

Parklawn  Building,  Room  14-22 
5600  Fishers  Lane 
Rockville,  MD  20857 
(301)  443-0835 
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Practice  Management 
Workshops 

I It  takes  smart  decisions  to  develop  a 
uccessful  practice.  Where  to  go  to  school? 
Vhat  to  specialize  in?  Where  to  set  up 
iractice— and  what  type  of  practice?  Now 
iiiake  the  decision  that  will  help  keep  your 
iiracticc  successful.  Use  the  Texas  Medical 
^sociation  Advantage. 

Your  Association  provides  a series  of 
'vorkshops  designed  to  help  your  practice 
•ucceed.  Whether  you’re  a new  physician 
•stablishing  a practice,  gearing  up  lor  retire- 
nent,  or  somewhere  in  between — TMA  has 
he  workshop  for  you 


Risk  Prevention  Skills 

Communicating  and  Record 
Keeping  in  Clinical  Practice 

Objectives: 

Become  familiar  with  various  aspects  of  the 

I IB  18-State  Indemnification  program 
Have  an  overview  of  the  ten  most 
prominent  areas  of  preventable  exposure 
Be  able  to  apply  principles  of  loss 
prevention  and  patient  safety 
Understand  informed  consent  and 
anticipate  patient  expectations 

Benefits: 

Comprehensive  workshop 
4 hours  of  classroom  instruction 

I I hours  of  independent  study 
Meets  enteria  for  15  credit  hours  in 

Category  1 of  Physician’s 
Recognttion  Award  of  the 
Amencan  Medical  Association 
Meets  continuing  education 
requirement  under  HB18  by 
TMLT,  MedPRO,  API,  ICA, 
JUA,  and  other  professional 
liability  insurers  in  Texas 
Tax  deductible  business 
expense 

SUMMER  SCtlEDULE 

August  16  Dallas 

August  29  1 loustoii 

October  3 San  Antotiio 


Transition  to  Retirement 

You’ve  spent  a lifetime  thinking  about 
other  people  You  can  afford  to  spend  one  day 
thinking  about  yourself,  and  how  to  prepare 
for  your  retirement 

This  valuable  workshop  offers  you  and 
your  spouse  retirement  planning  that  can 
eliminate  a bumpy  road  to  retirement.  You'll 
discover 

how  to  determine  your  retirement  income 
needs 

■ sources  of  retirement  income 

how  to  protect  yourself  after  you  leave 
your  practice 

ways  to  spend  your  new-found  time 
how  to  manage  your  investment  and  taxes 
ways  to  handle  patient  relationships 

Augusl  25  Houslon 

To  register,  call  TMA  Department  of 
Practice  Management  Services: 

(512)  477-6704,  Ext.  350. 
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PHYSICIANS  CARING  FOR  TEXANS 


FOCUS  ON  ACCESS: 

MAXIMIZING  HEALTH  CARE  IN  TEXAS 

Saturday,  Sept.  15  Stouffer  Austin  Hotel 


• Hear  AMA  President  C.  John  Tupper,  MD,  prepare  you  for  leadership 
to  meet  the  challenges  of  access. 

• Gain  insight  about  access  to  care  from  the  perspective  of  outstanding  speakers,  including: 

U.S.  Rep.  Ralph  Hail 

Commissioner  Ron  Lindsey,  Texas  Department  of  Human  Services 
Regional  Director  Paulette  Standefer,  U.S.  Department  of  Health  and  Human  Services 
Former  TMA  President  Jim  Bob  Brame,  MD,  Physician  Payment 
Review  Commission  member 

• Explore  how  the  changing  medical  environment  affects  access  to  care  with  TMA  Council 
on  Communication  Chairman  F.  Warren  Tingley  Jr.,  MD. 

• Hear  a prognosis  of  the  November  elections  from  two  of  the  state's  top  campaign  analysts, 

Karl  Rove  and  George  Shipley,  PhD. 

• During  afternoon  sessions  with  the  experts,  improve  your  understanding  of  reimbursement 
policies — or  find  out  how  the  National  Practitioner  Data  Bank  program  will  affect  you  and 
your  county  medical  society. 

• Learn  how  to  cope  with  Medicare  hassles  during  a dawn  duster  session. 

• Attend  the  luncheon,  sponsored  by  the  Texas  Medical  Liability  Trust. 

• As  a TMA  member,  receive  free  conference  registration. 

For  registration  information,  contact  TMA  at  (512)  477-6704,  Ext.  156. 

The  housing  deadline  is  Aug.  25. 


TcxasMedical 

Asst)ciation 


PHYSICIANS  CARING  FOR  TEXANS 


DIAGNOSTIC  CLINIC  OF  HOUSTON 


DCH 


INTERNAL 

MEDICINE 

ALLERGY 

Arthur  T.  Pedersen,  MD 

CARDIOVASCULAR  DISEASE 

Michael  B.  Raine,  MD 
Michael  A.  Modelski,  MD 
Sigmund  W.  Friedland,  MD 
Boguslaw  Godlewski,  MD 
John  W.  Kirk,  MD 
Jackie  Mullins,  MD 

DERMATOLOGY 

Samuel  F.  Bean,  MD 

ENDOCRINOLOGY  & 
METABOLIC  DISEASES 

R.  Frederick  Gregory,  MD 
Thomas  J.  Hanson,  MD 
Richard  D.  Jablonski,  MD 
Brian  R.  Tulloch,  MD 

GASTROENTEROLOGY 

W.  Tom  Arnold,  MD 
Belton  G.  Griffin,  MD 
Frederick  R.  Lummis,  MD 
Dean  C.  Solcher,  MD 
Margaret  E.  Bridges,  MD 
Daniel  E.  Whitman,  MD 

GERIATRICS 

Eugene  M.  Hoyt,  MD 


HEMATOLOGY 

Edmund  N.  Gouldin,  MD 
George  T.  Conklin,  MD 

INFECTIOUS  DISEASES 

Lewie  L.  Travis,  MD 
George  Burnazian,  MD 
Penny  A.  Jaffe,  MD 

INTERNAL  MEDICINE 

Jeffrey  Zatorski,  MD 
Paul  T.  Forth,  MD 
Ronald  R.  Galfione,  MD 
Christopher  P.  Robben,  MD 
Steve  Rosenbaum,  MD 
James  V.  Ryan,  MD 
Theresa  Vicroy,  MD 
Debra  R.  Zimmerman,  MD 
Richard  W.  Zimmerman,  MD 

NEUROLOGY 

Donald  J.  Russell,  MD 
George  Isaacs,  MD 
Ernesto  Infante,  MD 
Robert  W.  Fayle,  MD 
Reed  B.  Young,  MD 

NUCLEAR  MEDICINE 

William  L.  Hinds,  MD 
C.  P.  Eldridge,  MD 
Joe  B.  Wilson,  MD 
Richard  J.  Frachtman,  MD 

ONCOLOGY 

J.  Peter  Sullivan,  MD 
Harry  R.  Price,  MD 
Edward  Middleman,  MD 
Martin  Hrgovcic,  MD 
Elizabeth  W.  Rogg,  MD 


6448  FANNIN 
HOUSTON,  TEXAS  77030 
(713)  797-9191 

TEXAS  MEDICAL  CENTER 


PATHOLOGY 

Paul  B.  Radelat,  MD 
Ashok  M.  Balsaver,  MD 

PULMONARY  DISEASE 

Gene  R.  Lindley,  MD 
Martin  L.  Kaplan,  MD 
Ana  E.  Roman,  MD 

RADIOLOGY 

William  L.  Hinds,  MD 
C.  P.  Eldridge,  MD 
Charles  A.  Spain,  MD 
Joe  B.  Wilson,  MD 
Howard  J.  Pollock,  MD 
Richard  J.  Frachtman,  MD 
Susan  S.  Pinero,  MD 
Gregory  S.  Chapman,  MD 
Josie  S.  Timm,  MD 

RHEUMATOLOGY 

John  E.  Norris,  MD 

ADMINISTRATION 

Robert  B.  Hall, 
Administrator 

Joan  R.  McClung, 
Associate  Administrator 


Physician-assisted  suicide: 

Is  it  ethical? 

Is  physician-assisted  suicide  ethical? 
Texas  Medical  Association’s  Board 
of  Councilors  will  address  that 
thorny  question  during  its  meeting 
in  September.  TMA  legal  counsel 
notes  that  under  Texas  law,  assisting 
suicide  is  a criminal  offense,  punish- 
able as  a Class  C misdemeanor,  the 
lowest  grade  of  crime,  unless  the 
person’s  conduct  causes  suicide  or 
attempted  suicide  that  results  in 
“serious  bodily  injury.”  In  the  sec- 
ond case,  assisting  suicide  is  a third 
degree  felony. 

Board  of  Councilors  Chairman 
Marshall  K.  Dougherty,  MD,  Paris, 
notes  it  is  not  new  for  patients  to 
ask  physicians  for  this  kind  of  assis- 
tance, but  recent  publicity  surround- 
ing a Michigan  physician’s  “suicide 
machine”  may  increase  the  number 
of  requests.  According  to  press 
reports,  the  physician  started  a 
woman  with  Alzheimer’s  disease  on 
a saline  IV;  she  then  pressed  a but- 
ton that  stopped  the  saline  and  sent 
thiopental,  then  potassium  chloride, 
into  her  blood.  She  died  in  less  than 
6 minutes. 

“At  this  time,  I don’t  know  of 
anybody  on  the  Board  of  Councilors 
who  has  any  positive  feeling  that  it’s 
ethical  to  assist  in  an  active  process 
that  will  cause  cessation  of  life,”  Dr 
Dougherty  said.  “Certainly  it  is  not 
unknown  for  a family  member  to 
ask  another  family  member  for  as- 
sistance. This  has  gone  on  for  decades 
and  centuries  and  will  continue.” 


Law 


TMA’s  Board  of  Councilors  has 
not  addressed  physician-assisted  sui- 
cide per  se,  but  it  has  issued  opin- 
ions on  related  topics:  the  physi- 
cian’s role  in  lethal  injections  and 
decisions  regarding  the  withholding 
or  withdrawing  of  life-prolonging 
medical  treatment. 

The  opinions  state: 

1.  A physician  may  be  present  at 
an  execution  by  lethal  injection  for 
the  sole  purpose  of  pronouncing 
death. 

2.  The  social  commitment  of  the 
physician  is  to  sustain  life  and 
relieve  suffering.  Where  the  perfor- 
mance of  one  duty  conflicts  with  the 
other,  the  choice  of  the  patient,  or 
his  family  or  legal  representative  if 
the  patient  is  incompetent  to  act  in 
his  own  behalf,  should  prevail.  In 
the  absence  of  the  patient’s  choice  or 
an  authorized  proxy,  the  physician 
must  act  in  the  best  interest  of  the 
patient. 

For  humane  reasons,  with 
informed  consent,  a physician  may 
do  what  is  medically  necessary  to 
alleviate  severe  pain,  or  cease  or 
omit  treatment  to  permit  a termi- 
nally ill  patient  whose  death  is  immi- 
nent to  die.  However,  he  should  not 
intentionally  cause  death.  In  decid- 
ing whether  the  administration  of 
potentially  life-prolonging  medical 
treatment  is  in  the  best  interest  of 
the  patient  who  is  incompetent  to 
act  in  his  own  behalf,  the  physician 
should  determine  what  the  possibil- 
ity is  for  extending  life  under  hu- 
mane and  comfortable  conditions 
and  what  are  the  prior  expressed 
wishes  of  the  patient  and  attitudes 
of  the  family  or  those  who  have 
responsibility  for  the  custody  of  the 
patient. 


Even  if  death  is  not  imminent  but 
a patient’s  coma  is  beyond  doubt 
irreversible  and  there  are  adequate 
safeguards  to  confirm  the  accuracy 
of  the  diagnosis  and  with  the  con- 
currence of  those  who  have  respon- 
sibility for  the  care  of  the  patient,  it 
is  not  unethical  to  discontinue  all 
means  of  life-prolonging  medical 
treatment. 

Life-prolonging  medical  treat- 
ment includes  medication  and 
artificially  or  technologically  sup- 
plied respiration,  nutrition  or  hydra- 
tion. In  treating  a terminally  ill  or 
irreversibly  comatose  patient,  the 
physician  should  determine  whether 
the  benefits  of  treatment  outweigh 
its  burdens.  At  all  times,  the  dignity 
of  the  patient  should  be  maintained. 

3.  A competent,  adult  patient 
may,  in  advance,  formulate  and  pro- 
vide a valid  consent  to  the  withhold- 
ing or  withdrawal  of  life-support 
systems  in  the  event  that  injury  or 
illness  renders  that  individual 
incompetent  to  make  such  a deci- 
sion. The  preference  of  the  individ- 
ual should  prevail  when  determining 
whether  extraordinary  life-prolong- 
ing measures  should  be  undertaken 
in  the  event  of  terminal  illness. 
Unless  it  is  clearly  established  that 
the  patient  is  terminally  ill  or  irre- 
versibly comatose,  a physician 
should  not  be  deterred  from  appro- 
priately aggressive  treatment  of  a 
patient. 
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Cruzan  decision  does  not 
change  effect  of  Texas  iaw 

The  US  Supreme  Court  has  barred 
parents  of  a comatose  woman  from 
discontinuing  artificial  nutrition  and 
hydration.  The  decision  in  the  Mis- 
souri case  does  not,  however,  change 
the  effect  of  Texas  law,  said  Rocky 
Wilcox,  TMA  general  counsel. 

A news  release  distributed  June 
28  quoted  Texas  Medical  Associa- 
tion President  Wm.  Gordon  McGee, 
MD,  of  El  Paso,  “In  our  state,  par- 
ents of  the  comatose  woman  proba- 
bly would  have  been  allowed  to 
have  artificial  nutrition  and  hydra- 
tion discontinued,  thereby  sparing 
them  from  judicial  invasion  into  a 
difficult  decision  better  made  by  the 
parents  after  consulting  with  the 
attending  physician.” 

The  young  woman  in  the  Mis- 
souri case,  Nancy  Cruzan,  has  been 
comatose  for  more  than  7 years.  The 
Supreme  Court  upheld  a Missouri 
court  ruling  that  “clear  and  convinc- 
ing evidence”  of  her  wishes  to  termi- 
nate treatment  had  not  been  pre- 
sented during  testimony. 

The  high  court  ruled  that  states 
may  require  “clear  and  convincing” 
evidence  in  such  cases,  but  that  stan- 
dard is  not  required  in  Texas. 


“Texas  law  provides  attending 
physicians  and  legal  guardians  or 
close  relatives  the  ability  to  decide 
whether  to  terminate  life-sustaining 
treatment,  including  nutrition,  for 
qualified  adult  patients  who  cannot 
make  such  decisions  themselves,” 
said  Marshall  K.  Dougherty,  MD, 
Paris,  chairman  of  TMA’s  Board  of 
Councilors. 

The  news  release  issued  by  the 
Texas  Medical  Association  noted 
that  Dr  McGee  urged  all  Texans  to 
execute  a living  will  setting  out  their 
wishes  on  whether  they  would  want 
life-sustaining  treatment  terminated 
under  similar  circumstances. 

For  a free  copy  of  a living  will  for 
use  in  Texas,  send  a stamped,  self- 
addressed  envelope  to  Texas  Medi- 
cal Association,  Living  Will,  1801  N 
Lamar  Blvd,  Austin,  TX  78701. 

TMA  accuses  state  Supreme 
Court  of  ‘slavish’  behavior 

Accusing  the  Texas  Supreme  Court 
of  “slavish  adherence  to  an  unspo- 
ken and  inconceivable  legislative 
intent,”  the  Texas  Medical  Associa- 
tion has  requested  reconsideration  of 
a recent  decision  that  makes  it  easier 
for  foreigners  harmed  overseas  by 
American  chemicals  or  other  prod- 
ucts to  sue  the  manufacturer  in  the 
state’s  courts. 


Foreign  plaintiffs  often  have  been 
barred  from  American  courts  by  a 
doctrine  called  forum  non  conve- 
niens, which  enables  judges  to  refuse 
cases  that  could  be  tried  abroad 
more  conveniently.  However,  a state 
Supreme  Court  decision  in  the  case 
of  Dow  Chemical  Company  and 
Shell  Oil  V Domingo  Castro  Alfaro, 
et  al,  makes  the  doctrine  unavailable. 

TMA  has  joined  the  Texas  Civil 
Justice  League  (TCJL)  in  asking 
the  Supreme  Court  to  reconsider  its 
ruling. 

In  an  amici  curiae  brief,  TMA 
and  the  TCJL  observe,  “Justice  Jack 
Hightower  clearly  errs  in  his  conclu- 
sion that  the  legislature  is  to  blame 
for  the  demise  of  the  doctrine  of 
forum  non  conveniens.”  The  criti- 
cism refers  to  the  court’s  interpreta- 
tion of  a 1913  statute,  originally 
captioned,  “An  Act  for  the  protec- 
tion of  persons  of  this  State  who 
may  be  injured  in  a foreign  country 
and  providing  for  adequate  compen- 
sation therefor,  and  declaring  an 
emergency.” 

The  brief  also  criticizes  the  court 
for  a decision  that  is  “clearly  incon- 
sistent” with  at  least  one  previous 
decision. 

Dow  Chemical  Company  and 
Shell  Oil  Company  v Domingo  Cas- 
tro Alfaro,  et  al,  began  more  than  6 
years  ago  in  Costa  Rica  when  Mr 
Castro,  a banana-field  worker,  and 
81  fellow  workers  said  they  had  suf- 
fered irreversible  sterility  from 
repeated  exposure  to  a pesticide 
manufactured  by  Dow  and  Shell.  A 
Texas  trial  judge  dismissed  the  law- 
suit on  the  ground  of  forum  non 
conveniens. 
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Interstate  commerce  may  not 
be  what  you  think  it  is 

You  practice  in  Texas.  You  don’t  do 
business  outside  of  the  state,  as  far 
as  you  know.  But,  have  you  received 
drugs  from  out 
of  state?  Have 
you  received 
payments 
from  an  insur- 
ance company 
located  out- 
side of  Texas? 

A surprised  Lake 
Jackson  family  physi- 
cian recently  learned  the 
hard  way  that  such  innocuous 
occurrences  mean  you  are  engaged 
in  interstate  commerce.  And,  engag- 
ing in  interstate  commerce  subjects 
you  to  federal  laws  regarding  wages 
and  overtime. 

The  Fair  Labor  Standards  Act, 
enacted  in  1938,  requires  specified 
businesses,  including  those  engaged 
in  interstate  commerce,  to  pay  time 
and  a half  for  overtime  for  certain 
employees.  The  physician  and  his 
accountant  decided  the  physician 
was  not  involved  in  interstate  com- 
merce. “1  thought  you  had  to  travel 
from  state  to  state  to  practice  your 
trade  (to  be  engaged  in  interstate 
commerce),  which  I don’t  do,”  said 
the  physician,  who  requested  ano- 
nymity. Consequently,  he  had  an 
agreement  with  his  employees  that 
he  would  pay  “straight  time”  for  all 
hours  worked. 


But  after  two  former  employees 
complained  to  the  Department  of 
Labor,  attorneys  advised  the  physi- 
cian that  indeed  he  was  conducting 
interstate  commerce  if  he  received 
drugs  or  supplies  or  insurance 

checks  from 

out  of  state. 

“More 

, doctors  need 
to  know 
this,”  the  physi- 
cian said.  “In 
fact,  more  small 
businessmen  need 
to  know  this.  My 
liability  is  going  to 
be  quite  low,  but 
there  are  some  people  whose  liabil- 
ity might  be  quite  high.  Doctors 
really  need  to  be  warned  about  their 
potential  liability.” 

Editor’s  note:  Other  issues  related  to  employ- 
ment law  are  discussed  in  the  “Medicine  and 
the  Law”  column  in  the  June  issue  o/^ Texas 
Medicine,  beginning  on  page  62. 

A word  to  schools:  Bofore  you 
do  anything,  call  a physician 

Physician  input  is  essential  to  the 
successful  implementation  of  a drug 
screening  program  in  a school, 
according  to  James  Willmann. 

Mr  Willmann,  assistant  executive 
director  and  general  counsel  of  the 
Texas  Nurses  Association,  Austin, 
listed  three  caveats  to  school  systems 
contemplating  drug  testing  and 
treatment  programs  during  the  Sym- 
posium on  School  Health  held  in 
conjunction  with  Texas  Medical 
Association’s  Annual  Session  this 
spring.  In  addition  to  securing  physi- 
cian input,  he  advises  schools  to 


start  out  with  a written  policy  and 
legal  advice. 

The  drug  testing  of  children 
raises  a number  of  legal  issues, 
including  those  related  to  privacy 
and  confidentiality,  illegal  search 
and  seizure,  a minor’s  right  to  con- 
sent to  treatment,  parental  notifica- 
tion, and  discrimination. 

Mr  Willmann  offers  this  word  to 
the  wise:  Most  of  the  programs  that 
have  withstood  legal  tests  are  those 
that  emphasize  recovery. 


October  seminar  examines 
heaith  iaw  issues 

Peer  review.  The  National  Practi- 
tioner Data  Bank.  Credentialing. 
Marketing.  Hospital/medical  staff 
liability  issues.  Hospital  medical 
staff  “tensions.” 

If  these  topics  are  on  your  mind, 
mark  your  calendar  for  Oct  19-20. 
Those  are  the  dates  of  the  Health 
Law  Conference  on  Hospital/Physi- 
cian Relationships,  sponsored  by  the 
Texas  Medical  Association’s  Com- 
mittee on  Liaison  with  the  State  Bar 
of  Texas,  the  TMA  Hospital  Medi- 
cal Staff  Section,  the  Texas  Hospital 
Association,  and  the  Health  Law 
Section  of  the  State  Bar  of  Texas. 
The  seminar  takes  place  at  the 
Radisson  Plaza  Hotel  in  Austin. 

The  registration  fee  for  the  pro- 
gram is  $195  in  advance  and  $225 
at  the  door.  For  further  information, 
contact  Linda  Kuhn,  Texas  Medical 
Association,  1801  N Lamar  Blvd, 
Austin,  TX  78701,  phone  (512) 
477-6704,  extension  141. 
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Stay  out  of  court 
with  improved 
communications 
skills 

By  Donna  B.  Jones,  associate  editor 

During  the  years  that  Linda  Man- 
gels, PhD,  has  been  observing  the 
medical  professional  liability  scene, 
there  has  been  one  pervasive,  abid- 
ing problem:  poor  communication. 

Dr  Mangels  is  the  director  of 
Texas  Medical  Association’s  newly 
established  Office  of  Risk  Manage- 
ment, which  already  is  a nationally 
recognized  educational  resource.  She 
joined  the  TMA  staff  after  conduct- 
ing a number  of  risk  management 
seminars  as  a consultant  to  the  asso- 
ciation. Since  January,  Dr  Mangels 
has  addressed  more  than  1,000 
physicians  in  Texas,  offering  them 
practical  suggestions  for  reducing 
their  liability  exposure. 

Better  communication  begins 
when  the  patient  first  picks  up  the 
telephone  and  calls  the  physician’s 
office  to  make  an  appointment,  Dr 
Mangels  says.  Her  workshop  cur- 
riculum is  based  on  extensive  inter- 
views with  patients  who  sued  their 
doctors.  “I  had  talked  to  plaintiff 
attorneys  and  defense  attorneys  and 
doctors.  But  then  I decided  I would 
only  have  a limited  knowledge  of 
what  causation  was  unless  I talked 
to  the  people  who  were  walking  into 


Dr  Linda  Mangels 


the  plaintiff  attorneys’  offices  to 
bring  suit.  And,  what  I heard  from 
them  was  something  totally  different 
from  what  I’d  heard  from  the  profes- 
sionals. . . . The  number  one  reason 
for  a malpractice  suit  is  an  unex- 
pected outcome  — unexpected  be- 
cause there  was  not  enough  dialogue 
between  the  patient  and  doctor.” 

While  she  has  observed  risk  man- 
agement workshops  that  “left  a lot 
to  be  desired,”  Dr  Mangels  relies  on 
her  experience  as  an  educator  and  a 
behavioral  psychologist  to  make  her 
four-hour  seminar  an  attention-grab- 
ber. “I  realized  right  off  the  bat  that 
all  the  tricks  of  the  trade  that  I had 
developed  in  education  had  to  be 
transferred  into  what  I was  doing.  I 
set  the  stage  initially  by  telling  the 
audience  all  the  things  they  will 
know  when  they  leave  the  program. 
Then  I hit  them  with  the  unbeliev- 
able losses,  which  are  founded  on 
actual  dollar  and  cents  expenses.  We 
then  discuss  causation  and  preven- 
tion. By  this  time,  the  interest  level  is 
high  as  doctors  realize  there  is 
indeed  a problem.” 

The  workshop  agenda  includes 
discussions  of  medical  recordkeeping 
— areas  of  vulnerability,  the  stages 
of  the  predisposition  to  sue,  the  deli- 
cate art  of  breaking  bad  news,  10 
questions  patients  want  answered. 


the  plaintiff’s  strategies,  and  risk 
assessment. 

Fred  Bockstahler,  JD,  vice-presi- 
dent of  legal  services  for  All  Saints 
Hospital,  Fort  Worth,  arranged  to 
have  the  seminar  presented  to  the 
hospital’s  medical  staff  and  support 
personnel  because  he  was  so  im- 
pressed by  Dr  Mangels’  practical 
suggestions  for  reducing  exposure  to 
professional  liability.  “Everybody 
knows  how  tough  it  is  in  Texas  in 
regard  to  malpractice.  She  runs 
through  the  statistics,  and  then  she 
starts  the  good  stuff  — all  the  practi- 
cal stuff  about  your  office  decorum, 
don’t  keep  your  patients  waiting, 
have  somebody  out  there  who’s 
pleasant  and  respectful,  watch  your 
office  call-back  policy,  watch  your 
office  practice  environment,  record 
documentation.”  He  adds,  the  pro- 
gram is  “interesting  and  almost 
entertaining.”  Further,  Mr  Bock- 
stahler says,  attention  to  risk  man- 
agement makes  good  business  sense 
for  hospitals.  “If  we  can  help  our 
doctors  avoid  litigation,  that  not 
only  keeps  us  out  of  litigation  and 
spending  for  attorneys’  fees,  it  also 
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saves  our  physicians  from  spending 
3 weeks  in  a courtroom  when  they 
ought  to  be  up  here  taking  care  of 
patients  in  our  hospital.”  He  antici- 
pates that  the  hospital’s  co-sponsor- 
ship of  the  program  will  enhance  its 
ability  to  purchase  coverage  from 
excess  carriers.  “I’m  not  saying  that 
it’s  going  to  get  5%  off  of  our  pre- 
miums, but  I tell  you  what  — it’s 
easy  enough  for  these  people  to  find 
problems,  the  proverbial  Achilles’ 
heel.  So,  the  more  on  the  positive 
side  that  you  can  get,  the  better  off 
you’ll  be.” 

Dr  Mangels’  workshop  helps 
qualifying  physicians  meet  the  re- 
quirements for  a premium  discount 
on  their  professional  liability  insur- 
ance premiums,  as  required  by 
House  Bill  18,  the  Omnibus  Rural 
Health  Care  Rescue  Act.  However, 
Michael  S.  Mullen,  president  of  the 
Medical  Protective  Company,  urges 
the  company’s  insureds,  regardless 
of  whether  they  qualify  for  the  dis- 
count, to  enroll.  “Successful  partici- 
pation in  this  program  will  gain  you 
15  hours  of  category  I continuing 
medical  education  credits.  And,  you 
will  receive  practical,  useful  infor- 
mation which  can  help  you  avoid 
being  sued  for  malpractice.” 

Dr  Mangels  currently  is  develop- 
ing specialty-specific  patient  edu- 
cation materials.  The  office  also  is 
developing  interactive  software  for 
physicians,  “.  . . so  that  in  1991, 
those  doctors  who  have  their  own 
personal  computers  and  would 
rather  not  attend  a workshop  can  sit 
down  in  their  living  rooms  at  home 
and  get  their  15  hours  of  CME 
credit.” 


Law 


Commentary 

Is  emergency  care 
a right? 

Physicians  and  hospitals  are  expected 
to  provide  needed  emergency  medi- 
cal care  for  the  health  of  those  who 
need  it.  Access  to  emergency  care 
has  become  a legislated  “right”  in 
our  Western  society  via  the  Medi- 
care “conditions  of  participation” 
for  hospitals.  Physicians’  ethical 
obligation  to  respond  in  an  emer- 
gency is  clear  (AMA  Principles  of 
Medical  Ethics).  Financial  concerns 
are  secondary.  The  reality  is  that 
hospitals  and  physicians  are  more 
like  schools,  churches,  museums, 
and  other  cultural  institutions  than 
they  are  like  for-profit  industry. 
Hence,  ethical  and  legal  standards 
reinforce  the  obligation  of  physi- 
cians and  hospitals  to  find  a way  to 
provide  medical  screening,  diag- 
noses, and  treatment  to  all  persons 
with  an  “emergency  medical  condi- 
tion” who  seek  help  from  the  hospi- 
tal system  regardless  of  costs. 

Meeting  the  need  for  emergency 
care  continues  to  be  a challenge 
because  federal,  state,  and  local  gov- 
ernments are  unwilling  to  ade- 
quately fund  this  very  expensive 
care.  The  taxpayers  who  serve  on 
the  juries  and  who  elect  representa- 
tives and  judges  willing  to  impose 
legal  obligations  with  sanctions  for 
not  responding  to  emergency  care 
needs  are  the  same  taxpayers  who 
shun  candidates  who  promise  to  tax 
them  further  to  help  pay  for  the  ser- 
vices rendered  to  nameless  future 
emergency  room  patients.  Unfortu- 
nately, there  is  no  surprise  here. 
Churches,  museums,  and  both  pub- 
lic and  private  schools  have  the 
same  funding  problems. 


The  Robin  Hood  approach  of 
government  — providing  for  an 
obligation  to  treat  without  the  fund- 
ing  to  support  that  treatment  — is 
dishonest  and,  according  to  the 
Fifth  Amendment  of  the  United 
States  Constitution,  unconstitu- 
tional (a  taking  of  private  property 
without  just  compensation). 

The  OIG  V Burditt  case  provides 
an  opportunity  to  test  the  constitu- 
tionality of  the  federal  statutory 
requirement  providing  that  hospitals 
and  physicians  deliver  expensive 
emergency  care  without  any  com- 
pensation. Dr  Burditt  continues  to 
participate  in  this  challenge  of  gov- 
ernment authority  and  appealed  his 
case  with  assistance  from  the  Texas 
Medical  Association.  Dr  Burditt  and 
DeTar  Hospital,  Victoria,  provided 
the  care  they  believed  was  appropri- 
ate. Nevertheless,  each  was  subjected 
to  sanctions. 

It  is  time  to  force  the  federal  gov- 
ernment to  pay  for  the  cost  of  pro- 
viding emergency  medical  treatment 
mandated  by  the  Medicare  condi- 
tions of  participation. 

A.  Compton  Broders  III,  MO 

Chairman,  TMA  Committee  on  Emergency 
Medical  Services  and  Trauma 

Donald  P.  Wilcox,  JD 

TMA  General  Counsel 

Charles  Bailey,  JD 

General  Counsel,  Texas  Hospital  Association 
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Family  therapy 
for  colic. 

The  excessive  crying  of  colic  puts  a strain  on 
the  most  loving  family-and  often  on  their 
physician  as  well.  And  whatever  the  cause  of 
colic,  one  fact  is  clear: 

Gas  is  often  part  of  the  colic  problem. 

New  Phazyme  Drops  contains  simethicone, 
which  can  safely  break  up  gas  and  bring  baby 
relief.  That’s  why  it  can  help  whenever  colic 
is  a problem. 

Significantly  reduces  crying  of 
colicky  infants.’ 


Frequency  of  crying  attacks  Amplitude  of  crying  attacks 


Period  of  therapy  (days)  Period  of  therapy  (days) 

Placebo  therapy  — ^ Active  therapy 
f)  values  (active  vs  placebo)  NS  = Not  signilicant  •p<  0 05  tp<  0 02  );p<0,01 


Double-blind,  randomized,  placebo-controlled  study. 

Priced  25%  below  the  leading  brand. 

This  significant  price  advantage  will  be 
particularly  important  to  parents,  since  they 
may  be  relying  on  Phazyme  Drops  for  up  to 
three  months.  And  it’s  naturally  flavored- 
something  else  they’ll  appreciate. 


Phazyme 
Drops  S" 

Helps  you  through 
the  colic  phase. 


1 , Kanwaljit  SS,  Jasbir  KS,  Simethicone  in  the  management  of  infant  colic. 
Practitioner.  1988:232:508. 
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PHYSICIANS, 

WE’RE  FLEXIBLE  ABOUT 
EVERYTHING  EXCEPT 
YOUR  SKILL. 

In  the  Army  Reserve,  we  welcome  just  about  every  medical  discipline  and  specialty. 
Most  important,  we're  flexible  about  your  time.  We  have  several  different  ways  for  you  to 
serve  that  take  in  account  your  needs  and  schedules. 

There  is  another  flexibility  you  will  especially  like.  We  offer  the  opportunity  to  explore 
other  phases  of  medicine  and  to  add  some  different  knowledge  to  your  practice.  We  think 
you'll  find  the  experience  rewarding  and  exciting. 

To  see  how  flexible  we  can  be,  call  our  officer  counselor. 

MAJOR  JOHN  C.  TERRY  (512)  829-4554 
MAJOR  CRAIG  HACKER  (512)  826-9893 


ARMY  RESERVE. 
BE  ALL  YOU  CAN  BE. 


Helping  Physicians  Care  for  Texans 


Texas 
Society  of 
Medical 
Assistants 


Administrative  Office 
1801  North  Lamar  Blvd. 
Austin,  Texas  78701 


Your  Best  Investment 
Since  Med  School 

Certified  Medical  Assistants  make 
your  practice  more  professional. 


TEXAS  MEDICINE 
CARES  ABOUT  A 
DRUG  FREE  TEXAS 


TCONEON! 

Show  your  support  for  a drug-free 
Texas  during  Red  Ribbon  Week, 

Oct.  21-28,  1990. 

Wear  a red  ribbon  imprinted  with 
"'Join  Me — I'm  Drug  Free."  Give 
ribbons  to  office  staff  and  patients. 

Order  brochures  and  hot-line  cards 
for  your  patients! 

Sponsored  by  the  Texas  Medical 
Association  and  its  Auxiliary  in  co- 
operation with  the  National  Federation 
of  Parents  for  Drug  Free  Youth 

President  and  Mrs.  George  Bush 
National  Honorary  Chairpersons 

Governor  and  Mrs.  William  Clements 
State  Honorary  Chairpersons 

Order  your  red  ribbons  and 
brochures  now! 


^ Te> 


TexasMedical 

Association 


PHYSICIANS  CARING  FOR  TEXANS 

October 21 -28, 1990 


Send  me ribbons. 

Send  me brochures. 

Send  me hot-line  cords. 

Name 

Street  Address 

(No  RO.  Boxes  Please) 

Gty TX  ZIP Phone  ( ) 


Send  your  order  to  Texas  Medical  Association  Auxiliary;  Red  Ribbon  Campaign 
1801  N.  Lamar  Blvd.  Austin,  TX  78701 


>■[ 


Medicare 

AND 

Texas 

MEDICINE 

25  YEARS  OF  AN 
UNEASY  ALLIANCE 


It  was  Summer  1965,  and  beneath  the  last  vestiges  of  a 
calm  surface  the  country  was  profoundly  changing. 
Americans  were  getting  used  to  ZIP  codes  and  warning 
labels  on  cigarette  packs.  Fertility  drugs  and  jet  lag  made 
popular  medical  news.  Gemini  astronaut  Ed  White 
walked  in  space  for  21  minutes.  Martin  Luther  King,  Jr, 
was  leading  a march  from  Selma  to  Montgomery, 
Alabama,  and  the  bloody  Watts  riots  soon  would  erupt. 
But  for  the  moment,  the  middle  class  was  optimistic 
about  the  future,  riding  the  wave  of  a rapidly  expanding 
economy  and  rising  standard  of  living.  And  more  than  5 million  elderly 
Americans  — 28.5%  of  the  elderly  — lived  below  the  poverty  line. 

Bolstered  by  his  1964  landslide  victory.  President  Lyndon  B.  Johnson 
quickly  pushed  through  pieces  of  his  Great  Society  legislation.  The  Civil 
Rights  Act  passed  in  1964.  The  following  year.  Congress  passed  legislation 


WHILE  PHYSICIANS  IN  TEXAS 
AND  THE  REST  OF  THE  UNITED 

States  looked  on  with  appre- 
hension, President  Lyndon  b. 
Johnson  signed  Medicare 
INTO  LAW  July  30,  1965.  On 
THE  PROGRAM’S  25TH  AN- 
NIVERSARY, Austin  freelance 
WRITER  Margaret  J.  Roberts 
EXAMINES  HOW  IT  HAS  CHANGED 
THE  PRACTICE  OF  MEDICINE. 
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IVIEDICARE  ENVIRONMENT  THEN  AND  NOW 


1966 

1987 

% Change 

Medicare  enrollment  (in  thousands) 

19,521> 

31,7502 

62.6 

US  population  (in  thousands) 

198,712> 

241,4892 

21.5 

Physician/ Medicare  population  ratio"* 

1223 

1383 

13.1 

Aged  persons  served  (in  thousands) 

7,154> 

21,0663 

194.5 

Aged  persons  served  per  1,000  enrollees 

367> 

7323 

99.5 

Age  distribution  of  aged  enrollees  (%): 

65-74 

62.9 

57.8 

-8.1 

75-84 

30.9 

31.9 

3.2 

85  or  over 

6.2 

10.3 

6.1 

Under  65/over  65  ratio 

5.28 

4.25 

-19.5 

Life  expectancy  at  age  65: 

Male 

13.0 

14.7 

13.1 

Female 

16.3 

18.6 

14.1 

Poverty  rate: 

Persons  65  years  and  older 

28.5 

12.2 

-57.2 

Persons  under  65  years 

13.3 

13.7 

3.0 

Medicare  program  disbursements  (billions): 
Total 

$4.74> 

82.0 

1,630 

Part  A 

3.43> 

50.3 

1,370 

Part  B 

1.31> 

31.7 

2,320 

Amount  reimbursed  per  enrollee 

$217> 

$2,1003 

867.7 

Amount  reimbursed  per  person  served 

$595> 

$2,8703 

384.8 

Hospital  average  length  stay  (days) 
(Nonfederal  short-term  general) 

7.83 

7.2 

-7.7 

National  health  expenditures  (billions) 

$45.0 

$500.3 

1,010 

Gross  national  product  (billions) 

$749.9 

$4,526.7 

503.6 

Federal  government  outlays  (billions) 

$134.5 

$1,003.8 

646.3 

Consumer  price  index  — all  items 

32.4 

113.6 

251 

Consumer  price  index  — medical  care 

26.3 

130.1 

395 

>1967 

21986 

31965 

“•Nonfederal  patient  care  physicians  per  1 0,000  Medicare  enrollees. 

Source:  Health  Care  Financing  Administration; 

Bureau  of  Labor  Statistics;  Office  of  Management  and  Budget; 

Department  of  Commerce;  American  Hospital  Association; 

Bureau  of  the  Census;  American  Medical  Association. 

Prepared  by  the  American  Medical  Association,  Center  for  Health  Policy  Research. 
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Medical 

ECONOMIST 

David  Warner, 
PhD,  notes 

THE  NUMBER  OF 
ELDERLY  LIVING 
IN  POVERTY  HAS 
DECREASED. 

(PHOTO  BY 

MARIA  L.  MARTINEZ) 


establishing  Medicare  and  Medicaid  — 
closing  one  chapter,  and  opening  another, 
of  a political  debate  that  had  been  going 
on  since  the  Depression  and  had  been  par- 
ticularly heated  in  the  1960s.  It  was  a clash 
between  two  opposing  ideologies,  repre- 
sented on  one  side  by  Undersecretary  of 
Health,  Education  and  Welfare  Wilbur 
Cohen,  organized  labor,  and  a belief  in  the 
government’s  ability  to  solve  social  issues, 
and  on  the  other  by  organized  medicine  and 
conservative  politicians.  Emotions  ran  high 
on  both  sides  of  the  dehate.  With  ironic 
appropriateness,  songs  named  “What  the 
World  Needs  Now  Is  Love,  Sweet  Love” 
and  “The  Eve  of  Destruction”  topped  the 
record  charts. 

The  American  Medical  Association 
warned  of  runaway  costs,  of  government 
intrusion  into  the  practice  of  medicine,  and 
the  destruction  of  the  physician-patient 
relationship.  But  no  one  really  knew  what 
the  new  legislation  would  mean,  and  much 
of  the  public  perceived  the  AMA  as  a pow- 
erful special  interest  group.  Representative 
Wilbur  Mills,  fiscally  conservative  and 
politically  pragmatic,  was  chairman  of  the 
House  Ways  and  Means  Committee.  He 
rode  herd,  conciliated,  and  finagled  the  leg- 
islation through. 

In  the  end,  the  Medicare  bill  was 
achieved  like  most  political  victories, 
through  a series  of  compromises  and  leg- 
islative meandering.  Wilbur  Cohen  later 
wrote,  for  example,  that  Part  B,  which 
covers  physicians’  services,  was  not  part  of 
the  original  legislative  package  but  a fairly 
late  addition.  Over  the  years,  the  1965  Medicare  patchwork  quilt  has 
become  more  motley  as  various  additions,  restrictions,  and  regulations 
have  been  tacked  on  and,  sometimes,  dropped. 

Still  growing  after  all  these  years 

Medicare  went  into  effect  July  1,  1966,  a year  after  Congress  approved 
the  program.  (The  effective  date  was  chosen,  Cohen  later  wrote,  to  take 
advantage  of  the  lighter  hospital  loads  that  occur  before  the  4th  of  July.) 

Today,  Medicare  remains  a political  football.  The  question  has  long 
ceased  to  be  whether  there  will  be  a program,  but  rather  how  it  will  be 
funded  and  how  its  costs  will  he  contained.  At  the  same  time,  medicine 
and  the  country  have  changed  in  ways  that  profoundly  affect  the  program. 

Today,  says  medical  economist  David  Warner,  PhD,  a professor  at 
the  Lyndon  B.  Johnson  School  of  Public  Affairs,  Medicare  covers  12% 
to  13%  of  the  population  who  account  for  30%  to  45%  of  all  medical 
procedures.  The  number  of  elderly  living  in  poverty  decreased  to  3.5 
million,  or  12.2%,  of  the  elderly  population  in  1987.  The  elderly’s  out- 
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TMA  Presi- 
dent Elect 
Sam  Nixon,  MD, 
SAYS  Medicare 
IS  “SUCH  A 
LARGE  DOG  IN 
THE  YARD  THAT 
IT  SWINGS  A 
LOT  OF  WEIGHT.” 


of-pocket  expenses  went  from  15%  of  their  income  in  1966  ($300)  to 
18.1%  ($2,394)  in  1988.  Medicare  benefit  payments  rose  from  $12.3  bil- 
lion in  1970  to  $130.6  billion  in  1987.  High  technology  medicine,  not 
even  imagined  in  projections  of  the  1960s,  malpractice  fears,  and  defen- 
sive medicine  also  factor  into  the  costs  of  medicine. 

Medicare  has  grown  into  a behemoth  that  profoundly  affects  Texas 
physicians  and  how  they  practice  medicine.  What  has  the  program  meant 
to  Texas  physicians  and  the  practice  of  medicine  in  this  state?  What  will 
happen  in  the  future? 

The  Medicare  system  is  “such  a large  dog  in  the  yard  that  it  swings  a 
lot  of  weight,”  says  Texas  Medical  Association  President  Elect  Sam 
Nixon,  MD.  After  23  years  in  rural  family  medicine.  Dr  Nixon  relocated 
to  Houston,  where  he  is  an  assistant  dean  at  The  University  of  Texas 
Medical  School-Houston.  Over  the  years.  Medicare  has  evolved  “only  in 
complexity”  and  in  costs,  Dr  Nixon  says.  “People  don’t  trust  the  govern- 
ment because  it  continually  breaks  promises:  Go  back  25  years  to  the 
beginning  and  see  how  little  it  was  said  to  cost.” 


Medicare  and  medicine’s  role 

The  idea  of  some  form  of  national  health  coverage  was  briefly  considered 
and  dropped  during  the  Depression,  Dr  Warner  says.  The  first  federal 
nationwide  hospital  insurance  bill  was  introduced  to  Congress  in  1942, 
without  success.  Later,  Presidents  Harry  S.  Truman  and  Dwight  D.  Eisen- 
hower both  tried  to  pass  coverage,  but 
found  it  politically  impossible.  Finally,  in 
1960,  the  Kerr-Mills  Act  went  into  effect. 
Kerr-Mills  was  essentially  a contract  with 
the  state  to  cover  medical  care  for  the 
indigent,  and  was  later  subsumed  under 
Medicaid. 

In  1965,  a health  coverage  program 
often  described  as  a three-layer  cake  was 
created.  Wilbur  Cohen  (who  served  vari- 
ously as  assistant  secretary,  under  secre- 
tary, and  secretary  of  HEW)  has  written 
that  during  this  time  the  political  and  ideo- 
logical jockeying  was  so  consuming  that 
no  one  thoughtfully  examined  “issues  such 
as  reimbursement  alternatives  and  effi- 
ciency options.”  The  old  Kerr-Mills  Act 
became  Medicaid;  each  state  had  its  own 
program.  Medicare  Part  A (hospital  and 
nursing  home  coverage)  and  Part  B (op- 
tional coverage  for  physician  and  laboratory  testing)  were  the  other  two 
layers  of  the  cake. 

What  was  it  like  for  TMA  and  the  American  Medical  Assocation  dur- 
ing this  time?  “From  1960  on  we  were  fighting  on  a day-to-day  basis,  like 
being  caught  up  in  heavy  floodwaters  trying  to  stay  above  water,”  recalls 
Don  Anderson  of  Austin.  Mr  Anderson  was  assistant  executive  director  of 
Texas  Medical  Association  for  31  years.  An  attorney  by  training,  from 
1965  until  he  retired  at  the  end  of  1986  he  dealt  primarily  with  Medicare. 
He  recalls  that  in  the  1950s  and  1960s  TMA  and  AMA  members  were 
alarmed  by  the  effects  of  England’s  National  Health  System  — the 
patients’  long  waits  for  care,  the  flight  of  physicians  — and  by  the 


Total  amount  paid  Blue  Cross  & Blue 
Shield  of  Texas  by  Texas  contractor. 


Fiscal 

Year* 

Part  A 

Part  B 

No.  of  Beneficiaries 
in  Texas 

1981 

$1,349,053,000 

$525,222,000 

1,457,600 

1982 

1,574,363,180 

670,218,307 

1,484,900 

1983 

1,724,945,032 

779,544,130 

1,509,945 

1984 

1,970,714,000 

832,887,000 

1,539,547 

1985 

2,158,537,437 

909,399,640 

1,539,547 

1986 

2,251,040,695 

1,040,980,345 

1,539,547 

1987 

2,260,994,583 

1,286,744,230 

1,600,401 

1988 

2,343,632,953 

1,428,670,077 

1,688,508 

* Fiscal  years=October  1 of  previous  calendar  year  to  September  30  of  current  calen- 
dar year. 


Source:  HCFA,  Annual  Contractor  Evaluation  Reports,  1982-1989. 
Prepared  by:  Blue  Cross  &C  Blue  Shield  of  Texas. 
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From  the  time 
THAT  Presi- 
dent John  F. 
Kennedy  “put 

HIS  WEIGHT 
BEHIND  A 
HEALTH  PLAN, 
THERE  WAS  A 
KNOCK-DOWN 
DRAG-OUT 
UNTIL  1965,” 
SAYS  Don 
Anderson, 

FORMER  ASSIS- 
TANT EXECU- 
TIVE DIRECTOR 
OF  TMA. 


Bernard 
Palmer,  MD, 
RECALLS  SOME 
ACTIONS  WERE 
PURSUED 
ALMOST  FOR 
THE  ANNOY- 
ANCE FACTOR. 


prospects  of  costs  far  “beyond  the  means  of  this  country  to  afford.” 
From  the  time  that  President  John  F.  Kennedy  “put  his  weight  behind  a 
health  plan”  there  was  a “knock-down  drag-out  until  1965,”  Mr 
Anderson  says.  He  recalls  organized  medicine  “being  scoffed  at  before 
Congress”  for  testifying  that  Medicare  costs  would  be  10  to  20  times 
what  its  supporters  estimated.  Time  has  since  borne  out  their  predic- 
tions, he  adds. 

After  1965,  Anderson  remembers  an  almost  quixotic  battle  against  a 
burdensome,  complex  program.  “We  watched  it  degenerate  into  a 
morass  of  control,  regulation,  efforts  to  contain  costs.  And  as  it  hap- 
pened,” he  says,  “the  system  put  older  people  further  and  further  away 
from  the  providers  of  care.” 

Small  victories,  enormous  system 

In  the  early  years  of  Medicare,  Anderson  spent  most  of  his  time  travel- 
ing around  Texas  trying  to  explain  to  physicians  what  was  happening. 
When  he  thinks  back  to  the  various  excursions  by  Medicare  into  the 
delivery  of  health  care,  most  of  them,  he  says,  were  a “tremendous 
waste  of  resources.”  He  cites  Medicare’s  second  opinion  requirement  as 
a frustrating  example. 

Anderson  recalls  various  battles  that  organized  medicine  fought,  and 
the  small  victories  that  melted  away  within  an  immense  bureaucracy: 
having  Blue  Cross  & Blue  Shield  of  Texas  chosen  to  administer  Medi- 
care claims;  the  fight  in  the  1970s  for  the  universal  coding  system;  an  8- 
year  struggle  to  have  removal  of  plantar  warts  deemed  therapeutic 
rather  than  cosmetic  surgery. 

Bernard  Palmer,  MD,  an  otolaryngologist  in  solo  practice  in  San 
Antonio  since  1966  and  vice  speaker  of  the  TMA  House  of  Delegates, 
sums  up  much  of  that  time  as  “lots  and  lots  of  efforts  that  didn’t  affect 
things  at  all.”  And  some  actions,  he  recalls,  were  pursued  almost  for  the 
annoyance  factor  — such  as  the  Bexar  County  Medical  Society  resolu- 
tion in  the  mid-70s  requiring  that  Medicare  officials  enclose  a stamped, 
self-addressed  envelope  with  their  correspondence.  “It  was  one  of  our 
minor  triumphs,”  he  says. 

One  important  principle  that  organized  medicine  supported  during 
that  time.  Dr  Palmer  says,  was  that  physicians  were  working  for  the 
patient,  who  was  ultimately  responsible  for  the  fee,  and  not  for  the  gov- 
ernment. “Educating  the  public  about  this  principle  was  one  of  our 
political  efforts,”  he  says.  “The  government  could  not  tell  the  doctor 
what  to  charge,  but  could  tell  what  the  government  would  reimburse  — 
but  this  is  being  watered  down  now,”  he  adds. 

In  retrospect,  could  things  have  been  done  differently?  Mr  Anderson 
says  that  organized  medicine  “did  more  counterpunching  than  anything 
else,  primarily  because  we  were  being  swung  at  all  the  time.  From  my 
observations,  I don’t  think  the  Medicare  program  has  been  the  best  way 
to  serve  people,  but  maybe  we  were  so  busy  fighting  we  didn’t  offer 
anything  else.” 


Golden  Age  or  golden  goose 

Most  Texas  physicians  would  agree  with  economist  Dr  Warner  about 
Medicare’s  accomplishments:  “The  great  thing  was  a lot  of  poor  people 
who  didn’t  have  coverage  got  it.  A lot  of  hospitals  that  didn’t  have 
funds  geared  up  for  high  tech  because  hospitals  were  paid  based  on 
cost.”  In  1972,  Medicare  benefits  were  extended  to  the  disabled  and  to 
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Physicians  must  file  Medicare  claims 

BEGINNING  SEPT  1 

Effective  Sept  1,  1990,  the  Omnibus  Budget  Reconciliation  Act  of 
1989  requires  physicians  to  file  Medicare  claims.  During  its  meeting 
May  10-11,  1990,  in  Corpus  Christi,  Texas  Medical  Association’s 
House  of  Delegates  adopted  a resolution  noting  that  this  requirement 
will  place  an  added  burden  on  physician  office  staff  and  will  increase 
costs  to  a physician’s  office  operation  with  no  increase  in  reimburse- 
ment for  the  added  administrative  costs.  Upon  passage  of  OBRA  89, 
TMA  initiated  discussions  with  Congress  regarding  the  need  and  cost 
effectiveness  of  this  provision.  At  press  time.  Congress  was  considering 
a proposal  that  would  repeal  OBRA’s  “claims  filing”  provisions. 


Medicare  was 

“A  WINDFALL” 
FOR  MANY 
PHYSICIANS, 
SAYS  Rogers 
K.  Coleman, 
MD,  EXECUTIVE 
VICE-PRESI- 
DENT OF  Blue 
Cross  & Blue 
Shield  of 
Texas. 


cover  patients  with  end-stage  renal  disease.  The  Professional  Standards 
Review  Organization  (PSRO)  program  also  was  established  that  year. 

Dr  Palmer  goes  even  further.  “When  Medicare  first  started  back  in  1965,” 
he  says,  “people  said  it  was  the  end  of  medicine  as  we  knew  it  and  that 
the  sacred  patient-doctor  relationship  would  be  destroyed  by  bureaucracy. 
That’s  not  what  happened.  For  15  years  it  was  the  Golden  Age  of  Medicine. 
Quality  of  care  was  the  watchword  with  no  consideration  of  cost.” 

Rogers  K.  Coleman,  MD,  executive 
vice  president  of  Blue  Cross  & Blue 
Shield  of  Texas,  concurs.  Patients 
demanded,  and  received,  care,  and  there 
was  ample  money  for  full  reimburse- 
ment. Physicians  were  reimbursed 
according  to  “customary,  actual  fees.” 
This  meant  that  “procedures,”  such  as 
surgery,  were  reimbursed  at  higher  rates 
than  “knowledge,”  such  as  consultation 
with  an  internist. 

Dr  Coleman  notes  that  Medicare  was 
“a  windfall”  for  many  physicians.  For 
the  first  7 years  of  his  practice,  from 
1958  to  1965,  he  collected  less  than 

67%  of  fees  from  patients  he  treated.  After  Medicare,  however,  that  figure 
rose  to  above  90%  because  Medicare  picked  up  the  tab  for  many  who  had 
been  unable  to  pay. 

Medicare  also  offered  partial  support  for  education  through  residency 
programs  — although,  as  Dr  Nixon  points  out,  the  instability  of  Medicare 
funding  has  been  an  ongoing  problem  in  trying  to  set  up  stable,  3-  to  7- 
year  residency  programs. 

By  the  early  1980s,  the  Golden  Age  was  over.  Congress  was  under 
increasing  pressure  to  control  burgeoning  Medicare  costs.  The  1981 
Omnibus  Budget  Reconciliation  Act  mandated  significant  cuts  in  federal 
expenditures  for  health  programs  and  increased  Medicare  deductibles.  In 
1983,  Congress  passed  legislation  that  set  up  the  prospective  payment  sys- 
tem (PPS)  for  hospitals,  based  on  a system  of  diagnostic-related  groups 
(DRGs).  PPS  has  helped  slow  the  rate  of  Medicare  expenditures.  Critics  of 
the  system  say,  however,  that  its  success  is  partly  due  to  the  fact  that  the 
government  has  not  updated  the  payment  rates  as  scheduled.  They  point 
out  that  DRGs  have  resulted  in  shorter  lengths  of  hospital  stays  and,  in 
Texas,  have  sounded  the  death  knell  for  many  rural  hospitals.  In  1984, 
Medicare  reimbursement  for  physician  fees  was  frozen.  In  1988,  the 
Medicare  Catastrophic  Coverage  Act  was  passed,  only  to  be  repealed  the 
next  year. 

Fred  Merian,  MD,  chairman  of  the  TMA  Council  on  Socioeconomics, 
practices  medicine  in  Yoakum,  Tex.  “With  Medicare,  patients  come  in  a 
little  earlier  than  they  used  to,  and  that’s  good,”  he  says.  “But  a system 
with  no  disincentives  to  use  creates  a terrible  big  picture.”  Moreover,  “the 
freezes  of  the  80s  mean  that  small-town  doctors  are  often  not  making 
enough  to  survive.”  In  a farming  community  like  his.  Dr  Merian  says, 
patients  pay  when  they  can.  He  sometimes  receives  a check  out  of  the  blue 
2 or  3 years  after  treatment. 
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“With  Medi- 
care, PATIENTS 
COME  IN  A LIT- 
TLE EARLIER 
THAN  THEY 
USED  TO,  AND 
THAT’S  GOOD,” 
SAYS  Fred 
MERIAN,  MD, 
CHAIRMAN  OF 
THE  TMA  Coun- 
cil ON  Socio- 
economics. 


A CHORUS  OF  PROBLEMS 

There  are  many  voices  in  Texas  medicine,  but  when  it  comes  to  Medi- 
care they  speak  in  eerie  unison.  They  talk  with  different  cadences:  with 
folksy  exaggeration,  surgical  bluntness,  the  amiability  of  a family  prac- 
titioner, the  measured  language  of  a high-level  administrator,  with 
entrepreneurial  drive,  or  the  earnestness  of  a country  doctor.  The 
accents  are  from  all  over  the  state,  in  language  colorful  or  impassioned 
or  matter-of-fact.  What  they  all  say  is: 

We’re  frustrated  — by  an  unreasonable,  unresponsive  system;  by 
paperwork;  by  regulations;  by  faceless  bureaucrats. 

We’re  worried  — about  the  solvency  of  the  system,  about  rural 
medicine,  about  malpractice  suits,  or  inadvertently  breaking  a Medicare 
regulation. 

The  costs  are  overwhelming  — the  system’s,  our  overhead,  insur- 
ance, and  defensive  medicine. 

We’re  haunted  by  the  fear  of  malpractice  suits. 

The  “hassle  factor”  is  becoming  intolerable. 

We  resent  the  wealthy  who  use  Medicare  when  the  system  is  ham- 
strung by  financial  and  access  problems. 

We  want,  above  all,  to  be  free  to  practice  medicine. 

A TRADITION  OF  CHARITY 

John  Smith,  Jr,  MD,  talks  about  the  early  days  of  Texas  medicine.  Dr 
Smith  was  one  of  the  driving  forces  behind  the  establishment  of  The 
University  of  Texas  Health  Science  Center  in  San  Antonio,  and  has  long 
been  active  in  the  AMA  and  TMA.  In  the  early  days,  he  says,  physicians 
followed  the  railroads  across  the  frontier,  providing  care  and  gradually 
establishing  hospitals  in  their  wake.  People  made  do  and  helped  each 
other  out  as  best  they  could.  This  was  the  Texas  ethos,  he  says,  and 
Texas  doctors  were  conservative  individualists.  It  was  understood 
within  the  profession  that  doctors  saw  those  who  couldn’t  pay  — par- 
ticularly since  the  state’s  record  on  providing  care  was  abysmal. 

But  Medicare  has  changed  all  that.  Dr  Smith  says.  It  has  diluted  the 
patient’s  sense  of  individual  responsibility,  and  many  young  doctors 
have  lost  their  sense  of  professional  obligation.  “They  just  want  to 
know  about  retirement  benefits  and  vacations,”  he  says. 

Not  all  Texas  doctors  would  agree  with  that  assessment.  But  the 
consensus  is  widespread  that  as  many  doctors  are  doing  more  Medicare 
work  — often  for  below  their  break-even  point  — the  amount  of  out- 
side charity  care  they  provide  has  gone  down. 

“There  were  5,000  doctors  in  TMA  in  1954  and  almost  everyone 
who  needed  medical  care  was  taken  care  of,”  Dr  Sam  Nixon  says. 

“Now  there  are  30,000  members  and  people  are  not  being  taken  care  of 
— look  at  our  society,  look  at  our  health  care  problems.” 

Care  and  Medicare  in  the  Valley 

Mario  Ramirez,  MD,  was  the  first  in  his  family  to  be  a doctor.  Despite 
his  many  activities  and  honors,  including  the  American  Academy  of 
Family  Physicians  Family  Physician  of  the  Year,  Ramirez  still  practices 
where  he  grew  up:  Starr  County,  named  the  poorest  county  in  the 
United  States  by  the  Wall  Street  Journal.  After  200  years  of  intermar- 
riage, its  population  has  the  highest  rate  of  diabetes  in  the  world  except 
for  the  Pima  Indians.  Dr  Ramirez,  a past  president  of  TMA,  has  seen 
the  effects  of  Medicare,  and  charity  care,  for  better  and  worse. 
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TMA  HOUSE  OF  DELEGATES  WORKS  TO 
ASSURE  ACCESS  TO  CARE 

Through  the  years,  Texas  Medical  Association’s  House  of  Delegates 
has  considered  the  issues  surrounding  Medicare  with  an  eye  toward 
assuring  access  to  care.  During  the  delegates’  most  recent  meeting, 
May  10-11,  1990,  in  Corpus  Christi,  the  topics  related  to  Medi- 
care included: 

The  issuance  of  single  reimbursement  checks  to  physicians  for 
multiple  patient  services,  mailed  separately  from  an  Explanation  of 
Medical  Benefits,  thus  delaying  processing  of  the  reimbursement 
and  crediting  of  patient  accounts  in  physicians’  offices. 

The  difficulty  in  acquiring  anesthesiologists  to  assist  with 
cataract  surgery  that  is  a result  of  reduced  reimbursement  for  anes- 
thesiologists. 

The  Medicare  “hassle  factor,”  which  includes  government  prac- 
tices such  as  reducing  levels  of  service  (downcoding)  and  making 
physicians  responsible  for  determining  whether  Medicare  is  the  pri- 
mary or  secondary  payor. 

A physician’s  right  to  submit  oral  and  written  appeals  to  the 
peer  review  organization  before  a notice  of  final  determination  is 
issued. 

Medicare’s  use  of  Geographic  Practice  Cost  Indices  (GPCIs)  that 
do  not  reflect  actual  medical  practice  costs  and  misapplication  of 
those  GPCIs  in  Texas  that  unfairly  reduce  Medicare  payments  to 
Texas  physicians. 

The  current  physician  payment  system  that  has  been  accused  of 
“forcing  costs  up,  limiting  access  to  care  and  of  supplanting  the 
patient  and  the  family  in  the  decision-making  process.” 

Pre-  and  post-certification  review,  a program  that  is  “costly  to 
the  taxpayers,  hospitals,  physicians,  and  patients.” 


Since  Medi- 
care, “(MANY 
YOUNG  DOC- 
TORS) JUST 
WANT  TO  KNOW 
ABOUT  RETIRE- 
MENT BENEFITS 
AND  VACA- 
TIONS,” John 
Smith,  Jr,  MD, 
SAYS. 


With  the  degree  of  poverty  there,  he 
says,  “We’re  speaking  of  a portion  of  our 
population  that  had  no  recourse.  Before 
Medicare,  all  of  them  were  seen,  whether 
they  had  money  or  not.  Medicare  has 
made  it  a little  easier  for  them  to  be  seen,  a 
little  easier  to  keep  track,  but  there  are  still 
terrible  problems  with  access. 

“From  the  patient’s  standpoint,  they 
now  have  some  coverage  and  can  hold 
their  heads  up;  they’re  not  just  getting 
charity  care.” 

Dr  Ramirez  points  to  the  area’s  statis- 
tics as  proof  that  the  people  are  getting  the 
care  they  need.  “Infant  mortality  is  half  of 
what  the  state’s  is,  we  have  not  lost  a 
mother  in  40  years,  children’s  death  rates 
are  very,  very  low,  and  elderly  death  rates 
are  not  unduly  high  here,”  he  says.  But  the 
hospital,  with  its  high  population  of 
elderly  and  low  rural  reimbursement  rates, 
is  on  the  edge  of  surviving.  An  earlier  hos- 
pital had  been  housed  in  a 100-year-old 
building  with  36-inch  walls,  he  notes.  But 
despite  its  excellent  morbidity  and  mortal- 
ity record,  it  was  forced  to  close  because  it 
didn’t  meet  Medicare  codes. 

There  are  seven  doctors  in  the  county 
and  they  take  care  of  85%  to  90%  of  the 
patients  locally.  Sometimes  specialists 
refuse  to  take  referrals  of  Medicare  or  Medicaid  patients  from  Starr 
County,  and  Dr  Ramirez  says  he  understands  their  position.  “They’re  los- 
ing money  seeing  them,  and  they  also  put  themselves  in  jeopardy.”  Even  in 
Starr  County,  he  says,  “patients  want  more  and  you’re  afraid  not  to  give  it 
to  them  because  of  lawsuits.” 

Dr  Ramirez  charges  $20  for  an  office  visit,  “although  we  usually  don’t 
get  it.”  He  often  works  late  and  on  Saturdays.  It’s  not  unusual  for  him  to 
drive  30  miles  to  make  a house  call  — for  which  Medicare  compensates 
him  about  $16.  “It’s  pathetic,”  he  says.  “But  what  can  you  do  when  an 
elderly  patient  has  diabetes  or  terminal  cancer?” 

“I  would  do  the  same  thing  over  again,”  he  says  without  missing  a 
beat,  when  asked  about  his  practice  in  Starr  County.  And,  he’s  proud  that 
his  son,  a cardiologist  who  trained  at  the  Mayo  Clinic,  has  returned  to  the 
Valley  to  practice.  But  he’s  quick  to  point  to  areas  where  Medicare 
reforms  are  needed,  such  as  higher  rates  of  reimbursement,  more  equitable 
reimbursement  for  rural  areas,  a sliding  scale  for  wealthier  Medicare 
users,  and  sounder  financial  underpinnings  for  the  whole  system. 

Love  the  work,  hate  the  red  tape 

“I’d  hate  to  be  a young  physician  starting  out  and  having  to  integrate 
Medicare  into  my  practice,”  Dr  Sam  Nixon  says.  “How  does  one  integrate 
costs  of  paperwork  into  fees?  The  reimbursement  is  below  one’s  costs.” 

Ron  Munson,  MD,  is  one  such  physician.  A 1979  graduate  of  The  Uni- 
versity of  Texas  Health  Science  Center  at  San  Antonio,  he  completed  a 
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In  1966,  TMA 
Executive 
Secretary  C. 
Lincoln 

WILLISTON  PRE- 
DICTED THAT 

Medicare 

WOULD  MEAN 
INCREASED 
CONSUMER 
DEMAND  FOR 
MEDICAL  SER- 
VICES. 


LOOKING  BACK  AT 
LOOKING  AHEAD 

In  January  1966,  as  Texas  physicians  waited  to  see  what  the  future 
with  Medicare  would  be  like,  TMA  Executive  Secretary  C.  Lincoln 
Williston  made  a number  of  predictions  in  an  editorial  in  Texas 
Medicine.  He  foresaw  that  the  program  would  mean  increased  con- 
sumer demand  for  medical  services,  increased  administrative  and 
paperwork  loads  on  physicians,  and  an  acceleration  of  the  trend 
away  from  solo  practices  to  group  and  hospital- based  practices.  He 
saw  a need  for  more  physicians  and  nurses  — - particularly  more 
physicians  in  rural  areas.  He  wrote  that  the  Medicare  “customary 
and  reasonable”  fee  schedule  might  be  the  forerunner  of  an  estab- 
lished fee  schedule  for  participating  doctors,  and  that  physicians’ 
fees  would  come  under  more  scrutiny.  There  will  be  greater  patient 
load,  except  for  obstetrics  and  pediatrics,  and  doctors  will  be  reim- 
bursed for  about  25%  of  work  they  now  do  for  free,  he  said.  And 
finally,  he  said,  physicians  will  need  to  rely  more  and  more  on  med- 
ical societies  to  represent  them  in  the  face  of  government  medicine. 


residency  in  family  practice.  In  1982  he  opened  practice  in  rural 
Mathis,  Tex,  after  the  only  full-time  physician  there  died  of  a heart 
attack.  Dr  Munson  took  over  the  physician’s  established  patients  and 
existing  fee  structure  — he  would  do  it  differently  now,  he  says  with 
20/20  hindsight.  After  2 years.  Dr  Munson  built  a clinic,  and  he 
brought  in  a partner  about  a year  later.  After  3 years  in  Mathis,  the 
partner  sold  out  and  left  for  Corpus  Christi,  disenchanted  with  the 
practice  and  reimbursement  of  rural  medicine. 

In  order  to  set  up  a fee  structure  that  reflected  the  partnership  and 
new  clinic,  the  practice  had  become  a provider  and  began  taking  Medi- 
care assignments.  Under  MAAC  (maximum  actual  allowable  charge) 
restrictions,  this  was  the  only  legal  way  their  fees  could  be  changed.  Dr 
Munson  says.  In  time,  he  and  his  partner  finally  stopped  taking  Medi- 
care assignments  because  the  reimbursement  was  less  than  the  cost  of 
overhead. 

The  straw  that  broke  the 
camel’s  back  was  when  Dr  Mun- 
son and  his  partner  were  told  they 
would  have  to  reimburse  the  sys- 
tem about  $5,000  and  $4,000, 
respectively,  because  Medicare 
had  made  mistakes  when  changing 
their  fee  structure. 

Largely  due  to  TMA  legislative 
and  legal  efforts.  Dr  Munson  says, 
that  money  does  not  have  to  be 
reimbursed.  “We’re  delighted  with 
what  TMA  does  to  represent  doc- 
tors across  the  state.  I’m  one  of 
the  new  generation  of  doctors 
who  grew  up  with  organized 
medicine.  My  anticipation  is  that 
we’ll  see  greater  and  greater  regu- 
lation, and  will  need  more  and 
more  protection  by  TMA  in  deal- 


ing with  a system  that  is  unreason- 
able and  puts  more  and  more  pressure  on  physicians.” 

Dr  Munson  and  his  partner  informed  their  patients  through  the  local 
paper  and  in  person  that  they  would  no  longer  accept  assignment.  “We 
told  them  the  truth,  and  people  understand  that:  Our  overhead  was  more 
than  reimbursement.  We  lost  less  than  5%  of  our  patients,  but  we’re  in 
an  area  where  I’m  primarily  the  only  doctor,”  he  says.  “My  people  — 
little  old  ladies  — come  in  very  disenchanted  about  Medicare.” 

If  Dr  Munson  were  starting  over  again,  he  wouldn’t  bother  taking 
assignment  but  would  set  office  rates  higher  to  be  more  in  line  with 
other  physicians’  fees  in  the  area.  “But  I love  my  work,”  he  says.  “I’m 
the  primary  physician  for  a nursing  home.  I love  working  with  the 
elderly;  I don’t  love  working  with  the  red  tape.” 

Like  many  rural  practitioners.  Dr  Munson  cautiously  hopes  that  the 
Resource-Based  Relative  Value  Scale  (RBRVS)  will  address  some  of  the 
inequities  in  reimbursement.  “Family  doctors  are  the  ones  who  keep  the 
cost  of  medicine  down,”  he  says.  “We  in  rural  practice  really  have  an 
impact  on  the  cost  of  medical  care;  we  try  to  keep  them  out  of  town 
and  out  of  the  specialists  as  much  as  possible.  We’re  true  primary  care 
physicians.” 
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*0  God!  Horatio,  what  a 

WOUNDED  NAME.  . . 


Call  it  what  you  will,  an  85-year-old  patient 
completing  a form  for  the  Memorial  Care  Sys- 
tems in  Houston  has  her  own  label  for  Medi- 
care — an  illness.  In  fact,  it’s  the  lone  entry  in 
the  space  reserved  for  patients  to  “List  all 
Medical  illnesses  (they)  have  had.” 

Texas  Medical  Association  Secretary/Trea- 
surer Betty  P.  Stephenson,  MD,  shared  the  mis- 
guided — or  was  it?  — entry  with  TMA  Exec- 
utive Vice  President  Robert  G.  Mickey. 


Dr  Munson  is  active  in  TMA  socioeconomic  issues  and  is  a 
volunteer  assistant  clinical  professor  for  UT  Medical  School  at 
San  Antonio.  He  believes  that  medical  schools  and  residency 
programs  should  cover  current  Medicare  and  Medicaid  regula- 
tions. He  recalls  that  except  for  a 1-month  stint  in  his  residency, 
“Medicare  was  something  that  the  ‘girls  up  front’  took  care  of 
— when  in  reality  it  was  something  we  badly  needed  to  know 
about.”  He  adds  that  TMA  does  give  residents  good  exposure 
to  what’s  current. 

In  closing,  Dr  Munson  again  mentions  the  frustrations  he 
and  his  colleagues  experience:  the  shadow  of  regulations  that 
would  link  licensure  to  being  a Medicare  provider,  the  fact  that 
there  are  more  than  49  “paper  violations”  for  which  physicians  may  be 
fined  or  jailed.  “That’s  something  that  is  not  being  taught  to  residents. 

The  TMA  upholds  honesty  in  practice,  but  one  of  our  biggest  concerns  is 
that  you  make  an  honest  mistake  and  still  get  penalized  for  it,  where  there 
was  no  intent  to  defraud.” 


Mario  Ramirez, 
MD,  OBSERVES, 
MEDICARE  HAS 
MADE  IT  A LIT- 
TLE EASIER  FOR 
(INDIGENT 
PATIENTS)  TO  BE 
SEEN,  A LITTLE 
EASIER  TO  KEEP 
TRACK.  . . 


Glimmer  at  the  end  of  the  tunnel 

Joseph  Painter,  MD,  is  vice  president  for  extramural  programs  at  the  UT 
System  M.D.  Anderson  Hospital  and  Tumor  Institute,  and  chairman  of 
the  AMA  Board  of  Trustees.  The  solutions  he  puts  forward  here  are 
drawn  in  particular  from  his  work  with  the  AMA  Council  on  Long  Range 
Planning  and  Development.  Many  of  them  also  have  been  mentioned  sep- 
arately by  Texas  physicians  interviewed  in  the  course  of  this  article. 

Dr  Painter  explains  that  if  Medicare  continues  on  pay-as-you-go  fund- 
ing, the  pay  out  is  projected  to  exceed  income  by  1994,  and  the  system 
will  be  bankrupt  by  the  turn  of  the  century.  Because  we’re  in  a deficit- 
driven  economy  now.  Dr  Painter  says.  Congress  has  been  making  Medi- 
care cuts  as  a way  to  reduce  spending.  This  approach  has  had  a “tremen- 
dous negative  effect  on  many  Texas  hospitals,  which  were  penalized  for 
being  small,”  Dr  Painter  says.  Payments  to  physicians  and  to  hospitals 
through  DRGs  have  been  similarly  reduced. 

The  AMA  proposals  would  continue  the  coverage  of  the  elderly,  but  on 
a different  financial  basis.  Dr  Painter  explains.  The  AMA  proposes: 

1.  To  insure  long-term  Medicare  survival,  change  from  a pay-as-you-go  to 
a pre-funded  system.  This  would  be  paid  for  through  payroll  taxes 
with  a transition  to  pay  for  those  already  retired.  A voucher  would  be 
issued  at  retirement  for  purchasing  insurance. 

2.  To  control  cost,  implement  the  Resource-Based  Relative  Value  Scale. 

It  is  now  in  the  final  stage  of  development  and  will  be  phased  in  over 
5 years,  replacing  the  current  system  based  on  historic  fees.  The 
RBRVS  will  provide  a rational  fee  set  on  the  cost  of  service,  plus  a 
conversion  factor. 

3.  Use  practice  parameters,  which  the  AMA  is  developing,  to  inform 
physicians  on  the  consensus  for  the  most  appropriate  care.  Developing 
the  practice  parameters  will  be  a 2-  to  4-year  project. 

4.  Simplify  the  cost  of  administration,  which  is  estimated  to  account  for 
22%  of  the  total  cost  of  Medicare.  This  would  be  done  by  working 
with  agencies  and  intermediaries  as  well  as  through  legislation. 

5.  Control  the  cost  of  professional  liability,  with  a single,  national  stan- 
dard. Set  limitations  to  pain  and  suffering  awards.  This  will  help 
reduce  the  cost  of  defensive  medicine,  which  in  turn  will  lower  health 
care  costs. 
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6.  Educate  the  public  concerning  accident  prevention,  health  habits 
(obesity,  smoking,  diet,  drugs)  and  preventive  care. 

7.  Continue  federal  support  of  research  into  identification  and  treat- 
ment of  diseases,  especially  toward  prevention,  and  continue  educa- 
tion of  health  and  medical  professions. 

8.  Encourage  increased  volunteerism,  such  as  by  setting  up  networks  to 
identify  and  provide  for  elderly  needy. 

9.  Provide  for  the  medically  vulnerable,  including  the  working  poor 
and  the  uninsurable,  through  changes  in  Medicaid,  commercial 
insurance,  and  state  risk  pools. 

These  suggestions  are  the  first  part  of  a comprehensive  look  at  the 
system.  Dr  Painter  says.  The  AMA  is  calling  for  a dialogue  that  will 
include  businesses,  consumer  groups,  and  the  government.  And  with 
more  input  from  others,  “Our  points  will  change  as  we  meet.”  He 
stresses  the  need  for  public  involvement.  “The  public  must  demand  that 
something  be  done.  Congress  will  continue  with  a Band-Aid  approach 
otherwise.” 

Yet  he  remains  optimistic  that  a rational  overhaul  can  be  made.  “It 
makes  more  sense,”  Dr  Painter  says,  “to  build  on  the  system  we’ve  got 
than  to  look  for  something  like  the  Canadian  system.  These  reforms 
would  go  a long  way  toward  making  our  system  work  and  reducing 
costs,  and  eliminating  the  deplorable  state  of  having  30-plus  million 
uninsured. 

“We  have  the  best  system  in  the  world,”  he  continues.  “People  come 
from  around  the  world  for  our  care.  It  just  makes  sense  to  build  on 
what  we’ve  got  in  place.” 

Keeping  the  faith 

With  or  without  these  prescriptions  for  saving  Medicare,  what  can  the 
individual  physician  expect  in  the  future? 

“There  simply  is  not  enough  money  to  pay  for  everything  desirable 
for  everybody  out  of  the  limited  resources  that  we  have,”  Dr  Coleman 
says.  In  the  final  analysis,  hard  decisions  lie  ahead  about  who  will  get 
what  medical  care,  and  how  it  will  be  paid  for.  These  decisions  about 
medical  resources.  Dr  Coleman  says,  are  not  simply  medical  issues  — 
they  must  be  made  by  society  as  a whole. 

Physicians’  best  survival,  he  continues,  will  be  in  letting  their  organi- 
zations deal  with  the  political,  financial,  and  sociological  issues,  freeing 
practitioners  to  concentrate  once  more  on  what  drew  them  to  medicine, 
“the  fact  that  they  are  the  confidant  of  the  family.  They  serve  a con- 
stituency in  ways  that  no  other  human  being  has  the  opportunity  to  serve.” 


AMA  PROPOS- 
ALS WOULD 
CONTINUE  COV- 
ERAGE OF  THE 
ELDERLY,  BUT 
ON  A DIFFER- 
ENT FINANCIAL 
BASIS,  Joseph 
T.  Painter, 
MD,  EXPLAINS. 
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The  uneasy  alliance  between 

PHYSICIANS  AND  MEDICARE: 

WHAT’S  TMA  DOING  ABOUT  IT? 

Louis  J.  Goodman,  PhD, 

Director,  TMA  Division  of  Medical  Economics 

From  its  very  inception,  the  Medicare  program  has  been  a mixed  blessing 
to  both  patients  and  physicians.  In  1965,  Congress  enacted  the  Medicare 
law  to  meet  a specific  need  — the  need  to  provide  the  elderly  hospital  and 
physician  services. 

Before  Medicare,  physicians  provided  much  of  this  care  on  a charitable 
basis.  Medicare  in  many  instances  provided  payment  for  these  services, 
allowing  hospitals  to  continue  to  operate  and  expand,  and  physicians  to 

locate  in  communities  across  the  country. 
The  goal  of  the  Medicare  program’s  archi- 
tects was  to  expand  access  to  necessary,  high 
quality  services  regardless  of  ability  to  pay. 

Medicare  now  provides  coverage  to  all 
citizens  who  are  65  years  of  age  or  older 
and  eligible  for  Social  Security  or  Railroad 
Retirement  benefits  and  other  special  cate- 
gories of  entitlement.  Hospital  services, 
physician  services,  nursing  home  care, 
home  health  care,  and  hospice  care  are 
covered.  In  Texas,  there  are  more  than  1.7 
million  Medicare  beneficiaries  with  a pro- 
jected 22  million  Part  B claims  in  1990. 
According  to  the  AMA,  Texas  physicians 
on  average  have  32  Medicare  visits  per  week. 

The  Medicare  program  has  evolved 
significantly  since  its  inception  in  1965. 
With  the  increased  provision  of  services 
has  come  increased  costs,  and  with 
increased  costs  has  come  attention  to  those 
costs  through  peer  review  organizations 
and  other  more  arbitrary  regulatory  cost 
control  mechanisms.  Unfortunately,  the  current  rush  toward  cost  control 
through  legislative  and  regulatory  means  has  overshadowed  the  great  suc- 
cess of  the  Medicare  program  in  providing  beneficiaries  outstanding  services. 

By  all  measurement  standards,  the  quality  of  care  provided  to  patients 
never  has  been  better.  The  latest  technologies  are  brought  to  bear,  and 
patients  consistently  register  high  degrees  of  satisfaction  with  services.  The 
program  has,  however,  developed  into  a huge  bureaucracy  over  its  25-year 
existence.  Texas  Medical  Association  has  sought  and  continues  to  seek 
relief  for  the  patients  and  physicians  of  Texas  through  various  avenues: 

• To  represent  physicians  in  combating  increasing  bureaucratic  direc- 
tives, the  association  has  established  monthly  dispute  resolution  meet- 
ings with  the  Medicare  carrier  to  address  individual  physician  concerns. 


HAVE  RECENT  CHANGES  IN  THE 
MEDICARE  PROGRAM  MADE  TEXAS 
PHYSICIANS  MORE  WILLING  TO  ACCEPT 
NEW  MEDICARE  PATIENTS? 


Source:  Texas  Medical  Association  Survey  of  Physicians,  February  1989. 
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• The  association  this  year  developed  “The  Medicare  Maze,”  a sur- 
vival manual  to  help  Texas  physicians  work  through  the  bewildering 
array  of  red  tape  and  regulations. 

• The  Texas  Medical  Association  has  on  staff  physician  assistance  spe- 
cialists in  Medicare  as  well  as  its  sister  program  Medicaid.  An  issue 
of  Texas  Medicine  doesn’t  pass  without  at  least  several  articles  on 
the  Medicare  program. 

• The  Council  on  Socioeconomics  and  the  Physician-Patient  Advocacy 
Committee  spend  at  least  half  of  their  time  addressing  Medicare- 
and  Medicaid-related  topics. 

• Three  years  ago  the  association  sued  the  federal  government  and  suc- 
cessfully initiated  legislation  to  stop  the  unfair  recoupment  of  more 
than  $13  million  from  5,000  physicians  and  20,000  beneficiaries. 

• As  a result  of  an  AMA  initiative,  the  Medicare  carrier  seeks  input 
from  Texas  Medical  Association  and  state  specialty  organizations  on 
proposed  medical  policy  changes. 

• The  association  maintains  and  provides  a list  of  all  Medicare  pro- 
vider numbers  by  county  to  physicians  and  county  medical  societies. 

Medicare  has  indeed  become  a big  business  confronted  with  the 
same  problems  of  any  large-scale  enterprise.  A recent  survey  of  Texas 
physicians,  conducted  by  the  Gallup  Organization  for  TMA,  found  that 
more  than  half  of  the  physicians  responding  felt  pressure  to  discharge  a 

Medicare  patient  early;  this  is  in  response 
to  the  diagnosis  related  group  system  and 
its  emphasis  on  controlling  costs.  Not  sur- 
prisingly, more  than  53%  of  physicians  are 
dissatisfied  with  current  Medicare  pay- 
ments, the  most  often-heard  complaint 
being  that  Medicare  payments  do  not  meet 
overhead  expenses,  especially  for  those 
physicians  practicing  in  rural  and  under- 
served areas. 

Finally,  almost  a third  of  Texas  physi- 
cians are  less  willing  to  accept  new  Medi- 
care patients  as  a result  of  red  tape  and 
other  problems  facing  the  program.  This  is 
not  to  say  that  Texas  physicians  don’t  pro- 
vide substantial  access  to  Medicare  ser- 
vices. However,  the  program  is  at  a cross- 
road and  in  2 years  the  Health  Care 
Financing  Administration  will  begin  imple- 
mentation of  a brand  new  system  of  pay- 
ment known  as  the  Resource-Based  Rela- 
tive Value  Scale  (RBRVS).  The  RBRVS  will 
form  the  basis  of  a fee  schedule  that  will 
move  payment  from  the  customary,  prevailing,  reasonable  approach  to 
a fee  schedule  approach.  Much  has  been  written  about  the  RBRVS,  but 
little  in  the  way  of  empirical  data  has  been  brought  to  bear  on  the  prob- 
lem. It  remains  to  be  seen  how  this  new  payment  schedule  will  affect 
the  program.  TMA  is  in  the  forefront  on  updating  physicians  on  the 
RBRVS  and  in  assuring  that  it  is  fairly  implemented  in  Texas.  The  July 


Do  Texas  physicians  feel  unduly 

PRESSURED  TO  DISCHARGE  PATIENTS 
EARLY  FROM  THE  HOSPITAL? 


Source;  Texas  Medical  Association  Survey  of  Physicians,  February  1989. 
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issue  of  Texas  Medicine  had  several  articles 
on  the  Geographic  Practice  Cost  Index  and 
its  potentially  adverse  effect  on  Texas 
physicians. 

One  thing  is  clear.  In  order  for  the  pro- 
gram to  continue  to  work  and  provide 
patients  high  quality  services,  red  tape  and 
hassles  must  be  addressed.  Texas  Medical 
Association  and  the  American  Medical 
Association  strongly  support  pending  legis- 
lation aimed  at  eliminating  at  least  some  of 
the  more  blatant  hassle  factors  in  Medi- 
care. Additionally,  the  Texas  delegation  to 
the  American  Medical  Association  caused 
the  AMA  House  of  Delegates  to  adopt  pol- 
icy that  will  result  in  the  introduction  of 
federal  legislation  to  ameliorate  the  “hassle 
factor”  in  the  Medicare  program. 

Yes,  the  Medicare  program  has  been 
successful  in  expanding  access,  and  yes,  the  cost  of  that  program  is  sub- 
stantial. The  question  confronting  the  nation  now  is,  “Is  society  willing  to 
maintain  the  outstanding  level  of  services  provided  to  the  elderly  of  this 
country?” 


How  SATISFIED  ARE  TEXAS  PHYSICIANS 
WITH  MEDICARE  PAYMENTS? 


Source:  Texas  Medical  Association  Survey  of  Physicians,  February  1989. 
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VASOTEC 


(ENALAPRIL  MALEATE I MSD) 

VASOTEC  is  available  in  2,5-mg,  5-mg,  10-mg,  and  20-mg  tablet  strengths. 


Contraindications:  VASOTEC®  (Enalapnl  Maleate,  MSD)  is  contraindicated  in  patients  who  are  hypersensitive  to 
this  product  and  in  patients  with  a history  ot  angioedema  retated  to  previous  treatment  with  an  ACE  inhibitor 
Warnings:  Angioedema  Angioedema  ol  the  lace,  extremities,  lips,  longue,  glottis,  and/or  larynx  has  been  reported  in 
patients  Treated  with  ACE  inhibitors,  including  VASOTEC  In  such  cases.  VASOTEC  should  be  promptly  discontinued 
and  the  patient  carelully  observed  until  the  swelling  disappears  In  instances  where  swelling  has  been  confined  to  the 
lace  and  lips,  the  conriition  has  generally  resolved  without  treatment,  although  antihistamines  have  been  uselul  in 
relieving  symptoms  Angioedema  associated  with  laryngeal  edema  may  be  tafal  Where  there  is  involvement  ot 
the  tongue,  glottis,  orlarynx  likely  to  cause  airway  obstruction,  appropriate  therapy,  e.g.,  subcutaneous 
epinephrine  solution  1:1000  (0.3  ml  to  0.5  ml),  should  be  promptly  administered.  (See  ADVERSE 
REACTICNS,) 

Hypotension  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASCTEC  alone 
Patients  with  heart  failure  given  VASCTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  lirst 
dose,  but  discontinuation  ol  therapy  lor  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing 
instructions  are  lollowed.  caution  should  be  observed  when  initialing  therapy  (See  DCSAGE  AND  ADMINISTRA- 
TICN.)  Patients  at  risk  for  excessive  hypotension,  sometimes  associafed  with  oliguria  and/or  progressive  azotemia 
and  rarely  with  acute  renal  failure  and/or  death,  include  those  with  the  lollowing  conditions  or  characteristics  heart 
failure,  hyponatremia,  high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis, 
or  severe  volume  and/or  salt  depletion  ol  any  etiology  It  may  be  advisable  to  eliminate  the  diuretic  (except  in  patients 
with  heart  lailure),  reduce  the  diuretic  dose,  or  increase  salt  intake  cautiously  before  initiating  therapy  with  vASOTEC 
in  patients  at  risk  lor  excessive  hypotension  who  are  able  to  tolerate  such  adjustments  (See  PRECAUTIONS,  Drug 
Interactions  and  ADVERSE  REACTKJNS.)  In  patients  at  risk  tor  excessive  hypotension,  therapy  should  be  started  under 
very  close  medical  supervision  and  such  patients  should  be  followed  closely  lor  the  lirst  two  weeks  ol  treatment  and 
whenever  the  dose  ol  enalapril  and/or  diuretic  is  increased  Similar  considerations  may  apply  to  patients  with  isch- 
emic heart  disease  or  cardiovascular  disease  in  whom  an  excessive  tall  in  blood  pressure  could  result  in  a myocardial 
infarction  ot  cerebrovascular  accident  It  excessive  hypotension  occurs,  the  patient  should  be  placed  in  the  supine 
position  and,  it  necessary,  receive  an  intravenous  infusion  ol  normal  saline  A transient  hypotensive  response  is  not  a 
contraindication  to  further  doses  of  VASOTEC,  which  usually  can  be  given  without  diflicully  once  the  blood  pressure 
has  stabilized  It  symptomatic  hypotension  develops,  a dose  reduction  or  discontinuation  of  VASOTEC  or  concomitant 
diuretic  may  be  necessary 

Neutropenia/ Agranulocytosis  Another  ACE  inhibitor,  captopril.  has  been  shown  to  cause  agranulocytosis  and  bone 
marrow  depression,  rarely  in  uncomplicated  patients  but  more  frequently  in  patients  with  renal  impairment,  especially 
it  they  also  have  a collagen  vascular  disease  Available  data  from  clinical  trials  of  enalapril  are  insutficieni  to  show  that 
enalapril  does  not  cause  agranulocytosis  at  similar  rales  Foreign  marketing  experience  has  revealed  several  cases  ol 
neutropenia  or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded  Periodic  monitoring  of 
while  blood  cell  counts  in  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered 
Precautions:  General  Impaired  Renal  Function  As  a consequence  ot  inhibiting  the  renin-angiolensin-aldosterone 
system,  changes  in  renal  function  may  be  anticipated  in  susceptible  individuals  In  patients  with  severe  heart  lailure 
whose  renal  function  may  depend  on  the  activity  ol  the  renin-angiolensin-aldosterone  system,  treatment  with  ACE 
inhibitors,  including  VASOTEC,  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  failure  and/or  death 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  ot  patients.  These  increases  were  almost  always  reversible  upon 
discontinuation  ot  enalapril  and/or  diuretic  therapy  In  such  patients,  renal  function  should  be  monitored  during  the 
lirst  tew  weeks  ol  therapy 

Some  patients  with  hypertension  or  heart  lailure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic.  This  is  more  likely  to  occur  in  patients  with  preexisting  renal  impairment  Dosage 
reduction  and/or  discontinuation  ol  the  diuretic  and/or  VASOTEC  may  be  required 

Evaluation  of  oatients  with  hypertension  or  heart  failure  should  always  include  assessment  of  renal 
(unction.  (See  DOSAGE  AND  ADMINISTRATION  ) 

Hyperkalemia  Elevated  serum  potassium  (>5  7 mEq/L)  was  observed  in  approximately  1%  of  hypertensive  patients 
in  clinical  trials  In  most  cases  these  were  isolated  values  which  resolved  rfespite  continued  therapy  Hyperkalemia 
was  a cause  ol  discontinuation  ol  therapy  in  0 28%  of  hypertensive  patients  In  clinical  trials  in  heart  lailure,  hyper- 
kalemia was  observed  in  3.8%  ot  patienfs,  but  was  not  a cause  tor  discontinuation 
Risk  factors  lor  Ihe  development  of  hyperkalemia  include  renal  insufficiency,  diabeles  mellitus,  and  the  concomitant 
use  ol  polassium-sparinp  diurelics,  polassium  supplements,  and/or  potassium-containing  salt  substitutes,  which 
should  be  used  cauliously,  it  at  all,  with  VASOTEC.  (See  Drug  Interactions.) 

Surgery! Anesthesia  In  patients  undergoing  major  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enaTapnl  may  block  angiotensin  II  formation  secondary  (o  compensatory  renin  release  If  hypotension  occurs  and  is 
considered  to  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion 
Intormalion  lor  Patients 

Angioedema  Angioedema,  including  laryngeal  edema,  may  occur  especially  following  the  first  dose  ot  enalapril. 
Pauenis  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swell- 
ing of  face,  extremities,  eyes,  lips,  longue,  ditficulty  in  swallowing  or  breathing)  and  to  take  no  more  drug  until  they 
have  consulted  with  the  prescribing  physician 

Hypotension  Patients  should  be  cautioned  to  report  lightheadedness,  especially  during  Ihe  first  few  days  ol  therapy  It 
aclual  syncope  occurs.  Ihe  patients  should  be  told  to  oisconlinue  the  drug  until  they  have  consulted  with  the  prescrib- 
ing physician 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  fall  in  blood 
pressure  because  of  reduction  in  fluid  volume  (Jther  causes  ol  volume  deplelion  such  as  vomiting  or  diarrhea  may 
also  lead  to  a fall  in  blood  pressure;  patients  should  be  advised  to  consult  with  Ihe  physician 
Hyperkalemia  Patients  should  be  told  not  to  use  salt  substitutes  containing  polassium  without  consulting  their 
physician. 

Neutropenia  Patients  should  be  told  to  report  promptly  any  indication  ol  infection  (e  g , sore  throat,  lever)  which  may 
be  a sign  ol  neutropenia 

NOTE  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  enalapril  is  warranted  This  information 
IS  intended  to  aid  in  the  sale  and  effective  use  ot  this  medication  It  is  not  a disclosure  ol  all  possible  adverse  or 
intended  ellecis 
Drug  Interactions 

Hypotension  Patients  on  Diuretic  Therapy  Patients  on  diurelics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  of  blood  pressure  after  initiation  of  therapy 
with  enalapril  The  possibility  ol  hypotensive  effects  with  enalapril  can  be  minimized  by  either  discontinuing  the 
diuretic  or  increasing  Ihe  salt  intake  prior  to  initiation  ol  treatment  with  enalapril.  If  it  is  necessary  to  continue  the 
diuretic,  provide  close  medical  supervision  after  the  initial  dose  lor  at  least  two  hours  and  until  blood  pressure  has 
stabilizer]  lor  at  least  an  additional  hour,  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION  ) 

Agents  Causing  Renin  Release  The  aniihypertensive  effect  of  VASOTEC  is  augmenled  by  aniihypertensive  agents  that 
cause  renin  release  (e  g , diuretics) 

Other  Cardiovascular  Agents  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blocking  agents,  melhyl- 
dopa.  nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxin  without  evidence  of  clinically  significant 
adverse  interactions 

Agents  Increasing  Serum  Potassium  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-lype  diuretics 
Potassium-sparing  diurelics  (e  g , spironolactone,  triamterene,  or  amiloride),  potassium  supplements,  or 
potassium-containing  salt  substitutes  may  lead  to  significant  increases  in  serum  polassium  Therefore,  if  concomi- 
tant use  of  these  agents  is  indicated  because  ol  demonstrated  hypokalemia,  they  should  be  used  with  caution  and 
with  frequent  monitoring  ol  serum  potassium  Potassium-sparing  agents  should  generally  not  be  used  in  patients 
with  heart  lailure  receiving  VASOTEC 

Lithium  Lithium  toxicity  has  been  reported  in  patients  receiving  lithium  concomitantly  with  drugs  which  cause  elim- 
ination ot  sodium  including  ACE  inhibitors  A few  cases  ol  lithium  toxicity  have  been  reported  in  patients  receiving 
cohcomilanl  VAStJTEC  andlithium  and  were  reversible  upon  discontinuation  ol  both  drugs  It  is  recommended  that 
serum  lithium  levels  be  monitored  frequently  it  enalapril  is  administered  concomitantly  with  lithium 
Pregnancy-Category  C:  There  was  no  letoloxicily  or  teratogenicity  in  rats  treated  with  up  to  200  mg/kg/day  of  enalapril 
(333  limes  the  maximum  humah  dose)  Felotoxicity,  expressed  as  a decrease  in  average  fetal  weight,  occurred 
in  rats  given  1200  mg/kg/day  ol  enalapril  bul  did  not  occur  when  these  animals  were  supplemented  with  saline 
Enalapril  was  not  teratogenic  in  rabbits.  However,  maternal  and  fetal  toxicity  occurred  in  some  rabbits  at  doses  of 
1 mg/kg/day  or  more.  Saline  supplementation  prevented  Ihe  maternal  and  fetal  toxicity  seen  at  doses  ol  3 and  10  mg/ 
kg/day.  bul  not  at  30  mg/kg/day  (50  times  the  maximum  human  dose) 

Radioactivity  was  found  to  cross  the  placenta  lollowing  administration  ot  labeled  enalapril  to  pregnant  hamsters. 
There  are  no  adequate  and  well-controlled  studies  ot  enalapril  in  pregnant  women  However,  data  are  available  that 
show  enalapril  crosses  Ihe  human  placenta  Because  the  risk  ol  fetal  toxicity  with  the  use  ot  ACE  inhibitors  has  not 


been  clearly  defined.  VASOTEC*  (Enalapril  Maleate.  MSD)  should  be  used  during  pregnancy  only  if  Ihe  potential  ben- 
efit lustifies  Ihe  potential  risk  to  Ihe  fetus 

Postmarkeling  experience  with  all  ACE  inhibitors  thus  far  suggests  Ihe  following  with  regard  to  pregnancy  outcome. 
Inadvertent  exposure  limited  to  Ihe  first  trimester  ol  pregnancy  has  not  been  reported  to  affect  lelal  outcome  adversely. 
Fetal  exposure  during  Ihe  second  and  third  trimesters  of  pregnancy  has  been  associated  with  letal  and  neonatal  mor- 
bidity and  mortality 

When  ACE  inhibitors  are  used  during  Ihe  later  stages  ol  pregnancy,  there  have  been  reports  ot  hypotension  and 
decreased  renal  perlusion  in  the  newborn  Oligohydramnios  in  The  mother  has  also  been  reported,  presumably  repre- 
senting decreased  renal  tunction  in  Ihe  fetus.  Infants  exposed  in  utero  to  ACE  inhibitors  should  be  closely  observed 
for  hypotension,  oliguria,  and  hyperkalemia  It  oliguria  occurs,  attention  should  be  directed  toward  support  ol  blood 
pressure  and  renal  perlusion  with  the  administration  ol  Iluids  and  pressors  as  appropriate  Problems  associated  with 
prematurity  such  as  patent  ductus  arteriosus  have  occurred  in  association  with  maternal  use  of  ACE  inhibitors,  but  it 
is  not  clear  whether  they  are  related  to  ACE  inhibition,  maternal  hypertension,  or  Ihe  underlying  prematurity 
Nursing  Mothers  Milk  in  laclaling  rats  contains  radioactivity  lollowing  administration  of  '*C  enalapril  maleate.  It  is  not 
known  whether  this  drug  is  secreled  in  human  milk  Because  many  drugs  are  secreted  in  human  milk,  caution  should 
be  exercised  when  VASOTEC  is  given  to  a nursing  mother 
Pediatric  Use  Safely  and  effectiveness  in  children  have  not  been  established 

Adverse  Reactions:  VASOTEC  has  been  evaluated  lor  safety  m more  than  10.000  patients,  including  over  1000 
patients  treated  lor  one  year  or  more  VASOTEC  has  been  found  to  be  generally  well  tolerated  In  controlled  clinical 
[rials  involving  2987  patients 

HYPERTENSION  The  most  frequent  clinical  adverse  experiences  in  controlled  trials  were  headache  (5.2%),  dizziness 
(4  3%),  and  fatigue  (3%), 

Other  adverse  experiences  occurring  in  greater  than  1%  ol  patients  treated  with  VASOTEC  in  controlled  clinical  trials 
were  diarrhea  (1  4%).  nausea  (1 4%),  rash  (1 4%),  cough  (1.3%),  orthostatic  effects  (1  2%),  and  asthenia  (11%). 
HEART  FAILURE  The  most  frequent  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  trials  were  dizzi- 
ness (7  9%).  hypotension  (67%),  orthostatic  effects  (2.2%),  syncope  (2.2%),  cough  (2  2%),  chest  pain  (21%),  and 
diarrhea  (2.1%) 

Other  adverse  experiences  occurring  in  greater  than  1%  ot  patients  treated  with  VASOTEC  in  both  controlled  and 
uncontrolled  clinical  Inals  were  fatigue  (18%),  headache  (1  8%).  abdominal  pain  (1 6%).  asthenia  (1 6%).  orthosta- 
tic hypotension  (1  6%),  vertigo  (1 6%),  angina  pectoris  (1 5%1.  nausea  (1 3%).  vomiting  (1.3%),  bronchitis  (1.3%), 
dyspnea  (13%),  urinary  Iracf  infection  (1 3%),  rash  (1 3%),  and  myocardial  infarction  (1.2%) 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  occurring 
in  0.5%  to  1%  of  patients  with  hypertension  or  heart  failure  in  clinical  trials  in  order  ol  decreasing  severity  within  each 
category 

Cardiovascular  Cardiac  arrest,  myocardial  infarction  or  cerebrovascular  accident,  possibly  secondary  to  excessive 
hypotension  in  high-risk  patients  (see  WARNINGS,  Hypotension);  pulmonary  embolism  and  infarction:  pulmonary 
edema,  rhythm  disturbances,  atrial  llbrillalion,  palpitation 

Digestive  Ileus,  pancreatitis,  hepatitis  (hepatocellular  or  cholestatic  laundice),  melena,  anorexia,  dyspepsia,  con- 
stipation, glossitis,  stomatitis,  dry  mouth 
Musculoskeletal  Muscle  cramps 

NervousIPsychialric  Depression,  contusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia 
Urogenital  Renal  failure,  oliguria,  renal  dysfunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION). 
Respiratory  Bronchospasm,  rhinorrhea.  sore  throat  and  hoarseness,  asthma,  upper  respiratory  infection 
Skin  Exfoliative  dermatitis,  toxic  epidermal  necrolysis.  Stevens-Johnson  syndrome,  herpes  zoster,  erythema  multi- 
lorme,  urticaria,  pruritus,  alopecia,  flushing,  hypernidrosis 

Special  Senses  Blurred  vision,  taste  alteration,  anosmia,  tinnitus,  conjunctivitis,  dry  eyes,  tearing, 

A symptom  complex  has  been  reported  which  may  include  a positive  ANA,  an  elevated  erythrocyte  sedimentation  rate, 
arthralgias/arthritis,  myalgias,  fever,  serositis,  vasculitis,  leukocytosis,  eosinophilia,  photosensitivity,  rash,  and  other 
dermatologic  manifestations. 

Angioedema  Angioedema  has  been  reported  m patients  receiving  VASOTEC  (0,2%),  Angioedema  associated  with 
laryngeal  edema  may  be  fatal  It  angioedema  ol  the  lace,  extremities,  lips,  longue,  glottis,  and/or  larynx  occurs,  treat- 
ment with  VASOTEC  should  be  discontinued  and  appropriate  therapy  instituted  immediately,  (See  WARNINGS ) 
Hypotension  In  the  hypertensive  patients,  hypotension  occurred  in  0,9%  and  syncope  occurred  in  0 5%  ot  patients 
lollowing  Ihe  initial  dose  or  during  extended  therapy  Hypotension  or  syncope  was  a cause  for  discontinuation  oi  ther- 
apy ih  01%  ol  hypertensive  patients.  In  heart  failure  patients,  hypotension  occurred  in  6.7%  and  syncope  occurred  in 
2,2%  ol  patients  Hypotension  or  syncope  was  a cause  lor  discontinuation  of  therapy  in  1 9%  of  patients  with  heart 
lailure  (See  WARNINGS.) 

Clinical  Laboratory  Test  Findings 

Serum  Electrolytes  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 

Creatinine,  Blood  Urea  Nitrogen  In  controlled  clinical  trials,  minor  increases  in  blood  urea  nitrogen  and  serum  cre- 
atinine, reversible  upon  discontinuation  ol  therapy,  were  observed  in  about  0 2%  ot  patients  with  essential  hyperten- 
sion treated  with  VASOTEC  alone  Increases  are  more  likely  to  occur  in  patients  receiving  concomitant  diuretics  or  in 
patients  with  renal  artery  stenosis  (See  PRECAUTIONS.)  In  patients  with  heart  lailure  who  were  also  receiving 
diuretics  with  or  without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  dis- 
continuation ot  VASOTEC  and/or  other  concomitant  diuretic  therapy,  were  observed  in  about  11%  ol  patients. 
Increases  in  blood  urea  nitrogen  or  creatinine  were  a cause  for  discontinuation  in  12%  ot  patients. 

Hemoglobin  and  Hematocrit  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  of  approximately 
0,3  g%  and  1 0 vol  %.  respectively)  occur  frequently  in  either  hypertension  or  heart  failure  patients  treated  with 
VASOTEC  but  are  rarely  ot  clinical  importance  unless  another  cause  of  anemia  coexists  In  clinical  trials,  less  than 
01%  ol  patients  discontinued  therapy  due  to  anemia. 

Other  (Causal  Relationship  Unknown)  In  marketing  experience,  rare  cases  ol  neutropenia,  thrombocytopenia,  and 
bone  marrow  depression  have  been  reported  A tew  cases  ot  hemolysis  have  been  reported  in  patients  with  G6PD 
deficiency 

Liver  Function  Tests  Elevations  of  liver  enzymes  and/or  serum  bilirubin  have  occurred 
Dosage  and  Administration:  Hypertension  In  patients  who  are  currehlly  being  treated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  lollowing  Ihe  initial  dose  ol  VASOTEC  The  diuretic  should.  If  possible,  be  dis- 
continued for  two  to  three  days  before  beginning  therapy  with  VASOTEC  to  reduce  the  likelihood  ot  hypotension,  (See 
warnings  ) It  the  patient's  blood  pressure  is  not  controlled  with  VASOTEC  alone,  diuretic  therapy  may  be  resumed. 
If  the  diuretic  cannot  be  discontinued,  an  initial  dose  ot  2 5 mg  should  be  used  under  medical  supervision  lor  at  least 
two  hours  and  until  blood  pressure  has  stabilized  for  at  least  an  additional  hour  (See  WARNINGS  and  PRECAU- 
TIONS, Drug  Interactions. ) 

The  recommended  initial  dose  in  patients  not  on  diuretics  is  5 mg  once  a day  Dosage  should  be  adjusted  according 
to  blood  pressure  response  The  usual  dosage  range  is  10  to  40  mg  per  day  administered  in  a single  dose  or  in  two 
divided  doses  In  some  patients  treated  once  daily.  Ihe  antihypertensive  effect  may  diminish  toward  Ihe  end  of  the 
dosing  interval.  In  such  patients,  an  increase  in  dosage  or  twice-daily  administration  should  be  cohsidered.  If  blood 
pressure  is  not  controlled  with  VASOTEC  alone,  a diuretic  may  be  added 

Concomitant  administration  of  VASOTEC  with  potassium  supplements,  potassium  salt  substitutes,  or  potassium- 
sparing  diurelics  may  lead  to  increases  of  serum  polassium  (^see  PRECAUTIONS). 

Dosage  Adjustment  in  Hypertensive  Patients  with  Renal  Impairment:  The  usual  dose  ol  enalapril  is  recommended  tor 
patients  with  a crealinihe  clearance  > 30  mL/mm  (serum  creatinine  ol  up  to  approximately  3 mg/dL)  For  patients 
with  creatinine  clearance  s 30  mL/min  (serum  creatinine  a 3 mg/dL),  the  lirst  dose  is  2,5  mg  once  daily  The  dosage 
may  be  titrated  upward  until  blood  pressure  is  controlled  or  to  a maximum  of  40  mg  daily. 

Heart  Failure  VASOTEC  is  indicated  as  adjunctive  therapy  with  diuretics  and  digitalis  The  recommended  starling 
dose  is  2.5  mg  once  or  twice  daily  After  the  initial  dose  of  VASOTEC,  Ihe  patient  should  be  observed  under  medical 
supervision  lor  at  least  two  hours  and  until  blood  pressure  has  stabilized  for  at  least  an  additional  hour,  (See  WARN- 
INGS and  PRECAUTIONS,  Drug  Interactions  ) If  possible,  Ihe  dose  of  Ihe  diuretic  should  be  reduced,  which  may 
diminish  the  likelihood  ol  hypotension  The  appearance  ol  hypotension  after  the  initial  dose  of  VASOTEC  does  not 
preclude  subsequent  careful  dose  titration  wifh  the  drug,  following  effective  management  of  the  hypotension.  The 
usual  therapeutic  dosing  range  lor  Ihe  treatment  ol  heart  failure  is  5 to  20  mg  daily  given  in  two  divided  doses.  The 
maximum  daily  dose  is  40  mg  Once-daily  dosing  has  been  effective  in  a controlled  study,  but  nearly  all  patients  in 
this  study  were  given  40  mg,  the  maximum  recommended  daily  dose,  and  there  has  been  much  more  experience  with 
twice-daily  dosing  In  addition,  in  a placebo-controlled  study  which  demonstrated  reduced  mortality  in  patients  with 
severe  heart  failure  (NYHA  Class  Nj.  patients  were  treated  with  2 5 to  40  mg  per  day  of  VASOTEC,  almost  always 
administered  in  two  divided  doses  (See  CLINICAL  PHARMACOLOGY.  Pharmacodynamics  and  Clinical  Eltects.)  Dosage 
may  be  adjusted  depending  upon  clinical  or  hemodynamic  response.  (See  WARNINGS.) 


Dosage  Adjustment  in  Patients  with  Heart  Failure  and  Renal  Impairment  or  Hyponatremia  In  patients  with  heart  failure 
who  nave  hyponatremia  (serum  sodium  < 130  niEq/L)  or  with  serum  creatinine  >1,6  mg/dL,  therapy  should  be  initi- 


aled at  2.5  frig  daily  under  close  medical  supervision,  (See  DOSAGE  AND  ADMINISTRATION,  Heart 
Failure,  WARNINGS,  and  PRECAUTIONS,  Drug  Interactions.)  The  dose  may  be  increased  to  2.5  mg 
bid,  then  5 mg  b i d,  and  higher  as  needed,  usually  at  intervals  of  tour  days  or  more,  if  at  the  time 
ot  dosage  adjustment  there  is  not  excessive  hypotension  or  significant  deferioration  of  renal  func- 
tion The  maximum  daily  dose  is  40  mg 

For  more  detailed  intormalion,  consult  your  MSD  Representative  or  see  Prescribing  Intormalion,  Merck 
Sharp  & Dohme,  Division  ot  Merck  & Co.,  Inc,  West  Point,  PA  tW6  j9VS6ib2(819) 
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^iid  mi  characterizei^ 
und^irable  Wects  asscii 
Vvith  selected  agents  in  oth 
antihypertensive  classes. 


VASOTEC  is  contraindicated  in  patients  who 
are  hypersensitive  to  this  product  and  in 
patients  with  a history  of  angioedema  related 
to  previous  treatment  with  an  ACE  inhibitor. 

A diminished  antihypertensive  effect  toward 
the  end  of  the  dosing  interval  can  occur  in 
some  patients. 

For  a Brief  Summary  of  Prescribing  Information, 
please  see  the  last  page  of  this  advertisement. 
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Man  dies  in  South  Texas 
county  plagued  by 
rabies  epizootic 

Texas  has  recorded  its  first  human 
rabies  victim  in  5 years,  while  public 
health  workers  in  Hidalgo  and  Starr 
counties  continue  to  fight  the  epi- 
zootic that  has  stricken  90  animals 
since  1988,  health  department 
spokespersons  say. 

Rabies  has  been  confirmed  in 
only  two  bats  in  the  area  during  that 
period,  but  Texas  Department  of 
Health  investigators  believe  a 22- 
year-old  Hidalgo  County  man  was 
exposed  to  the  infection  in  April 
when  he  picked  up  a bat.  Health 
department  tests  later  showed  the 
man  was  infected  with  the  Mexican 
freetail  bat  strain  of  rabies. 

Mike  Kelley,  MD,  MPH,  medical 
consultant  for  disease  control  who 
headed  the  investigation  at  TDH, 
said  67  persons  received  rabies  vac- 
cine as  a result  of  contact  with  the 
victim.  Among  those  screened  for 
treatment  were  hospital  workers, 
famdly,  coworkers,  and  a Mexican 
physician  who  first  treated  the  man. 

Dr  Kelley  said  the  victim,  a blood 
donor  technician,  had  donated 
blood  8 days  before  the  onset  of  his 
symptoms,  but  said  a recipient  of 
platelets  was  not  thought  to  be  at 
risk. 

Oscar  Tamez,  a TDH  zoonosis 
control  specialist  in  Harlingen,  said 
32  animal  cases  (27  dogs  and  one 
cat,  coyote,  horse,  raccoon,  and  bat) 
have  been  reported  in  Hidalgo 
County  since  September  of  1988.  In 
Starr  County,  public  health  workers 
confirmed  rabies  in  58  animals  (12 
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coyotes,  41  dogs,  two  cats,  and  one 
skunk,  bat,  and  raccoon).  About 
350  people  (including  the  67  most 
recently  exposed)  have  received 
rabies  vaccine  in  the  2-year  period 
after  exposure  to  animals  confirmed 
to  have  rabies,  but  others  have  re- 
ceived the  vaccine  after  possible,  but 
unconfirmed,  exposure,  Tamez  said. 

'Palestine  fever’  cases 
increase  but  cause  remains 
unknown 

Headlines  bearing  news  of  “Pales- 
tine fever”  had  diminished  in  size  by 
late  June.  But  the  number  of  “prob- 
able” cases  of  the  unexplained 
febrile  illness  had  reached  41  as 
Texas  Department  of  Health  (TDH) 
epidemiologists  began  the  tedious 
task  of  collecting  sera,  exposure  his- 
tories, and  medical  records,  a health 
department  spokesperson  reported. 
An  additional  35  patients  have  met 
the  clinical  description  for  the  ill- 
ness, but  TDH  is  awaiting  labora- 
tory results. 

TDH  first  received  word  of  the 
illness  in  mid-April  when  a Temple 
rheumatologist  called  to  report 
seven  cases  of  an  illness  character- 
ized by  fever,  aching  joints,  and 
rash.  All  of  the  patients  at  that  time 
were  children.  Laboratory  and  clini- 
cal findings  failed  to  confirm  juve- 
nile rheumatoid  arthritis,  Lyme  dis- 
ease, rheumatic  fever,  rickettsial 
illness,  or  measles.  Routine  blood 
cultures  were  negative.  No  deaths 
have  been  attributed  to  the  illness. 

While  the  etiology  remained 
unknown,  TDH  personnel  tracking 
the  illness  found  no  evidence  of 
“direct  communicability.”  One  epi- 
demiologist said  no  household  had 
more  than  one  person  meeting  the 


case  definition.  To  meet  the  case 
definition,  a patient  must  have  fever 
of  at  least  100.4°  F and  have  pol- 
yarthralgias and/or  arthritis  (involv- 
ing 3 or  more  joints)  and  pruritic 
and/or  urticarial  rash.  Laboratory 
findings  must  include  an  erythrocyte 
sedimentation  rate  of  at  least  30 
mm/hr  and/or  a hematocrit  at  least  3 
points  below  the  lower  limit  of  the 
age-  and  sex-specific  normal  value. 
Streptococcal  infection  must  be 
ruled  out.  In  addition,  the  patient 
must  have  been  ill  for  at  least  7 days. 

Immediately  following  the  initial 
news  accounts  of  “Palestine  fever,” 
TDH  epidemiologists  were  swamped 
with  phone  calls  and  by  the  end  of 
June  had  received  more  than  1,000, 
according  to  one  count.  By  that 
time,  epidemiologists  said  41  cases 
met  the  TDH  case  definition.  Most 
of  those  who  met  the  case  definition 
were  children,  but  also  included 
adult  women,  a TDH  spokesperson 
said. 

Palestine,  Tex,  won  the  dubious 
honor  of  having  its  name  applied  to 
the  illness  because  three  of  the  first 
reported  patients  were  residents  of 
that  Texas  town.  Newspapers 
apparently  found  the  name  more 
appealing  than  the  label  applied  by 
TDH:  “febrile  illness  with  pol- 
yarthralgias and  rash.” 

TDH  asks  physicians  to  report 
cases  meeting  the  case  description  by 
contacting  the  department’s  infec- 
tious disease  program  at  (800)  252- 
8239. 
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From  January  through  May  of  this  year,  the  Texas  Department  of  Health 
(TDH)  received  reports  of  4,951  cases  of  syphilis,  a 38.8%  increase  over  the 
same  period  in  1989.  Texas  law  requires  physicians  to  report  cases  of  syphilis, 
gonorrhea,  and  chlamydia  to  TDH.  TDH  also  encourages  physicians  to  vol- 
untarily report  other  sexually  transmitted  diseases,  especially  those  with 
lesions  that  may  allow  easier  transmission  of  HIV.  Graph  courtesy  of  TDH. 

Texas  syphilis  cases  by  stage  of  diagnosis 


TMA  public  health  chairman 
elected  president  of  US-Mexico 
Border  Health  Association 

As  chairman  of  TMA’s  Council  on 
Public  Health  and  newly  named 
president-elect  of  the  United  States- 
Mexico  Border  Health  Association, 
Laurance  N.  Nickey,  MD,  creates  a 
unique  bond  between  two  organiza- 
tions determined  to  improve  public 
health  conditions  along  the  US-Mex- 
ico  border. 

Dr  Nickey  was  named  president- 
elect of  the  United  States-Mexico 
Border  Health  Association 
(USMBHA)  during  its  annual  meet- 
ing in  June.  His  term  begins  in  July 
1991.  Dr  Nickey  is  also  director  of 
the  El  Paso  City-County  Health 
Department. 

USMBHA  is  a 2,000-member  or- 
ganization of  public  health  profes- 
sionals interested  in  solving  health 
problems  along  the  US-Mexico 
border. 

Among  his  goals  as  USMBHA 
president  and  TMA  council  chair- 
man is  the  creation  of  a US-Mexico 
health  commission.  “We  will  pursue 
with  all  due  vigilance  the  creation  of 
a commission  for  the  betterment  of 
health  and  environment,  hopefully 
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to  be  established  by  the  US  and 
Mexico,  that  will  share  in  the  prob- 
lems of  personal  health  and 
environmental  issues  that  are  esca- 
lating on  a daily  basis,”  Dr  Nickey 
says  of  USMBHA. 

“I  would  hope  that  the  Texas 
Medical  Association  becomes 
involved  with  the  USMBHA,”  Dr 
Nickey  says.  “There  are  six  Mexican 
states  and  four  US  states.  There  are 
2,000  members  of  this  organization. 
We’re  all  working  toward  the  same 
goal  — and  that’s  the  betterment  of 
human  health  along  our  common 
border.” 

Hansen’s  disease  program 
offers  medicine  to  patients, 
medical  support  to  physicians 

The  Regional  Hansen’s  Disease  Pro- 
gram, a federally  funded  project  pro- 
viding medications  to  patients  and 
medical  support  to  physicians,  has 
appealed  to  physicians  to  join  its 


network  of  900  physicians  working 
with  Hansen’s  disease  patients. 

Physicians  joining  the  program 
are  placed  on  the  program’s  referral 
list  and  receive  medications,  diag- 
nostic materials,  and  treatment 
information  at  no  cost.  Isabel  S. 
Vitek,  RN,  program  director  for  the 
Texas  Department  of  Health 
Hansen’s  Disease  Program,  says  400 
patients  are  receiving  treatment  in 
Texas  and  about  35  patients  are 
added  to  the  program  each  year.  The 
program  administered  by  TDH  is 
one  of  11  in  the  US. 

The  Department  of  Health  and 
Human  Services,  which  funds  the 
program,  estimates  that  6,000  peo- 
ple have  Hansen’s  disease  in  the  US 
and  that  about  3,700  of  those  are 
receiving  treatment.  Ms  Vitek  says 
the  average  time  from  onset  of  the 
disease  to  diagnosis  is  7 to  10  years. 

Physicians  interested  in  learning 
more  about  the  program  may  write 
the  Texas  Department  of  Health, 
1100  West  49th  St,  Austin,  TX 
78756,  or  call  (800)  642-2477. 


Laurance  N. 
Nickey,  MD, 
president-elect 
of  the  United 
States-Mexico 
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Commentary 

New  niches,  old 
business:  health  fraud 
never  dies 

Thomas  L.  Kurt,  MD,  MPH 

Regional  Medical  Officer,  Food  and  Drug 
Administration,  Southwest  Region 

Robert  Bernstein,  MD 

Commissioner  of  Health,  Texas 
Department  of  Health 

The  medical  profession,  striving  to 
restore  high  patient  credibility  and 
confidence,  is  being  hit  with  a resur- 
gence of  health  fraud.  Skyrocketing 
abuse  of  health  insurance  charges 
and  AIDS  treatment  fraud  character- 
ize events  at  the  present  time.  But, 
traditional  fraud  targets  of  cancer, 
arthritis,  and  weight  loss  are  being 
embellished  by  sophisticated  new 
schemes. 

Formerly  health  fraud  was  linked 
more  strictly  with  quackery,  “snake 
oil,”  and  charlatans.  From  1924 
until  1949  the  American  Medical 
Association’s  crusade  against  such 
“medical  follies”  was  spearheaded 
by  the  outspoken  editor  of  the  Jour- 
nal of  the  American  Medical  Associ- 
ation, Morris  Fishbein,  MD,  who 
died  in  1976  (1,2). 

In  Texas  in  1989,  Nicholas 
Bachynski,  MD,  pleaded  guilty  to 
RICO  (federal  racketeering)  charges 
of  cheating  insurance  companies  out 
of  more  than  $60  million(3).  Dr 
Bachynski  operated  49  weight  loss 
and  smoking  cessation  clinics  in 
Houston,  Austin,  San  Antonio,  Dal- 
las, Fort  Worth,  and  other  locations. 

“■Dr  Kurt  also  serves  as  a clinical  professor  of 
internal  medicine  at  The  University  of  Texas 
Southwestern  Medical  Center  in  Dallas. 
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He  was  also  charged  with  launder- 
ing millions  of  dollars  in  transfers  to 
banks  in  the  Cayman  Islands,  New 
Zealand,  Australia,  and  Singapore, 
as  well  as  mail  fraud  (4,5).  Even 
more  tragically,  the  weight  loss 
“medication”  that  Dr  Bachynski 
prescribed  to  what  has  been  esti- 
mated as  over  30,000  Texans, 
mostly  women,  was  2,4  dinitrophe- 
nol  (DNP).  Withdrawn  from  the 
drug  market  in  the  1930s,  DNP  has 
been  associated  with  cataracts  (de- 
layed onset),  liver  toxicity,  and  per- 
ipheral neuropathies(6).  A chemical 
that  uncouples  oxidative  phosphory- 
lation, DNP  is  better  known  now- 
adays as  the  herbicide,  Dinoseb  (7). 

In  AIDS,  with  one  case  report 
exception,  patients  currently  face  an 
incurable  outcome  (8).  Desperate  for 
“therapies”  that  are  pre-investiga- 
tional  and  not  proven  to  be  effec- 
tive, AIDS  patients  have  formed 
“buyers  clubs”  and  “guerilla  clinics” 
that  surreptitiously  import  or 
administer  unproven  drugs  in  non- 
traditional  settings.  Among  these  are 
megavitamins,  including  the  pseudo- 
vitamin “pangamic  acid,”  ozone, 
high  concentrations  of  hydrogen 
peroxide,  a lecithin  mixture  called 
AL-721,  calf  thymus  acid  lysate 
(thymomodulin),  autotransfusion, 
and  subliminal  positive  thinking 
sleep  tapes  (9).  Of  better  benefit,  the 
articulate  constituency  of  AIDS 
patients  cajoled  budget-strapped 
FDA  into  streamlining  approval  of 
AZT  (zidovudine,  azidothymidine) 
in  108  days  and  accelerating  the 
review  of  other  high  priority  investi- 
gational therapies. 

Other  fertile  areas  for  health 
fraud  have  been  chronic  or  incurable 
diseases,  those  that  call  forth  the 
spirit  of  Ponce  de  Leon  in  rejuvena- 


tion or  that  promise  weight  loss 
(10).  These  other  examples  include: 

• Spurious  cancer  clinics.  Remem- 
ber the  concern  a few  years  ago 
about  Laetrile?  In  Texas,  the 
naturopathic  doctor,  Harry 
Hoxsey,  operated  a cancer  clinic 
in  Dallas  for  years  before  dying 
from  cancer  himself  (11,12). 

• Lraudulent  arthritis  products. 
With  arthritis  affecting  40  million 
Americans,  95%  have  admitted 
they  engage  in  some  form  of  non- 
physician advised  treatment  even 
after  seeing  a physician. 

• Instant  weight  loss  schemes.  The 
late  Duchess  of  Windsor  said, 
“No  woman  can  be  too  rich  or 
too  thin,”  and  with  over  20%  of 
the  US  population  being  over- 
weight, exploitation  potential  is 
high.  Overeating  can  become  an 
addictive  behavior  that  unless 
combined  with  multidisciplinary 
supervised  treatment  including  a 
physician,  behavioral  psycholo- 
gist, and  dietician,  can  become  a 
lifelong  rebounding  yo-yo  (13). 
Hypokalemia,  which  is  associated 
with  cardiac  arrhythmias  and 
inappropriate  refeeding  (“binge- 
ing”),  has  resulted  in  deaths. 

• Fraudulent  sexual  aids.  These 
include  nutritional  supplements 
to  enhance  male  potency  and 
devices  to  enlarge  the  breasts  of 
women. 

• Quack  baldness  remedies  and 
other  rejuvenation  scams.  The 
only  baldness  medication  shown 
to  have  any  effectiveness  is 
Rogaine  (minoxidil),  a physician- 
supervised  prescription  lotion, 
which  is  beneficial  only  when 
used  on  a continuing  basis  for 
selected  kinds  of  partial  baldness. 
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• Chelation  therapy  for  arterioscle- 
rosis. Chelation  is  effective  in 
removing  the  heavy  metals,  lead, 
mercury,  and  arsenic,  hut  it  has 
not  been  shown  effective,  in  a 
case  control  study,  in  the  treat- 
ment of  arteriosclerosis.  Such 
chelation  therapy  has  been  dis- 
credited in  position  papers  from 
the  American  Medical  Associa- 
tion, the  American  College  of 
Cardiology,  and  the  American 
Academy  of  Family  Practice.  Fur- 
thermore, multiple  treatments 
may  result  in  kidney  damage  and 
worsening  of  osteoporosis. f 

• Candidiasis  (or  yeast)  hypersensi- 
tivity. Despite  the  terrifying  tac- 
tics used  by  practitioners  of  the 
health  cult  to  cleanse  diet,  intesti- 
nal tract,  and  living  quarters 
from  this  ubiquitous  organism, 
case-control  studies  have  not 
shown  beneficial  results  (14). 

If  your  patient  confides  in  you 
and  asks  for  advice  in  a questionable 
treatment,  be  aware  that  certain  tech- 
niques in  marketing  are  often  char- 
acteristic of  a fraudulent  practitioner: 

• First,  the  medical  profession  in 
general  will  not  accept  the 
startling  discovery  of  this  miracle 
cure.  And,  harping  on  paranoiac 
sympathy,  the  fraudulent  practi- 
tioner may  claim  the  medical  pro- 
fession is  against  the  patient. 

• Next,  testimonials  are  used,  often 
from  celebrities  or  socialites  that 
people  are  likely  to  trust. 

• High-tech  or  computer  methods 
are  used  to  razzle  dazzle. 


• Claims  are  made  for  a “secret” 
formula  not  known  to  others. 
Even  if  the  drug  is  investiga- 
tional, the  formula  is  known  to 
the  FDA  or  recorded  in  a pending 
patent  application.  “Secret”  for- 
mulas are  not  even  in  the  investi- 
gational stage. 

• Sophisticated  and  slick  TV,  mail 
order,  or  other  media  promotions 
are  used. 

The  economics  of  more  highly 
technical  health  care  devour  an 
increasingly  larger  share  of  the  gross 
national  product  pie  of  American 
productivity,  but  at  diminishing 
returns  of  cost/effectiveness.  Health 
fraud  siphons  off  precious  dollars 
(Witness  Dr  Bachynski’s  more  than 
$60  million!)  and  increases  costs  to 
third-party  carriers  and  patients.  It 
also  deprives  the  legitimate  physi- 
cian of  budgetary  health  dollars.  The 
consequences  are  not  just  economic: 
health  fraud  tarnishes  the  image  and 
credibility  of  all  physicians,  further 
opening  the  door  to  more  critical 
comments  and  demands  for  addi- 
tional regulations. 

Looking  in  the  mirror,  with 
AIDS  fraud  as  an  example,  we  as 
health  professionals  cannot  be  timid. 
The  FDA  has  responded  by  acceler- 
ated special  attention  to  priority 
drugs  and  by  a recommitment  to 
ethics  in  generics  review.  Such  con- 
structive responses  might  be  echoed 
by  each  individual  in  the  medical 
community. 
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on  the  amounts  or  failure  to  make 
contributions.  Federal  law  prohibits 
TEXPAC  from  receiving  donations 
from  other  than  members  of  TMA 
and  their  immediate  families.  All 
donations  from  other  than  members 
of  TMA  and  their  immediate  fami- 
lies will  be  returned  forthwith.  Con- 
tributions to  TEXPAC  are  not  de- 
ductible as  charitable  contributions 
for  federal  income  tax  purposes. 


AMA  backs  states’  flexibility 
in  AIDS  contact-tracing 


States  should  retain  flexibility  in 
their  AIDS  contact-tracing  pro- 
grams, the  American  Medical  Asso- 
ciation told  members  of  the  US 
House  of  Representatives.  Toward 
that  end,  the  association  supports  an 
amendment  that  has  been  incorpo- 
rated into  the  AIDS  Prevention  Act 
of  1990,  which  in  turn  has  been 
incorporated  into  a Senate  bill.  The 
legislation  was  in  conference  com- 
mittee at  press  time. 


Get  involved  in 
poiitics: 

it’s  a physician’s 
duty 

Jacksonville  in- 
ternist Joe 
Cunningham, 

MD,  learned 
firsthand  about 
the  importance 
of  physician  involve- 
ment in  politics  during  a trip  to 
Washington,  DC. 

Dr  Cunningham  shared  his 
experience  with  his  colleagues  in  an 
article  published  in  East  Texas 
Medicine-. 

“I  recently  went  to  Washington 
with  the  president  of  the  Texas 
Medical  Association  Dr  Max  Butler; 
the  president-elect  of  the  TMA  Dr 
Gordon  McGee;  the  Texas  Commis- 
sioner of  Health  Dr  Robert  Bern- 
stein; and  various  other  representa- 
tives of  the  TMA.  I want  to  take  this 
opportunity  to  state  that  I have 
heard  a lot  of  bashing  of  the  TMA 
and  its  efforts  due  to  the  seeming 
waves  of  bad  news  that  we  see  these 
days;  however,  I can  honestly  say 
that  I think  the  Texas  Medical  Asso- 
ciation is  one  of  the  most  highly 
regarded  and  effective  organizations 
in  the  United  States,  and  I certainly 
support  their  efforts.  When  I 
finished  medical  school,  I had  the 
feeling  shared  by  many  colleagues 
that  ‘good  doctors’  did  not  dirty 
themselves  with  politics;  however,  I 
think  the  next  decade  is  going  to 
involve  more  changes  in  health  care 
delivery  in  the  United  States  than  we 
have  seen  in  the  last  100  years.  I 
think  it  is  our  duty  as  physicians  to 
become  involved,  as  no  one  can  bet- 
ter make  decisions  regarding  what  is 


TEXPAC  reminders  target 
Texas  Supreme  Court  races 


Patient  awareness  cards,  posters, 
and  door-hangers  are  available  for 
distribution  through  physicians’ 
offices  from  the  Texas  Medical  Polit- 
ical Action  Committee  (TEXPAC). 

They  are  reminders  to  support 
Texas  Supreme  Court  candidates 
Tom  Phillips,  John  Cornyn,  and  Bob 
Gammage  in  the  Nov  6 election. 

For  further  information,  contact 
the  Texas  Medical  Political  Action 
Committee,  1905  N Lamar  Blvd, 
Austin,  TX  78705. 

Neither  TMA  nor  AMA  will 
favor  or  disadvantage  anyone  based 


best  for  patients  than  a benevolent 
physician.  Obviously  this  means  that 
we  must  put  patient  care  above  our 
own  interests,  but  I have  been 
impressed  that  most  physicians  do 
this  on  a daily  basis.” 


Frank  Felts,  MD,  Jack- 
sonville; Sen  Phil 
Gramm;  Joe  Cunning- 
ham, MD,  Jacksonville; 
and  1989-1 990  TMA 
President  Max  Sutler, 
MD,  Houston,  during  a 
recent  trip  to  Washing- 
ton, DC.  It’s  important 
for  physicians  to  become 
involved  in  politics.  Dr 
Cunningham  says. 
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AMA  Executive  Vice  President 
James  S.  Todd,  MD,  in  a communi- 
cation to  all  members  of  the  House 
of  Representatives,  stated  the  associ- 
ation’s position: 

“Current  AMA  policy  strongly 
recommends  reporting  HIV  seropos- 
itive individuals  to  departments  of 
health  for  purposes  of  contact  trac- 
ing and  partner  notification.  As  our 
most  recent  policy  report  points  out, 
the  contact  tracing  portion  of  an 
AIDS  program  is  most  cost-effective 
in  areas  with  low  HIV  prevalence  or 
in  identifiable  groups  with  low 
prevalence.  Financial  resources, 
community  seroprevalence  rates, 
awareness  levels  in  at-risk  popula- 
tions, differing  transmission  rates 
among  infected  populations  and 
how  recently  the  partners  of  index 
patients  were  exposed  to  HIV  are  all 
factors  which  must  be  considered  by 
public  health  authorities  in  design- 
ing and  establishing  their  contact 
tracing  programs. 

“We  believe  that  HR  4785,  as 
reported  by  the  Committee  on 
Energy  and  Commerce,  adequately 
embodies  this  and  a related  AMA 
recommendation  that  strongly  rec- 
ommends the  establishment  of  part- 
ner notification  programs  in  each 
community.  The  Waxman  Substitute 
would  clarify  that  the  states  must 
be  afforded  needed  flexibility  to  act 
in  these  areas.” 

Firearms  legislation  serves  as 
a ‘good  start’ 

It’s  not  the  entire  answer,  but  it’s  a 
good  start.  That’s  the  American 
Medical  Association’s  assessment  of 
proposed  federal  legislation  that 
would  require  a 7-day  waiting 
period  before  handguns  or  other 


firearms  could  be  purchased.  At 
press  time,  the  “Brady  Bill” 
(S1236/HR467)  was  in  committee. 

AMA  Executive  Vice  President 
James  S.  Todd,  MD,  recently  issued 
a statement  supporting  the  legislation: 

“In  that  June  5,  1990,  marks  the 
22nd  anniversary  of  the  shooting 
death  of  Sen  Robert  F.  Kennedy,  it  is 
appropriate  that  Congress  take  ac- 
tion to  lessen  the  threat  of  handgun 
violence  and  death  in  our  society. 

“The  legislation  would  require  a 
national,  7-day  waiting  period  for 
handgun  purchases  at  licensed  gun 
dealers.  The  ‘Brady  Bill’  would  pro- 
vide a national  waiting  period  and 
preclude  black  market  sales  from 
one  state  to  another. 

“Physicians  have  a deep  concern 
over  the  number  of  tragic  fatalities 
and  injuries  that  result  from  the  easy 
availability  of  handguns  and  other 
firearms  in  our  society.  While  a na- 
tional waiting  period  for  handgun 
transfers  may  not  be  the  entire  an- 
swer to  the  problem,  it  offers  a good 
start  for  trying  to  limit  the  firearm- 
related  pain  and  suffering  that  phys- 
icians too  often  see  in  emergency 
departments  across  the  country.” 


Kaufman  physicians 
honored  US  Represen- 
tative Raiph  Haii  in  a 
day-long  celebration. 


Political  action  begins 
at  the  grassroots 

By  Ken  Ortolon 

TMA  Public  Relations  Assistant 

A day-long  celebration  in  Kaufman, 
April  21,  honoring  US  Rep  Ralph 
Hall,  highlighted  the  effectiveness 
physicians  can  have  in  the  political 
arena  by  maintaining  strong  grass- 
roots lobbying  efforts. 

The  Kaufman  Chamber  of  Com- 
merce and  the  City  of  Kaufman 
sponsored  the  event,  but  the  local 
medical  community  dominated  the 
celebration,  which  kicked  off  with  a 
coffee  at  the  home  of  Manuel 
Rivero,  MD,  and  Angelina  Rivero, 
MD.  The  congressman  then  was 
honored  at  a luncheon  at  Presbyte- 
rian Hospital  of  Kaufman,  while 
Mrs  Hall  attended  a luncheon  at  the 
home  of  E.I.  Hall,  MD. 

Mr  Hall,  a Rockwall  Democrat, 
has  been  a strong  ally  of  the  medical 
community  during  his  tenure  in 
Congress,  particularly  since  1986, 
when  he  sponsored  legislation  giv- 
ing physicians  due  process  rights  in 
the  Medicare  peer  review  process. 

Hall  became  involved  in  the  due 
process  fight  when  the  Texas  peer 
review  organization  was  sanctioning 
Kaufman  physician  Dr  Manuel 
Rivero.  With  the  aid  of  the  Texas 
Medical  Association,  physicians 
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mounted  a grassroots  effort  to  enlist 
Hall’s  assistance.  Swimming  against 
a tide  of  anti-physician  sentiment  in 
Washington,  DC,  Hall  was  able  to 
push  through  the  so-called  “Hall 
Amendments,”  which  prohibit  the 
Department  of  Health  and  Human 
Services’  Office  of  the  Inspector 
General  from  sanctioning  any  physi- 
cian until  he  or  she  is  afforded  an 
opportunity  through  a hearing  to 
defend  himself  or  herself. 

More  recently.  Hall,  who  serves 
on  the  Subcommittee  on  Health  of 
the  House  Energy  and  Commerce 
Committee,  was  instrumental  in 
defeating  proposals  to  remove  the 
requirement  that  PROs  and  admin- 
istrative law  judges  find  that  physi- 
cians are  unwilling  or  unable  to 
improve  before  imposing  sanctions 
and  to  increase  fines  against  physi- 
cians to  as  much  as  $10,000.  The 
East  Texas  Democrat  also  played  a 
vital  role  in  passage  of  an  amend- 
ment to  the  Omnibus  Budget  Recon- 
ciliation Act  of  1989  stopping  the 
recoupment  of  $13.5  million  from 
Texas  physicians  and  Medicare 
patients. 

Dr  Rivero,  who  had  the  sanc- 
tions against  him  reversed  after  a 3- 
year  battle,  said  Hall’s  openness 
toward  the  medical  community  has 
won  him  many  friends  in  his  East 
Texas  district. 

“He’s  always  been  a very 
approachable  person,”  Dr  Rivero 
said  during  the  coffee  at  his  home. 
“Whenever  we  have  a problem,  he’s 
always  there  to  help.” 

Referring  to  the  sanctions  against 
Dr  Rivero,  Kaufman  Mayor  Milton 
Davis,  MD,  praised  Hall  for  step- 
ping in  when  “the  feds,  without  due 
process,  lowered  the  boom  on  doc- 
tors who  thought  they  were  doing 
the  right  thing  for  their  patients. 


“The  important  thing  to  us  is  the 
way  you  and  others  help  us  take 
care  of  patients,”  Dr  Davis  said 
while  presenting  Hall  the  key  to  the 
city  at  the  Presbyterian  Hospital 
luncheon. 

Doug  Hawthorne,  president  of 
the  Presbyterian  Health  Care  System 
and  chairman  of  the  board  of  the 
Texas  Hospital  Association,  also 
praised  Hall  as  someone  who  is 
“always  available”  to  the  medical 
community. 

Hall  told  the  luncheon  partici- 
pants that  his  support  of  Dr  Rivero 


and  the  due  process  amendments 
stemmed  largely  from  the  grassroots 
involvement  of  Kaufman  physicians. 

“All  physicians  from  this  county 
supported  Dr  Rivero,  and  they  said 
the  peer  review  organization  had 
made  a mistake,”  Hall  said. 

“Physicians  are  very  dear  to  me,” 
he  added.  “The  medical  profession 
is  a kind  profession  — I think  you 
do  it  well.  We  need  to  be  doing 
more  to  encourage  people  into  the 
medical  profession  and  keep  those 
who  are  already  in  the  profession 
free  to  do  what  they’re  doing.” 


Parkway  MRI 


150  W.  Parker  Rd.,  Suite  107 
Houston,  TX  77076 
713/692-3330 


Excellence  in  Magnetic  Resonance  Imaging 

Our  new  magnet  is  the  unique  open  design  which  will  accommodate  oversized 
patients  rejected  from  other  centers,  and  is  tolerable  to  those  patients  who  are 
claustrophobic  in  the  large  closed  design  units.  This  concept  is  new  and  we  are  the 
only  ones  in  Houston  to  have  one.  Please  call  713-692-3330  for  more  information 
about  our  noiseless  open  design  unit  or  for  scheduling  of  appointments.  We  offer 
flexible  scheduling  of  appointments,  24  hours  a day,  7 days  a week. 
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Medical  Equipment  Leasing 

— Find  out  how  sensible  it  really  is! 


High  technology  equipment  allows  you  to 
provide  quality  medical  care  right  from  your 
office.  But  it  comes  with  some  expense  and 
risk.  What  makes  diagnostic  and  economic 
sense  today  may  not  in  five  years. 

Bell  Atlantic  TriCon  Medical  Finance  can  answer 
the  difficult  questions  with  a variety  of  finance 
options  that  help  you  acquire  what  you  need 
economically.  With  our  leasing  program  you  can 


have  the  use  of  state-of-the-art  medical 
equipment  without  having  to  second  guess  the 
future.  At  the  end  of  the  lease  period,  you  can 
decide  if  the  equipment  is  still  valuable  to  you.  If 
it  is,  you  can  purchase  it  at  a pre-determined 
price.  If  it  is  not,  simply  return  it  to  Bell  Atlantic. 

We  know  how  to  take  the  pain  out  of  equipment 
acquisition.  Call  for  a comparative  quote  and 
special  low  member  rates. 
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TexasMedical 

Asst)ciati()n 


PHYSICIANS  CARING  FOR  TEXANS 


A member  service  offered  through 

©Bell  Atlantic 

TriCon  Leasing 

Medical  Finance 


For  financial  pain  relief  call:  1 >800-635-4023 


Risk  Management 


Safeguarding  Your  Career 

This  new,  convenient  program  from  TIV,  Inc., includes: 

• A 45  minute,  network  quality  video  presentation 

• A 90  page,  comprehensive  training  manual 

• A self-administered  test  for  Category  I CME  credits 

Earn  CME  credits. 

Reduce  the  likelihood  of  lawsuits  against  you. 
Provide  your  staff  with  risk  management  training. 
Take  the  program  whenever  and  wherever  you  like. 

Introductory  price:  $345  per  program 

To  order  call:  1-800-473-0138 

TIV,  Inc.  • Box  3228  • University  City,  Mo  63130 


CHILD'S  Play 

Is  Not  Enough. 


Surveys  indicate  that  many  parents  overestimate  the 
physical  fitness  of  their  children  because  they  appear  so 
active.  The  fact  is,  to  be  physically  fit,  children  need  one 
to  two  hours  of  vigorous  exercise  each  day. 

What  can  you  do  to  ensure  that  your  children  get 
enough  exercise?  Try  the  following: 

■ Discuss  your  child's  overall  physical  fitness  with  your 
school's  Physical  Education  teacher. 

■ Make  a conscious  effort  to  monitor  the  type  and  amount 
of  exercise  your  child  gets  both  in  and  out  of  school. 

■ Be  aware  of  your  child's  weight  in  comparison  to 
medically  accepted  norms  for  his  or  her  age  and  size. 

■ Make  sure  exercise  is  a part  of  your  family's  schedule 
on  a regular  basis. 

With  the  right  amount  of  daily  exercise,  teenagers 
and  children  of  all  ages  will  get  the  most 
from  school . . .and  play. 


For  more  information,  write  to: 
Fitness,  Dept.  84,  Washinqton, 
DC  20001. 


The  President's  Council  on 
Physical  Fitness  and  Sports 


(S 


(hydfocodoo©  bHortroJe  Smg  [Warning:  May  b©  habit  forming] 
and  acetomlnoph©n  300  mg) 


"vicodin^ 


(hydrocodone  bttartrote  7 Smg  (Warning:  May  be  habit  forming] 
and  ocetaminoph©n  750  mg) 


INDICATIONS  AND  USAGE:  For  the  relief  of  moderate  to  moderate 
severe  pain, 

CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophen  ( 
hydrocodone. 

WARNINGS: 

Allergic-Type  Reactions:  VICODINAtICODIN  ES  Tablets  contain  sodiu 
metabisulfite,  a sulfite  that  may  cause  allergic-type  reactions  includit 
anaphylactic  symptoms  and  life-threatening  or  less  severe  asthmal 
episodes  in  certain  susceptible  people. 

Respiratory  Depression:  At  high  doses  or  in  sensitive  patisni 
hydrocodone  may  produce  dose-refated  respiratory  depression. 

Head  Injury  and  Increased  Intracranial  Pressure:  The  respirito( 
depressant  effects  of  narcotics  and  their  capacity  to  elevate  cerebros| 
nal  fluid  pressure  may  be  markedly  exaggerated  in  the  presence  of  he: 
injury,  otner  intracranial  lesions  or  a preexisting  increase  in  intracranj 
pressure.  Furthermore,  narcotics  produce  adverse  reactions  which  rm 
obscure  the  clinical  course  of  patients  with  head  injuries. 

Acute  Abdominal  Conditions:  The  administration  of  narcotics  mi 
obscure  the  diagnosis  or  clinical  course  of  patients  with  acute  abdomiq 
conditions. 

PRECAUTIONS: 

Special  Risk  Patients:  VICODIN/VICODIN  ES  Tablets  should  be  ust 
with  caution  in  elderly  or  debilitated  patients  and  those  with  seve 
impairment  of  hepatic  or  renal  function,  hypothyroidism,  Addison's  di 
ease,  prostatic  hypertrophy  or  urethral  stricture.  j 

Cough  Reflex:  Hydrocodone  suppresses  the  cough  reflex;  as  v/ith. 
narcotics,  caution  should  be  exercised  when  VICODIN/VICODIN  ES  Tal 
lets  are  used  postoperatively  and  in  patients  with  pulmonary  disease, 
Drug  Interactions:  Patients  receiving  other  narcotic  analgesics,  antips 
chotics,  antianxiety  agents,  or  other  CNS  depressants  (including  alcont 
concomitantly  with  VICODIN/VICODIN  ES  Tablets  may  exhibit  an  additil 
CNS  depression.  The  use  of  MAO  inhibitors  or  tricyclic  antidepressan 
with  hydrocodone  preparations  may  increase  the  effect  of  either  tl 
antidepressant  or  hydrocodone.  The  concurrent  use  of  anticholinergi 
with  hydrocodone  may  produce  paralytic  ileus. 

Usage  in  Pregnancy: 

Teratogenic  Effects:  Pregnancy  Category  C.  Hydrocodone  has  bet 
shown  to  be  teratogenic  in  hamsters  when  given  in  doses  700  times  ti 
human  dose.  There  are  no  adequate  and  well-controlied  studies 
pregnant  women.  VICODIN/  VICODIN  ES  Tablets  should  be  used  durir 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  It 
fetus.  ij 


Nonteratogenic  effects:  Babies  born  to  mothers  who  have  been  tj 
ing  opioids  regularly  prior  to  delivery  will  be  physically  dependent.  Tl 
withdrawal  signs  include  irritability  and  excessive  crying,  tremore,  hype 
active  reflexes,  increased  respiratory  rate,  increased  stools,  sneezinj 
yawning,  vomiting,  and  fever. 

Labor  and  Delivery:  Administration  ofVICODINA/ICODIN  ES  Tablets 
the  mother  shortly  before  delivery  may  result  in  some  degree  of  respirj 
tory  depression  in  the  newborn,  especially  if  higher  doses  are  used.  \ 
Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  \ 
human  milk.  Because  many  drugs  are  excreted  in  human  milk  ar 
because  of  the  potential  for  serious  adverse  reactions  in  nursing  infan 
from  VICODIN/VICODIN  ES  Tablets,  a decision  should  be  made  whetl* 
to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  ti 
importance  of  the  drug  to  the  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  bet 
established. 

ADVERSE  REAaiONS: 

The  most  freouently  observed  adverse  reactions  include  light-hi 
dizziness,  sedation,  nausea  and  vomiting.  These  effects  seem  to  be  mo 
prominent  in  ambulatory  than  in  nonamfaulatory  patients  and  somei 
these  adverse  reactions  may  be  alleviated  if  the  patient  lies  down.  Otbi 


adverse  reactions  include: 

Central  Nervous  Sptem:  Drowsiness,  mental  clouding,  lethargy,  impai 
ment  of  mental  and  physical  performance,  anxiety,  fear,  dysphoria,  ps 
chic  dependence  and  mood  changes. 

Gastrointestinal  System : The  antiemetic  phenothiazines  are  useful: 
suppressing  the  nausea  and  vomiting  which  may  occur  (see  abovd 
however,  some  phenothiazine  derivatives  seem  to  be  antianalgesic  ai 
to  increase  the  amount  of  narcotic  required  to  produce  pain  relief,  wh| 
other  phenothiazines  reduce  the  amount  of  narcotic  required  to  produi 
a given  level  of  analgesia.  Prolonged  administration  of  VICODIN/VICODl 
ES  Tablets  may  produce  constipation. 

Genitourinary  System:  Ureteral  spasm,  spasm  of  vesical  sphincte 
and  urinary  retention  have  been  reported. 

Respiratory  Depression:  Hydrocodone  bitartratc  may  produce  dos 
related  respiratory  depression  by  acting  directly  on  the  brain  stem  resp 
ratory  center.  Hydrocodone  also  affects  the  center  that  controls  respirato 
rhythm,  and  may  produce  irregular  and  periodic  breathing.  If  significa] 
respiratory  depression  occurs,  it  may  oe  antagonized  by  the  use : 
naloxone  hydrochlonde.  Apply  other  supportive  measures  when  indicate] 
DRUG  ABUSE  AND  DEPENDENCE:  I 

VICODIN/VICODIN  ES  Tablets  are  subject  to  the  Federal  Controlled  Sd 
stance  Aa  (Schedule  III).  Psychic  dependence,  physical  dependence,  at 
tolerance  may  develop  upon  repeated  administration  of  narcotics;  then 


fore,  VICODIN/  VICODIN  ES  Tablets  should  be  prescribed  and  admini 


tered  with  caution. 
OVERDOSAGE: 


Acetaminophen  Signs  and  Symptoms:  In  acute  acetaminophen  ove 
dosage,  dose-dependent,  potentially  fatal  hepatic  necrosis  is  the  mo 
serious  adverse  effect.  Renal  tubular  necrosis,  hypoglycemic  coma,  at 
thrombocytopenia  may  also  occur.  Early  symptoms  following  a pote 
tially  hepatotoxic  overdose  may  include:  nausea,  vomiting,  diaphore! 
and  general  malaise.  Clinical  and  laboratory  evidence  of  hepatic  toxici 
may  not  be  apparent  until  48  to  72  hours  ^st-ingestion. 
Hydrocodone  Signs  and  Symptoms:  Serious  overdose  wii 
hydrocodone  is  characterized  by  respiratory  depression  (a  decrease 
respiratory  rate  and/or  tidal  volume,  Cheyne-Stokes  respiration,  (cyan 
sis),  extreme  somnolence  progressing  to  stupor  or  coma,  skeletal  must 
flaccidity,  cold  and  clammy  skin,  and  sometimes  bradycardia  and  hyp 
tension.  In  severe  overdosage,  apnea,  circulatory  collapse,  cardiac  arte 
and  death  may  occur. 
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IsThisThe  Only  Part  Of  Vbur 
PracticeYou  Haven’t  Kept  Up-To-Date? 


You  work  hard  to  stay  abreast  of  the  latest  develop- 
ments in  diagnosis  and  treatment.  But  are  you  still 
scheduling  appointments  the  way  it’s  been  done  since 
Hippocrates  himself? 

A Medic  computer  system  will  bring  your  scheduling 
into  the  modern  era,  and  save  you  time  and  money  in 
the  process.  It’s  not  only  an  improvement  on  the 
appointment  book,  but  is  also  superior  to  other 
scheduling  software  on  the  market. 

For  example,  our  system  will  find  the  first  available 
time  slot  instantly  while  displayingthat  patient’s  record, 
including  any  current  balance,  phone  numbers  and 
missed  orcancelled  visits.  Scheduling  is  a highly  used 
portion  of  our  system,  while  less  than  half  of  the  owners 
of  competing  systems  use  their  scheduling  packages. 
Add  in  Medic’s  billing,  insurance  and  reporting  features 
and  it’s  easy  to  see  why  we’re  the  industry  leader. 

Medic’s  track  record  guarantees  you  all  the  support 
you  need.  Medic  systems-  ranging  from  a single  screen 
to  more  than  200  terminals-are  in  service  to  more  than 


7,000  physicians  in  the  U.S.  and  in  over  2,000  offices. 

Of  course,  you  still  have  to  do  some  things 
by  hand.  Like  pick  up  the  phone  and  call 
Medic  today.  1-800-334-8534 
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Medic  Computer  Systems 

8601  Six  Forks  Rd.,  Suite  300,  Raleigh  NO  27615 
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8601  Six  Forks  Road,  Suite  300,  Raleigh,  North  Carolina  27615,  919-847-8102, 1-800-334-8534.  Other  offices:  Ann  Arbor, 

Atlanta,  Austin,  Boston,  Chicago,  Cincinnati,  Dallas,  Denver,  Fort  Lauderdale,  Flartford,  Flouston,  Jackson,  Kansas  City,  Los  Angeles,  McLean  VA, 
Minneapolis,  Nashville,  Oklahoma  City,  Orlando,  Philadelphia,  Phoenix,  Pittsburgh,  Richmond,  San  Antonio,  San  Diego,  San  Francisco,  Tampa. 
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Extracorporeal  membrane  oxygena- 
tion (ECMO)  has  been  a successful 
treatment  (80%  survival)  in  over 
3,000  neonates  with  severe  respira- 
tory failure  (80%  predicted  mortal- 
ity without  ECMO).  ECMO  is 
prolonged  extracorporeal  cardio- 
pulmonary bypass  achieved  by 
extrathoracic  vascular  cannulation 
using  a modified  heart-lung  machine 
(Fig  1)  (1,2).  ECMO  as  treatment 
for  severe  respiratory  failure  in 
neonates  is  currently  available  in 
Texas  in  San  Antonio,  Galveston, 
Lubbock,  and  Dallas.  Of  116  Texas 
neonates  treated  with  ECMO,  74% 
survived.  Because  of  the  distances 
between  ECMO  programs  in  Texas, 
early  communication  with  the  near- 
est center  is  highly  recommended. 


Dr  Zwischenberger, 
Division  of  Cardio- 
thoracic  Surgery, 

Room  205,  Clinical 
Sciences  Building, 
UTMB,  Galveston, 

TX  77550;  Dr  Null, 
Wilford  Hall  USAF 
Medical  Center, 
Lackland  AFB,  San 
Antonio,  TX  78236; 
Dr  Goldthorn,  Texas 
Tech  University 
Health  Science  Center, 
School  of  Medicine, 
Division  of  Pediatric 
Surgery,  Lubbock,  TX 
79430;  Dr  Harper, 
Presbyterian  Hospital, 
Margot  Perot 
Building,  8160  Walnut 
Hill  Lane,  Suite  108, 
Dallas,  TX  75231. 
Reprint  requests  to 
Dr  Zwischenberger. 


Neonatal  extracorporeal  membrane 
oxygenation  in  Texas 


Joseph  B.  Zwischenberger,  MD 
Donald  Null,  MD 
Jane  Goldthorn,  MD 
Nick  Harper,  MD 

Gibbon  began  developing  the 
heart-lung  machine  in  1937 
(3)  and  began  the  era  of 
open  cardiac  surgery  in  1954.  The 
use  of  an  artificial  pump  and  lung, 
however,  was  limited  to  1 or  2 
hours,  not  because  of  the  pump,  but 
because  the  oxygenator  severely 
altered  blood  cells  and  proteins. 
Cardiac  surgery  progressed  in  the 
1950s  with  the  development  of 
filming  oxygenators  and  later  the 
bubble  oxygenator.  The  first  mem- 
brane oxygenator  built  and  used 
clinically  was  reported  in  1956  by 
Clowes  and  his  coworkers  (4).  With 
the  introduction  of  silicone  rubber 
as  a membrane  for  gas  transfer,  the 
membrane  oxygenator  became  prac- 
tical for  long-term  cardiopulmonary 
bypass  (5).  Extracorporeal 
circulation  for  respiratory  failure 
was  first  attempted  in  newborns  by 
Rashkind  and  associates  (6).  After  a 
series  of  laboratory  studies,  Bartlett 
and  coworkers  began  clinical  trials 
of  ECMO  in  1972,  and  reported  the 
first  successful  use  of  ECMO  in 
newborn  respiratory  failure  in  1976 
(7).  Subsequently,  several  groups 
were  successful  using  Bartlett’s  tech- 
nique (8-12).  Although  Cooley  also 
applied  the  technique  successfully  in 
Texas,  major  neonatal  centers  with  a 
primary  interest  in  ECMO  did  not 
develop  in  Texas  until  1985.  As  of 
December  1989,  ECMO  had  been 
used  in  the  management  of  over 
3,369  neonates  in  63  centers  in  the 
United  States  (5  outside  the  US)  with 
an  overall  survival  rate  of  83% 
(13-14).  This  observation  alone  is 
sufficient  to  establish  ECMO  as 
therapeutically  effective,  since 
infants  in  these  centers  are  treated 
only  after  they  meet  criteria  predict- 
ing an  80%  mortality. 


Bartlett  and  associates  conducted 
the  first  prospective  randomized 
study  of  ECMO  in  newborn  infants 
(15).  The  statistical  method  used  in 
this  study  (randomized  play-the- 
winner)  (16),  which  for  ethical  con- 
siderations progressively  weights  the 
more  successful  treatment,  directed 
11  patients  to  the  ECMO  group  (all 
survived)  and  1 patient  to  the  con- 
trol group  (died).  O’Rourke  and 
associates  likewise  conducted  a 
prospective  randomized  study  com- 
paring ECMO  to  conventional 
mechanical  therapy;  six  of  ten  sur- 
vivors were  in  the  conventional 
treatment  group  and  28  of  29  sur- 
vivors were  in  the  ECMO  group 
(17).  ECMO  is  currently  the  treat- 
ment of  choice  for  term  newborns 
with  severe  respiratory  failure. 

Physiology 

Although  the  patient  is  on  near  total 
cardiopulmonary  bypass  (120 
mL/kg/min),  the  beneficial  effects  of 
ECMO  in  respiratory  failure  are 
probably  related  more  to  decreasing 
the  lung  injury  associated  with 
mechanical  ventilation.  Oxygen  and 
carbon  dioxide  transfer  (pulmonary 
support)  are  accomplished  and  sys- 
temic perfusion  (cardiac  support)  is 
well  maintained,  but  the  actual 
amounts  of  gas  transfer  are  similar 
to  those  in  the  immediate  pre- 
ECMO  period.  However,  gas  ex- 
change during  ECMO  takes  place  at 
ventilator  settings  that  “rest”  the 
lungs  in  both  newborns  and  adults. 

Persistent  fetal  circulation  (PEC), 
or  persistent  pulmonary  hyperten- 
sion of  the  newborn,  is  a major 
pathophysiologic  mechanism  of 
hypoxemia  in  full-term  infants 
regardless  of  whether  the  primary 
condition  is  diaphragmatic  hernia, 
meconium  aspiration,  respiratory 
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distress  syndrome,  sepsis,  or  primary 
PFC  (18).  In  this  condition,  pul- 
monary arteriolar  spasm  results  in 
high  pulmonary  vascular  resistance 
and  subsequent  right-to-left  shunt- 
ing through  the  ductus  arteriosus 
and  foramen  ovale.  During  ECMO, 
the  lung  is  exposed  to  a low  fraction 
of  inspired  oxygen  (Fi02),  low  venti- 
lator rate,  and  low  airway  pressures, 
allowing  reversal  of  persistent  fetal 
circulation  and  promoting  recovery 
by  minimizing  the  harmful  effects  of 
high-pressure  mechanical  ventila- 
tion. Likewise,  ECMO  decreases 
pulmonary  blood  flow,  allows  con- 
trolled hypocarbia  and  alkalosis, 
and  supports  the  failing  myocard- 
ium, all  of  which  may  contribute  to 
reversal  of  PEC. 

Patient  selection 

The  indication  for  ECMO  support  is 
acute  reversible  respiratory  or  car- 
diac failure  unresponsive  to  optimal 
ventilator  and  pharmacologic  man- 
agement, but  from  which  recovery 
can  be  expected  within  a reasonable 
period  (10  days)  of  extracorporeal 
support.  The  requirement  for  sys- 
temic heparinization  limits  the  pop- 
ulation for  whom  ECMO  is  appro- 
priate to  patients  without  bleeding 


complications  or  who  are  at  high 
risk  for  intracranial  hemorrhage, 
thereby  excluding  premature  infants 
(<  34  weeks  gestation)  (19).  As 
noted,  ECMO  has  been  applied  to 
infants  with  a predicted  mortality  of 
80%  or  greater  determined  by  retro- 
spective analysis  of  local  patient 
populations.  Included  are  neonates 
who,  despite  optimum  medical  man- 
agement, demonstrate  acute  deterio- 
ration (partial  pressure  of  oxygen  < 
40  mm  Hg  or  pH  < 7.15  for  2 
hours),  failure  to  improve  (partial 
pressure  of  oxygen  <55  mm  Hg  and 
hypotension  requiring  inotropic  sup- 
port), uncontrolled  tension  pneu- 
mothoraces or  pneumomediastinum, 
or  deterioration  following  diaphrag- 
matic hernia  repair.  Excessive  alveo- 
lar to  arterial  oxygen  gradients  also 
have  been  proposed  as  an  indication 
for  ECMO  (8).  In  a retrospective 
review  by  Krummel  and  associates, 
an  alveolar  to  arterial  oxygen  gradi- 
ent greater  than  620  mm  Hg  for  12 
consecutive  hours  correlated  with 
over  90%  mortality  (20).  Most  pro- 
grams currently  use  the  oxygenation 
index:  mean  airway  pressure  x frac- 
tion of  inspired  oxygen  x 100 
divided  by  postductal  arterial  oxy- 


1.  F.xtracorporeal  membrane  oxygenation 
(ECMO)  circuit.  Components  include  a 
venous  blood  drainage  reservoir,  a 
servoregulated  roller  pump,  a membrane  lung 
to  exchange  oxygen  and  carbon  dioxide,  and 
a heat  exchanger  to  maintain  temperature. 


gen  partial  pressure  (Pa02).  In  most 
hospitals,  an  oxygenation  index  con- 
sistently over  40  after  optimal  con- 
ventional therapy  defines  greater 
than  80%  mortality. 

Contraindications  to  ECMO 
include  evidence  of  intracranial 
hemorrhage  (grade  I is  controver- 
sial) or  other  brain  damage,  multiple 
congenital  anomalies,  and  irre- 
versible lung  damage.  Mechanical 
ventilation  beyond  7 days  is  consid- 
ered a relative  contraindication  and 
beyond  10  days  an  absolute  con- 
traindication, although  exceptions 
have  been  noted.  In  congenital 
diaphragmatic  hernia  one  cannot 
distinguish  between  persistent  fetal 
circulation  and  pulmonary  hypopla- 
sia, therefore,  most  centers  are  treat- 
ing all  patients  with  diaphragmatic 
hernia  who  otherwise  meet  local 
ECMO  criteria.  Some  centers 
require  a Pa02  > 70  torr  at  some 
time  in  the  neonate’s  life  as  evidence 
of  pulmonary  parenchyma  capable 
of  gas  exchange.  This  is  to  avoid 
using  ECMO  to  treat  infants  with 
fatal  pulmonary  hypoplasia.  Possible 
ECMO  candidates  are  evaluated 
with  cranial  ultrasound  to  rule  out 
intracranial  hemorrhage,  and  with 
cardiac  ultrasound  to  rule  out  con- 
genital cardiac  anomalies.  Because 
of  regional  differences  in  patient 
populations  and  treatment  proto- 
cols, entry  criteria  are  evaluated  at 
each  hospital  before  an  ECMO  pro- 
gram is  initiated. 

Techniques  and  management 

Because  the  blood  volume  in  the  cir- 
cuit (350  ml)  is  as  much  as  twice  the 
blood  volume  of  the  neonate,  the 
appropriate  hematocrit,  pH,  and 
electrolyte  concentration  must  be 
adjusted  before  ECMO  is  instituted. 
Using  local  anesthesia,  an  operating 
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room  support  team  performs  the 
dissection  and  cannulation  in  the 
intensive  care  unit.  An  oblique  inci- 
sion in  the  right  side  of  the  neck 
exposes  the  internal  jugular  vein  and 
common  carotid  artery.  The  infant  is 
given  a 100-unit/kg  bolus  of  heparin 
as  a loading  dose.  The  vessels  are 
ligated  distally  and  cannulas  are 
inserted  in  a proximal  direction 
from  the  ligation  site.  The  venous 
cannula  is  threaded  through  the 
right  internal  jugular  vein  into  the 
right  atrium  and  the  arterial  cannula 
is  threaded  into  the  common  carotid 
so  that  its  tip  rests  at  the  entrance  to 
the  aortic  arch.  The  common  carotid 
artery  in  a neonate  can  be  success- 
fully ligated  with  a relatively  low 
complication  rate,  presumably 
because  of  abundant  collateral  flow 
(21,22).  Proper  catheter  positions 
are  confirmed  by  chest  radiograph 
or  ultrasound.  Positioning  and  flow 
resistance  of  the  venous  drainage 
catheter  determine  the  maximum 
blood  flow. 

Once  cannulation  is  accom- 
plished and  bypass  initiated,  blood 
drains  by  gravity  through  the  venous 
catheter  to  a servoregulated  roller 
pump.  The  pump  then  directs  the 
blood  through  a membrane  lung 
(SciMed,  Minneapolis,  Minn)  (5). 
Gas  exchange  occurs  in  the  mem- 
brane lung  as  oxygen  is  added  to  the 
blood  while  water  vapor  and  carbon 
dioxide  are  removed.  The  blood  then 
passes  through  a small  heat  ex- 
changer and  returns  to  the  patient. 
Blood  flow  is  gradually  increased 
during  the  initial  15  to  20  minutes 
of  bypass  until  approximately  80% 
of  the  infant’s  cardiac  output  flows 
through  the  circuit.  Oxygenated 
blood  from  the  circuit  then  mixes  in 
the  aortic  arch  with  poorly  oxy- 
genated blood  from  the  left  ventricle 


and  ductus  arteriosus  to  yield  an 
oxygen  content  adequate  for  the 
infant’s  metabolic  requirements. 

Once  extracorporeal  support  is 
established,  ventilator  settings  are 
reduced  to  minimize  barotrauma 
and  oxygen  toxicity  (peak  inspira- 
tory pressure  20  cm  H2O;  rate 
10/min;  fraction  of  inspired  oxygen 
0.3).  The  optimum  positive  end- 
expiratory  pressure  is  uncertain  but 
many  programs  now  use  high  pres- 
sure (12-15  cm  H2O  with  mean  air- 
way pressures  of  13-16  cm  H2O) 
based  on  experimental  studies  on  a 
neonatal  lamb  model  of  meconium 
aspiration  (23)  and  an  uncontrolled 
study  in  neonates  that  showed  de- 
creased time  on  ECMO  and  no 
increased  barotrauma  (24).  ECMO 
flow  is  maintained  at  a level  that 
achieves  full  respiratory  support 
until  lung  improvement  occurs.  The 
usual  flow  for  full  support  is  80  to 
120  ml/kg/min  (usually  300-400 
ml/min)  and  is  set  to  maintain  Pa02 
between  70  and  90  mm  Hg.  Ade- 
quate support  is  defined  as  the  level 
of  extracorporeal  flow  that  results  in 
normal  arterial  and  mixed  venous 
oxygenation,  mean  arterial  pressure, 
and  organ  function.  During  ECMO, 
chest  physiotherapy  continues  and 
suctioning  is  accomplished  through 
the  endotracheal  tube.  Paralyzing 
agents  and  vasoactive  drugs  are  dis- 
continued and  patients  are  main- 
tained alert  and  awake. 

Anticoagulation  must  be  main- 
tained during  the  entire  course  of 
treatment.  Heparin  is  administered 
into  the  circuit  with  a loading  dose 
(100  units/kg)  followed  by  a con- 
stant infusion  of  approximately  30 
units/kg/hour.  Whole  blood  acti- 
vated clotting  time  (ACT),  measured 
each  hour,  is  maintained  at  two  to 
three  times  normal  values.  Platelets, 
which  may  be  destroyed  by  the 


membrane  lung,  are  administered 
when  thrombocytopenia  (100,000 
or  150,000  platelets,  the  exact  num- 
ber is  controversial)  or  less  is  ob- 
served. Hematocrit  is  maintained 
between  35%  and  45%  with  packed 
red  blood  cell  transfusions.  Main- 
tenance intravenous  fluids  are  deliv- 
ered directly  into  the  bypass  circuit, 
as  is  total  parenteral  nutrition  which 
is  begun  on  the  third  day  of  life. 
Antibiotics  (ampicillin  and  genta- 
micin) are  administered  until  ECMO 
is  completed.  A chest  radiograph 
and  cranial  ultrasound  study  are 
obtained  daily. 

As  the  lungs  begin  to  recover,  ex- 
tracorporeal blood  flow  is  reduced 
in  a stepwise  fashion  until  only  10% 
to  20%  of  the  infant’s  cardiac  out- 
put (usually  40-80  ml/min)  is  di- 
verted through  the  circuit.  Arterial 
Pa02  is  maintained  between  70  and 
90  mm  Hg.  After  an  idling  period  of 
8 to  12  hours  to  ensure  continued 
lung  function,  the  circuit  is  discon- 
nected, the  cannulas  removed,  and 
the  vessels  ligated  proximally.  In- 
itially following  decannulation  the 
infant  is  maintained  with  mechani- 
cal ventilation,  but  is  usually 
weaned  to  an  oxygen  hood  within 
48  to  72  hours. 

The  ductus  arteriosus  usually 
closes  spontaneously  during  the 
course  of  ECMO.  If  it  does  not,  sur- 
gical closure  is  indicated  while  the 
patient  is  still  on  bypass.  Termin- 
ation of  ECMO  is  indicated  when 
there  are  signs  of  irreversible  brain 
damage,  uncontrollable  bleeding,  or 
irreversible  lung  damage  (depen- 
dence upon  ECMO  for  more  than 
14  days).  Some  programs  will  con- 
tinue ECMO  longer  than  14  days  if 
progressive  improvement  is  seen  or 
if  open  lung  biopsy  demonstrates  a 
reversible  condition. 
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The  ECMO  team 

The  complex  and  challenging  care  of 
patients  treated  with  ECMO  re- 
quires a highly  trained  and  skilled 
team  of  professionals  comprising 
physicians,  perfusionists,  ICU 
nurses,  and  ECMO  technicians. 
Providing  this  mode  of  care  is  not 
feasible  for  many  hospitals  because 
of  the  expense  and  commitment 
involved  in  training  personnel.  The 
technique  cannot  be  undertaken  on 
the  spur  of  the  moment  by  an  unpre- 
pared team.  The  training  of  the 
ECMO  technician  alone  requires  a 
minimum  of  80  hours  of  class  and 
laboratory  work. 

A nurse  and  ECMO  technician 
are  assigned  each  shift  to  care  for 
the  ECMO  patient.  The  nurse  is 
responsible  for  ongoing  assessment, 
hemodynamics  monitoring,  data  col- 
lection, and  pulmonary  care.  The 
ECMO  technician  is  responsible  for 
checking  and  monitoring  the  circuit, 
adjusting  gas  and  pump  flow,  main- 
taining heparinization,  drawing 
blood  specimens,  administering 
fluids  and  medications  into  the 
ECMO  circuit,  and  documenting 
data.  Future  technical  development 
in  the  ECMO  circuit  will  include 
simplification  with  more  servoregu- 
lation  and  automatic  monitoring  so 
that  a nurse  with  appropriate  techni- 
cal training  can  care  for  both  the 
baby  and  the  circuit. 

Complications 

The  average  duration  of  ECMO  is 
126  hours.  Mechanical  complica- 
tions, in  descending  order  of  fre- 
quency, as  reported  in  the  ECMO 
National  Registry  include:  cannula 
problems  7%;  oxygenator  failure 
5%;  tubing  rupture  2%;  pump  fail- 
ure 1%;  heat  exchanger  malfunction 


1%;  and  mechanical-other  1 1%.  Of 
note,  mechanical  complications  not 
specifically  attributable  to  a single 
circuit  component  are  the  leading 
causes  of  problems,  emphasizing  the 
need  for  diligent  and  skilled  bedside 
care  of  the  circuit.  Air  in  the  cir- 
cuit/air embolism,  power  failure, 
malposition  of  the  venous  or  arterial 
cannulas  requiring  reposition,  and 
unintentional  decannulation  would 
be  included  in  this  group.  The  over- 
all incidence  of  mechanical  compli- 
cations according  to  the  ECMO 
National  Registry  is  approximately 
20%  (13,14).  Technical  complica- 
tions are  rarely  a direct  cause  of 
mortality;  however,  stopping  ECMO 
to  change  an  oxygenator  or  rup- 
tured tubing  often  causes  physiologi- 
cal instability.  Patient  complications 
in  descending  order  of  frequency 
include:  seizures  16%;  intracranial 
hemorrhage  16%;  hypertension 
12%;  cardiac  dysfunction  11%; 
abnormal  creatinine  11%;  surgical 
site  hemorrhage  10%;  hemofiltra- 
tion 10%;  hemolysis  8%;  electrolyte 
abnormalities  7%;  pneumothorax 
5%;  positive  blood  culture  5%;  gas- 
trointestinal hemorrhage  4%;  and 
arrhythmias  3%  (13,14).  Obviously 
the  medical  management  of  the 
ECMO  patient  spans  the  entire  field 
of  critical  care. 

Because  of  systemic  hepariniza- 
tion, bleeding  complications  are 
common.  Intracranial  bleeding 
occurs  primarily  in  premature 
infants  of  less  than  2 kg  birth  weight 
or  less  than  34  weeks  gestation  (19). 
Some  oozing  at  the  cannulation  site 
is  present  in  many  patients.  Bleeding 
from  other  sites,  however,  occurs  in 
approximately  14%  of  cases.  Signif- 
icant bleeding  is  managed  by  lower- 


ing the  heparin  dose  to  allow  the 
ACT  to  be  approximately  200  sec- 
onds and  by  increasing  the  platelet 
count  to  greater  than  100,000  (25). 
We  also  consider  discontinuation  of 
the  heparin  for  1 to  2 hours.  These 
measures  may,  of  course,  lead  to 
clotting  in  the  circuit,  particularly 
the  membrane  lung.  When  pul- 
monary vasospasm  relaxes,  recovery 
of  lung  function  begins;  flow 
through  the  ductus  arteriosus 
reverses  (becomes  left-to-right)  and 
the  ductus  usually  closes  within  24 
hours.  The  ductus  may  remain 
patent  with  major  left-to-right 
shunting  occurring  in  approximately 
20%  of  patients  when  patency  per- 
sists for  more  than  48  hours.  Patent 
ductus  arteriosus  ligation  can  be 
performed  during  ECMO. 

Cardiovascular  complications 
include  hypoxic  cardiac  arrest 
requiring  cardiopulmonary  resusci- 
tation during  cannulation,  systemic 
hypertension  requiring  vasoactive 
drugs,  hemopericardmm  with  tam- 
ponade, and  global  myocardial  dys- 
function. We  have  noted  no  major 
complications  related  to  decannula- 
tion or  vessel  ligation,  but  brief 
paralysis  is  induced  to  minimize  the 
chance  of  air  embolism.  Renal  fail- 
ure may  be  treated  with  dialysis  or 
continuous  hemofiltration  through 
the  ECMO  circuit. 

After  14  days  of  support,  the 
complication  rate  of  ECMO  may 
exceed  the  potential  benefit, 
although  the  absolute  limits  have  yet 
to  be  determined.  Because  of  our 
experience  with  intracranial  hemor- 
rhage and  major  bleeding,  we  feel 
that  any  evidence  of  intracranial 
hemorrhage,  active  gastrointestinal 
bleeding,  or  a gestational  age  under 
35  weeks  are  relative  contraindica- 
tions to  ECMO. 
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Results 

From  January  1973  to  December 
1989,  more  than  3,369  newborn 
infants  were  treated  with  ECMO  at 
63  centers  (5  centers  are  outside  the 
United  States).  The  survival  rate  for 
the  entire  series,  including  all  of  the 
early  cases,  is  83%  (13,14).  Out- 
come by  primary  respiratory  diagno- 
sis in  decreasing  percentage  of  sur- 
vivors on  ECMO  include:  meconium 
aspiration  92%;  primary  pulmonary 
hypertension/persistent  fetal  circula- 
tion 87%;  respiratory  distress  syn- 
drome 83%;  beta  streptococcal 
pneumonia/sepsis  77%;  and  congen- 
ital diaphragmatic  hernia  62%. 
Results  are  poor  in  infants  less  than 
2 kg  birth  weight  and  less  than  35 
weeks  gestation.  Only  3 of  16 
patients  in  this  group  survived  in  an 
early  series.  Almost  all  the  deaths 
were  due  to  intracranial  hemorrhage 
or  cerebral  edema.  Intracranial 
bleeding  is  often  a terminal  event  in 
critically  ill  premature  infants  and 
may  be  aggravated  by  thrombocy- 
topenia and  anticoagulation  during 
ECMO.  Our  current  entry  criteria 
for  ECMO  may  favor  a high  inci- 
dence of  intracranial  hemorrhage 
because  of  the  moribund  state  of 
many  patients. 

The  quality  of  life  for  survivors 
appears  the  same  as  or  better  than 
that  reported  for  conventional  respi- 
ratory care  and  the  cost  may  be  less. 
Short  and  Pearson  evaluated  the 
effect  of  ECMO  therapy  on  hospital 
charges  (12).  By  decreasing  average 
length  of  stay  and  essentially  elimi- 
nating bronchopulmonary  dysplasia 
and  other  chronic  lung  damage  sec- 
ondary to  maximum  ventilator  sup- 
port, ECMO  therapy  reduced  total 


hospital  and  physician  charges  con- 
siderably. The  length  of  hospitaliza- 
tion for  survivors  of  routine  ther- 
apy and  ECMO  therapy  were 
75.8  and  25.0  days,  respectively. 
Total  charges  were  43%  lower  for 
ECMO  patients. 

Eollow-up  on  72  survivors  from 
Bartlett  ranges  from  3 months  to  1 1 
years  (26).  Of  these  72  infants,  45 
(63%)  are  normal  or  near  normal. 
There  have  been  seven  late  deaths. 
Twelve  patients  (17%)  had  major 
neurologic  dysfunction  and  develop- 
mental delay.  Eight  had  pulmonary 
dysfunction  (needed  supplemental 
oxygen  at  the  time  of  hospital  dis- 
charge). Glass  and  associates  (27) 
reported  the  outcome  in  42  patients 
at  1 year  of  age.  Using  the  Bayley 
Scales  with  a score  greater  than  90 
considered  normal,  they  found  that 
25  of  42  patients  (60%)  were  nor- 
mal and  eight  infants  (19%)  gener- 
ally had  a mild  motor  delay  with 
normal  scores  on  the  mental  scale. 
The  researchers  also  identified  three 
factors  that  were  associated  with  a 
poor  outcome  at  1 year  of  age:  pre- 
ECMO  diagnosis  of  sepsis,  chronic 
lung  disease,  and  abnormal  cranial 
ultrasound  or  CT  scan.  Adolph  and 
others  (28)  reported  results  consis- 
tent with  the  previous  reports  of 
outcome  in  neonatal  ECMO.  Based 
on  the  Bayley  Scales,  the  McCarthy 
Scales,  and  the  Gessell,  74%  of  57 
patients  were  normal.  Only  one  pa- 
tient (2%)  was  profoundly  delayed. 

Differentiation  between  preexist- 
ing deficits  and  those  secondary  to 
EGMO  remains  difficult;  however, 
some  infants  at  high  risk  for  brain 
damage  (low  Apgar  scores,  perinatal 
cardiac  arrest,  prolonged  or  pro- 
found hypoxia,  prolonged  fetal  dis- 
tress) have  normal  mental  function, 
so  definitive  predictors  of  outcome 


have  yet  to  be  determined.  Normal 
function  and  development  (up  to 
90%)  at  follow  up  of  ECMO  sur- 
vivors is  encouraging  and  suggests 
that  ECMO  support  can  be  accom- 
plished safely  and  that  subsequent 
normal  development  is  frequent 
(27).  An  ECMO  National  Registry 
[now  called  the  Extracorporeal  Life 
Support  Organization  (ELSO) 
Registry]  has  been  established  at  the 
University  of  Michigan  to  continue 
tabulation  of  multicenter  early  and 
late  results  (13,14). 

Laboratory  investigation 

Current  laboratory  efforts  include 
investigation  of  measures  other  than 
systemic  heparinization  to  prevent 
thrombosis  of  the  extracorporeal 
circuit  and  the  membrane  lung.  He- 
parin and  other  anticoagulant  sur- 
face coatings  have  been  tested  exper- 
imentally and  the  results  demon- 
strate that  this  principle  is  sound. 

Another  potential  refinement  is 
venovenous  bypass  (29).  Total  sup- 
port of  gas  exchange  with  venove- 
nous perfusion  returning  the  per- 
fusate blood  into  the  venous  cir- 
culation through  the  femoral  vein  or 
a modified  jugular  venous  drainage 
catheter  has  the  advantage  of  avoid- 
ing carotid  artery  ligation  in  the 
neonate.  As  we  treat  patients  earlier 
in  this  course  of  respiratory  failure, 
the  need  for  total  support  will  be 
less,  with  some  gas  exchange  still 
persisting  in  the  native  lung. 
Although  jugulo-femoral  venove- 
nous bypass  is  feasible  and  was  used 
in  16  of  our  patients,  the  advantages 
do  not  outweigh  the  disadvantages 
in  neonates  (29).  The  occasional 
need  for  better  cardiopulmonary 
support,  and  the  extra  complexity  of 
venovenous  bypass  leads  us  to  favor 
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2.  Experience  of  Texas  ECMO  (neonatal)  programs  as  of  May  1990. 


Center 

Total 

Survival 

% Survival 

San  Antonio 

66 

49 

74 

Lubbock 

57 

37 

65 

Galveston 

39 

34 

87 

Dallas 

17 

13 

76 

Totals 

179 

133 
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venoarterial  bypass  for  unstable 
neonates.  Bartlett’s  group  has  devel- 
oped a polyurethane  double  lumen 
catheter  for  single  site  cannulation 
of  the  internal  jugular  vein  (30,31). 
Venovenous  life  support  for  severe 
respiratory  failure  was  successful  in 
15  of  17  neonates  with  2 of  17  con- 
verted to  venoarterial  bypass  be- 
cause of  inadequate  support  (32).  A 
tidal  flow  venovenous  system  with  a 
single  lumen  catheter  (23,30)  as  well 
as  an  intravenous  gas  exchange 
device  (33)  have  also  been  developed 
to  aid  venous  gas  exchange.  Single 
site  cannulation  venovenous  bypass 
may  soon  become  the  method  of 
choice  for  most  newborn  patients. 

Development  and  refinement  of 
ECMO  technology  are  not  limited 
to  newborns  with  respiratory  fail- 
ure. Vascular  access  techniques, 
methods  of  clotting  time  measure- 
ment, and  long  term  use  of  mem- 
brane oxygenators  are  utilized  in 
cardiopulmonary  bypass  for  cardiac 
surgery.  The  servocontrol  mecha- 
nism, heparin-coated  circuits,  and 
perfusion  technology  gained  from 
the  ECMO  experience  also  have 
application  in  cardiac  and  transplant 
surgery.  Similarly,  measurements  of 
whole  blood  activated  clotting  time 
and  techniques  of  prolonged  contin- 
uous perfusion  are  useful  in  hemo- 
dialysis, hyperthermic  perfusion, 
and  hemofiltration. 

Texas  programs 

There  are  four  active  neonatal 
ECMO  programs  in  Texas  which 
participate  in  the  ECMO  National 
Registry  with  a combined  total 
experience  of  over  157  neonates  as 


of  February  1990.  The  overall  sur- 
vival of  74%  (Fig  2)  compares 
favorably  with  the  national  average 
(83%)  but  clearly  reflects  the  rela- 
tive inexperience  of  our  programs  as 
well  as  the  vast  distances  required 
for  transport  of  critically  ill  neonates 
in  Texas. 

The  indications  for  and  applica- 
tion of  ECMO  for  cardiopulmonary 
support  in  children  is  not  well 
defined  (34^0).  The  recently  estab- 
lished Pediatric  Respiratory  ECMO 
Registry  (13)  lists  81  children 
treated  nationwide  with  ECMO 
with  a survival  rate  for  the  uncon- 
trolled series  of  44.4%.  Outcome  by 
primary  respiratory  diagnosis 
includes  ARDS  12/29  (41%),  viral 
pneumonia  11/24  (46%),  aspiration 
6/10  (60%),  bacterial  pneumonia 
0/3  and  other  6/14  (43%).  Likewise, 
the  Texas  experience  in  children 
with  severe  respiratory  failure  is 
similar  to  the  national  experience, 
with  an  overall  survival  of  50% 
(Galveston  3 of  3 survival,  Lubbock 
0 of  3).  Currently,  only  the 
Galveston  and  Lubbock  programs 
will  attempt  to  treat  children. 
Likewise,  the  recently  established 
Pediatric  Cardiac  ECMO  Registry 
(13)  lists  138  children  treated 
nationwide  with  ECMO  with  a sur- 
vival rate  for  the  entire  uncontrolled 
series  of  42%.  Outcome  by  primary 
cardiac  diagnosis  includes  post-car- 
diac surgery  53/123  (43%),  post- 
cardiac transplant  3/9  (33%), 
myocardiopathy  1/3,  myocarditis 
0/1,  and  other  1/1.  The  Registry 
does  not  distinguish  the  cardiac 
abnormality  or  the  surgical  repair 
for  patients  following  cardiac  sur- 


gery. The  Galveston  program  re- 
ports 3 of  4 survivors  using  ECMO 
for  post  cardiac  surgery  support. 

Because  of  large  distances  in 
Texas  and  difficulties  inherent  in 
transport  of  these  critically  ill 
neonates,  all  of  the  Texas  programs 
endorse  a policy  of  early  communi- 
cation with  the  regional  center  to 
assess  availability  of,  transport  to, 
and  eligibility  for  ECMO.  In  gen- 
eral, if  the  Pa02  is  less  than  70  torr 
despite  maximum  medical  manage- 
ment, or  the  patient  is  deteriorating, 
transfer  should  be  considered.  An 
infant  is  eligible  for  ECMO  at  any 
of  the  four  Texas  programs  if  he/she 
meets  the  following  criteria:  (1) 
weight  > 2,000  gm;  (2)  gestational 
age  > 34  weeks;  (3)  no  longer  than 
10  days  of  ventilator  support;  (4)  no 
uncorrectable  cardiac  anomalies 
noted  on  echocardiogram  (hemody- 
namically  unstable  but  potentially 
correctable  cardiac  anomalies  may 
benefit  from  resuscitation  and  tem- 
porary support  by  ECMO);  (5)  no 
evidence  of  intracranial  hemorrhage 
on  cranial  ultrasound  (grade  I is 
controversial);  (6)  severe  respiratory 
failure  despite  maximum  medical 
management. 

Variability  in  survival  rates 
among  the  Texas  programs  has  been 
examined  by  the  group  in  Lubbock. 
In  this  program,  which  has  a very 
large  direct  geographic  referral  area 
(2  million  square  miles),  transport 
distance  to  and  from  the  referring 
institution  ensures  a long  transport 
time  resulting  in  decreased  stability 
and  survival  of  infants  meeting 
ECMO  criteria.  Fifty  percent  of  the 
infants  placed  on  ECMO  at  the 
Texas  Tech  program  had  prolonged 
Pa02  of  less  than  30  torr,  and  in 
50%  of  this  asphyxiated  group,  the 
pressures  were  less  than  20  torr. 
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3.  Texas  ECMO  centers. 


This  is  significantly  less  than  the 
national  average  (41.1  torr). 
Likewise,  the  last  Pa02  prior  to 
ECMO  at  Galveston  averages  29.9 
torr.  Efforts  to  improve  transport 
efficiency  and  education  at  referring 
centers  have  resulted  in  a large 
group  of  patients  who  are  sent  early 
in  the  course  of  their  diseases  and 
have  actually  avoided  ECMO  with 
standardized  respiratory  care. 

Eig  3 lists  the  active  ECMO  cen- 
ters in  Texas  which  participate  in 
the  ECMO  registry  along  with  the 
address,  director,  coordinator,  num- 
ber of  ECMO  beds,  transport  infor- 
mation, 24-hour  phone  number,  and 
special  interests. 

In  summary,  ECMO  as  treatment 
for  severe  respiratory  failure  in 
neonates  is  currently  available  in 
Texas  in  San  Antonio,  Galveston, 
Lubbock,  and  Dallas.  ECMO  has 
been  a successful  treatment  (74% 
survival)  in  116  neonates  in  Texas 
with  severe  respiratory  failure  (80% 
predicted  mortality  with  conven- 
tional medical  management).  Be- 
cause of  the  large  distances  in  Texas 
between  ECMO  programs,  early 
communication  with  the  nearest 
center  is  highly  recommended. 
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All  cases  of  chy  loth  or  ax  occurring 
over  a 1 5 -year  period  in  the 
teaching  hospitals  of  a large  Texas 
medical  school  were  reviewed.  This 
series  of  12  patients  indicated  that 
chylothorax  is  a rare  event  that  can 
be  successfully  approached  with 
nonoperative  therapy  for  several 
weeks  provided  the  nutritional  and 
metabolic  status  of  the  patients  are 
not  adversely  affected.  Thoracos- 
tomy with  tetracycline  pleurodesis 
was  used  in  several  patients  but  did 
not  appear  to  be  superior  to  thor- 
acostomy alone.  The  surgical 
experience  in  this  series  was  limited, 
but  the  occasional  need  for  surgical 
intervention  is  reviewed.  This  series 
suggested  that  aggressive  nonop- 
erative therapy  including  nutritional 
manipulation  can  result  in  a low 
mortality  when  it  is  followed  by 
surgical  intervention  if  no  evidence 
of  resolution  of  chylothorax  occurs. 


Dr  Cohen,  Associate 
Professor,  Cardiothor- 
acic  Surgery,  Univer- 
sity of  Texas  Health 
Science  Center  at  San 
Antonio,  7703  Floyd 
Curl  Drive,  San 
Antonio,  TX  78284- 
7841.  Dr  Meurer, 

3343  West  Woodlawn, 
San  Antonio,  TX 
78228.  Send  reprint 
requests  to  Dr  Cohen. 


Current  treatment  of  chylothorax:  a case  series 
and  literature  review 

Michael  F.  Meurer,  MD 
David  J.  Cohen,  MD 


Chylothorax,  the  accumula- 
tion of  chyle  in  the  pleural 
space,  can  be  secondary  to 
diverse  etiologies,  and  can  occur 
with  different  degrees  of  magnitude. 
Traumatic  chylothorax  is  most  com- 
monly encountered  as  a complica- 
tion of  an  intrathoracic  or  low  cervi- 
cal surgical  procedure,  and  less 
commonly  after  blunt  thoracic 
trauma.  Nontraumatic  cases  usually 
represent  lymphatic  infiltration  with 
disruption  or  obstruction  of  lym- 
phatic channels  secondary  to  a can- 
cerous or  infectious  process.  The 
diverse  manner  in  which  chylotho- 
races  develop  and  behave  gives  rise 
to  differing  opinions  as  to  their 
management.  The  current  approach 
to  chylothorax  is  initial  nonopera- 
tive management  consisting  of  pleu- 
ral space  drainage  and  dietary  alter- 
ations. If  the  nonoperative  approach 
fails  or  if  severe  nutritional  or 
metabolic  complications  appear 
imminent,  then  operative  therapy 
consisting  of  pleurectomy,  pleu- 
roperitoneal shunt,  or  thoracic  duct 
ligation  is  usually  considered.  We 
reviewed  the  therapeutic  approach 
to  chylothorax  used  during  the  past 
15  years  at  our  institutions. 

Methods  and  materials 

The  hospital  charts  of  all  patients 
diagnosed  with  chylothorax  from 
1973-1989  were  identified  and 
reviewed.  This  series  involves  12 
patients  from  three  hospitals  in  San 
Antonio:  eight  from  the  Medical 
Center  Hospital,  one  from  the  Audie 
Murphy  Memorial  Veterans’ 
Administration  Hospital,  and  three 
from  Santa  Rosa  Medical  Center,  a 
major  pediatric  referral  center. 

The  hospital  charts  were 
reviewed  for  patients’  presenting 
signs  and  symptoms,  location  of 


chylothorax,  etiology  and/or  associ- 
ated disease  states,  duration  of 
chylous  effusion,  laboratory  analysis 
of  pleural  fluid,  therapeutic  modali- 
ties initiated,  complications,  and 
clinical  outcome. 

A chylothorax  was  diagnosed  on 
the  basis  of  the  patients’  clinical  his- 
tory, gross  appearance  of  pleural 
fluid,  and  laboratory  analysis  of  the 
fluid  including  a differential  cell 
count  and  measurement  of  triglyc- 
erides when  available.  Unfortun- 
ately, laboratory  analysis  of  all 
patients’  pleural  fluid  was  not  uni- 
formly performed;  hence,  no  strict 
laboratory  values  were  observed  for 
diagnostic  purposes.  Neither  Sudan 
staining  nor  lipoprotein  analysis  for 
chylomicrons  were  performed  for 
any  of  the  patients’  pleural  fluid  (1). 
Patients  with  malignant  processes 
were  excluded  from  the  series  if 
their  pleural  effusions  did  not  meet 
the  laboratory  criteria  for  chylotho- 
rax and  if  malignant  cells  were  pre- 
sent. These  patients  were  presumed 
to  have  a malignant  pleural  effusion 
and  not  a chylous  effusion.  No 
patient  having  a laboratory 
confirmed  chylothorax  with  malig- 
nant cells  present  was  encountered, 
but  such  a patient  would  have  been 
included  in  the  series. 

Nonoperative  therapy  was 
defined  as  multiple  thoracenteses 
and/or  thoracostomy  tube  drainage 
with  or  without  pleurodesis. 
Pleurodesis  was  performed  either  by 
intraoperative  pleural  abrasion  at 
the  time  of  thoracotomy  for  another 
purpose,  or  by  instillation  of  tetracy- 
cline by  way  of  a thoracostomy 
tube.  Operative  therapy  was  defined 
as  placement  of  a Denver®  pleu- 
roperitoneal shunt,  ligation  of  the 
thoracic  duct,  or  thoracotomy  with 
pleural  abrasion  performed 
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1.  Traumatic  chylothorax. 


Case 

Age/Sex 

Etiology 

Pleural  Eluid 
Triglycerides 

Treatment 

Chylothorax 

Resolved? 

1 

48  yr/F 

Left  carotid-subclavian  shunt 

— 

Pleuroperitoneal  shunt 

yes 

2 

2 wk/M 

Senning  repair 

183  mg/dL 

Ligation  of  thoracic  duct  and 
surgical  pleurodesis 

yes 

3 

48  yr/M 

Motorcycle  accident, 
rib  fracture 

— 

Thoracostomy  for  23  days, 
tetracycline  pleurodesis 

yes 

4 

1 yr/M 

Repair  of  double  aortic  arch 

— 

Thoracostomy  for  8 days 

yes 

5 

3 wk/F 

Blalock-Taussig  shunt 

— 

Thoracostomy  for  12  days 

yes 

6 

76  yr/M 

Esophagectomy 

425  mg/dL 

Thoracostomy  for  42  days 

yes 

7 

2 yr/F 

Patent  ductus  arteriosus 

— 

Thoracostomy  for  20  days, 
tetracycline  pleurodesis 

yes 

8 

1 mo/F 

Patent  ductus  arteriosus 

— 

Multiple  thoracenteses  (12) 

yes 

9 

1 l/2mo/F 

Patent  ductus  arteriosus, 
aortic  arch  anomaly 

Thoracostomy  for  29  days, 
tetracycline  pleurodesis 

yes 

specifically  for  the  treatment  of  chy- 
lothorax. The  duration  of  pleural 
space  drainage  and  length  of  nonop- 
erative therapy  were  defined  as  com- 
mencing at  the  time  of  the  initiating 
event  in  traumatic  cases,  or  at  the 
time  of  diagnosis  in  nontraumatic 
cases;  and  ending  at  the  time  of  tho- 
racostomy tube  removal  or  surgical 
intervention.  Dietary  therapy 
included  low-fat  oral  diet,  polymeric 
and  elemental  enteral  diets,  enteral 
administration  of  medium  chain 
triglyceride  oil,  and  intravenous 
hyperalimentation. 

Results 

In  our  series  of  12  patients,  six  were 
2 years  old  or  younger,  the  rest 
ranged  in  ages  from  19  to  80.  Six 
patients  were  male  and  six  were 
female.  The  etiology  of  the  chy- 
lothorax was  traumatic  in  nine 
patients:  eight  cases  were  secondary 
to  intraoperative  trauma,  and  one 
was  secondary  to  blunt  thoracic 
trauma  from  a motorcycle  accident 
(Fig  1).  All  six  pediatric  cases  were 
secondary  to  intraoperative  trauma, 
and  none  were  due  to  congenital  or 


idiopathic  etiologies.  The  three  non- 
traumatic cases  were  secondary  to 
malignancy  in  two  patients,  includ- 
ing squamous  cell  cancer  of  the  lung 
and  non-Hodgkin’s  lymphoma.  The 
third  nontraumatic  case  was  due  to 
benign  metastasizing  lymphangi- 
oleiomyomatosis  of  the  lung  (Fig  2). 
No  mortality  was  observed  in  either 
the  traumatic  patient  group  or  in  the 
two  patients  treated  operatively. 
There  was  one  death  in  this  series 
and  this  occurred  in  the  patient  with 
squamous  cell  carcinoma  of  the  lung. 

All  of  the  nine  traumatic  cases  of 
chylothorax  were  initially  treated 
with  a period  of  nonoperative  ther- 
apy including  dietary  manipulation 
and  pleural  space  drainage.  In  one 
patient,  a 48-year-old  woman  who 
underwent  a left  carotid  subclavian 
bypass  for  a proximal  subclavian 
artery  stenosis,  a chylous  leak  was 
noted  at  the  time  of  operation. 
Within  5 days  a Denver®  pleuroperi- 
toneal shunt  was  placed  with  com- 
plete resolution  of  the  chylothorax. 
The  only  other  case  treated  opera- 
tively was  a 2-week-old  boy  who 


developed  a right  chylothorax  after 
Senning  repair  for  transposition  of 
the  great  vessels.  Thoracostomy  tube 
drainage  persisted  for  31  days,  after 
which  he  had  surgery  for  supradi- 
aphragmatic ligation  of  the  thoracic 
duct  as  well  as  pleural  abrasion.  His 
chylothorax  completely  resolved.  A 
1-month-old  girl  who  developed  a 
left  chylothorax  after  patent  ductus 
arteriosus  repair  was  treated  with 
multiple  thoracenteses  (12  times) 
ranging  from  4 cc  to  24  cc  before 
the  chylous  effusion  resolved.  She 
was  discharged  2 months  after  the 
last  thoracentesis.  The  remaining  six 
cases  of  traumatic  chylothorax 
resolved  with  thoracostomy  tube 
drainage  lasting  from  8 days  to  42 
days.  Two  of  these  patients  received 
tetracycline  pleurodesis  and  one 
required  surgical  pleural  abrasion. 

The  nontraumatic  group  contains 
three  patients.  The  first  is  a 33-year- 
old  woman  with  benign  metastatic 
lymphangioleiomyomatosis  of  the 
lung.  She  was  initially  treated  with 
thoracostomy  tube  drainage  for  1 
month  after  which  she  underwent  a 
thoracotomy  for  lung  biopsy  and 
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2.  Nontraumatic  chylothorax. 


Case 

Age/Sex 

Etiology 

Pleural  Fluid 
Triglycerides 

Treatment 

Outcome 

1 

33  yr/F 

Benign  metastatic 
lymphangioleiomyomatosis 

440  mg/dL 

Thoracostomy  for  1 mo, 
followed  by  lung  biopsy 
and  surgical  pleural  abrasion, 
thoracostomy  for  18  days, 
tetracycline  pleurodesis 

Lost  to 
follow-up 

2 

50  yr/M 

Squamous  cell  carcinoma 
of  the  lung 

Thoracostomy  for  1 1 days 

Died 

secondary 
to  sepsis 

3 

80  yr/M 

Non-Hodgkin’s  lymphoma 

1,017  mg/dL 

Thoracentesis  x 1 

Lost  to 
follow-up 

surgical  pleural  abrasion.  One 
month  later  she  presented  again 
with  dyspnea  and  was  again  treated 
with  thoracostomy  tube  drainage  for 
18  days.  When  the  drainage  ceased 
she  received  tetracycline  pleurodesis 
with  no  reaccumulation  of  fluid  in  1 
week  and  was  discharged.  She  was 
subsequently  lost  to  follow-up.  The 
second  case  is  a 50-year-old  man 
with  squamous  cell  carcinoma  of  the 
lung.  He  was  treated  with  thoracos- 
tomy tube  drainage  for  1 1 days,  at 
which  time  he  developed  neutrope- 
nia and  died  secondary  to  septic 
shock.  It  is  possible  that  the  neu- 
tropenia resulted  from  the  persistent 
chylous  leak  and  led  to  the  septic 
episode  and  death.  This  causal  rela- 
tionship cannot  be  made  with  cer- 
tainty given  the  close  proximity  of 
onset  of  the  neutropenia  and  sepsis 
(1  day)  since  the  sepsis  and  not  the 
chyle  leak  may  have  been  responsi- 
ble for  the  neutropenia.  The  final 
nontraumatic  case  is  an  80-year-old 
man  with  non-Hodgkin’s  lymphoma 
who  had  300  cc  of  chylous  fluid 
removed  at  initial  thoracentesis.  He 
was  discharged  within  2 days  and 
was  lost  to  follow-up. 

Eleven  of  the  12  patients  received 
some  form  of  dietary  manipulation 


to  reduce  the  amount  of  chylous 
effusion.  The  lone  exception  is  the 
80-year-old  man  with  non-Hodgkin’s 
lymphoma.  Medium  chain  triglyc- 
erides were  used  in  all  patients  along 
with  either  a low-fat  oral  diet,  or  a 
polymeric  or  elemental  enteral  diet. 
Four  patients  were  treated  with  cen- 
tral venous  hyperalimentation. 

Discussion 

The  optimal  therapeutic  manage- 
ment of  a patient  with  chylothorax 
has  yet  to  be  determined.  It  is  clear, 
however,  that  chylothorax  warrants 
an  aggressive  approach  to  prevent 
serious  nutritional  and  metabolic 
consequences.  It  is  also  clear  that 
surgical  intervention  has  a definite 
place  as  a therapeutic  option  for 
chylothorax.  Lampson  (2)  described 
the  first  successful  ligation  of  the 
thoracic  duct  in  1948.  Prior  to  this 
date,  the  mortality  rates  for  trau- 
matic and  nontraumatic  chylothorax 
were  45%  and  100%  respectively 
(3,4).  In  1955,  Goorwitch’s  (3) 
review  of  31  cases  of  chylothorax 
showed  no  deaths  in  15  patients 
treated  operatively  and  a 19%  mor- 
tality in  the  16  patients  treated  non- 
operatively.  Since  then,  other  surgical 


procedures  such  as  pleurectomy 
have  been  advocated  when  a local- 
ized thoracic  duct  injury  could  not 
be  identified  (5).  Milsom  and  associ- 
ates (6)  in  1985  reported  two  deaths 
in  14  patients  treated  with  either 
thoracic  duct  ligation  or  pleuroperi- 
toneal shunt.  The  two  deaths  were 
in  patients  treated  with  a pleuroperi- 
toneal shunt,  but  were  unrelated  to 
the  chylothorax.  Thus,  surgical 
intervention  has  made  a remarkable 
improvement  in  the  mortality  associ- 
ated with  chylothorax. 

The  best  surgical  procedure  to  be 
employed  is  difficult  to  determine 
because  of  the  rare  nature  of  the 
condition.  Randomized,  controlled 
studies  cannot  reveal  meaningful 
results  with  such  few  patients.  A 
more  critical  question,  however,  is 
when  should  conservative  manage- 
ment be  abandoned  for  a surgical 
alternative?  Selle  and  associates  (7), 
in  a 1973  review  of  15  patients,  felt 
that  idiopathic  neonatal  cases  and 
nontraumatic  cases  should  be  man- 
aged nonoperatively.  Early  ligation 
of  the  thoracic  duct  was  considered 
for  pediatric  traumatic  chylothorax 
and  traumatic  cases  where  the  chy- 
lous flow  had  not  diminished  in  14 
days,  if  the  average  daily  chyle  loss 
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exceeded  1,500  cc  in  adults  or  100 
cc  per  year  of  age  in  children  for  a 
5-day  period,  or  if  nutritional  com- 
plications were  imminent. 

Strausser  and  Flye  (8),  however, 
disagree  with  the  nonoperative 
approach  to  nontraumatic  chylotho- 
rax.  In  their  series  of  13  patients 
with  a nontraumatic  chylothorax,  4 
were  treated  with  a surgical 
approach,  3 of  whom  experienced 
complete  resolution  of  their  chy- 
lothorax. Only  3 of  their  13  patients 
responded  to  nonoperative  therapy. 
The  remaining  6 patients  treated 
nonoperatively  died  with  a chylo- 
thorax or  experienced  recurrent  chy- 
lothorax. Puntis,  Roberts,  and 
Handy  (5)  also  disagree  with  Selle, 
et  al  (7),  regarding  the  management 
of  pediatric  traumatic  chylothorax. 
These  authors  conclude  that  conser- 
vative management  consisting  of 
pleural  space  drainage  and  low-fat 
diet  will  lead  to  resolution  of  most 
chylothoraces  in  children.  When  the 
chyle  drainage  is  steadily  decreasing 
they  feel  conservative  therapy  should 
be  maintained  for  weeks  or  months 
provided  that  the  nutritional  state  of 
the  child  is  not  compromised.  These 
various  series  exemplify  the  diver- 
gence of  opinion  regarding  the  man- 
agement of  chylothorax. 

Most  authors  agree  that  dietary 
alteration  is  indicated  in  chylotho- 
rax to  reduce  the  flow  of  chylous 
fluid  and  to  maintain  an  adequate 
nutritional  state  in  the  patient.  As 
with  the  surgical  approach,  no 
specific  dietary  therapy  has  proven 
to  be  superior  to  others.  Ferguson, 
Little,  and  Skinner  (9)  have  observed 
that  despite  the  use  of  Total 
Parenteral  Nutrition  and  tube 
drainage,  the  mortality  from  chy- 
lothorax subsequent  to  operation 
for  malignant  disease  was  similar  to 


that  for  postoperative  chylothoraces 
in  the  first  half  of  the  20th  century. 
Chylothorax  dictates  no  specific 
dietary  therapy  per  se,  rather,  the 
general  clinical  and  physical  status 
of  the  patient  should  influence 
which  form  of  nutritional  support  to 
be  most  applicable  (1). 

The  series  of  patients  we 
reviewed  indicates  that  chylothorax 
is  a rare  event  that  can  be  success- 
fully approached  with  nonoperative 
therapy  for  several  weeks,  provided 
the  nutritional  and  metabolic  status 
of  the  patient  are  not  adversely 
affected.  Thoracostomy  with  tetra- 
cycline pleurodesis  was  used  in  sev- 
eral patients,  but  did  not  appear  to 
be  superior  to  thoracostomy  alone. 
The  surgical  experience  in  this  series 
is  limited  due  to  the  success  of  the 
nonoperative  approach.  Both  liga- 
tion of  the  thoracic  duct  and  pleu- 
roperitoneal shunting  have  been 
occasionally  employed  with  success. 
Because  our  experience  with  congen- 
ital/idiopathic pediatric  chylothorax 
and  nontraumatic  chylothorax  is 
limited,  we  make  no  specific  conclu- 
sions regarding  their  management. 

Conclusion 

This  small  clinical  series  suggests 
that  aggressive  nonoperative  therapy 
can  result  in  a low  mortality  when  it 
is  followed  by  surgical  intervention 
if  no  evidence  of  resolution  of  chy- 
lothorax occurs. 
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Incidence  of  gestational  diabetes: 
effects  of  race 


A total  of  2,435  pregnant  women 
underwent  glucose  screening  during 
the  late  second  trimester  or  early 
third  trimester.  Of  those  screens, 

548  (22.5%)  were  abnormal;  from 
these,  154  abnormal  glucose 
tolerance  tests  were  recorded.  This 
gave  an  overall  6.3%  incidence  of 
gestational  diabetes  at  our 
institution.  Eighty-two  of  the 
abnormal  glucose  tolerance  tests 
were  in  Hispanic  females,  but  this 
was  not  significantly  higher  than  in 
other  racial  groups.  Patients  with  a 
negative  glucose  tolerance  test  after 
a positive  diabetic  screen  and  obese 
gravidas  had  an  11.3%  incidence  of 
macrosomia.  Of  all  the  macrosomic 
infants  (>  4,000  g)  38%  of  mothers 
weighed  200  lb  (90  kg)  or  more. 
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The  prevalence  of  gestational 
diabetes  has  been  stated  as 
varying  between  approxi- 
mately 1%  and  14%  (1-9).  The  rea- 
sons for  such  wide  differences 
include  screening  only  selected  pop- 
ulations, racial  variations,  and  dif- 
fering criteria  used  in  evaluating  glu- 
cose intolerance  during  pregnancy. 
Mestman  and  associates  (1)  found 
an  overall  prevalence  of  almost  14% 
at  Los  Angeles  County  Hospital. 
However,  there  was  wide  variation 
between  groups  with  known  family 
or  historical  risk  factors  and  those 
with  none.  On  the  other  hand, 

Chen  and  others  (2)  found  overall 
prevalence  of  1.1%  in  a group  in 
Brooklyn,  but  this  figure  rose  to 
7.2%  among  a group  considered  to 
be  at  increased  risk  for  gestational 
diabetes.  The  present  study  was 
undertaken  to  determine  the  preva- 
lence of  gestational  glucose  intoler- 
ance (GGI)  in  a large  unselected 
group  of  pregnant  patients,  spe- 
cifically to  determine  if  Hispanics 
are  more  likely  to  have  GGI  than  are 
either  black  or  white  patients. 

Materials  and  methods 

This  study  was  conducted  at 
Jefferson  Davis  Hospital  in  Houston. 
All  prenatal  clinic  patients  were 
screened  for  glucose  intolerance, 
generally  between  24  and  28  weeks 
gestation.  For  those  presenting  after 
28  weeks,  the  test  was  performed  as 
soon  as  possible  after  the  first  visit. 
The  screening  consisted  of  a 50- 
gram  glucose  drink  followed  by  a 
serum  glucose  determination  in  1 
hour.  Glucose  was  measured  by  the 
enzymatic  hexokinase  method  utiliz- 
ing the  Baxter  Paramax  R.  A level  of 
135  mg/dL  was  chosen  as  the  upper 
limit  of  normal;  glucose  values. 


measured  by  the  enzymatic  glucose 
oxidase  or  hexokinase  methods  have 
been  found  to  average  approxi- 
mately 5 mg/dL  lower  than  when 
measured  using  the  older  Somogyi- 
Nelson  technique  (10).  Patients  with 
1-hour  glucose  levels  greater  than 
135  mg/dL  (7.5  mmol/L)  were 
scheduled  to  undergo  a 3-hour  oral 
glucose  tolerance  test  (GTT)  after  3 
days  of  a diet  containing  300  grams 
of  carbohydrates  daily.  The  patients 
were  to  fast  after  midnight  on  the 
evening  prior  to  the  test.  A fasting 
serum  glucose  was  obtained,  after 
which  a 100-gram  glucose  drink  was 
administered.  Samples  were  then 
obtained  at  1,2,  and  3 hours.  Using 
the  enzymatic  hexokinase  technique, 
the  upper  limits  of  normal  were  con- 
sidered to  be  the  following:  fasting 
95  mg/dL  (5.3  mmol/L),  1-hour,  180 
mg/dL  (10.0  mmol/L),  2 hours,  155 
mg/dL  (8.6  mmol/L);  3 hours,  140 
mg/dL  (7.8  mmol/L).  Patients  with 
two  or  more  abnormal  values  were 
regarded  as  gestational  diabetics  and 
referred  to  a special  diabetes  clinic. 
All  were  placed  on  a modified 
American  Diabetes  Association  diet 
consisting  of  approximately  30-35 
calories  per  kilogram  ideal  body 
weight.  Patients  unable  to  maintain 
normal  blood  glucose  levels  (<  100 
mg/dL  (5.5  mmol)  fasting,  120 
mg/dL  (6.6  mmol)  2 hours  postpran- 
dial) were  started  on  insulin  — usu- 
ally 20  units  NPH  and  10  units  reg- 
ular — each  morning,  and  5 units  of 
NPH  and  regular  at  4 pm.  Insulin 
dosage  was  adjusted  up  or  down  as 
needed  to  maintain  euglycemia. 

Results  of  the  study  were  evalu- 
ated based  on  the  three  principal 
racial  groups,  Hispanic,  black,  and 
white.  In  addition,  fetal  outcome 


88 


The  Journal  of  Texas  Medicine 


Volume  86  No.  8 August  1990 


1.  Racial  breakdown  of  study  population. 


Total 

Population 

Positive 

Screen 

Positive  Glucose 
Tolerance  Test 

Hispanics 

56.0% 

57.2% 

58.8% 

Blacks 

25.7% 

21.1% 

20.5% 

Whites 

16.1% 

15.8% 

16.5% 

Other 

2.1% 

5.9% 

4.2% 

"■The  figures  shown  are  not  statistically  significant. 


was  also  examined.  A paired 
Student  t-test  was  utilized  and  p < 
0.05  was  regarded  as  significant. 

Results 

During  the  study,  2,435  patients 
underwent  a glucose  screen.  Of  this 
number,  548  (22.5%)  had  a 1-hour 
glucose  greater  than  135  mg/dL  (7.5 
mmol/L).  Of  the  patients  with  an 
abnormal  screen,  154  (28.1%)  also 
had  an  abnormal  3-hour  oral  glu- 
cose tolerance  test.  Thus,  6.3%  of 
the  total  population  met  the  criteria 
for  gestational  diabetes.  Of  the  154 
patients  with  abnormal  glucose  tol- 
erance test  results,  the  race  of  two 
patients  could  not  be  determined 
from  available  records. 

Fig  1 lists  the  racial  breakdown 
of  the  total  population,  those  with 
an  abnormal  glucose  screen,  and 
those  with  abnormal  glucose  toler- 
ance test  results.  The  racial  distribu- 
tion of  the  total  population  was  His- 
panic 56.0%,  black  25.7%,  and 
white  16.1%.  Of  the  Hispanic 
group,  57.2%  had  an  abnormal  glu- 
cose screen,  and  58.8%  had  an  ab- 
normal glucose  tolerance  test.  Thus, 
in  our  population,  the  prevalence  of 
gestational  diabetes  was  not  signifi- 
cantly greater  in  Hispanic  patients. 


Discussion 

The  prevalence  of  gestational  dia- 
betes varies  widely  as  noted  above. 
Merkatz  and  associates  (5)  noted  an 
incidence  of  3.1%.  However,  when 
stratified  by  race,  Merkatz  (5)  found 
a gestational  diabetes  incidence  of 
3.3%  in  whites  compared  to  a 2.9% 
incidence  in  blacks.  Philipson  and 
associates  (11)  examined  the  racial 
breakdown  of  patients  with  gesta- 
tional diabetes  at  Cleveland  Metro- 
politan General  Hospital.  Of  the 
general  patient  population,  approxi- 
mately 48%  were  black  and  5% 
Hispanic.  Philipson  et  al  (11)  found 
8%  of  gestational  diabetics  to  be 
Hispanic,  53%  to  be  white  and  38% 
to  be  black.  Although  the  incidence 
of  diabetes  in  Hispanic  (8%)  was 
higher  than  the  overall  Hispanic 
population  (5%),  statistical  sig- 
nificance could  not  be  assessed  due 
to  small  numbers  (12).  Pettitt  et  al 
(12)  found  a 16%  incidence  of  ges- 
tational diabetes  in  Pima  Indians. 
The  incidence  of  diabetes  mellitus 
in  the  general  Pima  Indian  popula- 
tion is  19  times  that  in  the  general 
population  (13). 

The  prevalence  of  diabetes  in  the 
general  population  varies  according 
to  race  and  national  origin.  A high 
prevalence  (5%)  of  diabetes  in 
Israeli  men  aged  40  years  and  over 
was  described  by  Medalie  et  al  (14). 
Apart  from  the  Pima  Indians, 


diabetes  is  common  in  several  other 
groups  of  American  Indians  (15) 
and  on  the  small  Pacific  Island  of 
Nauru  (16).  West  et  al  (17)  exam- 
ined the  prevalence  of  diabetes  in 
Central  America  between  1965  and 
1967.  The  prevalence  was  higher 
than  in  East  Pakistan  and  Malaya, 
less  than  in  Uruguay,  Venezuela,  and 
the  United  States.  However,  in  all 
Central  American  countries  diabetes 
was  more  common  in  females, 
which  could  be  attributed  to  the 
greater  adiposity  of  the  women. 

The  finding  of  a high  incidence  of 
macrosomia  among  patients  with  a 
positive  diabetic  screen  and  normal 
glucose  tolerance  test  has  been 
described  by  Leikin  et  al  (18).  They 
found  an  incidence  of  macrosomia 
of  12%  in  patients  with  a positive 
screen  but  negative  glucose  tolerance 
test  compared  to  6%  in  the  general 
population.  They  suggest  that  even 
minor  alterations  in  carbohydrate 
metabolism,  reflected  in  an  abnor- 
mal screen,  but  with  a negative  glu- 
cose tolerance  test,  may  be  sufficient 
to  increase  the  incidence  of  fetal 
macrosomia. 

The  relationship  of  obesity  to 
impaired  glucose  tolerance  is  well 
known.  The  fact  that  38%  of  the 
macrosomic  infants  in  our  study 
were  born  to  mothers  weighing  in 
excess  of  200  lb  (90  kg)  would  sup- 
port this  concept. 

In  conclusion,  we  report  a 6.3% 
incidence  of  gestational  diabetes  in 
our  population.  Furthermore  it 
appears  that  Hispanic  patients  do 
not  have  a significantly  higher  inci- 
dence of  gestational  diabetes  com- 
pared to  black  and  white  gravidas. 
Finally,  those  patients  with  a normal 
tolerance  test  after  a positive  glucose 
screen  need  to  be  monitored  closely 
for  the  development  of  macrosomia. 
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Because  safety 

cannot  be  taken  for  granted 

in  H 2-antagonist  therapy 


Axm 

nizatidine 


Minimal  potential  for 
drug  interactions 

Unlike  cimetidine  and  ranitidine,^ 
Axid  does  not  inhibit  the  cytochrome 
P-450  metabolizing  enzyme  system.^ 

Swift  and  effective 
Hz-antagonist  therapy 

■ Most  patients  experience 
pain  relief  with  the  first  dose^ 

■ Heals  duodena!  ulcer 
rapidly  and  effectively'^^ 

■ Dosage  for  adults  with  active 
duodena!  ulcer  is  300 mg  once  nightly 
(150  mg  b.i.d.  is  also  available) 
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AXID® 

nizatidine  capsules 

Brief  Summary.  Consult  the  package  literature  for  complete 
information. 

Indications  and  Usage;  ^ . Active  duodenal  uicer~\o\  up  to  eight  weeks 
of  treatment.  Most  patients  heal  within  four  weeks, 

2.  Maintenance  therapy -toi  healed  duodenal  ulcer  patients  at  a 
reduced  dosage  of  150  mg  h.s.  The  consequences  of  therapy  with  Axid 
for  longer  than  one  year  are  not  known. 

Contraindication:  Known  hypersensitivity  to  the  drug.  Use  with  caution 
in  patients  with  hypersensitivity  to  other  H^-receptor  antagonists. 
Precautions:  Genera/- 1 Symptomatic  response  to  nizatidine  therapy 
does  not  preclude  the  presence  of  gastric  mahgnancy. 

2.  Dosage  should  be  reduced  In  patients  with  moderate  to  severe 
renal  insufficiency. 

3.  In  patients  with  normal  renal  function  and  uncomplicated  hepatic 
dysfunction,  the  disposition  of  nizatidine  is  similar  to  that  in  normal 
subjects. 

Laboratory  Tesfs-False-positive  tests  for  urobilinogen  with  Multistix* 
may  occur  during  therapy. 

Drug  Interactions-Uo  interactions  have  been  observed  with  theophyl- 
line, chlordiazepoxide,  torazepam,  lldocaine,  phenytoin,  and  warfarin.  Axid 
does  not  inhibit  the  cytochrome  P-450  enzyme  system;  therefore,  drug 
interactions  mediated  by  inhibition  of  hepatic  metabolism  are  not  expected 
to  occur.  In  patients  given  very  high  doses  (3,900  mg)  of  aspirin  daily, 
increased  serum  salicylate  levels  were  seen  when  nizatidine,  150  mg 
b.i.d.,  was  administered  concurrently. 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility- A two-year  oral 
carcinogenicity  study  in  rats  with  doses  as  high  as  500  mg/kg/day 
(about  80  times  the  recommended  daily  therapeutic  dose)  showed  no 
evidence  of  a carcinogenic  effect.  There  was  a dose-related  Increase  In 
the  density  of  enterochromaffin-llke  (ECL)  cells  in  the  gastric  oxyntic 
mucosa.  In  a two-year  study  in  mice,  there  was  no  evidence  of  a 
carcinogenic  effect  In  male  mice,  although  hyperplastic  nodules  of  the 
liver  were  increased  in  the  high-dose  males  as  compared  with  placebo. 
Female  mice  given  the  high  dose  of  Axid  (2,000  mg/kg/day,  about  330 
times  the  human  dose)  showed  marginally  statistically  significant 
increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  of  the  other  dose  groups.  The  rate  of 
hepatic  carcinoma  in  the  high-dose  animals  was  within  the  historical 
control  limits  seen  for  the  strain  of  mice  used.  The  female  mice  were 
given  a dose  larger  than  the  maximum  tolerated  dose,  as  Indicated 
by  excessive  (30%)  weight  decrement  as  compared  with  concurrent 
controls  and  evidence  of  mild  liver  injury  (transaminase  elevations).  The 
occurrence  of  a marginal  finding  at  high  dose  only  in  animals  given 
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an  excessive  and  somewhat  hepatotoxic  dose,  with  no  evidence  of  a 
carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day.  about  60  times  the  human  dose),  and  a negative 
mutagenicity  battery  are  not  considered  evidence  of  a carcinogenic 
potential  for  /^id. 

/Vxid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its 
potential  genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled 
DNA  synthesis,  sister  chromatid  exchange,  mouse  lymphoma  assay, 
chromosome  aberration  tests,  and  a micronucleus  test 

In  a two-generation,  perinatal  and  postnatal  fertility  study  in  rats,  doses 
of  nizatidine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the 
reproductive  performance  of  parental  animals  or  their  progeny, 

Pregnancy-Teratogenic  Effects -Pregnancy  Category  C-Oral  repro- 
duction studies  in  rats  at  doses  up  to  300  times  the  human  dose  and  in 
Dutch  Belted  rabbits  at  doses  up  to  55  times  the  human  dose  revealed 
no  evidence  of  impaired  fertility  or  teratogenic  effect;  but,  at  a dose 
equivalent  to  300  times  the  human  dose,  treated  rabbits  had  abortions, 
decreased  number  of  live  fetuses,  and  depressed  fetal  weights.  On  intra- 
venous administration  to  pregnant  New  Zealand  White  rabbits,  nizatidine 
at  20  mg/kg  produced  cardiac  enlargement  coarctation  of  the  aortic 
arch,  and  cutaneous  edema  in  one  fetus,  and  at  50  mg/kg.  it  produced 
ventricular  anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly, 
and  enlarged  heart  in  one  fetus.  There  are,  however,  no  adequate  and 
well-controlled  studies  in  pregnant  women.  It  is  also  not  known  whether 
nizatidine  can  cause  fetal  harm  when  administered  to  a pregnant  woman 
or  can  affect  reproduction  capacity.  Nizatidine  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to 
the  fetus. 

Nursing  Mothers -Studies  in  lactating  women  have  shown  that 
0.1%  of  an  oral  dose  is  secreted  In  human  milk  in  proportion  to  plasma 
concentrations.  Because  of  growth  depression  in  pups  reared  by  treated 
lactating  rats,  a decision  should  be  made  whether  to  discontinue  nursing 
or  the  drug,  taking  into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  Gse-Safety  and  effectiveness  In  children  have  not  been 
established. 

Use  in  Elderly  Paf/en/s- Healing  rates  in  elderly  patients  were  similar 
to  those  in  younger  age  groups  as  were  the  rates  of  adverse  events  and 
laboratory  test  abnormalities.  Age  alone  may  not  be  an  important  factor 
in  the  disposition  of  nizatidine.  Elderly  patients  may  have  reduced 
renal  function. 

Adverse  Reactions;  Clinical  trials  of  varying  durations  included  almost 
5,000  patients.  Among  the  more  common  adverse  events  in  domestic 
placebo-controlled  trials  of  over  1,900  nizatidine  patients  and  over  1,300 
on  placebo,  sweating  (1%  vs  0.2%),  urticaria  (0.5%  vs  <0.01%),  and 
somnolence  (2.4%  vs  1.3%)  were  significantly  more  common  with 
nizatidine.  It  was  not  possible  to  determine  whether  a variety  of  less 
common  events  was  due  to  the  drug, 
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Hepaf/c-Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline 
phosphatase)  possibly  or  probably  related  to  nizatidine  occurred  in  some 
patients.  In  some  cases,  there  was  marked  elevation  (>500  lU/L)  in  SCOT 
or  SGPT  and,  in  a single  instance.  SGPT  was  >2,000  lU/L.  The  incidence 
of  elevated  liver  enzymes  overall  and  elevations  of  up  to  three  times 
the  upper  limit  of  normal,  however,  did  not  significantly  differ  from  that 
in  placebo  patients.  Hepatitis  and  jaundice  have  been  reported.  All 
abnormalities  were  reversible  after  discontinuation  of  Axid. 

Cardiovascular -\n  clinical  pharmacology  studies,  short  episodes 
of  asymptomatic  ventricular  tachycardia  occurred  in  two  individuals 
administered  Axid  and  in  three  untreated  subjects. 

C/VS-Rare  cases  of  reversible  mental  confusion  have  been  reported. 

Endocrine-C\m\ca\  pharmacology  studies  and  controlled  clinical  trials 
showed  no  evidence  of  antiandrogenic  activity  due  to  nizatidine. 
Impotence  and  decreased  libido  were  reported  with  equal  frequency  by 
patients  on  nizatidine  and  those  on  placebo.  Gynecomastia  has  been 
reported  rarely. 

Hematologic-fata\  thrombocytopenia  was  reported  In  a patient 
treated  with  nizatidine  and  another  H2-receptor  antagonist.  This  patient 
had  previously  experienced  thrombocytopenia  while  taking  other  drugs. 
Rare  cases  of  thrombocytopenic  purpura  have  been  reported. 

/n/egumen/a/- Sweating  and  urticaria  were  reported  significantly 
more  frequently  in  nizatidine-  than  in  placebo-treated  patients.  Rash  and 
exfoliative  dermatitis  were  also  reported. 

Hypersensitivity- As  with  other  H2-receptor  antagonists,  rare  cases  of 
anaphylaxis  following  nizatidine  administration  have  been  reported. 
Because  cross-sensitivlty  among  this  class  has  been  observed.  H2-receptor 
antagonists  should  not  be  administered  to  those  with  a history  of  hyper- 
sensitivity to  these  agents.  Rare  episodes  of  hypersensitivity  reactions 
(eg,  bronchospasm,  laryngeal  edema,  rash,  and  eosinophilia)  have  been 
reported. 

Of/?er- Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was 
reported.  Eosinophilia,  fever,  and  nausea  related  to  nizatidine  have  been 
reported. 

Overdosage:  Overdoses  of  Axid  have  been  reported  rarely.  If  overdosage 
occurs,  activated  charcoal,  emesis,  or  lavage  should  be  considered  along 
with  clinical  monitoring  and  supportive  therapy.  Renal  dialysis  for  four 
to  six  hours  increased  plasma  clearance  by  approximately  84%. 
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Practice 

Management 

Services 

whether  you  practice  medicine, 
teach  it,  are  in  administration,  or 
conduct  research — the  challenges  are 
all  too  familiar.  New  medical 
technologies,  increasing  costs  for  care, 
declining  reimbursement,  and  the 
paper  work  of  running  an  office.  To 
succeed,  you  need  to  stay  a step  ahead. 
You  need  the  TMA  Advantage  offered 
by  your  Associations  practice 
management  services. 

Texas  Medical  Associations  practice 
management  services  are  programs 
offered  within  the  Association  or 
through  a company  whose  services  are 
endorsed  by  TMA.  All  services  are 
carefully  evaluated,  monitored,  and 
competitively  priced.  And  should  you 
ever  have  a problem,  TMA  will  work 
with  the  company  to  help  resolve 
your  problem. 


Take  Advantage  of: 


Group  Insurance  Plans 


Premium-saving  plans  for  you,  your 
family  and  employees  include  major 
medical,  disability,  life,  personal 
accident  and  office  overhead. 

Call  TMA  Ext.  300 


Texas  Physician 
Placement  Service 


A joint  venture  of  the  Texas  Medical 
Association  and  the  Texas  Academy  of 
Family  Physicians,  TPPS  can  find  a 
practice  opportunity  for  you  or  help 
you  recruit  a new  colleague  for 
your  practice. 

Call  TMA  Ext.  263 


Medicare  Maze,  Survival 
Manual  for  Physicians 


The  Survival  Manual  is  a user-friendly 
book  that  provides  practical  methods 
for  solving  or  avoiding  common 
Medicare  payment  and  claims  review 
problems.  This  manual  is  published  in 
looseleaf  format,  and  the  price  includes 
updates,  as  issued. 

Call  TMA  Ext.  209 


Texas  Physicians’ 
Retirement  Plan 


Created  by  Paine  Webber  especially  for 
members,  this  program  brings  flexi- 
bility, convenience  and  cost-savings  to 
retirement  plan  services  for  you,  your 
practice,  clinic  or  group. 


Call  TMA 


Ext.  350 


Medical  Equipment 
Leasing 


Provides  an  excellent  financing  alterna- 
tive for  acquiring  medical,  computer  or 
office  equipment.  Coordinated  with  Bell 
Atlantic  Tri-Con,  members  benefit  from 
lower  rates  and  fast,  courteous  service. 
Call  TMA  Ext.  350 


Practice  Management 
Workshops 

Special  workshops  are  available  to ) 
and  your  office  staff  to  help  you  sta’ 
current  on  changing  reimbursemen 
procedures,  risk  prevention,  and  he 
your  practice  can  function  more 
efficiently  and  help  you  better  direc 
your  practices  growth.  Scheduled 
workshops  include: 

■ Medicare  Series 
How  to  Get  Started  in 
Medical  Practice 

• Workers’  Compensation 
Gearing  up  for  Retirement 
Understanding  and  Improving 
Third  Party  Reimbursement 

■ Basic  1CD-9CM  Coding 

• Practice  Management  Series 

■ Medical  Office 
Management  Institute 
Mar  keting  Techniques 
How  to  Run  a More 
Profitable  Practice 
Risk  Prevention  Skills 
What  Medical  School  Didn’t 
Teach  You  About  the  Business  Si 
of  Practice 

Call  TMA  Ext. 


Credit  Card  Program 


Patient  Payment 

Coordinated  with  First  City  Texas- 
Austin,  this  program  allows  your 
practice  to  accept  Visa/MasterCard 
payment  from  your  patients  while 
simplifying  bookkeeping,  billing  an 
collection  procedures. 

Call  TMA  Ext. 


Health  Care 
Collection  Service 


t collections  is  a sensitive  issue; 
'er,  this  program,  coordinated 
i’atient  Financial  Services,  Inc.  a 
im  of  Debt  Collectors,  Inc.  pro- 
a tactful,  professional  approach  to 
T your  fees. 

'MA  Ext.  350 


Practice  Consulting 
Services 


aed  to  complement  Association 
hops,  this  service  lets  you  work 
iractice  management  experts  to 
■ strategies  for  building  your 
ce.  TMA  coordinates  this  service 
wo  consulting  firms;  Conomikes 
lates,  Inc.  and  Harold 
ington  &r  Associates. 

'MA  Ext.  350 


Magazine  Service 

ring  more  than  300  publications, 
irvace  is  coordinated  with  Sub- 
ion Services  and  allows  you  to 
order  magazines  at  special 
lation  rates. 

fMA  Ext.  350 

i 

Gold  MasterCard 

Ird  through  Maryland  Bank  of 
r America  (MBNA),  the  Gold 
irCard  features  an  array  of  benefits 
ially  for  Association  members. 
FMA  Ext.  350 


combine  both  travel  and  medical 


Line  of  Credit 


This  seiv'ice,  coordinated  with  North 
Carolina  National  Bank  (NCNB  Texas) 
and  designed  as  a personal,  unsecured 
loan  program,  offers  an  excellent  source 
of  funds  for  an  unexpected  emergency. 
No  application  or  annual  fee. 

Call  TMA  Ext.  350 


Entertainment  Discounts 

Receive  reduced  rates  when  renting 
cars  from  Avis.  Additionally,  you  can 
receive  SeaWorld  discount  cards  for 
you,  your  family  and  your  staff. 

Call  TMA  Ext.  350 


seminar  programs. 
Call  TMA 


Ext.  260 


Convenience.  Dependability.  Savings. 
Service.  These  are  the  basic  features  of 
all  practice  management  service  pro- 
grams. Available  only  to  TMA  members, 
these  programs  are  an  excellent  value 
that  can  help  you  succeed  in  the  ever 
changing  medical  environment. 

Call  Today  (512)  477-6704 


To 


TcxasMcdical 

Association 


Travel/CME 

TMA  develops  and  promotes  12  to  15 
international  travel  programs 
each  year.  The  tnps  are 
arranged  through 
experienced  inter- 
national travel 
organizations  and 
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CHIC. 


That’s  the  way  they  see  smoking.  It’s  the  message 
in  the  advertising  they  see  every  day:  smoking  is 
sophisticated,  smart,  part  of  the  good  life.  Smok- 
ing helps  these  kids  feel  they  “belong”. . . and  that’s 
what  they  want,  desperately. 

Meanwhile,  tobacco-related  illnesses  result  in 
over  350,000  premature  deaths  in  this  country 
every  year.  In  fact,  the  annual  death  toll  from 
cigarettes  alone  is  greater  than  that  from  heroin, 
cocaine,  alcohol,  fire,  automobile  accidents, 
homicide,  suicide  and  AIDS  combined}.  Yet 
cigarettes  are  our  most  heavily  advertised 
consumer  product. 

This  must  change!  The  AMA  has  been  saying 
so  for  years,  and  we’ve  won  many  victories  in  our 
war  against  tobacco.  Warning  labels  on  smokeless 
tobacco  packages,  an  increased  federal  excise  tax 
on  cigarettes,  a smoking  ban  on  most  domestic 
airline  flights,  and  a television  advertising  ban 


for  smokeless  tobacco  products.  Yet  children  are 
still  being  seduced  by  the  “glamour”  of  smoking. 

As  physicians,  we  share  a responsibility  for 
our  nation’s  health.  That’s  why  the  AMA  is  call- 
ing for  legislation  that  would  ban  all  tobacco 
advertising.  And  why  we  have  testified  before 
Congress  to  defend  the  constitutionality  of 
such  legislation. 

To  succeed  in  this  effort— and  in  our  work 
toward  a tobacco-free  society  by  the  year  2000— 
we  need  your  help.  In  return,  we’ll  stand  up  for 
you  on  all  issues  that  concern  the  medical 
profession. 

Our  members  make  a difference. 

If  you  re  already  a member,  we  need  your 
continued  support.  If  you  re  not, 

JOIN  today: 

Call  1-800-AMA-1452 


In  most  cases,  medical  association  dues  may  be  deductible  as  professional  or  business  expenses. 

Dues  and  other  contributions  to  the  AMA  are  not  deductible  as  charitable  contributions  for  Federal  income  tax  purposes. 
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Allergy 


CORPUS  CHRISTI  ALLERGY  & 
ASTHMA  CENTER 
JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 

2550  Morgan  Avenue,  Corpus  Christ!,  Texas  78405 
Telephone  512  888-6782 


Anesthesiology 


EDWARD  A.  TALMAGE,  MD,  PA 

Diplomatic  American  Board  of  Anesthesiology 

PAIN  MANAGEMENT:  Diagnostic  & Therapeutic  Nerve  Blocks 
Neurolytic  Blocks 
Dorsal  Column  Stimulation 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston 
77082;  713  496-1006 


THE  CENTER  FOR  PAIN  MANAGEMENT 

A multidisciplinary  center  for  comprehensive  treatment  and  management  of  chronic  and 
recurrent  acute  pain. 

OCTAVIO  J.  CALVILLO.  tVID,  PhD 
Anesthesiologist 

Diplomate  of  the  American  Board  of  Anesfhesiology 

SAN  JACINTO  METHODIST  HOSPITAL  — BAYTOWN 
Independence  Plaza  II.  4301  Garth  Road 
Baytown.  Texas  77521 
(713)420-8822 


THE  UNIVERSITY  CENTER  FOR  PAIN  MEDICINE 
AT  HERMANN 

Hermann  Hospital,  641 1 Fannin,  Houston,  Texas  77030 
713  797-2732 

A multidisciplinary  center  which  offers  comprehensive  treatment  options  for  acute,  subacute, 
and  chronic  pain  patients.  The  center's  total  management  of  each  patient's  pain  recognizes 
both  the  central  and  peripheral  components  of  the  syndrome. 

PRITHVI  RAJ,  MD.  FACA,  FFARCS 

Director 

ZACHARIAH  GERGER,  DO  AARON  CALODNEY,  MD 

Coordinator,  Outpatient  Services  Coordinator,  Inpatient  Services 

Diplomates  American  Board  of  Anesthesiology 


Dermatology 


JOHN  ADNOT,  MD 

Mohs  Micrographic  Surgery  for  Skin  Cancer 

4200  S.  Hulen  #400 

Ft.  Worth.  Texas  76109;  81 7 377-0626 


DAVID  R.  WEAKLEY,  MD,  FACP 
DENIS  L.  BEAUDOING,  MD 

Dermatology  and  related  Surgery 

Dermatologic  Surgery,  Cosmetic  and  Laser  Surgery 

Diseases  of  the  skin,  dermabrasion,  chemical  peeling,  collagen,  sclerotherapy, 
lipoinjection,  allergy  and  cosmetic  counseling 

Medical  City.  Dallas  Suite  214A,  7777  Forest  Lane 
Dallas,  Texas  75230;  Phone  214  661-7460 


DERMATOLOGY  ASSOCIATES  OF 
SAN  ANTONIO 

James  Lewis  Pipkin,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 
Mucocutaneous  Virology 

108  Tendick,  San  Antonio,  Texas  78209; 

512  222-8651 , 222-2001 

MOHS  SURGERY 

For  Primary  and  Recurrent 
Cancer  of  the  Skin 

Forrest  C.  Brown,  MD 
Medical  City  Hospital 

7777  Forest  Lane,  Dallas,  Texas  75230;  214  661  -4537 


ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  NevI 
Cutaneous  Oncology 

2201  Oxford  Avenue,  Suite  104 
Lubbock.  Texas  79410:  806  797-6631 


Endocrinology 

ERIC  A.  ORZECK,  MD,  FACP 
Endocrinology  & Diabetes 

8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 


Family  Practice 

DALLAS  HEADACHE  ASSOCIATES 

The  Princeton  at  14651  Dallas  Parkway,  Suite  306,  Dallas,  Texas  75240, 

214  661-9902 

Director:  James  H.  Francis,  MD,  PA,  FAAFP 

The  Dallas  Headache  Clinic  is  dedicated  to  the  diagnosis  of  headaches  of  all  types  whether 
organic,  physiological  or  psychological.  Patients  are  evaluated  for  headache  types  that  may 
occur  in  all  specialty  fields  of  medicine  and  dentistry. 

The  Clinic  treats  headache  types  that  usually  respond  to  abortive  and  preventive  drug  treat- 
ment. biofeedback,  stress  management,  transcutaneous  neurostimulation,  physical  therapy,  or 
anesthetic  blockade  and  refers  the  other  headache  diagnoses  to  the  appropriate  specialist. 

Diplomate  American  Academy  of  Pain  Management 
Member  American  Association  for  Study  of  Headache 


Hand  Surgery 


L,  LEE  1J\NKF0RD,  MD 

DAVID  J.  ZEHR,  MD  — Microsurgery 

ARNOLD  V.  DIBELU\,  MD  — Wrist  Derangements 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  214  823-5351 
LANKFORD  ZEHR  DIBELLA  HAND  SURGERY  ASSN. 
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KENNETH  D.  GLASS,  MD,  FACS 

Hand  Surgery  and  Reconstructive  Surgery  of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 
Dallas,  Texas  75235;  214  631-7488 

Medical  City  Dallas.  Suite  C-200.  7777  Forest  Lane.  Dallas,  Texas 
75230;  214  661-4797 


WILLIAM  J.  VAN  WVK,  MD,  PA 

Surgery  of  the  Hand 

803  West  Terrell,  Fort  Worth.  Texas  76104 
Telephone  81 7 877-31 13 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 
Microsurgery  & Reimplantation 

Baylor  Medical  Plaza,  3600  Gaston  Ave.,  Suite  303.  Dallas.  Texas  75246; 
214  823-7090 


Medical  City  Dallas  II,  7777  Forest  Lane.  Suite  81 16,  Dallas.  Texas  75230; 
214  661-7010 


REGIONAL  HAND  CENTER  FOR  WEST  TEXAS 
AND  EASTERN  NEW  MEXICO 

Royce  C.  Lewis,  Jr.  MD 
3702  21  Street 

Lubbock,  Texas  79410;  806  795-8261 


Neurological  Surgery 


DOCTORS  SMITH.  WHEELER,  PARKER, 
AND  CRAVENS,  PA 

Ronald  Smith,  MD,  Retired 
Joe  Ellis  Wheeler,  MD 
Leighton  B.  Parker,  MD 
George  F.  Cravens,  MD 

920  South  Lake.  Fort  Worth,  Texas  76104 
Telephone  817  336-0551 


DALLAS  NEUROSURGICAL  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 
Gamma  Knife  Radiosurgery 

Charles  W.  Simpson,  MD  Richard  H.  Jackson,  MD 

Morris  Sanders,  MD  Terry  Hodd,  MD 

W,  Robert  Hudgins,  MD 

St.  Paul  Professional  Blvd.,  5959  Harry  Hines  Blvd  , Suite  620 
Dallas.  Texas  75235:  214  637-0420 

Presbyterian  Professional  Bldg.,  8230  Walnut  Hill  Lane,  Suite  610; 

Dallas.  Texas  75231;  214  369-7596 


Nuclear  Medicine 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 
HERBERT  0.  ALLEN,  MD,  FACNM 

Texas  Medical  Center.  641 1 South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic  Radioactive 
Tests  In:  Hematology,  Thyroidology,  Endocrinology,  Gastroenterology, 
Cardiology.  Neurology.  Neurosurgery,  Urology,  Ophthalmology,  Obstetrics- 
Gynecology  and  Non-Invasive  Nuclear  Cardiology 

Herbert  C.  Allen.  Jr.  MD,  FACNM.  Director— 713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


Ophthalmology 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD  Gary  Edd  Fish,  MD 

William  B.  Snyder,  MD  Rand  Spencer,  MD 

William  L.  Hutton,  MD  Bradley  F.  Jost  MD 

Dwain  G.  Fuller,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

7150  Greenville  Ave.,  Dallas,  Texas  75231 ; 214  692-6941  or  800  872-2020 
3600  Gaston  Avenue,  Dallas.  Texas  75246;  214  821-4540 


BRUCE  0.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

281 1 Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 


LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 


RETINA-VITREOUS  ASSOCIATES 
W.  Rex  Hawkins,  MD 

Limited  to  Retina  and  Vitreous 

1200  Binz,  Suite  400,  Houston,  Texas  77004 
713  528-1122 


VITREO-RETINAL  CONSULTANTS  OF  TEXAS 

Harold  Granek,  MD 

Diplomate,  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

1021  Washington  Avenue.  Fort  Worth,  Texas  76104;  817  332-6200 


ARTHUR  M.  CLEMENTS,  MD 

Surgery  S Diseases  of  the  Eye 

Diplomate  American  Board  of  Ophthalmology 

211  Medical  Drive.  Suite  1.  Fredericksburg,  Texas  78624 
512  997-6535;  1-800-421-7513 


Orthopedic  Oncology 

RICHARD  G.  BUCH,  MD 

Fellowship  Trained  Orthopedic  Oncology 

Infections  and  Major  Joint  Reconstruction  — Custom  Implants 

5939  Harry  Hines  Blvd.,  Suite  530,  Dallas,  Texas  75235 
(214)  879-6299 


Orthopedic  Surgery 


L.  Ray.  Lawson,  MD  W.Z.  Burkhead,  Jr,  MD 

Robert  D.  Vandermeer,  MD  Richard  D.  Schubert,  MD 

Wynne  M.  Snoots,  MD  John  A.  Baker,  MD 

R.  Stephen  Curtis,  MD  James  R.  Sackett,  MD 

William  A.  Bruck,  MD 

W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 
A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204;  214  220-2468;  FAX  214  720-1982 
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FORT  WORTH  BONE  & JOINT  CLINIC 

Harris  Place,  1651  West  Rosedale.  Ft  Worth,  Tx  76104 
1-800-542-2663  or  817-335-4316 

Louis  J.  Levy,  MD,  PA 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 


J.  Price  Brock,  Jr,  MD 
Robert  L.  Dickey.  MD 


THE  INSTITUTE  FOR  REHABILITATION 
AND  RESEARCH  (TIRR) 

In  the  Texas  Medical  Center,  Houston,  Texas 


Comprehensive  care  hospital  specializing  in  rehabilitation  care  for  persons  dis- 
abled by  injury  or  disease.  Inpatient  and  outpatient  services. 


Spinal  Cord  Injury 
Head  Injury 
Amputee 
Stroke 
Pediatric 
Cerebral  Palsy 


Sports  Arts  Center 

Restorative  Surgery 

Scoliosis 

Spina  Bifida 

Neurophysiology 

Neuromuscular 


ORTHOPEDIC  ASSOCIATES  OF  ABILENE 

1701  Pine  Street,  Abilene.  Texas  79601 


Accredited  by;  Joint  Commission  on  Accreditation  of  Hospital  Organizations 
Commission  on  Accreditation  of  Rehabilitation  Facilities 

Patient  Services  Coordinator:  713  797-5922  or  in  Texas  1 -800-44REHAB 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.W.  Bendel,  Jr,  MD 

E.E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.R.  Vavrin,  MD,  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road.  Arlington,  Texas  76012;  817  261-8284 


ORTHOPEDIC  ASSOCIATES  OF  DALU\S 

John  B.  Gunn.  MD  James  M.  Lancaster,  MD 

Huntly  G.  Chapman,  MD  James  W.  Brodsky,  MD 

Phillip  E.  Hansen,  MD  Kurt  W.  Rathjen,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303,  Dallas,  Texas  75246;  214  823-7090 
Medical  City  Dallas  II.  7777  Forest  Lane,  Suite  2116 
Dallas.  Texas  75230;  214  661-7010 


ORTHOPAEDIC  FOOT  SURGERY  AT  DALU\S 

Surgery  & Diseases  of  the  Foot  and  Ankle 
Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane.  Suite  105,  Dallas  75231 ; 214  369-4361 


SAN  ANTONIO  WARM  SPRINGS 
REHABILITATION  HOSPITAL 

5105  Medical  Drive,  San  Antonio.  Texas  78229 
(512)  691-0100  1-800-451-1350 

Comprehensive  Inpatient  and  Outpatient  Physical  Rehabilitation  for  Adults  and 
Children  and  Electrodiagnostic  Evaluation 

Alex  C.  Willingham,  MD,  Medical  Director 

Brian  C.  Buck,  MD,  Pediatric  Rehabilitation  Director 

Rick  Marek,  Administrator 


Plastic  Surgery 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS  James  B.  Stafford,  IV,  MD,  FACS 

Jonathan  J.  Dora,  MD,  FACS  David  A.  Lee.  MD 

David  J.  Katrana,  DDS,  MD,  FACS  Steven  M,  Hamilton,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin.  Suite  750.  Houston,  Texas  77030:  713  795-5575 


Psychiatry 


SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road,  Dallas,  Texas  75235  214  350-7500 


Richard  E.  Jones,  MD 
Donald  M.  Mauldin,  MD 
James  B.  Montgomery,  MD 
Kevin  Gill,  MD 
James  L.  Ough,  MD 


Scott  L.  Blumenthal,  MD 
Scott  O.  Paschal,  MD 
L.  T Johnson,  MD 
Kenneth  Driggs,  MD 
Charles  E.  Cook,  MD 


Pediatric  Ophthalmology 


ROBERT  D.  GROSS,  MD,  FAAP 

Children’s  Eye  Specialists,  PA 

Medical  and  Surgical  Eye  Diseases  in  Children 

Eye  Muscle  Imbalances  in  Adults 

800  Fifth  Ave  — Suite  420,  Fort  Worth,  Texas  76104-7304 
817  336-0900  Metro  988-7700 


GONZALO  A.  AILLON,  MD 
Psychiatry-Bilingual 

3450  Wheatland  Road,  Suite  120 
Dallas,  Texas  75237;  214  296-6241 


RICHARD  G.  JAECKLE,  MD 
Psychiatry 

Diplomate,  ABPN;  Psychiatry  Diplomate,  ABPN;  Child-Adolescent 

Presbyterian  Professional  Building  II,  Suite  404 

8220  Walnut  Hill  Lane.  Dallas.  Texas  75231 ; 214  696-0964 


Physical  Medicine  & Rehabilitation 

ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

1 02  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  512  226-2424 
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TIMBERLAWN  PSYCHIATRIC  HOSPITAL 

Inpatient  and  Outpatient  Services  for  Adult,  Child  and  Adolescent,  Substance  Abuse, 
Short-Term,  ACCEL,  and  Alternative  Care. 

Doyle  I.  Carson,  MD 
Byron  L.  Howard,  MD 
Mark  J,  Blotcky,  MD 
Keith  H.  Johansen,  MD 
Jerry  M.  Lewis,  MD 
Robert  D.  Bennett,  MD 
Harold  A,  Cronson,  MD 
Tom  G,  Campbell,  MD 
Cherye  C.  Callegan,  MD 
Ernest  N.  Brownlee,  MD 
Kathleen  B.  trdman,  MD 
Babette  F.  Farkas,  MD 
Joseph  P.  Gaspari,  MD 
Patricia  G.  Isbell,  MD 
Doris  E-  Jensen,  MD 
Jon  N.  Kamphaus,  MD 
Rodger  Kobes,  MD 

RO.  Box  11288,  4600  Samuell  Boulevard,  Dallas,  TX  75228 
214  381-7181  1-800-426-4944 


David  J.  Korman,  MD 
Debra  H.  Korman,  MD 
Jerry  M.  Lewis,  III,  MD 
W-  Miller  Logan,  MD 
Ruth  A.  MarDock,  MD 
Conway  L.  McDanald,  MD 
Gerald  A Melchiode,  MD 
Edgar  P.  Nace,  MD 
Don  C.  Payne,  MD 
Glen  T Pearson,  MD 
Carolyn  Z,  Rheiner,  MD 
Larry  G,  Shadid,  MD 
Kathleen  S.  Sheehan,  MD 
Kathryn  A.  Sommertelt,  MD 
Mark  P Unterberg,  MD 
Mary  Watts,  MD 


DALLAS  PSYCHIATRIC  ASSOCIATES 

Inpatient  & Outpatient  Services 

• Adult,  Adolescent  and  Child  Psychiatry 

• Alcohol  and  Chemical  Dependency 

• Medical  Stress  & Chronic  Pain 

• Intensive  Outpatient  Programs  for  Alcohol  & Chemical 

• Dependency,  Aftercare  & Relapse  Management 

• Day  Treatment  Program  & Therapeutic  School  for  Adolescents 

• Emergency  Evaluation  Services 


Larrie  Arnold,  MD 
Howard  Cohen,  MD 
Gary  Etter,  MD 
Ronald  Flesichmann,  MD 
Bradford  Goff,  MD 
Fred  L.  Griffin,  MD 
Joan  R.  Hebeler,  MD 
Lynne  Inman,  MD 
R,  Sanford  Kiser,  MD 


Prema  Manjunath,  MD 
Gretchen  Megowen,  MD 
Gary  Morton,  MD 
William  M Pederson,  MD 
Jaime  Quaintanilla,  MD 
Leslie  H,  Secrest,  MD 
Dawn  Shogren,  MD 
Angela  M.  Wood,  MD 
John  M.  Zimburean,  MD 


Offices:  Brookhaven  Psychiatric  Pavilion  ot  RHD  Memorial  Medical  Center,  Medical  City,  Irving 
Health  Care  System  Phone  214  247-1 150 


Rheumatology 


DON  E,  CHEATUM,  MD,  EACR  FACR 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St, 

Dallas,  Texas  75204;  214  823-4151 


Thoracic  Surgery 


ALLAN  L.  GRAHAM,  MD,  FACS* 

ROBERT  W.  MILEY,  MD,  FACS 
RICHARD  L.  SHEPHERD,  MD,  FACS 
Diplomates  American  Board  of  Surgery  and  Board 
of  Thoracic  Surgery 

• Also  certificate  of  special  qualification  in  general  vascular  surgery,  American  Board  of  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

515  South  Adams,  Fort  Worth,  Texas  76104;  817  332-7878 


RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P MEYERS,  MD 
Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 
Suite  404,  Dallas,  Texas  75246;  214  827-3890 
Hours  by  Appointment 


Urology 

FORT  WORTH  UROLOGY  CLINIC 

Hugh  Lamensdorf,  MD  J.  Daniel  Johnson,  MD 

Ira  N.  Hollander,  MD  A.E.  Thurman,  MD 


DAY  TREATMENT  CENTER  OF  DALLAS 

Gonzalo  A,  Aillon,  MD 
Medical  Director 

AN  ALTERNATIVE  TO  PSYCHIATRIC  HOSPITALIZATION 
1326  Stemmons  Avenue,  Dallas,  Texas  75208;  (214)  943-1878 


Radiation  Oncology 


RADIATION  ONCOLOGY  OF  THE  SOUTHWEST 

• Complete  Radiotherapy  Services;  Inpatient-Outpatient  Care 

• External  or  Internal  Irradiation  (implants) 

• Specialized  in  combination  therapy  surgery-irradiation  chemotherapy- 
irradiation 

• Bilingual  personnel 

Carlos  H.  Fernandez,  MD 

Diplomate  American  Board  of  Therapeutic  Radiology 

Practice  Limited  to  Radiation  Oncology 

Telephone  (day  or  night)  713  988-2194 

7777  Southwest  Freeway,  Suite  636,  Houston,  Texas  77074 


Diplomates  of  American  Board  of  Urology 
Fellows  American  College  of  Surgery 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
817  336-5711 

SOUTHWEST  UROLOGY  ASSOCIATES 
Adult  and  Pediatric  Urology 

Ted  Boone,  MD  James  T Coggins,  MD 

Warren  M.  Greene,  MD  Wm.  A.  Freeborn,  MD 

Diplomates  of  American  Board  of  Urology 

221  W.  Colorado,  #440,  Dallas,  Texas  75208;  214  948-3101 
3450  W.  Wheatland  Road,  #60,  Dallas,  Texas  7521 1 

C.F.  SKRIPKA,  JR,  MD,  FACS 

Urology,  Neurourology,  Endourology,  Male  Sexual  Dysfunction,  Laser 
Surgery,  & ESWL, 

1 101  North  19th,  Suite  114,  Abilene,  Texas  79601 
915  673-5726 

DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  mem- 
bers at  $80  per  column  inch  per  month  and  listings  must  run 
for  a minimum  of  six  months.  A discount  of  5%  is  allowed  for 
six  months’  advance  payment.  New  listings,  changes,  or  can- 
cellations should  be  sent  to  Diane  L.  Bolling,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701 . Deadline  is  the 
1st  of  the  month  preceding  publication  month. 
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Who’s  More 
Likdy  Tb  Have  A 
Heart  Attack? 


People  born  today  have  a mueh  better  ehanee  of  avoiding  heart  attack.  In  fact, 
since  1977,  death  rates  from  heart  attack  have  dropped  by  30.9%.  Death  rates  from 
stroke  have  gone  down  a remarkable  37.3%. 

Over  the  years,  research  and  education  have  helped  people  understand  that 
quitting  smoking,  controlling  diets  and  blood  pressure  can  lower  the  major  risk 
factors  for  heart  attack  and  stroke.  So  keep  up  the  good  work. 

And  we ’ll  keep  on  supporting  the  scientific  breakthroughs  and  medical 
innovations  that’ll  help  make  even  more  progress  against  America’s  number  one  killer. 
To  learn  about  reducing  your  risk,  contact  your  local  American  Heart  Association. 

Your  Life  Is  In  Your  Hands. 


American  Heart  Association  9 


This  space  provided  as  a public  service 


COULD  THIS  MAN 
FIND  AJOB  TODAY? 

Julius  Caesar  was  one  of  the  greatest  political  and  military  figures  in 
history.  Yet  despite  his  genius  for  leadership,  Caesar  might  have  trouble 
getting  a job  today  because  of  his  epilepsy.  The  next  time  you  see  the  word 
epilepsy  on  a job  application,  find  out  what  it  really  means.  Thanks  to 
medical  progress,  most  people  with  epilepsy  can  do  just  about  anything. 

Epilepsy.  If  you  think  it  stands  in  the  way  of  job  performance,  you’re 
missing  out  on  some  great 
people.  For  the  facts,  use  this 
coupon  or  contact  your  local 

rci*  17  I T-  I I want  to  learn  more  about  epilepsy  and  job  performance. 

aihliate  oi  the  Epilepsy  roun-  | u u ; j u 

dation  of  America.  I Name 


I Epilepsy  Foundation  of  America 

4351  Garden  City  Drive,  Landover,  MD  20785 


n 


^ Epilepsy  Foundation 
J_  of  America 


Address 

City,  State,  Zip 

Or  cal!  1-800-EFA-1000  toll  f ree 
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Medical  Practice 

■ Appraisal 

■ Brokerage 

■ Management 
Consulting 


ALLERGY 


NORTH  CENTRAL  TEXAS 

Allergist  needed  to  assume  established  practice 
in  attractive  North  Central  Texas  metropolitan 
area  Enjoy  excellent  life  style  with  many  social, 
cultural  and  recreational  opportunities;  good 
schools:  international  airport 
Contact:  Jim  Truitt. 


ANESTHESIOLOGY 


NORTHEAST  TEXAS 

Busy  regional  medical  center  in  attractive,  pro- 
gressive NE  Texas  community  of  27,000  (refer- 
ral area  f 50,000)  seeks  BE/BC  anesthesiologist. 
Modern  200-bed  hospital  with  latest  technology. 
Shared  call  coverage.  Strong  economy, 
excellent  schools,  many  recreational  and  social 
opportunities  Contact:  Vicki  Truitt. 


CARDIOLOGY 


SOUTH  TEXAS 

Thirty  minutes  from  Padre  Island.  Young,  grow- 
ing, cardiology  group  seeks  invasive  or  non- 
invasive  associate.  Must  be  BC  or  BE  seeking 
certification.  Spanish  speaking  helpful  but  not 
required.  Excellent  location.  Great  opportunity 
for  qualified  candidate 
Contact  Barry  Strittmatter. 


EMERGENCY  MEDICINE 


NORTHEAST  TEXAS 

Busy  regional  medical  center  in  attractive,  pro- 
gressive NE  Texas  community  of  27,000  (refer- 
ral area  150,000)  seeks  BE/BC  director  of 
emergency  services.  Modern  200-bed  hospital 
with  latest  technology.  Competitive  income  and 
benefits.  Strong  economy,  excellent  schools; 
many  recreational  and  social  opportunities. 
Contact:  Vicki  Truitt 


FAMILY  PRACTICE 


CENTRAL  TEXAS 

Medical  staff  of  50-bed  hospital  in  beautiful  cen- 
tral Texas  (within  one  hour  of  Austin),  seeks 
BE/BC  family  physician  for  private  practice  (to 
share  a call  with  three  other  BC  FPs),  Solo  or 
group  environment.  OB  a plus,  but  not  required. 
Progressive,  family-oriented  community  with 
excellent  schools.  Many  social  and  recreational 
opportunities.  Competitive  incentive  package  to 
qualified  physician.  Contact:  Jim  Truitt 


WITHIN  ONE  HOUR  OF  DALLAS 

Two  family  physicians  seek  third  associate  for 
group  practice  near  lake  area.  Attractive,  fully 
equipped  office.  Ultra-modern  hospital  Shared 
call,  competitive  incentive  package  to  qualified 
physician.  Contact:  Jim  Truitt. 


NEAR  AUSTIN  AND  SAN  ANTONIO 

Community  of  5,000  (referral  area  24,000) 
seeks  board  certified  family  physician  Shared 
call  with  two  other  family  physicians,  OB  need- 
ed. Financially  sound.  30-bed  hospital  offering 
competitive  incentive  package  to  qualified 
physician.  Contact:  Jim  Truitt, 


DALLAS 

Established  fee-for-service  practice  available  for 
assumption  Full  scope  of  family  medicine,  ex- 
cept OB  Average  gross  $320K  + annually  Bi- 
lingual (Spanish)  skills  helpful  Retiring 
physician  will  introduce.  Financing  available  to 
qualified  candidate.  Contact:  Jim  Truitt. 


WEST  TEXAS 

Two  board  certified  family  physicians  seek  third 
associate  for  busy  practice.  OB  preferred 
Friendly  town,  good  schools,  Vt/ithin  35  minutes 
of  larger  city  Very  lucrative  financial  situation. 
Excellent  for  pilot  physician. 

Contact:  Jim  Truitt 


PANHANDLE 

Texas  community  of  8,000  (referral  area 
16,000)  seeks  BC  FPs  for  group  One  young 
BC  physician  recently  recruited,  available  for 
call  sharing.  New  hospital  under  construction. 
Sound  economy,  good  schools,  airpoil.  Gen- 
erous incentive  package  including  income 
guarantee,  relocation,  office  space,  more. 
Contact  Jim  Truitt 


PANHANDLE 

Panhandle  community  seeks  BE/BC  family 
practitioner  to  complement  very  busy,  recent- 
ly trained,  BC  family  practitioner  Excellent  hos- 
pital facilities  Ideal  location  for  outdoorsman 
Generous  incentive  package  available  for 
qualified  candidate.  Contact:  Barry  Strittmatter 


D/FW  METROPLEX 

Recently  trained,  BC  family  physician  seeks 
associate  tor  practice  in  affluent  NE  Tarrant 
County  community  Modern  hospital  will  spon- 
sor qualified  physician  Excellent  schools  and 
quality  of  life.  Contact:  Vicki  Truitt. 


GENERAL  SURGERY 


SW  LOUISIANA 

Small  southwest  Louisiana  community  seeks 
BE  / BC  general  surgeon.  Assured  referrals  from 
tour  FPs  and  one  OB/GVN,  Friendly  community 
within  20  minutes  of  metropolitan  area.  Ideally 
suited  for  the  outdoorsman  Generous  incentive 
package  to  qualified  candidate 
Contact:  Barry  Strittmatter. 


THE  TEXAS  SPECIALISTS 


— Working  In  Texas  for  Texans,  since  1984  — 


INTERNAL  MEDICINE 


EAST  TEXAS 

Two  BC  internists  seek  compatible  associate  for 
group  practice  in  community  of  approximately 
12,000  (referral  area  50,000)  Shared  call  and 
overhead  Ultra-modern.  100-bed  hospital 
Attractive  community:  many  social  and  recrea- 
tional opportunties  One  hour  from  Dallas  Com- 
petitive incentive  package 
Contact:  Jim  Truitt, 


WEST  TEXAS 

Five  American  trained,  board  certified  Internists 
seek  compatible  associate  tor  busy  group  prac- 
tice in  Texas  community  of  100,000  + Office 
adjacent  to  modern  250-bed  hospital  Excellent 
call  arrangement,  salary  and  benefits.  Full 
associate  status  in  second  year. 

Contact:  Jim  Truitt 


NEUROLOGY 


NORTHEAST  TEXAS 

Regional  medical  center  serving  150,000  seeks 
BE/BC  neurologist  for  associate  practice  (or 
solo  sharing  call)  with  BC  neurologist.  Pro- 
gressive, family-oriented  community  with 
strong,  diversified  economy,  excellent  schools. 
Many  social  and  recreational  opportunities. 
Generous  incentive  package  to  qualified  physi- 
cian. Contacf:  Vicki  Truitt. 


OBSTETRICS  / GYNECOLOGY 


NORTHEAST  TEXAS 

Regional  medical  center  serving  150,000  seeks 
BE/BC  OB/GYN  for  private  practice  (to  share  call 
with  three  other  OB/GYNs)  Progressive,  family- 
oriented  community  with  strong,  diversified 
economy,  excellent  schools  Many  social  and 
recreational  opportunties.  Competitive  incentive 
package  to  qualified  physician. 

Contacf:  Vicki  Truitt, 


EAST  TEXAS 

Recently  trained,  board  certified  OB/GYN  seeks 
compatible  associate  for  practice  in  communi- 
ty of  approximately  1^000  (referral  area 
50,000)  Shared  call  and  overhead  Ultra- 
modern, 100-bed  hospital  Attractive  commun- 
ity, many  social  and  recreational  opportunities. 
One  hour  from  Dallas,  Competitive  incentive 
package.  Contact:  Jim  Truitt 


ORTHOPEDIC  SURGERY 


EAST  TEXAS 

Board  certified  orthopedic  surgeon  seeks  com- 
patible associate  for  practice  in  community  of 
approximately  12,000  (referral  area  50,000) 
Shared  call  and  overhead  \Well-equipped,  ultra- 
modern, 100-bed  hospital  Attractive  communi- 
ty: many  social  and  recreational  opportunities. 
One  hour  from  Dallas  Competitive  incentive 
package  to  qualified  physician 
Contact:  Jim  Truitt 


EAST  TEXAS 

Medical  staff  of  100-bed  hospital  seeks  ortho- 
pedic surgeon  for  referral  area  of  approximately 
50,000  Attractive  community  of  14,000  with 
strong,  diversified  economy  Excellent  fishing 
and  hunting  One  hour  from  Dallas  Competitive 
incentive  package  to  qualified  physician 
Contact:  Barry  Strittmatter. 


OTOLARYNGOLOGY 


D/FW  METROPLEX 

BC  ENT  seeks  associate  for  busy  practice  in 
affluent  NE  Tarrant  County  community  On 
campus  with  modern  hospital  Excellent 
schools  and  quality  of  life  Contact:  Jim  Truitt 


PEDIATRICS 


NORTHEAST  TEXAS 

Dynamic  group  of  American  trained.  BC 
pediatricians  seek  fourth  associate  for  group 
practice  in  attractive  community  of  27,000 
(referral  area  150,000)  Progressive,  family- 
oriented  community  with  strong,  diversified 
economy:  excellent  schools  Social  and  recrea- 
tional opportunities  abound.  Modern  hospitals 
Shared  call,  excellent  income  and  benefits;  ear- 
ly partnership.  Contact.  Vicki  Truitt. 


FORT  WORTH 

Medical  staff  in  well  established  metroplex 
hospital  seeks  BE/BC  pediatrician  to  establish 
nucleus  of  single  specialty  group  Solo  prac- 
tice option  also  available.  Competitive  incen- 
tive package  from  hospital  and  medical  staff 
support  will  be  offered  to  qualified  candidates. 
Contact  Barry  Strittmatter 


D/FW  METROPLEX 

Recently  trained,  BC  pediatrician  seeks 
associate  for  busy  practice  in  affluent  NE  Tar- 
rant County  community  On  campus  with 
modern  hospital  Excellent  schools  and  quali- 
ty of  life.  Contact:  Vicki  Truitt 


PULMONARY  MEDICINE 


WEST  TEXAS 

Five  man  group  of  American  trained,  board  cer- 
tified internists  seeks  compatible  pulmonary 
medicine  associate  Community  of  100,000 -i- 
Office  adjacent  to  modern  250-bed  hospital. 
Shared  call,  excellent  income  and  benefits  Full 
associate  status  in  second  year. 

Contact:  Jim  Truitt. 


DIAGNOSTIC  RADIOLOGY 


D/FW  METROPLEX 

BC  Radiologist  seeks  associate  for  hospital  bas- 
ed practice  in  affluent  NE  Tarrant  County  com- 
munity. Modern  hospital.  Excellent  schools  and 
quality  of  life.  Contact:  Vicki  Truitt 


RHEUMATOLOGY 


NORTHEAST  TEXAS 

Medical  staff  of  regional  medical  center  seeks 
board  certified  rheumatologisf  to  establish  ser- 
vice In  referral  area  of  at  least  150,000  Refer- 
rals from  six  orthopedic  surgeons  and 
approximately  90  other  physicians  in  the  com- 
munity Strong  economy,  excellent  schools: 
many  recreational  and  social  opportunties. 
Modern  hospitals  Generous  Incentive  package 
to  qualified  physician  Contact  Vicki  Truitt. 


UROLOGY 


D/FW  METROPLEX 

Recently  trained,  BC  urologist  seeks  associate 
for  practice  in  affluent  NE  Tarrant  County  com- 
munity On  campus  with  modern  hospital 
Competitive  incentive  prackage  to  qualified  can- 
didate Excellent  schools  and  quality  of  life. 
Contact:  Vicki  Truitt. 


Opportunities  Available 

Academic/Government 

The  Department  of  Family  Practice  and  Community 
Medicine  currently  seeks  a qualified  faculty  member  to 
provide  leadership  in  the:  (1 ) Development  and  imple- 
mentation of  quality,  comprehensive  inpatient  and  ambu- 
latory health  care  for  a large  county  correctional  facility; 
(2)  Necessary  academic  training  and  experience  to  pro- 
vide educational  programs  for  students  and  residents;  (3) 
Expertise  necessary  in  hiring  a large  team  of  health  pro- 
fessionals; (4)  Initiation  of  new  research  endeavors.  For 
consideration,  interested  applicants  should  possess:  (1) 
A.B.F.R  Board  Certification.  (2)  Texas  licensure  (or  eligi- 
bility). (3)  Masters  of  public  health  (desired)  (4)  Academic 
and  clinical  experience  (5)  Excellent  managerial  skills  (6) 
Self-motivation  and  direction.  The  individual  selected  for 
this  position  will  receive  an  excellent  compensation  and 
benefits  package.  If  interested,  please  contact:  Harold  T. 
Pruessner,  M.D.,  RO.  Box  20708,  Houston,  Texas 
77225.  713  792-5862.  The  University  of  Texas  is  an 
equal  opportunity  employer.  Women  and  minorities  are 
encouraged  to  apply.  Delivery  by  8/1/90. 

Emergency  Medicine 

Needed:  Emergency  physicians,  North  Central  Texas  area, 
full  and  part-time.  For  an  application  call  81 7 336-8600 
or  write  Emergency  Medicine  Consultants,  PA:  1525 
Merrimac  Circle,  Suite  107,  Fort  Worth,  TX  76107. 

Emergency  Physician  — Local  Houston  ER  group  needs 
experienced  ER  physician.  Fee-for-service  with  guaran- 
tee. Contact  Greater  Houston  Emergency  Physicians 
Associates,  RO.  Box  7445,  Houston,  TX  77248:  713 
869-6235. 


EmCare 

GOVERNMENT  SERVICES,  INC. 

Family  Practice -Internal  Medicine - 
Emergency  Medicine 
Qualified  Physicians  Being  Recruited 
For  Opportunities  Offering 

Competilive  Guaranteed  Income  with  Fee  for 
Service  Income  Potential 
Professional  Liability  Insurance 
Excellent  Health.  Life  and  Disability  Insurance  for 
Full-Time  Independent  Contractors 
On-site  Administrative  and  Support  Personnel  Provided  by  EGSI 
Billing  and  Corporate  Support  Provided 

For  additional  information  on  opportunities  and  locations  contact 

Glenn  W.  Farmer 
Director 

Catherine  M.  Dawson 
Assistant  Director 

1-800-527-2145 

EGSI,  1717  Main  Street,  Suite  5200 
Dallas,  Texas  75201 
214/761-9200 


San  Angelo  — Outstanding  opportunity  in  minor  emer- 
gency/family practice  clinics.  Guaranteed  $100,000  for 
4-day  week,  13  hr.  days,  50  weeks/year.  Profit  sharing 
above  guarantee.  Contact  Wayne  Williams,  MD,  915 
942-861 1 , Shamrock  Clinics,  4208  College  Hills,  San 
Angelo,  TX  76904. 

Texas:  Emergency  Medicine,  Dallas/Fort  Worth  and  East 
and  West  Texas  — full-time  and  part-time  positions  avail- 
able with  EmCare,  a progressive  physician-oriented 
group  committed  to  excellence  in  emergency  medicine. 


Classified 

Advertising 


Opportunities  include  staff  and  directorship  positions,  in 
high  volume.  Level  1 Trauma  Centers,  as  well  as  smaller 
community  hospitals.  We  offer  very  desirable  geographic 
locations  including  the  Dallas/Fort  Worth  area.  East 
Texas,  Amarillo,  Greenville,  Abilene,  Houston/Galveston, 
Longview,  Waco,  Tyler,  and  Athens.  Competilive  com- 
pensation rates  range  from  $86,000  to  $200,000  annu- 
ally. Positions  are  also  available  tor  primary  care  physi- 
cians in  clinic  settings  in  Amarillo.  Contact  Ruth  Hargrove 
Dean  or  Kay  Brienzi,  EmCare.  Inc.,  1717  Main  Street, 
Suite  5200,  Dallas.  TX  75201 ; 800  527-21 45  or  21 4 
761-9200. 

TEXAS:  Full-time  and  part-time  emergency  department 
positions  available  at  224  bed  hospital.  Recreational  area 
north  of  Dallas.  Excellent  compensation  including  mal- 
practice insurance.  Benefit  package  available  to  full-time 
physicians.  Contact:  Emergency  Consultants.  Inc.,  2240 
S.  Airport  Bivd,  Room  29,  Traverse  City,  Ml  49684;  1 - 
800-253-1795  or  in  Michigan  1 -800-632-3496. 

TYLER  — Modern  minor  emergency/ambulatory  care 
centers  seeking  well-rounded  practitioner  tor  expansion. 
Generous  modified  fee-tor-service  income  package  with 
superior  professional  liability  insurance  included.  Must 
have  good  experience  in  family  medicine.  Industrial 
medicine  experience  helpful.  Send  CV  or  call  Donald  L. 
Erickson,  MD,  Medical  Director,  Taylor  Medical  Centers, 
3800  Paluxy,  Suite  440,  Tyler,  TX  75703  (214)  534-1331 . 

Southeastern  Texas:  Part-time  emergency  department 
and  ambulatory  care  positions  available  in  the  Hous- 
ton/Beaumont areas.  Position(s)  offer  flexible  scheduling, 
competitive  compensation  package  including  malprac- 
tice insurance.  Contact;  Emergency  Consultants,  Inc,, 
2240  South  Airport  Road,  Room  29,  Traverse  City,  Ml 
49684;  1 -800-253-1 795  or  in  Michigan  1 -800-632- 
3496. 

Abilene  — Modern  physician-managed  minor  emergency 
centers  seeking  well-rounded  practitioner  due  to  over- 
seas transfer.  Generous  modified  fee-for-service  income 
package  with  superior  professional  liability  insurance 
included.  Stable  physician  team.  Must  have  good  experi- 
ence in  family  medicine.  Industrial  medicine  experience 
helpful.  Send  CV  or  call  Keith  D.  Williams,  M D.,  Medical 
Director,  or  Jackie  Hall,  Abilene  Minor  Emergency  Clin- 
ics, 3305  North  Third.  Suite  304,  Abilene,  TX  79603,  915 
676-3023. 

TEXAS;  East  Texas  and  Central  Texas  — Emergency 
department  staff  positions  in  modern  1 00-r  bed  hospitals 
with  volumes  of  approximately  1 0,000/1 2,000  per  year. 
Excellent  back-up.  Superior  professional  liability  cover- 
age. Emergicare  Systems  Corporation,  3305  North 
Third,  Suite  304,  Abilene,  Texas  79603,  attention  Jackie 
Hall  915-676-3023. 

Austin,  Texas  — Physician(s)  needed  for  full  time,  part 
time,  weekdays,  weekends  to  staff  a tree  standing 
urgent  care  center.  Remuneration  commensurate  with 
experience.  Send  CV  and  application  request  to  Austin 
Medicenter,  c/o  Sheila  Twyman,  Medical  Administrator, 
6343  Cameron  Rd,,  Austin,  TX  78723  or  call  512-467- 
2052. 


Family/General  Practice 

Excellent  opportunity  for  family  practitioner  in  Hamlin, 
Texas,  a community  of  over  3,000  population  with  a large 
drawing  area.  Modern  clinic  and  well  equipped  twenty- 
five  bed  hospital.  Unique  compensation  package.  Enjoy 
a more  relaxed  life  style  in  West  Texas.  Contact:  Chuck 
Latham,  Administrator,  Hamlin  Memorial  Hospital,  RO. 
Box  387,  Hamlin,  TX  79520;  915  576-3646. 

Well-established  reputable  multispecialty  clinic  is  seeking 

a family  practice  physician,  preferably  American  gradu- 
ate. Clinic  located  in  a thriving  industrialized  area  30  min- 
utes from  Houston  and  15  minutes  from  Galveston. 

Close  proximity  to  excellent  educational  facilities,  univer- 
sities, colleges  and  recreational  areas.  May  begin  imme- 


diately. Excellent  salary,  income  proportional  to  effort. 
Please  forward  C.V.  or  contact  Dr.  Cochrane,  Beeler- 
Manske  Clinic.  RO.  Box  3333,  Texas  City,  TX  77592- 
3333;  409  948-8521  (Collect). 

Bilingual  Associate,  Generalist  or  Internist  — needed  tor 
established,  fully-equipped  general  practice  in  North  Fort 
Worth.  Potential  for  expansion  and  eventual  take  over. 
Call  817  626-1993. 


Locum  Tenens 

INTERIM  PHYSICIANS 

of  Texas 

1-800-531-1122 

“PRN  Physician  Staffing  Since  1982” 


BE/BC  Family  Practitioner  needed  to  join  single  specially 
group  in  Texas  Hill  Country.  Send  CV  to  Box  767,  TEXAS 
MEDICINE,  1801  N.  Lamar,  Austin.  TX  78701 . 

Family  Practitioner  (BC/BE)  to  associate  with  FP  with 
busy  predominately  ambulatory/emergency  practice. 
Guarantee  plus  incentive.  Beautiful  small  town  of  5,000 
(DA  18,000)  in  Texas  Hill  Country  near  San  Antonio. 
Contact:  Jim  McCoy,  MD.  120  Medical  Dr.,  Boerne,  TX 
78006,  512  249-9307. 

Family  Practice  Faculty  — Family  physician,  residency 
trained  and  certified  by  ABFR  needed  to  serve  as  asso- 
ciate director  of  Methodist  Hospitals  of  Dallas  Family 
Rractice  Residency  Program.  Good  obstetrical  skills  and 
eligibility  for  Texas  medical  license  required.  Some  pri- 
vate practice  and  teaching  experience  preferred.  Con- 
tact William  Ross,  M.D.,  Dept,  of  Family  Practice  & Com- 
munity Medicine,  UT  Southwestern  Medical  Center, 

5323  Harry  Hines  Bivd.,  Dallas,  TX  75235.  An  Equal 
Opportunity  Employer. 

Dallas:  Ambulatory  Surgery  Center  seeking  BC/BE  physi- 
cian tor  full  time  pre-op  physicians.  Starting  salary  80K. 
Malpractice,  health,  and  dental  provided.  No  night  or 
weekend  call  required.  Call  Dr.  Whitman  at  800-442- 
5330. 

Opportunity  — Van  Horn,  Texas.  Seeking  family  practice 
physician  tor  rural,  desert  mountain  community  of  2700. 
One  other  FP.  already  present.  Guarantees,  office  space 
and  relocation  allowance  available.  Send  C.V.  to  Physi- 
cian Recruitment  Committee,  RO.  Box  609,  Van  Horn, 
Texas  79855;  or  call  Marilyn  Chappell,  Hospital  Adminis- 
trator, at  1 -91 5-283-2760. 

Primary  Care  Doctors  needed  now  tor  ambulatory  care 
clinics  in  Central  Texas  near  Austin,  Temple,  and  Waco. 
Part  time  and  full  time  positions  available.  No  hospital  or 
night  calls.  For  further  information  contact  The  Lewis 
Group  at  1-800-666-1377. 

Internal  Medicine 

Internist  Wanted  — to  share  active  practice.  No  invest- 
ment required.  Benefits  and  partnership  opportunity. 
Alameda  Mall-Clear  Lake  Area,  Houston,  TX  Send 
resume  to:  Medical  Practice,  RO.  Box  750574,  Houston, 
TX  77275-0574, 
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Internist  — Southeast  Texas,  90  minutes  from  Houston. 
Busy  2 doctor  group  in  350.000  drawing  area  needs  an 
associate.  Attractive,  excellently  equipped  offices.  Liabil- 
ity, health  and  disability  insurance,  $100,000,  net 
income.  Health  Care  Specialties  Group,  2600  North 
Loop  West,  Suite  620,  Houston,  TX  77092.  Call  Jerry 
Nisinson  at  713  683-2931 . 

Internal  Medicine/Occupational  Medicine/Family  Practice 

— Major  company  seeks  a full-time  clinician  to  work  in 
downtown  Houston  facility.  Prefer  Board  Certification. 
Regular  working  hours  (7:30-4:15)  and  competitive 
salary  and  fringe  benefits.  Send  C.V.  to  Joyce  Butler,  RO. 
Box  2227,  Houston,  Texas  77252,  or  call  (713)  754- 
4304. 

Internists  (2(  — South  Central  Texas,  major  city.  Out- 
standing practice  setting,  excellent  income  guarantees, 
malpractice,  office  space  and  support.  Health  Care  Spe- 
cialties Group,  2600  North  Loop  West,  Suite  620,  Hous- 
ton, Texas  77092.  Call  Jerry  Nisinson  at  713  683-2931 . 

Internal  Medicine  — East  Texas  — Growing  Gulf  Coast 
community.  Join  young  board  certified  internist  in 
expanding  practice.  Attractive  call;  competitive  income. 
Patrick  Schmidt.  250  Regency  Court.  Waukesha.  Wl 
53186.  1-800-338-7107 

Dallas:  Ambulatory  Surgery  Center  seeking  BC/BE  physi- 
cian for  full  time  pre-op  physicians.  Starting  salary  80K. 
Malpractice,  health,  and  dental  provided.  No  night  or 
weekend  call  required.  Call  Dr.  Whitman  at  800-442- 
5330. 

Internal  Medicine  — Join  busy  solo  practitioner  in  Subur- 
ban location.  Reply:  RO.  Box  821398,  Houston,  Texas 
77282,  or  call  713  531 -091 1 . 

Ophthalmology 

Both  General  Ophthalmologist  and  fellourship  trained  doc- 
tors needed  for  opportunities  in  Texas  to  join  thriving  sin- 
gle specialty  group.  For  further  information,  contact  Jerry 
Lewis  — 1-817-776-4121. 

Orthopedics 

Orthopedic  Surgeon  to  join  group  with  6 orthopods.  Estab- 
lished practice  in  North  Houston  suburbs.  Excellent 
opportunity  with  salary  plus  incentive  bonuses  and  paid 
benefit  package.  Send  resume  to:  Doctors,  RO.  Box 
1200,  #115,  Humble,  Texas  77347. 


Pediatrics 

Pediatrician  — Vacation  area  near  the  ocean  and  Mex- 
ico. Enjoy  practice  in  a modern,  spacious,  custom  built 
clinic  with  lab.  x-ray.  Pleasant  hours,  good  beginning 
salary,  ownership  possible.  Contact  Adele  Bromiley,  MD, 
2335  Central  Blvd.,  Brownsville.  TX  78520;  512  546- 
3126. 

Pediatrician  — Desirable  practice  setting  in  an  upscale 
location  30  minutes  from  Houston.  Liberal  guarantee, 
bonuses,  plus  all  office  and  support  expenses.  Estab- 
lished pediatrician  looking  for  an  associate  as  a basis 
from  which  to  start  a group.  Call  Beverly  Warmuth  at 
Health  Care  Specialties  Group,  2600  North  Loop  West, 
Suite  620,  Houston,  Texas  77092.  713  683-2054. 

Multi-specialty  clinics  need  to  add  BE/BC  pediatrician  to 
growing  pediatric  dept.  Several  Texas  locations.  For  fur- 
ther Information  contact  Jerry  Lewis  1 -800-666-1 377. 

Abilene  — Pediatrician  — Unique  opportunity  for  a pedi- 
atrician in  offices  next  to  our  new  replacement  hospital  in 
the  high-growth  section  of  town  with  young  families. 
Immediate  referrals  and  very  competitive  financial  assis- 
tance. Send  CV  to:  Manager,  Professional  Relations, 


Humana  Inc.,  Dept.  II-8A.  500  West  Main  Street, 
Louisville.  KY  40201-1438.  Or  call  TOLL-FREE  1 -800- 
626-1590. 


Radiology 

Radiologist  — Part-time  or  half-time  position  available. 
Must  be  board  certified  and  have  Texas  license.  Ideal  for 
semi-retirement  in  resort/retirement  area  in  South  Texas 
on  Mexican  border  near  Gulf  of  Mexico.  Contact  Max 
Roeder,  MD,  1315  E.  6th  St.,  Weslaco,  'Dt  78596. 


Other  Opportunities 

Positions  Available  — Seeking  BC/BE,  general  internist, 
HEM/ON.  PS,  endocrinologist  to  join  an  established  mul- 
tispecialty (non-prepaid)  clinic  in  South  Central  Texas. 
Contact  Leroy  W.  Kitch,  Administrator,  Skinner  Clinic, 

124  Dallas  St.,  San  Antonio,  TX  78205. 


Correctional  Facilities-Several 
locations,  full-time  Physicians,  63K-84K, 
Psychiatrist  82K-129K.  Excellent 
Benefits,  Texas  Lie.  Huntsville,  Rusk, 
Gatesville,  Palestine,  Amarillo,  Marlin, 
Houston  area.  Inquiries:  TDC,  Bx  99 
Pers.  Annex,  Huntsville,  TX  77342 
(409)  294-2755. 


South  Texas  Multispecialty  Group  — 1 0 physician  group  in 
San  Antonio.  Excellent  practice  opportunities  for  BC/BE 
physicians:  OBG,  pediatrics,  FP.  Well-established  25  year 
old  practice  rapidly  expanding  into  multispecialty  group 
due  to  increased  patient  base.  Design  award-winning 
new  facility  offering  complete  lab,  x-ray,  family  practice, 
general  surgery,  cardiology,  PM  S R,  and  ophthalmology 
services  already  established.  Texas  licensed  and  Medi- 
care certified  out-patient  surgery  center  on  site.  Enlarg- 
ing present  facility  and  will  open  satellite  office  in  future. 
Guaranteed  salary  and  competitive  benefits  including 
professional  liability,  administrative  and  staff  support,  affil- 
iation with  large  community  hospitals,  and  call  sharing 
opportunities.  Requires  well-rounded  abilities  in  both  out- 
patient and  hospital  practice.  Dedication  to  high  quality, 
excellent  patient  empathy  and  communication  skills 
mandatory.  Leadership  skills  and  entrepreneurial  interest 
in  practice  desirable.  Tremendous  growth  potential.  Send 
CV  references  and  current  photo  to  Cyndi  Padilla, 
Administrator,  Gonzaba  Medical  Group,  720  Pleasanton 
Road,  San  Antonio,  TX  78214. 

General  Surgeon  — Board  Certified,  sought  to  establish 
private  practice  associated  with  99-bed  hospital  in  West 
Texas  town  of  1 2,000  plus.  Income  guarantee  and  other 
financial  incentives  are  available.  Contact:  Thomas  R. 
Hochwalt,  CEO,  Cogdell  Memorial  Hospital,  Cogdell 
Center,  Snyder.  TX.  79549;  915  573-6374. 


PRIVATE  PRAOICE  OPPORTUNITIES 

(in  all  specialties) 

Texas  & Sunbett  States 


Coll  1-800-284-4560 


Houston  785-3722 
or  send  CV:  11140  Westheimer 
Suite  144 

Houston,  TX  77042 


Reuben 
B r o n s t e i n 

& Associates 


WANTED: 

Physician  willing  to  establish  a practice  of 
family  medicine,  who  is  willing  to  relocate 
to  the  Texas  Panhandle  Area.  Nice  ollice 
space  and  guaranteed  financial  package  is 
available.  Practice  is  located  in  Spearman, 
Texas  which  is  the  county  seat  of  Hansford 
County. 

Agriculture,  oil  and  ranching  are  the  primary 
industries.  The  school  system  is  excellent  and 
the  quality  of  life,  particularly  for  a family  is 
excellent. 

If  interested  send  C.V.  or  call  Albert 
LaRochelle,  Hospital  Administrator, 
Hansford  County  Hospital,  707  S.  Roland, 
Spearman,  TX  79081.  Phone  806-G59-2535. 


Critical  Care  Medicine  — Opportunity  for  board  eligible  or 
board  certified  critical  care  trained  physician  to  join  the 
director  of  a 32  bed  Critical  Care  Unit  of  a 420  bed  medi- 
cal center  located  in  the  lower  Rio  Grande  Valley  con- 
tiguous to  the  Texas  Gulf  Coast.  Practice  will  be  50% 
critical  care  and  50%  internal  medicine  with  emphasis  on 
cardiology  and  pulmonology.  Contact;  AD  Box  #763, 
TEXAS  MEDICINE,  1801  N.  Lamar,  Austin,  TX  78701 . 

Invasive  Cardiologist  — needed  immediately  in  several 
locations.  Outstanding  benefits  with  excellent  guaran- 
tees. Please  call  Dr.  Bush  at  713  683-2054.  Health  Care 
Specialties  Group. 

Cardiology  — East  Texas  — Join  four  board  certified  car- 
diologists in  a growing  and  established  practice.  All  pro- 
cedures; outstanding  income.  Patrick  Schmidt.  Fox  Hill 
Associates,  250  Regency  Court,  Waukesha,  Wl  531 86, 
1-800-338-7107. 

General  Surgery  — East  Texas  — Unlimited  financial 
potential  in  growing  Gulf  Coast  community  of  25,000. 

Call  sharing;  well  equipped  205  bed  hospital.  Patrick 
Schmidt,  250  Regency  Court,  Waukesha.  Wl  53186,  1- 
800-338-7107. 


EXCELLENT  PRACTICE  OPPORTUNITY. 

Two  physician  practice  looking  for  third 
partner  in  Bryan/College  Station,  Texas. 
Population  approximately  100,000  with 
drawing  area  of  250,000.  Send  curriculum 
vitae  to  Central  Texas  Heart  Center,  1301 
Memorial  Drive,  Bryan,  Texas  77802. 


Neurologist  to  join  multispecialty  group  in  north  Houston 
suburbs.  Guaranteed  base  salary  with  incentive  bonuses 
and  paid  benefit  package.  Send  resume  to  Neurologist, 
PC.  Box  1200,  #115,  Humble,  Texas  77347. 

Greater  Houston  — ENT  needed  to  establish  practice  next 
to  our  1 91  -bed  hospital  in  Baytown.  20  miles  east  of 
Houston.  Unlimited  potential,  referrals  going  to  Houston. 
Six  figure  income  guarantee,  marketing  support  and 
other  amenities.  For  more  information  send  CV  to:  Man- 
ager, Professional  Relations,  Humana  Inc.,  Dept.  11-8, 

500  W.  Main  Street,  Louisville,  KY  40201-1438.  Or  call 
TOLL-FREE  1-800-626-1590. 


Expanding  IT-physician  multi-specialty  group  has  excel- 
lent opportunity  for  an  Anesthesiologist.  We  offer  a high 
first-year  salary  in  addition  to  benefits  with  no  first-year 
expenses.  If  interested,  send  CV  to  Malone  and  Hogan 
Clinic,  1 501  West  1 1 th.  Big  Spring,  TX  79720  or  call 
Susan  Hawkins,  Director  of  Personnel,  at  1 -800-262- 
6361. 


Anesthesiologist  — Beaumont  — Another  anesthesiolo- 
gist is  needed  to  establish  practice  here  and  provide  a 
third  of  the  coverage  in  the  24-hour  labor  and  delivery 
unit  at  our  250-bed  hospital,  where  OB  services  were 
established  in  September  1 988.  This  is  a fee-for-service 
position  with  an  extremely  generous  income  guarantee. 
Send  CV  to;  Gordon  Crawford.  Professional  Relations, 
Humana  Inc.,  Dept.  II-8D,  500  West  Main  Street, 
Louisville,  KY  40201-1438.  Or  call  TOLL-FREE  1-800- 
626-1590. 
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Physician  Services 

(or  AMERICA) 


FAMILY  PRACTICE 

T-1129-A  FP  - Associate  position  with 
partnership  potential  near  Tyler,  Texas. 
Extensive  cross  coverage  available  in  this 
lucrative,  well-established  practice  that 
offers  a liberal  compensation  package  with 
all  costs  covered. 

T-1129-B  FP  - Solo  practice  near  Tyler, 
Texas,  in  new  3,800  sq.  ft.  building  to  be 
completed  in  the  fall  of  1990.  All  set-up 
costs  provided,  excellent  cross  coverage, 
no  OB  or  inpatient  responsibilities.  Very 
competitive  compensation  for  this  no-risk 
opportunity. 

T-1120  FP  - Dallas  suburb  offers  family 
practice  associate/partnership  opportunity 
to  a BE/BC  candidate  who  seeks  no  OB, 
excellent  third-party  reimbursement  in  a 
rapidly  expanding  affluent  area. 

T- 1 1 25  OCC/MED  - Group  family  prac- 
tice in  OCC/MED  seeks  physician  to  join 
their  successful  outpatient  clinic  that  of- 
fers regular  hours  with  no  evenings  or 
weekends.  Excellent  salary  and  incentives, 
located  in  Amarillo,  Texas. 

T- 1 1 25  FP/EM  - Modem  urgent  care  cen- 
ter in  an  affluent  area  of  Amarillo,  Texas, 
needs  family  practice/emergency  medi- 
cine physician.  This  highly  successful  prac- 
tice offers  salary  and  incentives,  no  ER  or 
hospital  call,  no  Medicaid,  and  regular 
hours. 

T-960  FP  - Family  practice  group  in  large 
multispecialty  clinic,  adjacent  to  240-bed 
hospital,  needs  family  practitioner  to  join 
their  thriving  practice.  Premium  compen- 
sation and  bonus  incentives.  Located  in 
community  of 90,000  in  west  central  Texas. 

T-1028  FP  - Excellent  family  practice  op- 
portunities in  a beautiful  southwest  Texas 
city  of  40,000.  OB  is  preferred  since  cov- 
erage is  provided  by  5 other  family  practi- 
tioners and  malpractice  premiums  are  very 
reasonable.  Guaranteed  income  and  bene- 
fits being  offered. 

T-1061  FP  - Premier  5-person  family 
practice  group  seeks  physician  to  join  their 
highly  successful  practice  that  offers  very 
competitive  income  and  unlimited  pro- 
ductivity incentives.  Nearby  prestigious 
360-bed  hospital  fully  supports  the  needs 
of  this  expanding  group  clinic  located  in 
Amarillo,  Texas. 

T-1061-A  FP  - 2 well-established  family 
practitioners  each  .seeking  associates  to 
eventually  become  partners  in  their  suc- 
cessful, growing  practices.  Excellent  third- 
party  reimbursement,  balanced  patient  mix, 
competitive  income  guarantee  and  incen- 
tive plan  offered  in  Amarillo. 

Recruitment  • Planning  • Consulting 


T-1056  FP  - Solo  or  partnership  family 
practice  position  available  in  an  affluent 
community  located  I hour  southwest  of 
Houston.  A fully  equipped,  modem  prac- 
tice suite  is  connected  to  the  60-bed  re- 
gional medical  center.  Guaranteed  income 
and  excellent  cross  coverage. 

1137  FP  - Family  practice  position  avail- 
able in  northern  suburb  of  Fort  Worth, 
Texas,  in  well-established  clinic  that  is 
expanding. 

Call  Andy  Johns 


HOSPITAL-BASED 

Physical  Medicine  & 
Rehabilitation 

T-1125  PM&R  - New  60-bed  acute  rehab 
center  to  open  in  June  '90  in  Panhandle 
area  of  Texas.  There  is  a designated  head 
injury  and  spinal  cord  area.  State-of-the-art 
facility  - Easy  Street  concept,  new  gym  and 
pool.  Physiatrist  will  join  a well-estab- 
lished physiatrist  at  the  center.  EMGs  open 
- outstanding  practice. 

Call  Susan  Panther 


INTERNAL 

MEDICINE 

T-Z  1042 IM  - Corpus  Christi  - BC  general 
internist  seeks  BE/BC  internist  to  assume 
practice  of  retiring  partner  by  July  1990. 
Highly  desirable  coastal  area  of  230,000 
serving  a population  base  of  over  350,000. 
Flexible  financial  arrangements  including 
paid  relocation  expenses. 

Call  Kevin  Duffy 

T-1125  IM  - Northwest  Texas  - An  excel- 
lent opportunity  for  a BE/BC  internist  to 
join  a well-established  group  located  in 
northwest  Texas.  Associate  with  five  (5) 
prominent  physicians  - three  (3)  internists, 
one  ( 1 ) pulmonologist,  and  one  ( 1 ) endo- 
crinologist. Highly  competitive  first-year 
guaranteed  income/benefit  package  which 
includes  a productivity  incentive  and  leads 
to  full  partnership. 

Call  Wes  Gardner 


MEDICINE 

SUBSPECIALTIES 


Cardiology 

T-1097  CD  - Houston  - Two  very  busy  and 
well-established  invasive/non-invasive  car- 
diologists affiliated  with  a 905-bed  hospi- 
tal system  seek  an  associate.  Residence  is 


in  a community  with  all  the  cultural  and 
educational  amenities  afforded  most 
major  cities,  plus  a bonus  of  prime  resi- 
dential and  recreational  areas. 

Call  Wes  Gardner 

Nephrology 

T-1125  NEPH  - Northwest  Texas  - Op- 
portunity for  a BE/BC  nephrologist  to  set 
up  a hospital-based  private  practice  with 
an  academic  appointment  in  Amarillo, 
Texas.  This  will  be  a full-time  appoint- 
ment at  Texas  Tech  University  School  of 
Medicine.  Highly  competitive  salary/ 
benefit  guarantee  the  first  year  with  ex- 
cellent income  in  subsequent  years. 

Call  Wes  Gardner 

Oncology 

1136  ONC  - West  Texas  - Prominent, 
well-respected  oncologist  located  in  a 
community  of  200,000,  serving  approxi- 
mately one  million,  seeks  BE/BC  associ- 
ate/partner. Affiliation  with  a modem, 
progressive  715-bed  hospital  including 
an  outpatient  cancer  treatment  center. 
Hospital  offers  all  state-of-the-art  equip- 
ment and  full  radiation  therapy  services. 
Excellent  and  highly  competitive  salary 
compensation  and  benefits  leading  to  full 
partnership. 

962  ONC  - Twenty  minutes  from  DEW 
airport.  An  excellent  opportunity  exists 
for  an  oncologist  or  hematologist/oncolo- 
gist to  establish  practice  in  a lovely  com- 
munity of  250,000  adjacent  to  Dallas/Ft. 
Worth.  This  opportunity  offers  affiliation 
with  a progressive  214-bed  hospital  that 
will  provide  an  excellent  income  guaran- 
tee and  cross-coverage  arrangements. 
Downtown  Dallas  is  30-40  minutes  away 
and  Ft.  Worth  is  only  20  minutes  away. 

Call  Rita  Mullins 

Pulmonology 

T-1077  PUL  - Coastal  Texas  - An  excel- 
lent opportunity  exists  for  a BE/BC  pul- 
monologist to  join  a busy,  well-estab- 
lished group  located  in  suburban  Hous- 
ton. There  is  a built-in  referral  base  due  to 
affiliation  with  a prestigious  expanding 
multispecialty  group  represented  by  the 
following  specialties:  cardiology,  family 
practice,  gastroenterology,  infectious 
diseases,  internal  medicine,  rheumatol- 
ogy and  surgery.  Primary  hospital  affili- 
ation with  a 580-bed  full-service  facility 
featuring  a combined  32-bed  ICU/CCU, 
complete  pulmonary  function  lab,  exer- 
cise testing  and  state-of-the-art  equip- 
ment. 

Call  Wes  Gardner 

Call  toll  free 


Physician  Services 

(or  AMERICA) 


Radiation  Oncology 

T-l  136R/()  - West  Texas  - Excellent  pri- 
vate practice  opportunity  for  a radiation 
oncologist  to  take  over  a well-established 
practice  based  at  a 637-bed  tertiary  hospi- 
tal. This  practice  has  500-600  new  cancer 
consults  annually  and  treats  35-40  patients 
per  day. 

Radiology 

T-1134R  - Dallas  Area  - Radiologist 
needed  for  busy  practice  at  a 49-bed 
community  hospital  approximately  35 
miles  from  Dallas.  Services  include  CT, 
angiography,  ultrasound  and  nuclear 
medicine. 

Call  Anita  Bowles 


OB/GYN 


T-I021OB/GYN- West  Texas -28-mem. 
ber  multispecialty  group  seeks  a fourth 
OB/GYN  associate.  Community  of  ap- 
proximately 1 00,000;  office  building  situ- 
ated directly  adjacent  to  modem  and  pro- 
gressive 240-bed  hospital.  Extremely  com- 
petitive financial  package  with  full  part- 
nership at  the  end  of  the  first  year. 

T-1025  OB/GYN  - Houston  Area  - 40- 
bed  hospital  situated  in  a community  of 
approximately  1 5,000,  with  a service  area 
population  of  35,000,  seeks  a BE/BC  ob- 
stetrician. Cross  coverage  and  potential 
association  is  available  with  existing  OB/ 
GYN;  30  minutes  access  to  the  beautiful 
Gulf  of  Mexico.  Attractive  financial  pack- 
age with  tremendous  future  growth  poten- 
tial. 

T-l  107  OB/GYN  - Houston  Area  - 60- 
bed  hospital  situated  in  a community  of 
approximately  1 8,000  seeks  a BE/BC  OB/ 
GYN  to  establish  new  independent  prac- 
tice with  phenomenal  immediate  growth 
potential.  Attractive  financial  package 
provided  with  cross  coverage  available 
locally.  Inside  45  minutes  to  Houston. 

T-l  120  OB/GYN  - Dallas  Area  - 50-bed 
hospital  located  approximately  25  min- 
utes from  downtown  Dallas  seeks  two  BE/ 
BC  OB/GYNs.  Community  of  1 5,000  with 
a service  area  population  of  25,000.  Pres- 
tigious university  hospital  affiliation.  Com- 
petitive package  is  offered.  Immediate 
availability  desired. 

Call  Joyce  Campbell 


PEDIATRICS 


T-1120  PED  - Grapevine  - Outstanding 
opportunity  to  join  a thriving  board-certi- 
fied pediatrician  affiliated  with  the  pres- 
tigious Baylor  system.  Since  Grapevine  is 

1-800-626-1857 


located  20  miles  from  both  Dallas  and  Ft. 
Worth,  small-town  chann  is  coupled  with 
all  of  the  amenities  of  the  metroplex. 

Call  Marc  W.  Kundler 

PSYCHIATRY 


T-1035  PSY  - Community  hospital  in  sub- 
urb of  a metropolitan  city  seeks  one  of  two 
BE/BC  general  psychiatrists  to  establish 
private  practice  in  service  area.  Opportu- 
nity for  two  psychiatrists  who  would  like  to 
establish  a partnership  or  association.  Fa- 
cility currently  offers  inpatient  programs 
for  adults  and  adolescents  and  a total  of  66 
beds.  Very  competitive  benefit  package 
and  assistance  in  practice  start-up  are  being 
offered. 

Call  Ed  Boles 


SURGERY 

Neurosurgery 

T-1067  NS  - There  is  an  attractive  opportu- 
nity for  a broad  base  neurosurgeon  to  affili- 
ate with  a prestigious  360-bed  regional  re- 
ferral center  in  northwestern  Texas.  Cross 
coverage  from  four  other  neurosurgeons, 
referrals  from  a service  area  of  over 400,000. 
State-of-the-art  equipment.  Excellent  prac- 
tice. 

Call  Susan  Panther 

Orthopedics 

T-1029  ORS  - Suburban  North  Houston  - 
Progressive  200-bed  hospital  located  near 
Kingwood  seeks  BE/BC  orthopedist  tojoin 
busy  solo  practitioner  or  to  establish  an  in- 
dependent practice. 

T-1040  ORS  - Southwest  Houston  - Major 
not-for-profit  healthcare  system  seeks  BE/ 
BC  orthopedic  surgeon  with  training  and/or 
extensive  experience  in  the  operative  man- 
agement of  trauma.  Hospital-based,  sala- 
ried position.  Full  support  of  orthopedic 
staff 

T-l  108  ORS  - Northwest  Houston  - New 
1 75-bed  acute  care  hospital  affiliated  with  a 
not-for-profit  healthcare  system  seeks  BE/ 
BC  orthopedist  to  associate  with  an  estab- 
lished practitioner.  Busy  urban  practice. 
Shared  call  and  overhead.  Competitive  fi- 
nancial package  available. 

T-l  101  ORS  - Southwest  Texas  - Success- 
ful 93-bed  acute  care  hospital  located  in  a 
charming  and  historic  community  of 40,000 
seeks  second  orthopedic  surgeon  to  associ- 
ate with  a well-established  surgical  clinic. 
Outdoor  sportsmen’s  paradise  offering  ex- 
cellent hunting,  fishing,  and  water  sports. 
Competitive  financial  package. 


1154  ORS  - Attractive  private  practice 
opportunity  associated  with  a progressive 
49-bed  acute  care  hospital  within  30-40 
minutes  of  Dallas.  Economically  diverse 
community  with  an  encatchment  area  of 
over  18,000.  Cross  coverage  from  another 
well-established  orthopedic  surgeon.  The 
hospital  is  affiliated  with  Baylor  Healthcare 
System. 

Call  Susan  Panther 

Otolaryngology 

T-1131  OTO  - Dallas/Fort  Worth  Metro- 
plex - Busy  general  otolaryngologist  lo- 
cated only  20  miles  from  both  Dallas  and 
Fort  Worth  seeks  BE/BC  associate/partner. 
Affiliation  with  Baylor  Healthcare  System. 
Located  in  an  economically  diverse  and 
growing  area. 

Call  Aaron  Risen 

Plastic  Surgery 

T-1046  PS  - There  is  a private  practice  op- 
portunity tojoin  a well-established  board- 
certified  plastic  surgeon  affiliated  with  a 
200-bed  general  acute  care  facility  in  an  at- 
tractive suburb  of  Houston.  This  plastic 
surgeon  draws  from  an  encatchment  area  of 
over  250,000.  A BE/BC  plastic  surgeon 
with  hand  fellowship  plus  broad  base  prac- 
tice interest  is  required. 

Call  Susan  Panther 

Urology 

T-1021  U - Multispecialty  group  seeks  BE/ 
BC  urologist  to  replace  retiring  member  of 
urology  department.  Group  is  associated 
with  a 220-bed  acute  care  facility  serving  a 
central  Texas  community  of  90,000  with  a 
service  area  population  of  150.000,  Candi- 
date with  an  interest  in  infertility  and/or 
female  urology  would  complement  the 
department's  current  orientation. 

T-1120  LI  - Not-for-profit  community  hos- 
pital seeks  BE/BC  urologist  to  join  its 
medical  staff  of  35  physicians.  This  ad- 
vanced, high  quality,  comprehensive  medi- 
cal and  surgical  care  facility  is  aggressively 
expanding  its  services  and  medical  staff  in 
order  to  meet  the  needs  of  a growing  com- 
munity. Located  in  a suburban  area  of  a 
major  metropolitan  center.  Good  schools, 
stable  economy,  and  future  growth  of  this 
area  are  indicative  of  a tremendous  practice 
opportunity. 

T-l  160  U - East  Texas  community  hospital 
seeks  a BE/BC  urologist  tojoin  local  urolo- 
gist before  his  retirement  to  allow  a transi- 
tional period.  This  facility  boasts  a full- 
service  acute  care  capability,  as  well  as  an 
intermediate  nursing  care  facility.  Commu- 
nity offers  an  outstanding  family  environ- 
ment. 

Call  Ed  Boles 


Suite  250,  Browenton  Place  • 2000  Warrington  Way  • Louisville,  KY  40222 


Classified  Advertising 


Urologist  — Texas  Gulf  Coast  — A well-established,  board 
certified  urologist  in  Beaumont  (service  area  300,000)  is 
now  seeking  an  associate.  Opportunity  to  take  over  this 
long-time  practice  in  near  future.  Send  CV  to:  Manager, 
Professional  Relations,  Humana  Inc.,  Dept.  II-8C,  500 
West  Main  St.,  Louisville,  KY  40201-1438.  Or  call  TOLL- 
FREE  1-800-626-1590. 

Rheumatologist  — A rheumatologist  is  needed  in  College 
Station,  home  of  Texas  A&M,  where  referrals  are  cur- 
rently leaving  the  community.  For  more  information,  call 
TOLL-FREE  1-800-626-1590,  or  send  your  CV  to:  Gor- 
don Crawford,  Manager,  Professional  Relations,  Dept.  II- 
8B,  500  West  Main  Street,  Louisville,  Kentucky  40201  - 
1438. 

General  Surgeon  — 1 0 excellent  opportunities  including 
solo  with  call  coverage.  Single  Specialty  Group,  HMO, 
and  large  multi-specialty  group.  Practice  locations 
include  Dallas,  Central  Texas,  and  Houston.  For  details 
send  CV  to  Practice  Dynamics,  11222  Richmond,  Suite 
1 25,  Houston,  TX  77082  or  call  7 1 3 531  -091 1 . 

Hobbies 

Fishing  — A father-son  tradition.  How,  when  and  what  to 
fish  for.  Buck  Smith  Fishing  Guide.  Joe  Canyon  Reser- 
voir, Three  Rivers,  TX.  Call  512  364-5208.  Day  or  night. 

For  Sale  or  Lease 

Medical  Equipment 

Ultrasounds  — Linear,  Sector  and  Duai.  X-ray,  cell-coun- 
ters (QBC),  chemistry  aniyz,  fiber-optic  scopes  and 
much,  much  more.  Med^change  214  824-5040  FAX 
214  823-9428.  Buy  * Sell ' Service. 

TENS  UNITS  for  pain  controi  — wholesale  to  medical  doc- 
tors, orthopedic  surgeons,  physical  therapy  departments 
and  hospitals.  Lifetime  guarantee  — if  not  satisfied  may 
return.  $125.00  each  no  minimum  order.  Usual  retail 
price  $450.00  to  $700.00.  Tracy  Zimmerman,  Tensco, 
Telephone  713  446-1605  FAX  713  540-1582. 

Saie  of  Free-Standing  surgical  unit  equipment:  DMI  Table, 
Castle  Lights,  Steam  Sterilizer,  Bi-Polar  Valleylab  Cautery 
Aspirator,  Dynamap.  All  mint  condition.  Photos  available. 
Box  5566,  Corpus  Christ!  78465.  Phone  512  991  -5722. 

Office  Space 

For  sale  or  lease:  4000  sq.  foot  medical  office  building 
Seton  vicinity  . . . Austin  Retina  Associates.  Call  512 
451-0236. 


Real  Estate 

Own  1/2  Key  Condo  in  Keystone,  CO.  Walk  to  lift.  1 750  Sq. 
Ft.,  3-2  covered  parking.  Amenities:  Heated  pool, 

Jacuzzi,  laundry,  $50,000  with  20%  down  will  carry 
finance  at  1 0%.  Call  303-945-7529  days  or  303-945- 
0134  evenings. 

Practices 

Selling  Your  Practice?  We  offer  on-site  appraisals,  prac- 
tice brokerage,  physician  recruiting,  and  partnership  buy- 
in  services.  We  can  help  you  make  the  right  decisions. 
For  a free  brochure,  call  or  write:  Practice  Dynamics, 

PC.  Box  821 398,  Houston,  TX  77282:  71 3 531  -091 1 or 
1 -800-933-091 1 . 

For  Sale:  Large,  firmly  established,  family  practice. 
Located  in  DFW  mid  cities  area.  If  interested  in  further 
details,  please  contact  Ad  Box  #760,  TEXAS  MEDICINE, 
1801  N.  Lamar,  Austin,  TX  78701. 


Family  Practice  For  Sale  in  San  Antonio,  Texas  — Annual 
gross  collection  $240,000.  25%  overhead.  Send 
inquiries  to:  RO.  Box  37593,  San  Antonio,  TX  78237  or 
call  after  7pm  at  512  522-1377. 

40-Year  Practice  For  Sale  — Office  and  equipment  avail- 
able. Contact  Mrs.  Maxwell  at  Dr.  Hal  W.  Maxwell  Oph- 
thalmology, 3707  Gaston  Ave.,  Suite  303,  Dallas,  TX  or 
call  214  368-1  111. 

N.E.  Fort  Worth  Suburb  (Watauga)  — Completely  equipped 
for  2 doctors  — ind.  xray.  Treadmill  avail.  Call  J.  McNeff, 
MD@  817  831-0321 

Medical  office  for  sale  or  lease  in  Midland,  Texas.  Thirty- 
year  old  family  practice.  Seven  treatment  rooms,  labora- 
tory and  standard  x-ray  equipment  run  by  an  excellent 
laboratory  and  x-ray  technologist.  Call  Dr.  Jessie  L.  Cole- 
man at  1-915-682-5391 . Available  Fall  '90. 


Business  and  Financial 
Services 

Physician’s  signature  loans  to  $50,000.  Up  to  seven 
years  to  repay.  No  prepayment  penalties.  Prompt,  cour- 
teous service.  Competitive  fixed  rate.  Physicians  Service 
Association,  Atlanta,  Georgia.  Toll  free  1 -800-241  -6905. 
Serving  MDs  for  over  1 0 years. 

Continuing  Education 


FLEX-SPEX-FMGEMS 
EXAM  PREPARATION 

November  1990.  One  week  Intensive  Course, 
Norfolk,  Virginia.  Basic-Clinical  Sciences  New 
programs  Component  1,11  cluster  cases. 
Review  Center,  P.  O.  Box  767,  Friendswood, 
TX  77546.  713-482-8597 


Advertising  Rates  & Data:  Regular  classified  advertising 
sells  for  $2,00  per  word,  minimum  25  words  or  $50,  per 
issue.  We  do  not  count  articles  (a,  an.  the).  Display  clas- 
sified advertising  sells  for  $95  per  column  inch,  per 
month.  A variety  of  typefaces,  logos,  and  borders  may 
be  used  in  display  classified  ads.  Ad  box  numbers  can 
be  substituted  for  formal  addresses  upon  request  at  no 
extra  cost.  Name  and  address  of  ad  box  number  listings 
cannot  be  given  out  unless  specific  permission  to  do  so 
has  been  given.  The  advertising  office  will  not  contact  ad 
box  number  holders  except  by  mail.  Federal  laws  pro- 
hibit references  to  race,  color,  religion,  sex,  natural  origin, 
or  age  unless  bona  fide  occupational  qualifications. 

Copy  deadline  is  the  1 st  of  the  month  preceding  publica- 
tion. Send  copy  to  Diane  L.  Bolling,  Classified  Manager, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  TX 
78701. 
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ment or  approval  by  the  Texas  Medical  Asso- 
ciation of  the  product  or  service  involved. 
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Jl  dressed  up  and 
no  place  to  go. 

student  who  not  only  meets  but 
(ceeds  the  demands  of  high  school 
3serves  to  go  to  college.  But  if  he 
Desn’t  have  the  money,  he  won’t  be 
Ding  anywhere. 

Please  help  by  sending  your  check 
)the  United  Negro  College  Fund, 

00  East  62nd  Street,  New  York, 

Y 10021. 

lited  Negro  College  Fund. 

Mind  Is  A Terrible  Thing  To  Waste. 


YOCON' 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug.  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage, 
indications:  Yocon®  is  indicated  as  a sympatliicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindintions:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.^  ^ Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.^  ^ 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  ^■3  '*  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.  3 
How  Applied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 

References: 
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AVAILABLE  AT  PHARMACIES  NATIONWIDE  21  9 County  Road 

PALISADES  Tenafly,  New  Jersey  07670 

PHARMACEUTICALS,  INC.  (201)  569-8502  1-800-237-9083 


Photo:  Dennis  Monarchy 


He  has  a cocaine  problem. 
And  he’s  never  even  tried  it. 

If  cocaine  affects  someone  you  love,  it  also 
affects  you.  And  what  really  hurts  is  that  there 

't  seem  to  be  a whole  lot  you  con  do  about 
it.  At  least,  not  on  your  own.  So  why  not  talk  to 
somebody  who  con  help  you  help?  The  sooner 
get  help,  the  sooner  you  con  offer  it. 

1 -800-662-HELP.  Cocaine.  The  Big  Lie. 


service  of  the  Notional  Institute  on 
Abuse  and  the  Office  for  Substance 
Abuse  Prevention. 


“We’re  looking  for 
retired  managers 
who  want  to  get 
back  into  action.” 


Harold  W,  McGraw,  Jr, 
Chairman  Emeritus,  McGraw-Hill,  Inc. 


I’m  a volunteer  supporter  of  the  Inter- 
national Executive  Service  Corps,  a 
not-for-profit  organization  with  a vital 
mission: 

We  send  retired  U.S.  managers  over- 
seas to  help  businesses  in  developing 
countries,  which  often  respond  by 
increasing  their  imports  of  U.S.  goods. 
In  fact,  developing  countries  consume 
about  40  percent  of  U.S.  exports. 

As  an  lESC  volunteer,  you  would 
not  get  a salary.  But  you  would  get 
expenses  for  you  and  your  spouse, 
plus  a world  of  personal  satisfaction. 

lESC  leads  the  field  in  this  kind  of  work. 
We’ve  done  over  9,000  projects  in  81 
countries.  We  could  have  a project 
that’s  just  right  for  you. To  find  out,  send 
this  coupon  to:  Harold  W.  McGraw,  Jr., 
Chairman,  McGraw-Hill,  Inc.,  RO.  Box 
10005,  Stamford,  CT  06904-2005. 


Dear  Mr.  McGraw:  Tell  me  more  about  becoming  an 
lESC  volunteer  I am  a recently  retired  manager  or 
technician— or  am  about  to  retire— from  a U.S,  com 
pany  I'm  free  to  accept  an  overseas  assignment 
I understand  that  volunteers  receive  expenses  for 
themselves  and  their  spouses,  but  no  salary 


In  what  publication  did  you  see  this  ad'’ 
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CONTINUING 

MEDICAL 

EDUCATION 


INFECTIONS  IN  SURGERY 

Surgical  Infections  - Antibiotics  - Host  Responses  to  Sepsis 

Saturday,  September  15  - Dallas 


THE  15th  ANNUAL 
INFECTIOUS  DISEASES  SEMINAR 

Selected  Issues  in  Infectious  Diseases  - HIV  Infection 

Friday  & Saturday,  October  5 & 6 - Dallas 


THE  PSYCHIATRIC  IMPLICATIONS  OF  AIDS 

Psychopharmacology  - Psychotherapy  - Impact  on  Families 

Saturday,  November  10  - Dallas 


PRACTICE  UPDATE  ’90 

Contemporary  Clinical  Issues  for  the  Family  Practitioner 

Saturday,  December  8 - Dallas 


For  additional  program  and  registration  information,  please  contact: 

Continuing  Medical  Education 
St.  Paul  Medical  Center 
5909  Harry  Hines  Boulevard 
Dallas,  Texas  75235 

214/879-2789 


Courses 

September 

Cardiology 

Sept  7-9,  1990 

Future  Directions  in  Interventional  Car- 
diology. Santa  Barbara,  Calif.  Fee  $365, 
American  College  of  Cardiology  mem- 
bers; $430,  non-members.  Category  1, 
AMA  Physician’s  Recognition  Award; 
21.5  hrs.  Contact  ACC,  Extramural 
Programs,  Dept  5080,  Washington,  DC 
20061-5080  (301)  897-5400,  ext  228 

Sept  24-26,  1990 

Echocardiography  in  Coronary  Artery 
Disease.  Indianapolis.  Eee  $385,  Ameri- 
can College  of  Cardiology  members; 
$450,  non-members.  Category  1,  AMA 
Physician’s  Recognition  Award;  15  hrs. 
Contact  American  College  of  Cardiol- 
ogy, Extramural  Programs,  Dept  5080, 
Washington,  DC  20061-5080  (301) 
897-5400,  ext  228 

Dermatology 

Sept  15,  1990 

Update  in  Psoriasis.  Baylor  University 
Medical  Center,  Dallas.  Contact  Barbara 
Grayson,  Continuing  Education,  Baylor 
University  Medical  Center,  3500  Gaston 
Ave,  Dallas,  TX  75246  (214)  820-2317 

Emergency  Medicine 

Sept  10-11,  1990 

Advanced  Cardiac  Life  Support.  Scott  & 
White  Memorial  Hospital,  Temple,  Tex. 
Fee  $175.  Category  1,  AMA  Physician’s 
Recognition  Award;  13  hrs.  Contact 
Susan  Hughes,  Office  of  Continuing 
Medical  Education,  Scott  6c  White 
Memorial  Hospital,  2401  S 31st  St, 
Temple,  TX  76508  (817)  774-4083 

Sept  13-14,  1990 

Advanced  Trauma  Support.  Scott  &C 
White  Memorial  Hospital,  Temple,  Tex. 
Fee  $475.  Category  1,  AMA  Physician’s 


CME  / Continuing 
Education  Directory 


Recognition  Award;  17  hrs.  Contact 
Office  of  Continuing  Medical  Educa- 
tion, Scott  & White  Memorial  Hospital, 
2401  S 31st  St,  Temple,  TX  76508 
(817)  774-4083 

Sept  13-14,  1990 

Pediatric  Advanced  Life  Support.  Tem- 
ple, Tex.  Eee  $225.  Category  1,  AMA 
Physician’s  Recognition  Award;  13  hrs. 
Contact  Susan  Hughes,  Office  of  Con- 
tinuing Medical  Education,  Scott  & 
White  Memorial  Hospital,  2401  S 31st 
St,  Temple,  TX  76508  (817)  774-4083 

General  Medicine 

Sept  7-8,  1990 

2nd  Annual  Managed  Health  Care  Con- 
ference. San  Luis  Hotel,  Galveston,  Tex. 
Eee  $155.  Contact  Gayle  Norris,  The 
University  of  Texas  Medical  Branch, 
Office  of  Continuing  Education,  Rte 
J-34,  7101  Shearn  Moody  Plaza,  Galve- 
ston, TX  77550  (409)  761-2934 

Sept  21-23,  1990 

Total  Joint  Implant  Review  Course. 
Lubbock,  Tex.  Contact  Vicki  Hollander, 
Office  of  Continuing  Medical  Educa- 
tion, Texas  Tech  University  Health  Sci- 
ences Center,  Lubbock,  TX  79430 
(806)  742-2929 

Sept  28-29,  1990 

Neurology  for  the  Primary  Care  Physi- 
cian. Hyatt  Regency  Hotel,  San  Anto- 
nio, Tex.  Pee  $250.  Category  1,  AMA 
Physician’s  Recognition  Award;  11  hrs. 
Contact  Susan  Hughes,  Office  of  Con- 
tinuing Medical  Education,  Scott  & 
White  Memorial  Hospital,  2401  S 31st 
St,  Temple,  TX  76508  (817)  774-4083 

Internal  Medicine 

Sept  4-8,  1990 

Intensive  Review  of  Internal  Medicine. 
Westm  Hotel,  Dallas.  Fee  $500.  Cate- 
gory 1,  AMA  Physician’s  Recognition 
Award;  50  hrs.  Contact  Rose  Bayles, 
The  University  of  Texas  Southwestern 


Medical  Center,  Department  of  Contin- 
uing Education,  5323  Harry  Hines  Blvd, 
Dallas,  TX  75235  (214)  688-2166 

Sept  25-26,  1990 

Diabetes  Mellitus.  The  University  of 
Texas  Medical  Branch,  Galveston,  Tex. 
Contact  Candace  Pardue,  UTMB,  Office 
of  Continuing  Education,  Rte  J-34, 

7101  Shearn  Moody  Plaza,  Galveston, 
TX  77550  (409)  761-2934 

Obstetrics  and  Gynecology 

Sept  13-14,  1990 

Colposcopy  Workshop.  Grand  Kempin- 
ski  Hotel,  Dallas.  Fee  $425.  Category  1, 
AMA  Physician’s  Recognition  Award; 

16  hrs.  Contact  June  Bovill,  Continuing 
Education,  The  University  of  Texas 
Southwestern  Medical  Center,  5323 
Harry  Hines  Blvd,  Dallas,  TX  75234 
(214) 688-2166 

Sept  14,  1990 

Reproductive  Endocrinology  and  Infer- 
tility. Galveston,  Tex.  Fee  $150.  Contact 
Candace  Pardue,  Office  of  Continuing 
Education,  The  University  of  Texas 
Medical  Branch,  Rte  J-34,  7101  Shearn 
Moody  Plaza,  Galveston,  TX  77550 
(409)  761-4706 

Sept  20-21,  1990 

Seventeenth  Annual  Perinatal  Seminar. 
Scott  & White  Memorial  Hospital,  Tem- 
ple, Tex.  Fee  $75.  Category  1,  AMA 
Physician’s  Recognition  Award;  11  hrs. 
Contact  Susan  Hughes,  Office  of  Con- 
tinuing Medical  Education,  Scott  &c 
White  Memorial  Hospital,  2401  S 31st 
St,  Temple,  TX  76508  (817)  774-4083 

Sept  28-29, 1990 

12th  Annual  Seminar  in  Obstetrics  and 
Gynecology.  Lubbock,  Tex.  Contact 
Vicki  Hollander,  Office  of  Continuing 
Medical  Education,  Texas  Tech  Univer- 
sity Health  Sciences  Center,  Lubbock, 
TX  79430  (806)  742-2929 
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Oncology 

Sept  7-8,  1990 

Alteration  of  Bone  Cancer  and  Related 
Diseases.  Wyndham  Warwick  Hotel, 
Houston.  Contact  Jeff  Rasco,  The  Uni- 
versity of  Texas  M.D.  Anderson  Cancer 
Center,  Conference  Services,  Box  131, 
1515  Holcombe  Blvd,  Houston,  TX 
77030  (713)  792-2222 

Sept  14-16, 1990 

Pain  Management.  Houstonian  Hotel, 
Houston.  Contact  Jeff  Rasco,  The  Uni- 
versity of  Texas  M.D.  Anderson  Cancer 
Center,  Conference  Services,  Box  131, 
1515  Holcombe  Blvd,  Houston,  TX 
77030  (713)  792-2222 

Sept  30-Oct  4,  1990 
Seventh  International  Lymphokine 
Workshop.  St  Anthony  Hotel,  San  Anto- 
nio, Tex.  Contact  Jeff  Rasco,  The  Uni- 
versity of  Texas  M.D.  Anderson  Cancer 
Center,  Conference  Services,  Box  131, 
1515  Holcombe  Blvd,  Houston,  TX 
77030  (713)  792-2222 

Ophthalmology 

Sept  7,  1990 

Cataract  1990.  Doubletree  Hotel  at 
Campbell  Center,  Dallas.  Fee  $135; 

$165  after  Aug  17.  Category  1,  AM  A 
Physician’s  Recognition  Award;  5 hrs. 
Contact  Paula  Hall,  Presbyterian 
Healthcare  System/CME,  8200  Walnut 
Hill  Ln,  Dallas,  TX  75231  (214) 
696-8458 

Sept  13-16,  1990 

Welsh  Cataract  Course  1990.  Galveston, 
Tex.  Fee  $485,  practitioners;  $200,  resi- 
dents and  fellows.  Category  1,  AMA 
Physician’s  Recognition  Award;  18  hrs. 
Contact  Holly  Ford,  Baylor  College  of 
Medicine,  Office  of  Continuing  Educa- 
tion, One  Baylor  Plaza,  Houston,  TX 
77030  (713)  798-6020 

Sept  14-16,  1990 

Diagnostic,  Medical,  and  Surgical 

Approaches  to  Uveitis.  Carmel  Valley 


Ranch  Resort,  Carmel  Valley,  Calif. 
Contact  University  of  California, 
Extended  Programs  in  Medical  Educa- 
tion, Rm  U-569,  San  Francisco,  CA 
94143-0742  (415)  476-4251 

Orthopedic  Surgery 

Sept  12,  1990 

Ruth  Jackson  Seminar  in  Orthopedic 
Surgery.  Baylor  University  Medical  Cen- 
ter, Dallas.  Fee  $50.  Category  1,  AMA 
Physician’s  Recognition  Award;  3 hrs. 
Contact  Barbara  Grayson,  Continuing 
Education,  Baylor  University  Medical 
Center,  3500  Gaston,  Dallas,  TX  75246 
(214)  820-2317 

Sept  21-22,  1990 

Total  Joint  Implant  Review  Course. 
Lubbock,  Tex.  Contact  Vicki  Hollander, 
Office  of  Continuing  Medical  Educa- 
tion, Texas  Tech  University  Health  Sci- 
ences Center,  Lubbock,  TX  79430 
(806)  743-2929 

Psychiatry 

Sept  24-28,  1990 

Course  on  Alcoholism.  USAF  Regional 
Hospital,  Sheppard  Air  Force  Base,  Tex. 
Category  1,  AMA  Physician’s  Recogni- 
tion Award;  24  hrs.  Contact  Lt  Col  John 
F.  Butler,  USAF  Regional  Hospital, 
Sheppard/SGHMA,  Sheppard  Air  Force 
Base,  TX  76311-5300  (817)  851-2715 

Surgery 

Sept  15, 1990 

Surgical  Infections.  Grand  Kempinski 
Hotel,  Dallas.  Fee  $95.  Category  1, 
AMA  Physician’s  Recognition  Award;  7 
hrs.  Contact  Diane  Pitkin,  Continuing 
Medical  Education,  St  Paul  Medical 
Center,  5909  Harry  Hines  Blvd,  Dallas, 
TX  75235  (214)  879-3789 


Urology 

Sept  7-9,  1990 

Prostate  Cancer.  Hyatt  Regency  DFW 
j Hotel,  Dallas.  Fee  $275,  American  Uro- 
logical Association  members;  $375, 
non-members.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  15  hrs.  Con- 
tact Alice  Henderson,  AUA,  Inc,  Office 
of  Education,  6750  W Loop  South,  Ste 
900,  Bellaire,  TX  77401  (713) 

665-7500 

September-February 

Risk  Management 

For  information  on  the  following 
course,  contact  Kim  Koschemann,  Texas 
Medical  Association,  Department  of 
Practice  Management  Services,  1801  N 
Lamar  Blvd,  Austin,  TX  78701  (512) 
477-6704. 

Risk  Prevention  Skills 
Oct  3,  1990,  San  Antonio 
Nov  7,  1990,  Houston 
Nov  8,  1990,  Dallas 

For  information  on  the  following 
courses,  contact  Rosemary  Gafner,  EdD, 
Medical  Risk  Management,  Inc  (for- 
merly Paracommunications,  Inc,)  2500 
City  West  Blvd,  Ste  300,  Houston,  TX 
77030 (713) 789-3375 

Forensic  Obstetrics 
Sept  7,  1990,  Lubbock 
Sept  19,  1990,  Lufkin 
Oct  6,  1990,  Dallas 
Oct  13,  1990,  Austin 
Oct  24,  1990,  Fort  Worth 
Oct  26,  1990,  Abilene 
Nov  2,  1990,  Amarillo 
Nov  9,  1990,  Houston 
Nov  17,  1990,  Waco 

Medico-Legal  Issues  in  Medical  Risk 

Management 

Sept  8,  1990,  Lubbock 

Sept  12,  1990,  Houston 

Oct  7,  1990,  Dallas 
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Oct  14,  1990,  Austin 
Oct  27,  1990,  Abilene 
Nov  3,  1990,  Amarillo 
Nov  10,  1990,  Houston 
Eeb  23,  1991,  Corpus  Christi 

Principles  of  Medical  Risk  Management 

for  Physicians 

Sept  7,  1990,  Lubbock 

Sept  19,  1990,  Lufkin 

Oct  6,  1990,  Dallas 

Oct  13,  1990,  Austin 

Oct  24,  1990,  Eort  Worth 

Oct  26,  1990,  Abilene 

Nov  2,  1990,  Amarillo 

Nov  9,  1990,  Houston 

Nov  17,  1990,  Waco 

Jan  19,  1991,  Dallas 

Eeb  9,  1991,  Houston 

Eeb  23,  1991,  Corpus  Christi 

Techniques  of  Reducing  the  Frequency 

of  Medico-Legal  Lawsuits  Using  Para- 

communications  and  Neurolinguistics 

Sept  8,  1990,  Lubbock 

Oct  7,  1990,  Dallas 

Oct  14,  1 990,  Austin 

Oct  23,  1990,  Fort  Worth 

Oct  27,  1990,  Abilene 

Nov  3,  1990,  Amarillo 

Nov  10,  1999,  Houston 

Jan  19,  1991,  Dallas 

Feb  9,  1991,  Houston 

Feb  22,  1991,  Corpus  Christi 

Quality  Assurance  and  Proper  Charting 

m Medical  Risk  Management 

Sept  8,  1990,  Lubbock 

Oct  7,  1990  Dallas 

Oct  14,  1990,  Austin 

Oct  27,  1990,  Houston 

Oct  27,  1990,  Abilene 

Nov  3,  1990,  Amarillo 

Nov  10,  1990,  Houston 

For  information  on  the  following 
course,  contact  Timothy  J.  O’Toole, 
American  Physicians  Insurance 
Exchange,  1301  Capital  of  Texas  Hwy, 
Ste  B-320,  Austin,  TX  78746-9981  (1- 
800)  252-3628  or  (512)  328-1520 


A Practical  Approach:  Physician  Loss 
Control  and  Risk  Management 
Sept  20,  1990,  Little  Rock,  Ark 
Oct  25,  1990,  El  Paso 

October 

i 

AIDS 

I 

Oct  6,  1 990 

Medical  Update  on  AIDS.  Grand 
Kempinski  Hotel,  Dallas.  Fee  $95.  Cate- 
gory 1,  AMA  Physician’s  Recognition 
Award;  7 hrs.  Contact  Diane  Pitkin, 
Continuing  Medical  Education,  St  Paul 
Medical  Center,  5909  Harry  Hines  Blvd, 
Dallas,  TX  75235  (214)  879-3789 

Cardiology 

Oct  1-4,  1990 

Clinical  Electrocardiography:  Cardio- 
vascular Board  Review.  Indianapolis. 

Fee  $445,  American  College  of  Cardiol- 
ogy members;  $510,  nonmembers.  Cate- 
gory 1,  AMA  Physician’s  Recognition 
Award;  23.5  hrs.  Contact  ACC,  Extra- 
mural Programs,  Dept  5080,  Washing- 
ton, DC  20061-5080  (301)  897-5400, 
ext  228 

Oct  18-20,  1990 

Cardiology  Update  1990.  Carmel,  Calif. 
Fee  $410,  American  College  of  Cardiol- 
ogy members;  $480,  non-members.  Cat- 
egory 1,  AMA  Physician’s  Recognition 
Award;  1 1 hrs.  Contact  ACC, 
Extramural  Programs,  Dept  5080, 
Washington,  DC  20061-5080  (301) 
897-5400,  ext  228 

Computer  Applications 

Oct  27,  1990 

GRATEFUL  MED:  Easy  Access  Tech- 
niques. Austin,  Tex.  Fee  $50.  Category 
1,  AMA  Physician’s  Recognition  Award; 
3 hrs.  Contact  Miriam  Blum,  Texas 
Medical  Association  Library,  1801  N 
Lamar  Blvd,  Austin,  TX  78701  (512) 
477-6704,  ext  193 


Emergency  Medicine 

Oct  25-26,  1990 

Advanced  Trauma  Life  $upport.  Temple, 
Tex.  Fee  $475.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  17  hrs.  Con- 
tact Susan  Elughes,  Office  of  Continuing 
Medical  Education,  Scott  &:  White 
Memorial  Hospital,  2401  S 31st  St, 
Temple,  TX  76508  (817)  774-4083 

Oct  26-27,  1990 

Sixth  Annual  Emergency  Medicine 
Review.  San  Antonio,  Tex.  Fee  $250. 
Category  1,  AMA  Physician’s  Recogni- 
tion Award;  12  hrs.  Contact  Susan 
Hughes,  Office  of  Continuing  Medical 
Education,  Scott  8c  White  Memorial 
Hospital,  2401  S 31st  St,  Temple,  TX 
76508  (817)  774-4083 

Endocrinology 

Oct  5-6,  1990 

Therapeutic  Controversies  in  Diabetes 
Management.  Marriott  Medical  Center 
Hotel,  Houston.  Contact  Carol  Soroka, 
Baylor  College  of  Medicine,  Office  of 
Continuing  Education,  One  Baylor  Plaza, 
Houston,  TX  77030  (713)  798-6020 

Oct  19-20,  1990 

Fifth  Annual  Diabetes  Center  Clinical 
Symposium.  La  Mansion  Del  Rio  Hotel, 
San  Antonio,  Tex.  Fee  $125.  Category 
1,  AMA  Physician’s  Recognition  Award; 
7.5  hrs.  Contact  Donna  Torbet,  Centers 
of  Excellence  Humana  Hospital,  8026 
Floyd  Curl  Dr,  San  Antonio,  TX  78229 
(512) 692-8257 

Family  Practice 

Oct  24-28,  1990 

Second  Annual  Family  Medicine  for  the 
90s  Conference.  Marriott  Astrodome 
Hotel,  Houston.  $425.  AAFP  Prescribed 
H rs  and  Category  1,  AMA  Physician’s 
Recognition  Award;  38  plus  6 optional 
hrs.  Contact  Charlotte  Heffler,  Texas 
Academy  of  Family  Physicians,  PO  Box 
9802,  Box  677,  Austin,  TX  78766  (512) 
451-8237 
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NINTH  ANNUAL  INTERNAL 

INTERNAL  MEDICINE  REVIEW 

MEDICINE  REVIEW 

POST  CONFERENCE  SEMINAR 

SOUTH  PADRE  ISLAND,  TEXAS 

"Clinical  Perspectives  on 

August  6-9,  1990 

Blood  Lipids" 

With  Discussions  of  Clinical  Topics  In 
Osteoporosis 

Diabetes  Mellitus 

Friday,  August  10,  1990 

Cancer  Screening 

Renal  Disease 

Drug  & Alcohol  Abuse 

Obesity 

Congestive  Heart  Failure 

Myocardial  Infarction 

With  Discussions  of  Clinical  Topics  in 

Genesis  of  Atherosclerosis 

Importance  of  Lip)oproteins  in  Atherosclerosis 
Management  of  Problem  Patients  with  Hyperlipidemia 
Patient  at  Risk  from  Elevated  Serum  Cholesterol 

For  more  information  or  to  register,  contact:  Office  of  Continuing  Medical 
Education,  Scott  and  White, Temple,  Texas  76508,  (817)  774-4073- 


Gastroenterology 

Oct  5-6,  1990 

Review  of  Current  Issues  in  Gastroin- 
testinal Disease.  Westin  Hotel,  Dallas. 
Fee  $300.  Category  1,  AMA  Physician’s 
Recognition  Award;  1 1 hrs.  Contact 
Rose  Bayles,  Office  of  Continuing  Edu- 
cation, The  University  of  Texas  South- 
western Medical  Center,  5323  Harry 
Hines  Blvd,  Dallas,  TX  75235  (214) 
688-2166 

General  Medicine 

Oct  5,  1990 

15th  Annual  Infectious  Diseases  Semi- 
nar. Grand  Kempinski  Hotel,  Dallas.  Fee 
$95.  Category  1,  AMA  Physician’s 
Recognition  Award;  7 hrs.  Contact 
Diane  Pitkin,  Continuing  Medical  Edu- 
cation, St  Paul  Medical  Center,  5909 
Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)  879-3789 

Oct  19-20,  1990 

Sixth  Annual  Women’s  Health  Care. 
Texas  A&M  College  of  Medicine,  Col- 
lege Station,  Tex.  Pee  $150.  Category  1, 
AMA  Physician’s  Recognition  Award;  8 
hrs.  Contact  Susan  Hughes,  Office  of 


Continuing  Medical  Education,  Scott  & 
White  Memorial  Hospital,  2401  S 31st 
St,  Temple,  TX  76508  (817)  774-4083 

Oct  20-21,  1990 

The  Skin  Prom  A to  Z.  University  of 
California,  San  Prancisco.  Contact 
Extended  Programs  in  Medical  Educa- 
tion, UCSF,  Rm  C-124,  San  Prancisco, 
CA  94143  (415)  476-4251 

Oct  26,  1990 

Family  and  Forgiveness  Conference.  St 
Mary  of  the  Plains  Hosp,  Lubbock,  Tex. 
Contact  Vicki  Hollander,  Office  of  Con- 
tinuing Medical  Education,  Texas  Tech 
University  Health  Sciences  Center,  Lub- 
bock, TX  (806)  743-2929 

Oct  26,  1990 

Storytelling  and  Spirituality:  Recovery 
from  Alcoholism  and  Other  Disorders. 
St  Mary  of  the  Plains  Hosp,  Lubbock, 
Tex.  Fee  $20.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  6 hrs.  Con- 
tact Vicki  Hollander,  Office  of  Continu- 
ing Medical  Education,  Texas  Tech 
University  Health  Sciences  Center,  Lub- 
bock, TX  79430  (806)  743-2929 


Gerontology 

Oct  5-6,  1990 

Medical  and  Social  Aspects  in  Caring 
for  Alzheimer’s  Victims.  The  University 
of  Texas  Southwestern  Medical  Center, 
Dallas.  Fee  $100.  Category  1,  AMA 
Physician’s  Recognition  Award;  10  hrs. 
Contact  Julia  Laudenherg,  UTSMC, 
5323  Harry  Hines  Blvd,  Dallas,  TX 
75234  (214) 688-2166 

Oncology 

Oct  4-6,  1990 

Pheresis  Conference.  Houston.  Contact 
Jeff  Rasco,  The  University  of  Texas 
M.D.  Anderson  Cancer  Center,  Confer- 
ence Services,  Box  131,  1515  Holcombe 
Blvd,  Houston,  TX  77030  (713) 
792-2222 

Orthopedic  Surgery 

Oct  25-27,  1990 

Orthotics  and  Prosthetics.  Dallas.  Fee 
$225.  Contact  Ann  Carlton,  PT,  The 
University  of  Texas  Southwestern  Medi- 
cal Center,  5323  Harry  Flines  Blvd,  Dal- 
las, TX  75235  (214)  688-3525 
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Otolaryngology 

Oct  19-20,  1990 

Laser  Surgery  and  Safety  in  Otolaryn- 
gology. Galveston,  Tex.  Lee  $1,000. 
Category  1,  AMA  Physician’s  Recogni- 
tion Award;  16  hrs.  Contact  Linda 
Williams,  The  University  of  Texas  Medi- 
cal Branch,  Office  of  Continuing  Educa- 
tion, Rte  J-34,  7101  Shearn  Moody 
Plaza,  Galveston,  TX  77550  (409) 
761-2934 

Preventive  Medicine 

Oct  17-19,  1990 

5th  National  Conference  on  Chronic 
Disease  Prevention  and  Control.  Westin 
Hotel  Renaissance  Center,  Detroit.  Pee 
$25.  Contact  Jack  Priel,  Center  for 
Chronic  Disease  Prevention  and  Health 
Promotion,  Center  for  Disease  Control, 
1600  Clifton  Rd,  NE,  Mail  Stop  A37, 
Atlanta,  GA  (404)  639-1750 

Radiology 

Oct  26-28,  1990 

Diagnostic  Radiology  Update.  Double- 
tree  Hotel,  Dallas.  Fee  $350.  Category 
1,  AMA  Physician’s  Recognition  Award; 
18  hrs.  Contact  Dolly  Christensen,  Dept 
of  Radiology,  The  University  of  Texas 
Southwestern  Medical  Center,  5323 
Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)  590-8613 

Surgery 

Oct  19-20,  1990 

Surgery  Update  1990.  Marriott  Medical 
Center,  Houston.  Fee  $300,  practition- 
ers; $40,  residents  and  fellows.  Contact 
Carol  Soroka,  Baylor  College  of 
Medicine,  Office  of  Continuing  Educa- 
tion, One  Baylor  Plaza,  Houston,  TX 
77030  (713)  798-6020 

Urology 

Oct  25-27,  1990 

Bladder  Cancer.  Atlanta.  Fee  $275,  Am- 
erican Urological  Association  members; 


$375,  non-members.  Category  1,  AMA 
Physician’s  Recognition  Award;  16  hrs. 
Contact  Alice  Henderson,  AUA,  Inc, 
Office  of  Education,  6750  W Loop 
South,  Ste  900,  Bellaire,  TX  77401 
(713) 665-7500 

November 

AIDS 

Nov  10,  1990 

Psychiatric  Implications  of  AIDS.  Grand 
Kempinski  Hotel,  Dallas.  Fee  $95.  Cate- 
gory 1,  AMA  Physician’s  Recognition 
Award;  7 hrs.  Contact  Diane  Pitkin, 
Continuing  Medical  Education,  St  Paul 
Medical  Center,  5909  Harry  Hines  Blvd, 
Dallas,  TX  75235  (214)  879-3789 

Allergy 

Nov  1-3,  1990 

Clinical  Allergy  for  the  Practicing  Physi- 
cian. St  Louis.  Contact  Cathy  Caruso, 
Office  of  Continuing  Medical  Educa- 
tion, Washington  University  School  of 
Medicine,  660  S Euclid,  St  Louis,  MO 
63110 (314) 325-9862 

Computer  Applications 

Nov  4-7,  1990 

Symposium  on  Computer  Applications 
in  Medical  Care.  Washington,  DC.  Con- 
tact The  George  Washington  University 
Medical  Center,  Office  of  Continuing 
Medical  Education,  2300  K St,  NW, 
Washington,  DC  20037 

Emergency  Medicine 

Nov  5-6,  1990 

Advanced  Cardiac  Life  Support.  Temple, 
Tex.  Fee  $175.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  13  hrs.  Con- 
tact Susan  Hughes,  Office  of  Continuing 
Medical  Education,  Scott  & White 
Memorial  Hospital,  2401  S 31st  St, 
Temple,  TX  76508  (817)  774-4083 


Nov  8-9,  1990  Advanced  Trauma  Life 
Support.  Temple,  Tex.  Fee  $475.  Cate- 
gory 1,  AMA  Physician’s  Recognition 
Award;  17  hrs.  Contact  Susan  Hughes, 
Office  of  Continuing  Medical  Educa- 
tion, Scott  & White  Memorial  Hospital, 
2401  S 31st  St,  Temple,  TX  76508  (817) 
774-4083 

Endocrinology 

Nov  2-3,  1990 

Update  on  Thyroid  Disease,  1990. 

Hyatt  Regency  Embarcadero,  San  Fran- 
cisco. Fee  $150.  Category  1,  AMA 
Physician’s  Recognition  Award;  1 1.5 
hrs.  Contact  University  of  California 
San  Francisco,  Extended  Programs  in 
Medical  Education,  Rm  C-124,  San 
Francisco,  CA  94143-0742  (415) 
476-4251 

Nov  8-11,  1990 

Diabetes  Update.  Galveston,  Tex.  Fee 
$275.  Category  1,  AMA  Physician’s 
Recognition  Award;  12  hrs.  Contact 
Gayle  Norris,  Office  of  Continuing  Edu- 
cation, Rte  J-34,  The  University  of 
Texas  Medical  Branch,  7101  Shearn 
Moody  Plaza,  Galveston,  TX  77550 
(409)  761-4706 

General  Medicine 

Nov  30-Dec  1,  1990 
Gastroenterology  for  Primary  Care.  San 
Antonio,  Tex.  Fee  $250.  Category  1, 
AMA  Physician’s  Recognition  Award; 

12  hrs.  Contact  Susan  Hughes,  Office  of 
Continuing  Medical  Education,  Scott  & 
White  Memorial  Hospital,  2401  S 31st 
St,  Temple,  TX  76508  (817)  774-4083 

Internal  Medicine 

Nov  2-3,  1990 

Update  in  Sexually  Transmitted  Dis- 
eases. The  University  of  Texas  South- 
western Medical  Center,  Dallas.  Fee 
$80.  Category  1,  AMA  Physician’s 
Recognition  Award;  13  hrs.  Contact 
Rose  Bayles,  Continuing  Education, 
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LITSMC,  5323  Harry  Hines  Blvd,  Dal- 
las, TX  75234  (214)  688-2166 

Obstetrics  and  Gynecology 

Nov  6-10,  1990 

Contemporary  Issues  and  Practices  in 
Ob-Gyn.  Westin  Hotel,  Dallas.  Fee  $550 
complete  course;  $400  basic  course. 
Category  1,  AMA  Physician’s  Recogni- 
tion Award;  36  hrs.  Contact  June  Bovill, 
Continuing  Education,  The  University 
of  Texas  $outhwestern  Medical  Center, 
5323  Harry  Hines  Blvd,  Dallas,  TX 
75234  (214) 688-2166 

Nov  8-9,  1990 

Update  in  Pelvic  and  Vaginal  Surgery. 
San  Antonio,  Tex.  Fee  $375.  Category 
1,  AMA  Physician’s  Recognition  Award; 
12  hrs.  Contact  Susan  Hughes,  Office  of 
Continuing  Medical  Education,  Scott  & 
White  Memorial  Hospital,  2401  S 31st 
St,  Temple,  TX  76508  (817)  774-4083 

Oncology 

Nov  3-7,  1990 

Cancer  in  the  Nervous  System.  Westin 
Hotel,  Dallas.  Contact  Jeff  Rasco,  The 
University  of  Texas  M.D.  Anderson 
Cancer  Center,  Conference  Services,  Box 
131,  1515  Holcombe  Blvd,  Houston, 

TX  77030  (713)  792-2222 

Orthopedic  Surgery 

Nov  3-4,  1990 

Hand  Surgery  Regional  Review  Course. 
Baylor  University  Medical  Center,  Dal- 
las. Fee  $225,  practitioners;  $125,  resi- 
dents. Category  1,  AMA  Physician’s 
Recognition  Award;  12  hrs.  Contact 
Deb  Flanders,  Office  of  Continuing  Edu- 
cation, Baylor  University  Medical  Cen- 
ter, 3500  Gaston  Ave,  Dallas,  TX  75246 
(214)  820-2317 

Otolaryngology 

Nov  8-10,  1990 

Temporal  Bone  Mini-Course.  Galveston, 
Tex.  Fee  $500.  Category  1,  AMA  Physi- 


cian’s Recognition  Award;  20  hrs.  Con- 
tact The  University  of  Texas  Medical 
Branch,  Office  of  Continuing  Education, 
Rte  J-34,  7101  Shearn  Moody  Plaza, 
Galveston,  TX  77550  (409)  761-2934 

Pediatrics 

Nov  2-3,  1990 

14th  Annual  Pediatric  Postgraduate 
Conference.  Lubbock,  Tex.  Contact 
Vicki  Hollander,  Office  of  Continuing 
Medical  Education,  Texas  Tech  Univer- 
sity Health  Sciences  Center,  Lubbock, 
TX  79430  (806)  743-2929 

Psychiatry 

Nov  7-12,  1990 

Acute  and  Chronic  Infections  Affecting 
Brain  Dysfunction  and  Behavior.  Van- 
couver, British  Columbia.  Category  1, 
AMA  Physician’s  Recognition  Award; 
20.5  hrs.  Contact  Ann  McCormick, 
Southern  California  Neuropsychiatric 
Institute,  6794  La  Jolla  Blvd,  La  Jolla, 
CA  92037  (619)  454-2102 

Nov  9-11,  1990 

Group  Therapy  Symposium.  Sir  Francis 
Drake  Hotel,  San  Francisco.  Contact 
Extended  Programs  in  Medical  Educa- 
tion, Rm  C-124,  University  of  Califor- 
nia School  of  Medicine,  San  Francisco, 
CA  94143  (415)  476-4251 

Sports  Medicine 

Nov  10-17,  1990 

Medicine  of  Diving.  Tiara  Beach  Hotel, 
Cayman  Islands,  British  West  Indies.  Fee 
$500.  Category  1,  AMA  Physician’s 
Recognition  Award;  25  hrs.  Contact 
Helen  Turcotte  Davis,  Medical  Semi- 
nars, Inc,  One  Elm  Place,  Ste  204, 

11107  Wurzbach  Rd,  San  Antonio,  TX 
78230 

Urology 

Nov  15-17,  1990 

Pediatric  Urology.  Omni  Hotel,  San 
Diego.  Fee  $275,  American  Urological 


Association  members;  $375,  non-mem- 
bers. Category  1,  AMA  Physician’s  Rec- 
ognition Award;  16.5  hrs.  Contact  Alice 
Henderson,  AUA,  Inc,  Office  of  Educa- 
tion, 6750  W Loop  South,  Ste  900,  Bel- 
laire,  TX  77401  (713)  665-7500 

December 

Family  Practice 

Dec  8,  1990 

Practice  Update  1990.  Grand  Kempinski 
Hotel,  Dallas.  Fee  $95.  Category  1, 
AMA  Physician’s  Recognition  Award;  7 
hrs.  Contact  Diane  Pitkin,  Continuing 
Medical  Education,  St  Paul  Medical 
Center,  5909  Harry  Hines  Blvd,  Dallas, 
TX  75235  (214)  879-3789 

Oncology 

Dec  4-7,  1990  43rd  Annual  Symposium 
on  Fundamental  Cancer  Research. 
Westin  Galleria  Hotel,  Houston.  Con- 
tact Jeff  Rasco,  The  University  of  Texas 
M.D.  Anderson  Cancer  Center,  Confer- 
ence Services,  Box  131,  1515  Holcombe 
Blvd,  Houston,  TX  77030  (713) 
792-2222 

Urology 

Dec  7-9,  1990 

Erectile  Dysfunction  Update  1990. 

Hyatt  Regency  Capitol  Hill,  Washing- 
ton, DC.  Fee  $275,  American  LJrological 
Association  members;  $375,  non-mem- 
bers. Category  1,  AMA  Physician’s 
Recognition  Award;  16  hrs.  Contact 
Alice  Henderson,  AUA,  Inc,  Office  of 
Education,  6750  W Loop  South,  Ste 
900,  Bellaire,  TX  77401  (713) 

665-7500 

January 

Obstetrics  and  Gynecology 

Jan  25-27,  1991 

Diseases  of  the  Vulva  and  Vagina.  Dou- 
bletree Hotel  at  Post  Oak,  Houston.  Fee 
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$500,  practitioners;  $250,  non-Baylor 
residents  and  fellows.  Category  1,  AM  A 
Physician’s  Recognition  Award;  20  hrs. 
Contact  Carol  Soroka,  Baylor  College  of 
Medicine,  Office  of  Continuing  Educa- 
tion, One  Baylor  Plaza,  Houston,  TX 
77030  (713)  798-6020 

February 

Neurology 

Feb  15-17,  1991 

24th  Annual  Recent  Advances  in  Neu- 
rology. San  Francisco.  Category  1,  AM  A 
Physician’s  Recognition  Award;  15  hrs. 
Contact  the  University  of  California, 
Extended  Programs  in  Medical  Educa- 
tion, Rm  C-124,  San  Francisco,  CA 
94143-0742  (415)  476-4251 

Oncology 

Feb  2 1-23,  1991 

Annual  Cancer  Prevention  Conference. 
Westin  Galleria  Hotel,  Houston.  Con- 
tact Jeff  Rasco,  The  University  of  Texas 
M.D.  Anderson  Cancer  Center,  Confer- 
ence Services,  Box  131,  1515  Holcombe 
Blvd,  Houston,  TX  77030  (713) 
792-2222 

Pathology 

Feb  14-17,  1991 

9th  Annual  Cytopathology  Review 
Course.  Doubletree  Hotel  at  Post  Oak, 
Houston.  Contact  Eila  Lerner,  Baylor 
College  of  Medicine,  Office  of  Continu- 
ing Education,  One  Baylor  Plaza,  Hous- 
ton, TX  77030  (713)  798-6020 

Urology 

Feb  9-19,  1991 

Genitourinary  Pathology  and  Radiology. 
Dearborn,  Mich.  Fee  $225.  Category  1, 
AMA  Physician’s  Recognition  Award; 

25  hrs.  Contact  Alice  Henderson,  Amer- 
ican Urological  Association,  Inc,  Office 
of  Education,  6750  W Loop  South,  Ste 
900,  Bellaire,  TX  77401  (713) 

665-7500 


Feb  17-21,  1991 

Female  Urology.  Cancun,  Mexico. 

Fee  $275,  American  Urological  Associa- 
tion members;  $375,  non-members. 
Category  1,  AMA  Physician’s  Recogni- 
tion Award;  16  hrs.  Contact  Alice 
Henderson,  AUA,  Inc,  Office  of  Educa- 
tion, 6750  W Loop  South,  Ste  900,  Bel- 
laire, TX  77401  (713)  665-7500 

Video  Programs  for 
CME  Credit 

American  Medical 
Television 

American  Medical  Television  is  shown 
every  Sunday  10  am-12  Noon  EST  on 
the  Discovery  Channel.  Instructions  for 
obtaining  Category  1 credit  are  pro- 
vided during  the  programming.  Contact 
Melissa  Shear,  American  Medical  Asso- 
ciation, Division  of  Communications 
and  Radio,  Television  and  Film  Services, 
535  N Dearborn  St,  Chicago,  IL  60610 
(312)  645-4393.  AMA  Video  Clinic 
tapes  also  are  available  on  loan  from  the 
Texas  Medical  Association’s  Library. 
Contact  Carolyn  Thompson,  TMA 
Library,  1801  N Lamar  Blvd,  Austin, 

TX  78701  (512)  477-6704,  ext  195 

August 

Aug  5,  1990,  10  am-1 1 am 
Diagnostic  Medicine,  the  Impact  of 
DNA  Probes 

Presents  a clinical  look  at  the  practical 
diagnostic  applications  of  nucleic  acid 
hybridization  technology.  Based  on  the 
Third  Annual  AMA  Conference  on 
DNA  Probes  in  the  Practice  of 
Medicine.  Category  1,  AMA  Physician’s 
Recognition  Award;  1 hour 

Aug  5,  1 990,  1 1 am-1 1:30  am 
Cholesterol-Lowering  Compliance 
Emphasizes  the  importance  of  maintain- 
ing lifestyle  changes  to  keep  HDL,  LDL, 
and  triglyceride  levels  in  desirable 


ranges.  Category  1,  AMA  Physician’s 
Recognition  Award;  0.50  hours 

Aug  5,  1990,  1 1:30  am-12  noon 
Strong  Medicine 
Outlines  the  AMA’s  new  plan  to 
strengthen  the  US  healthcare  system, 
discussing  the  role  of  key  issues  such  as 
risk  management,  professional  liability, 
practice  parameters,  physician  payment 
reform,  and  the  rationing  of  health  care. 

Aug  12,  1990,  10  am-10:30  am 
Osteoarthritis 

Discusses  the  diagnosis  and  treatment  of 
a disease  that  affects  the  lives  of  millions 
of  middle-aged  and  elderly  Americans. 
Category  1,  AMA  Physician’s  Recogni- 
tion Award;  0.50  hrs. 

Aug  12,  1990,  10:30  am-11  am 
HDL  Cholesterol  Management 
The  importance  of  HDL  cholesterol  is 
highlighted.  This  update  explains  how 
to  increase  these  levels  and  reduce  the 
risk  of  coronary  heart  disease.  Category 
1,  AMA  Physician’s  Recognition  Award; 
0.50  hrs. 

Aug  12,  1990,  1 1 am-ll:30  am 
Ultrasound  Imaging:  New  Frontiers  in 
Diagnostic  Imaging 

Discusses  recent  advances  in  abdominal, 
vascular,  and  obstetrical  ultrasound  with 
an  emphasis  on  the  applications  of  color 
Doppler  imaging. 

Aug  12,  1990,  1 1:30  am-12  noon 
AMA  Special  Report 

Aug  19,  1990,  10  am-10:30am 
AMA  Special  Report 

Aug  19,  1990,  10:30  am-11  am 
90  Years  in  Medicine 
Documents  our  nation’s  medical  tri- 
umphs throughout  the  20th  century, 
from  battles  against  yellow  fever,  polio, 
and  pellagra  to  advancements  in  neuro- 
surgery. The  progress  of  AIDS  research 
and  work  in  genetics  also  is  outlined. 
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Aug  19,  1990  1 1 am-1 1:30  am 
Silent  Suffering:  Allergic  Rhinitis 
Upper  respiratory  infections  afflict  over 
41  million  Americans,  yet  misconcep- 
tions about  this  disease  continue  to 
inhibit  both  physicians  and  their 
patients.  This  program  will  dispel  the 
myths  of  allergic  rhinitis  and  outline 
allergy  management  programs.  Category 
1,  AMA  Physician’s  Recognition  Award; 
0.50  hrs. 

Aug  19,  1990  1 1:30  am-12  noon 
Highlights  of  the  AMA  Annual  Meeting 
Reviews  this  year’s  health  agenda  as  set 
at  the  1990  AMA  annual  meeting. 

Aug  26,  1990,  10  am-10:30  am 
AMA  Update 

Aug  26,  1990,  10:30  am-1 1 am 
AMA  Special  Report 
Highlights  the  annual  meeting  of  the 
American  Diabetes  Association. 

Aug  26,  1990,  1 1 am-12  noon 
Washington  Medical  Rounds 

Teleconference 
Network  of  Texas 

For  information  on  programming 
offered  through  the  Teleconference  Net- 
work of  Texas  contact  Kathy  Dick,  The 
University  of  Texas  Health  Sciences 
Center,  7703  Floyd  Curl  Dr,  San  Anto- 
nio, TX  78284-7978  (512)  567-2700. 

September 

Sept  6, 1990 

Evaluation  and  Treatment  of  Dyspnea. 
Category  1,  AMA  Physician’s  Recogni- 
tion Award;  1 hr. 

Sept  20,  1990 

Evaluation  and  Treatment  of  Chronic 
Cough.  Category  1,  AMA  Physician’s 
Recognition  Award;  1 hr. 


October 

Oct  4,  1990 

Pulmonary  Eunction  Interpretations. 
Category  1,  AMA  Physician’s  Recogni- 
tion Award;  1 hr. 

Oct  18,  1990 

Pleural  Effusion.  Category  1,  AMA 
Physician’s  Recognition  Award;  1 hr. 

November 

Nov  1,  1990 

Malpractice:  Understanding  the  Patient’s 
Predisposition  to  Sue.  Category  1,  AMA 
Physician’s  Recognition  Award;  1 hr. 

Nov  15,  1990 

Risk  Reduction:  New  Approaches,  Part 

I.  Category  1,  AMA  Physician’s  Recog- 
nition Award;  1 hr. 

December 

Dec  6,  1990 

Risk  Reduction:  New  Approaches,  Part 

II.  Category  1,  AMA  Physician’s  Recog- 
nition Award;  1 hr. 

Dec  20,  1990 

Evaluation  and  Management  of  the 
AIDS  Patient,  Part  I.  Category  1,  AMA 
Physician’s  Recognition  Award;  1 hr. 

January 

Jan  3,  1991 

Evaluation  and  Management  of  the 
AIDS  Patient,  Part  II.  Category  1,  AMA 
Physician’s  Recognition  Award;  1 hr. 

Jan  17,  1991 

Upper  Respiratory  Tract  Infections.  Cat- 
egory 1,  AMA  Physician’s  Recognition 
Award;  1 hr. 

February 

Eeb  7,  1991 

Urinary  Tract  Infections.  Category  1, 
AMA  Physician’s  Recognition  Award; 

1 hr. 


VHS  Videotape  Programs 
from  the  TMA  Library 

Eollowing  are  recently  added  titles  to 
the  Texas  Medical  Association  Library 
videotape  collection.  Contact  Carolyn 
Thompson,  TMA  Library,  1801  N 
Lamar  Blvd,  Austin,  TX  78701  (512 
477-6704,  ext  195. 

Allergic  and  Nonallergic  Rhinitis:  Dif- 
ferential Diagnosis  and  Therapy,  NCME 
Tape  #571.  16  min.  Network  for  Con- 
tinuing Medical  Education,  1990. 

The  Breast  Examination,  NCME  Tape 
#571.  15  min.  Network  for  Continuing 
Medical  Education,  1990. 

Coronary  Recanalization:  PTCA  and 
Beyond,  NCME  Tape  #572.  48  min. 
Network  for  Continuing  Medical  Edu- 
cation, 1990. 

Current  information  on  percutaneous 
transluminal  coronary  balloon  angio- 
plasty, experimental  techniques  to  treat 
complications  of  angioplasty,  various 
mechanical  atherectomy  devices  now  on 
clinical  trial,  and  experimental  laser 
technologies  for  removal  of  atheroma- 
tous plaque. 

Endoscopic  Therapy  for  Esophageal 
Carcinoma,  NCME  Tape  #571.  17  min. 
Network  for  Continuing  Medical  Edu- 
cation, 1990. 

The  Malpractice  Suit:  A Survival  Guide 
for  Physicians  and  Their  Families.  68 
min.  Eidetics,  Inc,  1989. 

Includes  book,  Medical  Malpractice: 

A Primer  for  Physicians,  by  Douglas 
Danner.  Describes  the  litigation  process, 
importance  of  the  deposition,  and  deci- 
sion process  involved  in  whether  to  set- 
tle or  go  to  court.  Physicians  who  have 
been  sued  and  their  spouses  discuss  the 
emotional  impact  on  the  family  and  how 
they  coped  with  it.  Emphasizes  demands 
made  on  time,  energy,  and  relationships 
and  offers  practical  advice.  Category  1, 
AMA  Physician’s  Recognition  Award;  6 
hrs. 
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Perspectives  on  the  Practice  of  Geriatric 
Medicine,  NCME  Tape  #573.  48  min. 
Network  for  Continuing  Medical  Edu- 
cation, 1 990. 

Presents  an  overview  on  assessment  of 
the  geriatric  patient,  treatment  of 
depression,  and  cardiovascular  health. 
Category  1,  AM  A Physician’s  Recogni- 
tion Award;  2 hrs. 

Sports  Medicine  and  the  Primary  Care 
Physician,  NCME  Tape  #570.  48  min. 
Network  for  Continuing  Medical  Edu- 
cation, 1990. 

Information  for  the  physician  to  assist 
the  patient  in  making  life-style 
modifications  for  physical  fitness,  pro- 
vide exercise  prescriptions,  perform 
preparticipation  evaluation  in  young 
athletes,  give  nutritional  counseling  for 
strenuous  exercise,  manage  sports  re- 
lated injuries  in  young  athletes,  recognize 
medical  conditions  arising  during  sports 
activities  and  special  medical  needs  of 
women  athletes.  Category  1,  AMA 
Physician’s  Recognition  Award;  2 hrs. 

Practice  Management 
Workshops 

The  following  practice  management 
workshops  and  seminars  are  sponsored 
by  the  Texas  Medical  Association.  Eor 
further  information,  contact  the  Depart- 
ment of  Practice  Management  Services, 
Texas  Medical  Association,  1801  N 
Lamar  Blvd,  Austin,  TX  78701  (512) 
477-6704. 

August 

Risk  Prevention  Skills 
Aug  8,  1990,  Amarillo 
Aug  16,  1990,  Dallas 
Aug  29,  1990,  Houston 

October 

Risk  Prevention  Skills 
Oct  3,  1990,  San  Antonio 


November 

Risk  Prevention  Skills 
Nov  7,  1990,  Dallas 
Nov  8,  1990,  Houston 

Calendar  of  Meetings 

•Denotes  Texas  Meetings 

August 

Aug  5-10,  1990,  Vancouver,  British 
Columbia 

Elying  Physician  Association  Annual 
Meeting 

Contact  EPA,  Box  17841,  Kansas  City, 
Mo  64134  (816)  763-9336 

Aug  22-26,  1990,  Port  Worth,  Tex 
•Texas  Academy  of  Pamily  Physicians 
Annual  Meeting 

Contact  Carlisle  Pearson,  8733  Shoal 
Creek  Blvd,  Austin,  TX  78766  (512) 
451-8237 

September 

Sept  4-8,  1990,  Orlando,  Pla 
American  Group  Practice  Association 
Annual  Meeting 

Contact  AGPA,  1422  Duke  St,  Alexan- 
dria, VA  22314  (703)  838-0033 

Sept  7-9,  1990,  Austin,  Tex 
•Texas  Society  of  Anesthesiologists 
Annual  Meeting 

Contact  Ann  Becker,  1905  N Lamar 
Blvd,  Ste  107,  Austin,  TX  78705  (512) 
477-6704 

Sept  9-13,  1990,  San  Diego 
American  Academy  of  Otolaryngology 
(Head  and  Neck  Surgery) 

Annual  Meeting 

Contact  AAO,  1101  Vermont  Ave,  NW, 
Washington,  DC  20005  (202)  289-4607 

Sept  13-16,  1990,  Port  Worth,  Tex 
•Texas  Pediatric  Society 
Annual  Meeting 

Contact  Mary  Greene,  TPS,  1801  N 
Lamar  Blvd,  Austin,  TX  78701  (512) 
477-6704 


Sept  15,  1990,  Austin,  Tex 

•Texas  Medical  Association  1990  Fall  Lead- 
ership Conference 

Contact  Jon  Hornaday,  TMA,  1801  N 
Lamar  Blvd,  Austin,  TX  78701  (512) 
477-6704 

Sept  16-19,  1990,  San  Prancisco 
American  College  of  Emergency  Physi- 
cians Annual  Meeting 
Contact  ACEP,  PO  Box  619911,  Dallas, 
TX  75261-9911  (214)  550-0911 

Sept  21-23,  1990,  Chicago 

Society  of  Thoracic  Surgeons  Annual 

Meeting 

Contact  STS,  1 1 1 E Wacker  Dr, 
Chicago,  IE 

Sept  21-27,  1990,  Nashville,  Tenn 
American  College  of  Radiology  Annual 
Meeting 

Contact  ACR,  1891  Preston  White  Dr, 
Reston,  VA  22091  (713)  648-8900 

Sept  29-Oct  2,  1990,  San  Antonio,  Tex 
•Texas  Surgical  Society  Annual  Meeting 
Contact  John  W.  Roberts,  MD,  2401  S 
31st  St,  Temple,  TX  76508  (817) 
774-2760 

October 

Oct  6-11,  1990,  Dallas 
•American  Academy  of  Pamily  Physi- 
cians Annual  Meeting 
Contact  AAPP,  1740  W 92  St,  Kansas 
City,  MO  64114,  (816)  333-9700 
Oct  7-12,  1990,  San  Prancisco 
American  College  of  Surgeons  Annual 
Meeting 

Contact  ACS,  55  E Erie  St,  Chicago,  IE 
60611  (312)  664-4050 

Oct  10-13,  1990,  Colorado  Springs, 
Colo 

Western  Society  of  Allergy  and 
Immunology  Annual  Scientific  Session 
Contact  Becky  Smith,  WSAI,  Oregon 
Health  Sciences  University,  3181  SW 
Sam  Jackson  Park  Rd,  L329,  Portland, 
OR  97201  (503)  279-8531 
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Oct  10-13,  1990,  Boston 
American  Academy  of  Clinical  Psychia- 
trists Annual  Meeting 
Contact  AACP,  PO  Box  3212,  San 
Diego,  CA  92103  (619)  298-4782 

Oct  14-17,  1990,  Nashville,  Tenn 
Southern  Medical  Association  Annual 
Scientific  Assembly 

Contact  SMA,  35  Lakeshore  Dr,  Birm- 
ingham, AL  35209  (800)  423-4992 

Oct  19-23,  1990,  Las  Vegas 
American  Society  of  Anesthesiologists 
Scientific  Meeting 

Contact  ASA,  515  Busse  Hwy,  Park 
Ridge,  IL  60068  (312)  825-5586 

Oct  20-26,  1990,  Dallas 
•American  Society  of  Clinical  Patholo- 
gists Annual  and  Scientific  Meeting 
Contact  ASCP,  2100  W Harrison  St, 
Chicago,  IL  60612  (312)  738-1336 

Oct  21-26,  1990,  Phoenix 
American  Academy  of  Physical 
Medicine  and  Rehabilitation 
Annual  Meeting 

Contact  AAPMR,  122  S Michigan  Ave, 
Ste  1300,  Chicago,  IL  60603-6107 
(312)  922-9366 

Oct  22-26,  1990,  Toronto 
American  College  of  Chest  Physicians 
Annual  Meeting 

Contact  ACCP,  91 1 Busse  Hwy,  Park 
Ridge,  IL  60068  (312)  698-2200 

Oct  24-28,  1990,  Chicago 
American  Academy  of  Child  Psychiatry 
Annual  Meeting 

Contact  AACP,  3615  Wisconsin  Ave, 
NW,  Washington,  DC  20016  (202) 
966-7300 

Oct  28-Nov  1,  1990,  Atlanta 
American  Academy  of  Ophthalmology 
Annual  Meeting 

Contact  AAO,  PO  Box  7424,  San  Fran- 
cisco, CA  94120  (415)  561-8500 

Oct  29-31,  1990,  San  Francisco 
American  College  of  Gastroenterology 


Annual  Meeting 

Contact  ACG,  1 3 Elm  St,  Manchester, 
MA  01944  (508)  927-8330 

Oct  29-Nov  3,  1990,  Seattle 
American  Rheumatism  Association  Sci- 
entific Meeting  Contact  ARA,  17  Execu- 
tive Park  Dr,  NE,  Ste  480,  Atlanta,  GA 
30329  (404)  633-3777 

November 

Nov  1-2,  1990,  Houston 
•Texas  Society  of  Internal  Medicine 
Annual  Meeting 

Contact  Donna  Parker,  1801  N Lamar 
Blvd,  Austin,  TX  78701  (512)  477-6704 

Nov  2^,  1990,  Houston 

•Texas  Society  of  Psychiatric  Physicians 

Annual  Meeting 

Contact  Debbie  Sundberg,  400  W 15th 
St,  Ste  6 1 9,  Austin,  TX  78701  (512) 
478-0605 

Nov  8-10,  1990,  San  Juan,  Puerto  Rico 
Southern  Thoracic  Surgical  Association 
Annual  Meeting 

Contact  STSA,  1 1 1 E Wacker  Dr, 
Chicago,  IL  60601  (312)  644-6610 

Nov  9,  1990,  Washington,  DC 
American  Society  of  Cytology  Annual 
and  Scientific  Meeting 
Contact  ASC,  1015  Chestnut  St,  Ste 
1518,  Philadelphia,  PA  19107  (215) 
922-3880 

Nov  12-15,  1990,  Dallas 
•American  Heart  Association 
Annual  Meeting 

Contact  AHA,  7320  Greenville  Ave, 
Dallas,  TX  75231  (214)  373-6300 

Nov  25-30,  1990,  Chicago 
Radiological  Society  of  North  America 
Scientific  Meeting 
Contact  RSNM,  1415  W 22nd  St, 

Tower  B,  Oak  Brook,  IL  60521  (312) 
571-2670 


Texas 
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Streamline  your 
physician  recruitment 
with  our  computer- 
assisted  service. 
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What  you  say  to  children  can  determine  how  they  feel  about 
themselves.  And  how  they  feel  about  you.  When  you're  upset,  get 
hold  of  yourself.  Stop  and  think  about  what  you're  saying.  Stop 
using  words  that  hurt.  Start  using  words  that  help. 


wbrJs  fM  hurt 

For  helpful  information,  write:  National  Committee  for  Prevention  of  Child  Abuse,  Box  2866E,  Chicago,  IL  60690. 


Letters 


Prenatal  laboratory  screening 

The  article,  “Prenatal  laboratory 
screening,”  by  Rathbim,  Perez,  and 
Barry  in  Texas  Medicine,  March 
1990,  provided  valuable  informa- 
tion in  many  areas  of  an  increas- 
ingly difficult  area  of  medicine. 
Unfortunately,  some  of  the  recom- 
mended genetic  screening  and  diag- 
nostic testing  information  is  out  of 
date.  In  Fig  1,  amniocentesis  for  her- 
itable disorders  is  shown  to  be  timed 
at  16  weeks.  Great  emphasis  is  now 
being  placed  on  amniocentesis  at  13 
to  15  weeks.  No  mention  is  made  in 
this  table  of  chorionic  villi  sampling 
at  9 to  12  weeks,  a procedure  well 
recognized  worldwide.  The  major 
indication  for  amniocentesis  is 
advanced  maternal  age,  and  it  is  a 
valid  screening  test.  This  indication  | 
is  not  for  a classic  heritable  disorder  ! 
since  neither  parent  is  affected  nor  a 
carrier  in  the  true  sense. 

In  the  section  on  neural  tube 
defects,  reference  is  made  to  “ultra- 
sound screening.”  Such  screening  is 
not  an  approved  indication  for 
obstetric  ultrasound  evaluation  at 
the  present  time  as  is  pointed  out  in  | 
the  ultrasound  screening  section.  I 

The  American  Institute  of  Ultra-  i 

sound  in  Medicine,  the  American  j 

College  of  Radiology,  and  the  Amer-  [ 
ican  College  of  Obstetricians  and  I 

Gynecologists  have  endorsed  a stan-  ! 
dard  obstetric  ultrasound  examina-  I 

tion.  A screening  examination  has  j 

not  been  endorsed  by  any  of  these  | 
organizations.  I 

In  the  same  section,  reference  is  | 

made  to  a “positive”  amniocentesis  j 

without  any  explanation  of  what  j 

positive  means.  Is  it  positive  for  j 

AFP,  elevated  AFP,  abnormal  chro-  j 

mosomal  constitution,  acetyl-  ! 

cholinesterase,  or  what?  ! 


Reference  is  made  to  amniotic 
villus  sampling  in  the  comment  sec- 
tion. I was  not  aware  that  there 
were  villi  in  the  amnion.  Shouldn’t 
the  correct  term  have  been  chorionic 
villi  sampling? 

Fig  3 shows  the  incidence  of  neu- 
ral tube  defects  as  0.02%.  Most 
studies  in  the  US  show  the  risk  as 
1-2/1,000,  not  2/10,000,  and  the 
recurrence  risk  about  3%  overall, 
not  the  5%  for  the  British  studies. 

Mahlon  V.R.  Freeman,  MD,  MedScD 

North  Texas  Genetic  Services,  323  N Bonnie 
Brae  St,  Denton,  TX  76201. 

Author’s  response:  In  answer  to  Dr 
Mahlon  V.R.  Freeman’s  letter,  the 
genetic  testing  mentioned  in  his  first 
paragraph  is  not  considered  by  ns  to 
be  screening  but  to  be  specifically 
indicated  testing.  As  mentioned  in 
our  “comment,”  review  of  all  pre- 
natal laboratory  testing  is  beyond 
the  scope  of  our  article. 

“Ultrasound  screening”  in  the 
section  on  neural  tube  defects  is 
used  in  the  context  of  obtaining 
more  accurate  dates  to  confirm  tim- 
ing of  maternal  serum  alpha  feto- 
protein screenings  of  serum  study. 
This  may  he  combined  with  the 
standard  obstetric  ultrasound  exam- 
ination. 

“Chorionic  villus  sampling”  is 
correct  terminology  which  escaped 
the  authors  and  reviewers.  In  error 
is  the  incidence  of  neural  tube 
defects  at  0.02%.  The  reference 


article  shows  0.2%.  The  5% 
referred  to  in  the  article  represents 
I incidence  in  high-risk  families. 

E.D.  Rathbun,  MD;  Richard  Barry,  MD; 

Lillian  Perez,  DD 

Texas  Tech  University  Health  Sciences 
Center,  Regional  Academic  Health  Center  at 
the  Permian  Basin,  School  of  Medicine, 
Department  of  Family  Medicine,  800  W 
4th,  Odessa,  TX  79763. 

Two  encounters  with  Medicare 

Today  I had  two  encounters  with 
Medicare. 

Patient  A was  hospitalized  3 
weeks  ago.  Before  that  day  she  was 
in  good  health,  but  emergency 
surgery  revealed  an  unsuspected 
massive  bowel  obstruction  due  to 
cancer.  The  surgeons  did  their  best, 
but  the  obstruction  has  not  been 
relieved.  Now  the  nasogastric  tube 
has  been  removed,  but  she  must 
continue  with  intravenous  fluids  as 
her  sole  source  of  nutrition. 

Today  the  family  was  suddenly 
told  that  grandmother’s  allotted 
length  of  stay  from  Medicare  is  used 
up.  She  must  go  to  a nursing  home 
in  2 days.  To  translate  this  to 
English — Medicare  allows  a certain 
number  of  hospital  days  for  a 
patient  with  surgery  for  a bowel 
obstruction  and  pays  the  hospital  a 
set  amount  of  money  for  those  days. 
If  the  patient  gets  out  of  the  hospital 
before  the  set  number  of  days  is  up, 
then  the  hospital  makes  money;  if 
the  patient  stays  longer  than  the  set 
number  of  days,  the  hospital  loses 
money.  Medicare  and  the  hospitals 
put  enormous  pressure  on  doctors 
to  be  “good  doctors”  and  get  the 
patient  out  of  the  hospital  before  the 
allotted  Medicare  days  are  up. 
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Just  a few  years  ago,  it  was  the 
standard  of  care  to  keep  a patient  in 
the  hospital  until  one  was  certain  a 
bowel  obstruction  was  relieved,  or 
one  had  at  least  tried  several  times 
to  feed  the  patient  and  it  was  obvi- 
ous that  intravenous  feeding  was  the 
only  source  of  nutrition.  Do  we  now 
have  a new  standard  of  care?  Is  this 
some  great  advance  in  medicine? 
Take  out  the  nasogastric  tube,  say 
the  patient  cannot  eat  with  just  one 
brief  try,  and  send  the  patient  to  the 
nursing  home  with  intravenous 
fluids — is  this  the  kind  of  care  we 
must  now  accept? 

I cannot  stand  this  type  of  care 
for  my  patient.  I want  my  patient  to 
have  every  reasonable  chance  for 
recovery,  and  if  that  is  not  possible  1 
want  to  have  time  to  prepare  the 
patient  and  family  for  the  inevitable 
outcome.  We  must  always  strive  to 
save  the  patient’s  money  and  pro- 
vide the  best  possible  care.  More 
important,  we  must  treat  our 
patient  as  we  would  want  to  be 
treated.  In  my  opinion.  Medicare 
does  not  allow  for  this  type  of  care. 

Patient  B today  was  a friend  of 
mine  for  several  years.  Because  I 
quit  taking  care  of  Medicare 
patients,  she  asked  me  today  who 
her  new  doctor  will  be.  I have  no 
desire  to  see  her  go  to  another  doc- 
tor, but  I cannot  take  care  of  her 
under  the  current  Medicare  rules.  I 
tried  to  change  the  system  but  I was 
not  successful.  I cannot  play  along 
with  the  Medicare  mess  and  see  my 
patients  treated  like  dirt. 

Did  you  know  Medicare  is  your 
only  choice  for  insurance  when  you 
turn  65?  That  is,  unless  you  worked 
for  certain  parts  of  the  federal  gov- 
ernment— it  seems  some  of  them 
have  some  unique  private  insurance 


that  is  vastly  different  from  Medi- 
care. Is  this  the  Great  Society  that 
LBJ  promised  us? 

Folks,  only  you  can  make  the 
lawmakers  change  this  mess!  It  is 
time  to  get  your  group  to  contact 
the  legislators  and  get  a straight 
answer  to  the  future  of  our  health 
care.  How  would  you  like  for  your 
grandmother,  your  mother,  or  your- 
self to  be  treated  like  patient  A?  It 
happens  every  day. 

Randall  Treadwell,  MO 

907  Foster,  Weatherford,  TX  76086. 


Comment:  Medicare  pays  the  hospital 
a set  DRG  amount.  Medicare  does 
not  require  the  hospital  to  discharge 
a patient  after  a certain  number  of 
days.  DRGs  are  based  on  average 
length  of  stays  and  are  predeter- 
mined rates  for  each  type  of  hospi- 
tal discharge.  Some  patients  will  be 
discharged  earlier,  others  later  than 
the  DRG  average  length  of  stay. 
Although  the  hospital  feels  eco- 
nomic pressures  when  a patient’s 
stay  exceeds  the  DRG  norm,  the 
hospital  is  not  required  to  see  that 
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the  doctor  discharge  the  patient 
before  it  is  appropriate  to  do  so.  In 
fact,  any  person  who  gives  informa- 
tion that  he  knows  or  has  reason  to 
know  is  false  and  that  could  he 
expected  to  influence  the  decision  of 
when  to  discharge  a Medicare 
patient  from  the  hospital  can  he 
fined  up  to  $15,000  for  each  im- 
properly discharged  Medicare  pa- 
tient (42  use  section  1320  a-7 A (a)). 

Rocky  Wilcox,  JD 

TMA  General  Counsel 

Patrick  H.  Coffey 

TMA  Health  Care  Financing  Department 

Hospital  risk  management 
programs 

Richard  W.  Walker,  Jr.,  MD,  and 
Michael  Sullivan,  RN,  MS,  of  Web- 
ster, Tex,  in  their  letter  cum  edito- 
rial, “Let’s  revive  hospital  risk  man- 
agement programs”  in  the  February 
1990  issue  of  Texas  Medicine,  out- 
line a number  of  reasons  why  hospi- 
tal risk  management  programs 
should  be  strengthened  and 
increased. 

A careful  analysis  of  their  recom- 
mendations requires  me  to  caution 
physicians  and  medical  staff  about 
these  points.  Their  reasoning  and 
arguments  are  fatally  flawed  because 
they  ignore  the  fact  that  risk  man- 
agement in  the  hospital  setting  often 
involves  physician/patient  situations 
and  the  hospital  is  only  peripherally 
involved,  even  though  it  may  be  the 
only  “risk  management  program” 
on  the  scene. 

Specific  warnings  should  be  given 
to  all  physicians  in  regards  to  hospi- 
tal risk  management  programs,  and 
they  are  as  follows: 


1.  The  hospital  risk  manager  works 
for  the  hospital.  Therefore,  hav- 
ing the  hospital  risk  manager 
evaluating  and  investigating  mal- 
practice claims  that  involve 
physicians  is  a serious  breach  of 
basic  risk  management  princi- 
ples. 

2.  Frequently  the  hospital  risk  man- 
ager’s involvement  in  a potential 
malpractice  case  can  increase  the 
expectations  of  the  patients,  mul- 
tiplying the  risk  for  the  physi- 
cian/potential defendant,  and 
result  in  adverse  developments. 

3.  Where  multiple  physician  defen- 
dants are  involved,  hospital  poli- 
tics can  aggravate  what  is  already 
potential  for  meddling  on  the 
part  of  the  hospital  risk  manager. 

4.  Under  any  circumstances,  the 
physician’s  malpractice  insurer 
would  advise  strongly  against 
cooperation  with  the  hospital 
risk  manager  on  the  investigation 
of  a potential  claim. 

5.  Nonphysician  evaluation  of  pro- 
fessional liability  incidents  and 
potential  claims  involves  other 
risks.  Risk  managers  should 
work  with  medical  staff  to  evalu- 
ate incidents. 

The  authors  qualify  their  state- 
ments properly  when  they  say  “if 
done  properly  risk  management  can 
have  as  much  impact  on  the  practice 
of  medicine  as  did  the  discovery  of 
penicillin  or  x-ray.”  The  problem  is 
that  hospital  risk  managers  gener- 
ally do  not  have  the  medical  back- 
ground, nor  should  they  have  legal 
authority  to  investigate  claims 
which  may  involve  serious  liability 
exposure  for  a physician.  Unfortu- 
nately, enthusiastic  risk  managers 
can  seriously  impair  the  defensibility 
of  a claim  because  they  are  often  the 
first  to  learn  about  it. 


Specihcally,  malpractice  insurers 
would  advise  any  physician  not  to 
cooperate  with  a hospital  risk  man- 
ager because  the  hospital  might 
potentially  be  a codefendant  and 
could  have  conflicts  of  interest  with 
the  potential  physician  defendant. 

Hospital  medical  staffs  and  hos- 
pital administrators  are  advised  to 
approach  development  of  risk  man- 
agement programs  much  more  care- 
fully than  they  have  in  the  past. 

Specific  steps  that  should  be  pro- 
moted are: 

1.  Medical  staff  control  and 
responsibility  for  the  hospital 
risk  management  program.  The 
risk  management  activity  should 
assure  protected,  conhdential 
peer  review,  and  physician  review 
of  any  potential  claim  that 
involves  a physician  defendant. 

2.  When  the  hospital  has  an  expo- 
sure, the  hospital’s  administrative 
staff  should  be  in  control  of  and 
responsible  for  risk  management 
efforts  on  that  experience. 

3.  Whenever  there  is  a significant 
risk  of  a malpractice  suit,  the 
potential  physician  defendant 
should  inform  his  or  her  insurer 
as  soon  as  possible. 

4.  Hospitals  should  refrain  from 
initially  investigating  potential 
malpractice  claims  against  physi- 
cians. There  have  been  too  many 
informal  and  detrimental  investi- 
gations initiated  by  hospital  risk 
managers,  which  compromise  the 
defense  of  a professional  liability 
claim  against  a physician. 

5.  In  the  event  of  any  serious  inci- 
dent, physicians  should  not  talk 
to  hospital  risk  managers  with- 
out advice  of  counsel  and 
notification  of  their  insurance 
company. 
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6.  The  medical  staff  must  take  the 
initiative  on  development  of  risk 
management  programs  in  the 
hospital  setting  and  must  provide 
for  confidentiality  and  protection 
of  the  peer  review  and  investiga- 
tive processes  in  order  not  to 
compromise  a physician’s 
defense. 

The  development  of  strong  risk 
management  programs  in  the  hospi- 
tal setting  is  a two  edged  sword  with 
the  sharpest  edge  towards  the  physi- 
cian. Physicians  don’t  have  the 
resources  or  interest  to  have  their 
own  risk  managers,  but  hospitals 
frequently  have  administrative 
personnel  whose  only  job  is  to  in- 
vestigate complaints  or  incidents, 
sometimes  to  the  detriment  of  a 
physician’s  defense.  Hospitals  must 
show  restraint  in  the  area  of  risk 
management,  in  spite  of  their  con- 
cerns about  being  exposed  as  the 
“deep  pocket.”  A physician’s 
defense  of  a malpractice  claim  can 
be  significantly  compromised  by 
inappropriate  risk  management  in  a 
hospital  setting;  therefore,  medical 
staffs  are  well  advised  to  approach 
this  area  with  caution. 

John  Dale  Dunn,  MD,  JD 

Route  1,  Box  282M,  Lake  Brownwood, 

TX  76801. 

Author’s  response:  / am  not  in  total  dis- 
agreement with  Dr  Dunn.  However, 
there  are  some  fundamental  varia- 
tions. Our  article  addressed  the  pri- 
mary purpose  of  risk  management, 
which  is  management  of  risks.  The 
position  we  take  is  prevention.  The 
thrust  is  to  avoid  having  a claim 
made.  This  seems  to  be  an  endeavor 
that  has  been  forgotten. 

Dr  Dunn’s  approach  is  consis- 
tent with  traditional  risk  manage- 


ment methods,  which  are  to  avoid 
addressing  the  problem  until  it  is 
well  fueled  and  sure  to  result  in  a 
claim.  This  is  achieved  by  his  state- 
ment “.  . . not  to  cooperate  with  a 
hospital  risk  manager  because.  ...” 
This  attitude  only  aggravates  situa- 
tions. The  literature  is  replete  with 
articles  indicating  that  a major 
problem  in  the  malpractice  arena  is 
poor  rapport  between  the  physician 
and  patient  (1,2).  The  alienation  a 
patient  may  feel  is  further  enhanced 
when  the  hospital  contributes  to  the 
situation.  Certainly  one  must  also 
consider  that  the  perception  of  an 
injury  andlor  malpractice  is  as  po- 
tent as  an  actual  fact  of  malpractice. 

To  perpetuate  the  “them  (hospi- 
tal) and  us  (physician)”  position, 
which  is  pervasive  in  Dr  Dunn’s  let- 
ter, is  to  continue  “cursing  the  dark- 
ness ” rather  than  lighting  a candle. 
His  approach  seems  to  be  the  status 
quo.  Consider  that  84%  of  hospital 
malpractice  is  directly  related  to 
physician  negligence  (1).  How  then 
can  one  suggest  “do  not  cooper- 
ate . . .”?  The  very  thing  one  needs 
to  do  is  to  work  together,  not 
“divide  and  conquer.  ” 

Hospitals,  physicians,  and 
patients  are  unquestionably  tied 
together  in  every  aspect  of  health 
care.  Our  paper  recommends  steps 
to  promote  managing  risks  using  a 
preventative  model  to  intercept  a 
possible  developing  claim.  At  no 
time  do  we  suggest  this  be  done 
independently  by  the  risk  managers 
but  by  the  combined  efforts  of  both 
physician  and  hospital.  We  also  sug- 
gest improved  skills  of  the  risk  man- 
agers that  will  aid  the  physicians  in 
difficult  cases  with  litigious  poten- 
tial. This  is  achieved  by:  making 
charts  defensible;  improving  com- 
munication; requiring  more  from 


the  hospital  governing  bodies  to 
promote  better  risk  management 
strategies;  and  better  physician 
accountability  for  peer  review  and 
physician  actions.  Finally,  we  pro- 
mote a systems  risk  management 
methodology  which  is:  logical;  pre- 
ventive, cost-effective;  and  manage- 
able. The  present  method  as  recom- 
mended continues  with  the  current 
risk  management  method  (tradi- 
tional) which  is:  reactionary,  always 
after-the-fact,  expensive,  and 
unmanageable  (3). 

Richard  W.  Walker,  Jr,  MD 

President,  Elenchos-Rimar  Corp,  Medical 
Risk  Management,  400  Medical  Center 
Blvd,  Suite  207,  Webster,  TX  77598. 
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This  Is  How  We  Helped 
Change  Medicare  legislation. 

HowDo^uJll 

Someone  Cm, 

MedcareShesAn 

“ExoenditureTk^t  >. 


Right  now  in  Washington, 
a Congressional  comrruttee 
is  toying  with  a new  idea. 

It's  a system  of  explicit 
“expenditure  targets  tor  the 
Medicare  program. 

The  aim  of  this  idea  is  to 
cut  expenses.  The  result  is 
that  it  will  cut  care. 

Whtu  it  amounts  to  is  notn- 


Tip;,*  ta  an  datoote  SSK®" 

dis-incentive  for  treatment  mo^ 

Instead  ot  assuring  acces.  . This  would  be  a 

to  vital  health  care  seme  . . ,.  people, 

this  plan  will  ttccomp  ish  th  Q^ginally,  Mecfcare  was  a 
exact  opposite.  It  wd Head  ^hat  was 

to  the  rationing  o care.  Aniericans.  We 

The  system  calls  tor  a na-  mad 


spending  on  V iiai  1 - 

American  Medical  Association 


Thanks  to  AMA  efforts 
on  your  behalf,  House  and 
Senate  negotiators  recently 
agreed  to  significant  changes 
in  the  Medicare  program. 

These  improvements,  for 
both  physicians  and 
patients,  were  in  marked 
contrast  to  earlier  proposals 


called  “Expenditure  Targets.” 
Tlie  AMA  felt  strongly  that 
Expendimre  Targets  would 
have  resulted  in  spending 
caps  for  physicians  and 
rationing  or  care  for  their 
Medicare  patients. 

The  AMA  believes  that 
this  new  approach  devel- 


oped by  the  Senate  Einance 
Committee  is  more  in  line 
with  our  goal  of  improving 
health  care  services  for  all 
Americans. 

We  also  believe  this 
change  in  Medicare  legisla- 
tion is  beneficial  for  our 
member  physicians. 


American  Medical  Association 


SCOTT&WHITE 


TEXAS  A&M  UNIVERSITY 

COLLEGE°/MEDICINE 

COLLEGE  STATION*  TEMPLE 


Congratulations 

Class  of  1990  Medical  Students  and  Residents 
and  their  Faculties 


COLLEGE  OF  MEDICINE  AWARDS  - STUDENTS 

Sandoz  Pharmaceutical  Award  for  Outstanding 

Academic  Performance 

Merck  Award  for  Academic  Achievement 

Lange  Medical  Publications  Award  for  Outstanding 

Academic  Performance 

Dr.  David  W.  Sees,  San  Antonio 

Upjohn  Award  for  Personal  Characteristics  of  a 
Physician  Most  Respected  by  Classmates 

Dr.  Brent  A.  Lancaster,  Winter 

American  Medical  Women ’s  Association  fanet  M. 
Glasgow  Memorial  Achievement  Citation 

Dr.  Rebecca  S.  Barrington,  Castroville 
Dr.  Terri  D.  Schmidt,  Giddings 
Dr.  Tracy  A.  Tomac,  Richardson 

Anthony  Van  Leewenhoek  Award  for  Excellence  in 
Microbiology 

Dr.  David  W.  Sees,  San  Antonio 

Excellence  Award  in  Humanities 

Dr.  Timothy  J.  Lacy,  Houston 

Outstanding  Student  In  Pathology  Award 
Dr.  David  W.  Sees,  San  Antonio 

Excellence  In  Clinical  Performance  In 
Pediatrics 

Dr.  Jon  M.  Durica,  Fairfield,  Ct. 


Richard  K Gaines  Award  In  Psychiatry 

Dr.  Floyd  E.  Jemigan,  Ft.  Worth 

Raleigh  R White  Award  In  Surgery 

Di . David  W.  Sees,  San  Antonio 

Outstanding  Student  In  Otolaryngology  Award 
Dr.  Robert  H.  Rosa,  San  Antonio 

AOA  Award 

Dr.  Darla  G.  Lowe,  Garland 

COLLEGE  OF  MEDICINE  AWARDS  - FACULTY 
Outstanding  Clinical  Professor 

Dr.  Randall  W.  Smith,  Department  of  Surgery 
Dr.  Robert  Barnes,  Department  of  Medicine 

Outstanding  Clinical  Deparrtment 

Department  of  Surgery 

Outstanding  Resident  Teacher 

Dr.  George  Fidone,  Department  of  Pediatrics 

SCOTT  & WHITE  RESIDENT  AWARDS 
Clinical  Scholar  Awards  - Senior 

Dr.  Richard  G.  Nixon,  Orthopedics 
Dr.  Oscar  Lazcano,  Pathology 

Clinical  Awards  - junior 

Dr.  Melanie  A.  Ayers,  OB/GYN 
Dr.  Dana  K.  Speer-PhiUips,  OB/GYN 


Outstanding  Internal  Medicine  Student  Best  Clinical  Teacher  In  Medicine 

Dr.  David  W.  Sees,  San  Antonio  Phillip  T.  Cain 
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Don't  overlook  the  least  expensive 
way  to  finance  a car. 


Autoflex  Medical  Leasing  is  Texas'  largest 
auto  leasing  company  and  has  been  the  choice 
of  physicians  all  over  Texas  since  1982.  Our 
20,000  foot  auto  leasing  supercenter  is 
designed  to  save  you  time  as  well  as  money. 

Just  one  phone  call  to  1-800-634-0304  and 
you  are  in  touch  with  our  exclusive 
"FLEXLEASE,"  an  auto  lease  which  offers  no 
down  payment,  no  security  deposit,  lower 
monthly  payments,  free  rent  cars  and  much, 
much  more.  You  pick  out  the  car  of  your 
choice  and  we  will  deliver  it  to  your  home  or 
office  the  next  day!  Sound  simple?  It  is! 

AsjXoflex 

Cl  e a s i N ^ 


Since  tax  reform,  there  are  no  advantages 
to  owning  a car.  The  interest  write  offs  on 
automobile  loans  have  been  eliminated.  The 
investment  tax  credit  may  no  longer  be 
taken.  Sales  tax  is  no  longer  deductible.  These 
are  just  a few  of  the  reasons  to  contact  the 
professionals  at  Autoflex  Leasing. 

Autoflex  Leasing  offers  closed  end  leases 
on  any  new  car,  truck  or  van  so  don't 
overlook  the  least  expensive  way  to  finance  a 
car!  For  your  next  vehicle,  whether  you  buy 
or  lease,  choose  the  company  who  set  the 
standard  for  automobile  leasing,  choose 
Autoflex  Leasing. 

CONTACT;  LOUIS  MURAD 


1-800-634-0304 


212  W.  Spring  Valley  • Richardson,  TX  75081  • 214-234-1234 


1-800-252-9318 

YOUR  HOTLINE 
FOR  TMAIT 
INSURANCE 
ANSWERS 


We  know  that  insurance  can  be  com- 
plicated and  confusing.  You  and  your 
staff  have  more  important  things  to  do 
than  worry  about  your  personal  and 
staff  insurance.  That’s  why  TMAIT 
has  an  INSURANCE  HOTLINE  to 
simplify  things. 

Just  call  1-800-252-9318  any  weekday 
between  8:15  a.m.  and  5:15  p.m. 

You'll  get  a friendly  TMAIT  insurance 
specialist  who  can  usually  answer  your 
questions  immediately.  If  they  can’t, 
they’ll  get  the  answer  and  promptly 
call  you  back. 

Your  INSURANCE  HOTLINE  is  just 
one  more  valuable  member  service. 

TMAIT  offers  you  Safety,  Financial 
Stability,  Excellent  Service  and 
Reliability. 


TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 

Created  and  endorsed  by  the  Texas  Medical  Association 


Tex 


TexasMedical 

Association 


1901  NORTH  LAMAR  BLVD 
AUSTIN,  TEXAS  78705 
1-800-252-9318 
IN  AUSTIN  476-6551 
FAX:  512/469-9336 


Underwritten  hy  PRUCO  Life  In.siirance  Company  of  Texas, 
a subsidiaiy  of  The  PRUDENTIAL. 
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FOCUS  ON  ACCESS: 

MAXIMIZING  HEALTH  CARE  IN  TEXAS 

Saturday,  Sept.  15  Stouffer  Austin  Hotel 


• Gain  insight  about  access  to  care  from  the  perspectives  of  outstanding 
speakers,  including: 

AMA  President  C.  John  Tupper,  AAD 

U.S.  Rep.  Ralph  Hall 

Commissioner  Ron  Lindsey,  Texas  Department  of  Human  Services 

Regional  Director  Paulette  Standefer,  U.S.  Department  of  Health 
and  Human  Services 

• Hear  a prognosis  of  the  November  elections  from  two  of  the  state's  top 
campaign  analysts. 

• Improve  your  understanding  of  reimbursement  policies  or  find  out  how 
the  National  Practitioner  Data  Bank  will  affect  you  and  your  county 
society  during  afternoon  sessions. 

• Learn  how  to  cope  with  Medicare  hassles  during  a dawn  duster  session. 

• Hear  John  P.  Howe  III,  MD,  President,  UTHSC  at  San  Antonio,  at  the 
luncheon,  sponsored  by  the  Texas  Medical  Liability  Trust. 

• As  a TMA  member,  receive  free  conference  registration. 

Plan  now  to  attend!  For  information,  call  TMA  at  (512)  477-6704,  Ext.  156. 
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In  physical 

rehabilitation, 
balance  is 
everything. 


The  rehahilitarion  process  tlirives  on 
two  seemingly  different  principles:  tlie 
power  of  experience,  and  the  promise 
of  innovation.  To  balance  the  two  is  no 
simple  task,  hut  that’s  exactly  what  we 
do  at  Wami  Springs,  fusing  valuable 
new  technologies  with  valued  traditions 
in  caring.  • TTie  result  we  seek  in  each 
of  our  programs  - for  brain  injury,  spinal 
cord  injury,  stroke  and  neurological 
disorders,  orthopedics,  pediatrics  - 
demands  its  own  unique  balance,  one 
which  strives  not  only  to  restore  abilities, 
hut  to  help  rebuild  aspirations.  • In  every 
way,  at  every  step  in  the  process,  the 
resources  for  success  lie  in  the  ability 
to  find  the  balance.  Of  experience  and 
innovation.  Technology  and  caring. 

Bctdy  and  spirit.  At  Warm  Springs,  we 
have  risen  to  the  challenge  for  more 
than  fifty  years. 


Warm  Springs 
Rehabilitation  Hospitals 


Gonzales,  TX  800/792-WARM,  512/672-6592 
San  Antonio,  TX  800/451-1350,  512/691-0100 


Upfront 


Texas  doctors  receive  awards 
in  AMA  recruitment  program 

Six  Texas  physicians  have  been  hon- 
ored for  their  success  in  recruiting 
new  members  of  the  American  Med- 
ical Association  through  the  AMA 
Outreach  Program.  The  program  is 
based  on  individual  recruitment 
efforts  at  the  grass-roots  level. 

Texas  accounted  for  40  of  the 
220  new  members  recruited  through 
the  AMA’s  Hospital  Medical  Staff 
Section  Outreach  Program.  For  that 
achievement,  Texas  received  the 
state  award  for  recruiting  the  most 
members.  Individual  awards  went  to 
Albert  F.  Hendler,  MD,  Dallas,  31 
members;  Irvin  J.  Reiner,  MD, 
Houston,  8 members;  and  Robert  S. 
Demski,  MD,  San  Antonio,  1 member. 

Betty  P.  Stephenson,  Sugar  Land, 
brought  in  26  new  members,  and  J. 
James  Rohack,  MD,  College 
Station,  recruited  the  27th  for 
Texas’  contribution  to  the 
AMA  House  of  Delegates 
Physician  Outreach  Pro- 
gram, which  enrolled  a total 
of  891  new  members.  Both 
physicians  received  individ- 
ual awards. 

The  AMA  Young  Physi- 
cians Section  Outreach 
Program  brought  in  280 
new  members,  and  Martin 
Guerrero,  MD,  San  Anto- 
nio, received  an  individual 
award  for  his  efforts,  which 
resulted  in  15  new 
county  medical  soci- 
ety members. 


38  new  Texas  Medical  Association 
members,  and  16  new  AMA  mem- 
bers. Structured  somewhat  differ- 
ently from  the  other  two,  the  YPS 
Outreach  Program  took  into 
account  recruitment  at  all  levels  of 
the  federation. 

The  awards  were  presented  dur- 
ing the  June  24-28  AMA  meeting  in 
Chicago.  Through  the  AMA  Out- 
reach Program,  1,343  new  members 
were  brought  into  the  organization 
during  the  past  year.  The  Hospital 
Medical  Staff  Section  participated 
for  the  first  time,  the  Young  Physi- 
cians Section  has  participated  for  3 
years,  and  the  House  of  Delegates’ 
program  is  6 years  old. 

Three  Texas  publications  win 
medical  journalism  awards 

East  Texas  Medicine, 
Dallas  Medical  Journal, 
and  Houston  Medicine 
were  among  the  winners 
in  the  15th  annual 
medical  journalism 
competition  conducted 
by  Sandoz  Pharmaceu- 
ticals for  state  medical 
associations,  local 
medical  publications, 
hospitals,  state  phar- 
maceutical associa- 
tions, and  newsletters. 
The  awards  are  for 
outstanding  appearance 
and  editorial  qualities. 
East  Texas 
Medicine  was 
among  the 
five  first-prize 


winners,  and  received  a prize  of 
$500.  Published  by  the  East  Texas 
Hospital  Foundation  in  Tyler,  the 
bimonthly  regional  scientific  journal 
is  supported  entirely  by  subscription 
and  advertising  revenue.  Its  editor 
and  publisher  is  Gary  D.  Boyd,  MD, 
of  Tyler. 

Receiving  honorable  mentions 
were  the  Dallas  Medical  Journal  and 
Houston  Medicine. 

Dallas  Medical  Journal  is  the 
bimonthly  publication  of  the  Dallas 
Gounty  Medical  Society;  its  manag- 
ing editor  is  Anne  Eby  Rener. 

Houston  Medicine,  a quarterly 
clinical  journal,  is  published  by  The 
Woman’s  Hospital  of  Texas  Re- 
search and  Education  Eoundation, 
HCA  Medical  Center  Hospital,  The 
Hermann  Trust,  and  St.  Luke’s  Epis- 
copal Hospital.  Herbert  L.  Ered, 
MD,  is  the  editor-in-chief  and  Mrs 
Pat  Robie  is  the  editor. 

The  awards  were  announced  in 
the  June  issue  of  Medical  Journalism, 
a newsletter  published  by  Sandoz 
Pharmaceuticals. 


Tarrant  CMS  Auxiliary  receives 
national  award 

The  Tarrant  County  Medical  Society 
Auxiliary  received  one  of  the  first 
AMA  Auxiliary  HAP  Awards  for  its 
AIDS  Pantry  project. 

Created  to  recognize  outstanding 
auxiliary  health  awareness  programs 
and  projects,  HAP  awards  were  given 
in  four  categories.  The  AIDS  Pantry 
award  was  in  the  category  of  auxil- 
iary-sponsored health  action  projects. 

Sandy  Lanier  of  Port  Worth  initi- 
ated the  program  and  later  pre- 
sented it  to  the  TCMS  Auxiliary, 
which  took  it  on  as  a project.  Its 
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purpose  is  to  provide  food  for  peo- 
ple with  AIDS  who  are  too  ill  to 
provide  for  themselves  and  whose 
resources  have  been  depleted. 

“The  Aids  Pantry  has  recently  had 
the  opportunity  to  expand,”  said 
Rosie  Mauk,  immediate  past  presi- 
dent of  the  Tarrant  County  Medical 
Society  Auxiliary.  “When  we  first 
started,  16  clients  were  being  served 
each  week,  and  now  there  are  72.  In 
addition,  the  AIDS  Pantry  has  just 
joined  our  local  Tarrant  County 
Food  Bank.  . . the  project  really  has 
grown  by  leaps  and  bounds.” 

The  award  was  one  of  four  pre- 
sented during  the  AMA  Auxiliary 
House  of  Delegates  meeting  June  27 
in  Chicago.  Mrs  Lanier  and  Mrs 
Mauk  accepted  the  award,  which 
was  presented  by  Alan  R.  Nelson, 
MD,  immediate  past  president  of  the 
American  Medical  Association. 

The  new  awards  program 
attracted  more  than  70  entries  from 
throughout  the  nation. 

Mrs  Lanier  is  the  current  TMAA 
chairman  for  AIDS  Response.  She 
and  her  husband,  Bob  Lanier,  MD, 
have  been  extremely  active  in  work 
with  AIDS  patients,  and  they  will 
speak  during  the  TMAA  conference 
to  be  held  September  14  in  Austin. 


Drug  Free  America  Week 
needs  physicians’  support 

The  Texas  Medical  Association  Aux- 
iliary Red  Ribon  Campaign  will  un- 
furl across  the  state  Oct  21-28  as 
county  medical  society  auxiliaries 
distribute  red  ribbons  and  sponsor 
-healthful  activities  in  coordination 
with  the  national  Drug  Free  America 
Week. 


“We’re  promoting  positive 
lifestyles  and  alternatives  to 
drug  use,”  said  Ann  Ballard, 
McAllen,  president  of  the 
TMA  Auxiliary. 

The  Texas  Medical  Asso- 
ciation is  a cosponsor  of 
the  Red  Ribbon  Cam- 
paign, and  local  organiz- 
ers are  being  urged  to 
involve  physicians, 
make  them  visible,  and 
encourage  them  to  be 
in  the  forefront  of  lo- 
cal activities  to  show 
that  Texas  medicine 
really  does  care. 

All  Texas  physi- 
cians, office  staff, 
and  auxiliary  mem- 
bers will  be  en- 
couraged to  wear 
red  ribbons  dur- 
ing the  week 
to  show  their 
support  for  a 
drug-free 
nation.  The  rib- 
bons carry  the  TMA/TMAA 
names,  the  slogan,  “Join  Me  — I’m 
Drug  Free!”  and  a reminder  that 
“Texas  Medicine  Cares  About  a 
Drug  Free  Texas.” 

Ribbons  also  will  be  available  for 
students,  patients,  and  community 
leaders. 

Local  auxiliaries  are  planning  a 
variety  of  activities,  including  sports 
events  and  games  tournaments,  to 
promote  healthy,  drug-free  lifestyles. 

The  mission  for  this  year’s  cam- 
paign is  to  put  medicine  in  the  fore- 
front of  the  fight  against  drug  abuse. 

“One  thing  new  this  year,”  said 
Mrs  Ballard,  “is  to  ask  local  auxil- 
iaries to  designate  one  day  during 
Drug  Free  America  Week  as  medi- 
cine’s day,  and  call  it  ‘Health  Break.’” 


Other  new 
activities 
include  in- 
fants’ tee  shirts 
bearing  the  slo- 
gan, “Keep  Me 
Drug  Free,” 
and  presentation 
of  “Clean  Bill  of 
Health”  certificates 
to  local  participants 
as  a reminder  of  the 
benefits  of  a drug-free 
lifestyle. 

LaFon  Ditzler,  Temple,  is  state 
chairman  of  the  Red  Ribbon 
Campaign. 

For  a supply  of  ribbons  to  wear 
and  distribute,  physicians  may  con- 
tact their  county  medical  society 
auxiliary.  Additional  information  is 
available  from  the  TMA  Auxiliary  at 
(512)  477-6704,  ext  160  or  162. 
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Texas  physicians  participate 
in  setting  AMA  policies 

More  than  130  Texas  physicians 
took  part  in  the  American  Medical 
Association’s  House  of  Delegates 
meeting  held  in  Chicago  in  June. 

Joseph  T.  Painter,  MD,  Houston 
won  his  race  for  reelection  to  the 
AMA  Board  of  Trustees,  and  after- 
ward was  chosen  as  the  new  chair- 
man of  the  board. 

Jack  Chisolm,  MD,  Dallas,  was 
reelected  to  the  Council  on  Consti- 
tution and  Bylaws.  And  a Texas 
Medical  Association  past  president, 
John  M.  Smith,  Jr,  San  Antonio, 
received  the  AMA  Distinguished  Ser- 
vice Award. 

“Fast-moving,”  “sensitive,” 

“hard  to  explain  clearly  and  com- 
pletely” — all  apply  to  the  issues 
that  were  before  the  delegates.  The 
six-pound  Handbook  for  the  House 
of  Delegates  contained  a record 
number  of  reports  and  resolutions 
touching  on  practically  every  issue 
facing  medicine  and  health  care  today. 

The  Texas  Medical  Association 
presented  15  resolutions.  Topics 
were:  Medicare,  peer  review,  and 
clinical  laboratory  regulations;  mis- 
use of  cognitive  examinations;  pro- 
posed IRS  pension  regulations;  legal 
definition  of  negligence  pertaining  to 
blood  banks;  method  of  prescribing 
the  drug  clozapine;  support  for  in- 
demnity payment  plans;  concern 
regarding  payment  for  serving  patients 
in  hospitals;  and  truth-in-advertising 
in  managed  health  care  plans. 

All  the  Texas  resolutions  were 
either  approved  outright,  or  with 
slight  modifications.  The  Law,  Medi- 
cal Economics,  and  Public  Health 
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sections  of  this  issue  contain  more 
extensive  information  about  these 
resolutions  and  highlights  of  other 
AMA  actions. 

Ethical  and  bioethical  issues 
claimed  much  attention  during  this 
session.  Bioethical  issues  included 
interventions  during  pregnancy, 
including  the  mother’s  and  physi- 
cian’s responsibility;  a position  of 
“no  policy”  regarding  abortion, 
leaving  the  decision  regarding  abor- 
tion to  the  individual  physician;  and 
support  for  legal  availability  of 
mifepristone  (RU486)  for  appropri- 
ate research  and,  if  indicated,  clini- 
cal practice. 

The  House  also  considered  issues 
surrounding  “do  not  resuscitate” 
orders,  but  referred  the  matter  back 
for  a report  to  be  presented  when 
the  House  meets  in  December.  It 
took  like  action  on  matters  of  test- 
ing patients  for  HIV  infection. 

In  other  actions  the  House 
adopted: 

• a position  continuing  to  support 
humane  use  of  animals  in 
research; 

• a statement  of  nondiscrimination 
in  AMA  membership; 

• a report  on  concerns  regarding  the 
economic  value  of  human  tissue; 

• a resolution  encouraging  physi- 
cians to  make  information  on  liv- 
ing wills  and  power  of  attorney 
available  in  their  reception  areas; 

• six  fundamental  elements  of  the 
patient-physician  relationship 
(see  related  story  in  this  section). 

The  House  also  approved  a 
Board  of  Trustees  report  calling  for 
no  dues  increase  in  1991,  and  plac- 
ing emphasis  instead  on  refocusing 
activities  and  trimming  lower  prior- 
ity programs. 


AMA  adopts  fundamental 
elements  of  patient-physician 
relationship 

What  constitutes  the  patient-physi- 
cian relationship?  An  AMA  report 
adopted  in  June  specifies  the  funda- 
mental elements: 

“From  ancient  times,  physicians 
have  recognized  that  the  health  and 
well-being  of  patients  depends  upon 
a collaborative  effort  between  physi- 
cian and  patient.  Patients  share  with 
physicians  the  responsibility  for 
their  own  health  care.  The  patient- 
physician  relationship  is  of  greatest 
benefit  to  patients  when  they  bring 
medical  problems  to  the  attention  of 
their  physicians  in  a timely  fashion, 
provide  information  about  their 
medical  condition  to  the  best  of 
their  ability,  and  work  with  their 
physicians  in  a mutually  respectful 
alliance.  Physicians  can  best  con- 
tribute to  this  alliance  by  serving  as 
their  patients’  advocate  and  by  fos- 
tering these  rights: 

“1.  The  patient  has  the  right  to 
receive  information  from  physicians 
and  to  discuss  the  benefits,  risks, 
and  costs  of  appropriate  treatment 
alternatives.  Patients  should  receive 
guidance  from  their  physicians  as  to 
the  optimal  course  of  action. 

Patients  are  also  entitled  to  obtain 
copies  or  summaries  of  their  medical 
records,  to  have  their  questions 
answered,  to  be  advised  of  potential 
conflicts  of  interest  that  their  physi- 
cians might  have,  and  to  receive 
independent  professional  opinions. 

“2.  The  patient  has  the  right  to 
make  decisions  regarding  the  health 
care  that  is  recommended  by  his  or 
her  physician.  Accordingly,  patients 
may  accept  or  refuse  any  recom- 
mended medical  treatment. 
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Can  you  use  this  information? 


America’s  Adolescents:  How  Healthy  Are 
They?  First  in  the  AMA  Profiles  of  Adoles- 
cent Health  Series,  this  88-page  book  pro- 
vides an  overview  of  major  issues  in  adoles- 
cent health,  based  on  current  data  from 
national  surveys.  Price:  $10  for  AMA  mem- 
bers, $12  for  nonmembers,  plus  applicable 
sales  tax.  The  order  number  is  NL012690; 
call  (800)  621-8335. 

Statements  on  Delineation  of  Hospital 
Privileges.  This  is  a compilation  of  state- 
ments and  guidelines  on  delineation  of  hos- 
pital medical  staff  and  clinical  privileges 
developed  by  national  medical  specialty 
societies  and  the  professional  associations  of 
dentists  and  podiatrists.  Single  copies  are 
free  from  the  AMA  Department  of  Hospital 
Medical  Staff  Services.  Call  (312)  464-4754. 

U.S.  Medical  Licensure  Statistics  and 
Current  Licensure  Requirements.  1 990  edi- 
tion. This  includes  licensure  statistics  for 
1988,  state  licensure,  testing,  and  endorse- 
ment requirements  as  of  publication;  fees, 
renewal  intervals,  and  CME  requirements; 
and  various  other  types  of  licensure  infor- 
mation. Price:  $30  for  AMA  members,  $50 
for  nonmembers.  The  order  number  is 
OP399090;  call  (800)  621-8335. 


“3.  The  patient  has  the  right  to 
courtesy,  respect,  dignity,  responsive- 
ness, and  timely  attention  to  his  or 
her  needs. 

“4.  The  patient  has  the  right  to 
confidentiality.  The  physician  should 
not  reveal  confidential  communica- 
tions or  information  without  the 
consent  of  the  patient,  unless  pro- 
vided for  by  law  or  by  the  need  to 
protect  the  welfare  of  the  individual 
or  the  public  interest. 

“5.  The  patient  has  the  right  to 
continuity  of  health  care.  The  physi- 
cian has  an  obligation  to  cooperate 
in  the  coordination  of  care  with 
other  health  care  providers  treating 


the  patient.  The  physi- 
cian may  not  discontinue 
treatment  of  a patient  as 
long  as  further  treatment 
is  medically  indicated, 
without  giving  the 
patient  sufficient  oppor- 
tunity to  make  alterna- 
tive arrangements  for 
care. 

“6.  The  patient 
should  have  the  right  to 
essential  health  care,  and 
physicians,  along  with 
the  rest  of  society, 
should  continue  to  work 
toward  this  goal. 
Fulfillment  of  this  right 
is  dependent  on  society 
providing  resources  so 
that  no  patient  is 
deprived  of  necessary 
care  because  of  an 
inability  to  pay  for  the 
care.  Physicians  should 
continue  their  traditional 
assumption  of  a part  of 
the  responsibility  for  the 
medical  care  of  those  who  cannot 
afford  essential  health  care.” 

The  report,  which  was  adopted 
by  the  AMA  House  of  Delegates  at 
its  June  18-22  meeting  in  Chicago, 
is  not  itself  an  ethical  opinion  of  the 
Council  on  Ethical  and  Judicial 
Affairs,  but  rather  expresses  long- 
standing AMA  policy. 

AMA/Net  and  FEDNET 
terminated 

The  American  Medical  Association 
discontinued  its  AMA/Net,  which 
includes  the  FEDNET  Bulletin  Board 
and  the  electronic  mail  communica- 
tion service,  effective  August  10. 
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The  service  had  been  a benefit  of 
AMA  membership  for  nearly  2 
years,  but  its  level  of  use  failed  to 
support  its  monthly  operating  costs. 
The  Board  of  Trustees  explored  vari- 
ous possibilities  for  maintaining  the 
service,  but  none  materialized. 

A July  19  communique  to  FED- 
NET users  from  the  AMA  Division 
of  Medical  Society  Relations  stated, 
“Rest  assured  that  the  AMA’s  com- 
mitment to  communicating  with  the 
Federation  on  a timely  and  substan- 
tive basis  has  not  been  diluted  by  the 
demise  of  AMA/Net  and  FEDNET 
in  its  current  form.”  It  also  noted 
that  these  systems  would  be  replaced 
with  alternatives  such  as  facsimile 
systems.  Federal  Express  overnight 
mail,  mailgram,  and  the  new  Federa- 
tion Outreach  Report. 

Construction  on  schedule  at 
TMA’s  building  site 

At  press  time,  construction  at  the 
Texas  Medical  Association’s  building 
site  was  proceeding  on  schedule,  and 
officials  anticipated  that  the  associa- 
tion’s 26  departments  and  153  em- 
ployees would  move  into  the  new 
headquarters  in  July  of  1991. 

“The  building  construction  is 
proceeding  smoothly,”  said  Bob 
Mickey,  executive  vice  president.  “We 
may  top  out  (complete  the  highest 
point  on  the  building)  as  early  as 
this  month,  but  that’s  only  one  sec- 
tion. Construction  of  the  west  section, 
a four-level  parking  garage,  will 
begin  when  the  tower  is  finished.” 

Located  on  the  southwest  corner 
of  15th  and  Guadalupe  Streets  in 
Austin,  the  ten-level  structure  will 
house  the  offices  and  services  that 
now  squeeze  into  the  main  Head- 
quarters Building  and  three  other 
smaller  buildings  across  the  street. 
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Painter  sees  stronger 
federation,  alliances, 
better  communication 
ahead  for  AMA 

. . the  demands  of  the  90s  are 
much  different  from  the  demands  of 
the  70s  and  80s.  ..  . noiv  is  the  time 
to  build  a broad  base  of  support, 
first  within  the  profession  and  then 
beyond  it,  so  we  can  work  with 
other  groups  to  find  the  common 
ground.  . . By  building  those  bridges 
and  trying  to  find  out  where  we  can 
work  together,  we  can  create  a much 
broader  understanding  of  what  the 
AMA  wants  to  do.  And  that’s  really 
to  make  sure  the  patient  has  avail- 
able the  best  health  care  system  in 
the  world.  ” 

Joseph  T.  Painter,  MD,  Houston, 
was  speaking  of  future  plans  for  the 
American  Medical  Association;  in 
June  he  was  elected  to  a third  term 
on  the  Board  of  Trustees,  and 
selected  as  chairman. 

A veteran  of  long-range  planning 
for  both  the  Texas  and  American 
Medical  Associations,  Dr  Painter 
has  served  as  a trustee  and  m 
numerous  positions  of  leadership 
for  both  groups.  He  is  a past  presi- 
dent of  the  American  Society  of 
Internal  Medicine,  Texas  Society  of 
Internal  Medicine,  Texas  Medical 
Foundation,  and  Texas  Institute  for 
Medical  Assessment. 

In  addition  to  his  organizational 
work,  the  vice  president  for  extra- 
mural programs  at  The  University 
of  Texas  M.D.  Anderson  Cancer 
Center  also  has  been  in  private  prac- 
tice, has  taught  in  two  Texas  medi- 
cal schools,  is  a diplomate  of  the 
American  Board  of  Internal 
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Medicine,  and  holds  many  other 
memberships  and  professional  dis- 
tinctions. 

And,  with  elan  worthy  of 
Crocodile  Dundee,  Dr  Painter  qui- 
etly sports  the  small  silver  symbol 
which  tells  the  cognoscenti,  “Here 
stands  a Fellow  of  the  Ancient  Ellip- 
tical Order  of  Alligators.” 

He  took  time  recently  to  talk 
with  a Texas  Medicine  reporter 
about  what  physicians  can  expect 
from  the  AMA  in  the  future,  and 
how  they  can  contribute  to  its  goals. 

TM:  In  your  campaign,  you  called  for 
strengthening  the  federation  and 
improving  liaison  with  state  medical 
associations.  Do  you  have  specific 
proposals? 

Dr  Painter:  I think  the  cornerstone  of 
our  efforts  must  be  to  raise  physi- 
cians’ interest  in  membership  in  the 
AMA,  as  the  leading  organization 
dealing  with  the  national  issues  of 
medical  care  and  the  health  care 
delivery  system.  If  we  achieve  over 
50%  membership  by  physicians,  we 
have  our  credibility  well  established. 
With  that  support,  we  can  accom- 
plish what  needs  to  be  done  to  give 
the  patient  and  the  physician  the 
opportunity  to  receive  and  to  give 
the  best  care,  and  to  maintain  our 
quality  of  care. 

To  do  this,  we  must  first 
strengthen  the  federation  — develop 
a real  partnership  between  the  state 
medical  associations,  specialty  soci- 
eties, and  the 
AMA.  For 
example,  the 
Texas  Medical 
Association’s 
knowledge  of 
working  with 
Congressmen 


and  Senators  from  our  state  is  excel- 
lent, and  if  we  look  at  designing  a 
national  game  plan  for  health  care 
delivery  in  the  country,  then  the 
AMA  can  involve  TMA  experts  in 
preparing  the  plan  and  devising  the 
strategies  needed.  Then  we’re  all 
playing  as  a team.  Having  been  in 
on  the  planning,  the  state  associa- 
tions can  then  work  to  get  the  neces- 
sary information  to  Congress.  We 
believe  this  would  result  in  having 
the  physician’s  viewpoint  better  rep- 
resented, and  in  a stronger  represen- 
tation effort  for  patients  and  physi- 
cians in  general. 

Basically,  strengthening  the  feder- 
ation is  one  part  of  the  plan,  and 
building  bridges  to  other  groups  is 
the  second  part.  We  need  to  work 
with  the  allied  groups  in  medicine, 
the  American  Hospital  Association, 
and  a variety  of  other  organizations. 
Beyond  that,  we  need  to  build 
bridges  to  corporate  America,  to 
labor,  to  consumer  groups,  and  oth- 
ers, so  they  understand  the  AMA 
and  its  position.  And  we  need  to 
carry  the  same  message  at  both  the 
state  and  national  level. 

TM:  You  have  mentioned  “planning” 
several  times.  How  does  the  AMA 
plan  its  activities? 

Dr  Painter:  The  AMA  has  a corporate 
planning  process  that  is  quite  effec- 
tive in  terms  of  the  internal  planning 
to  carry  out  the  directions  of  the 
House  of  Delegates.  The  Board  of 


“Stay  informed  . . . join  and 
support  AMA . . . continue  to 
deliver  good  medical  care 
with  that  personal  touch . . 
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Trustees’  involvement  in  shaping  the 
AMA’s  direction  in  response  to 
House  policy  will  be  increasingly 
important.  The  board  will  hold  a 
retreat  to  look  at  key  policy  develop- 
ment areas  and  strategy  issues  as  an 
integral  part  of  its  activity  starting 
next  January.  Much  as  in  TMA,  the 
ideas  and  priorities  emerging  during 
the  retreat  will  then  be  integrated 
with  the  planning  process  into  the 
budget  development  process,  so  that 
the  two  are  coordinated,  both  in 
terms  of  an  annual  budget  as  well  as 
the  3-5-year  financial  planning  and 
program  planning  aspects. 

TM:  What  about  communicating 
information  to  the  membership? 


Dr  Painter:  The  third  aim  is  to  create  a 
climate  of  understanding  both 
within  and  without  the  profession. 
There  are  substantive  changes 
already  in  process.  The  AMNET 
program  has  been  discontinued,  but 
it  will  be  replaced  by  a FAX  network 
and  a new  summary  of  pertinent 
information  like  the  previous 
“greensheet.”  In  addition,  all  of  the 
AMA’s  communication  devices  will 
be  examined  in  terms  of  clearly  iden- 
tifying AMA  policy  issues  as  well  as 
discussion  topics,  so  that  people  can 
separate  the  two  in  terms  of  the 
reporting  and  the  factual  informa- 
tion that  we’re  trying  to  communi- 
cate to  members  as  well  as  to  the 
general  public  interested  in  health 
policy  issues. 


Finally,  the  AMTV  distributes  30- 
second  television  summaries,  or  a 
minute  or  two  on  new  issues  with 
comments  by  leading  AMA  experts. 
These  can  be  picked  up  from  a satel- 
lite and  used  by  any  of  the  telecom- 
munications stations  around  the 
country.  AMTV  also  is  accelerating 
its  programming  both  for  the  public 
and  for  the  profession.  We’ll  soon 
see  a number  of  these  things  that 
have  been  in  the  planning  process 
for  the  past  few  years. 

TM:  Communication  is  vitally  impor- 
tant, in  good  times  and  hard  times 
as  well.  We  have  just  seen  the  AMA 
come  through  a difficult  period  that 
was  disturbing  to  many  members. 

The  trustees  com- 
municated openly 
and  acted 
promptly  to 
assure  continua- 
tion and  smooth 
transition  of 
executive  leader- 
ship. What  else 
will  the  trustees 
do  to  continue  the  healing  and 
strengthening  of  the  organization? 

Or  Painter:  We  have  been  through  a 
terribly  traumatic  time.  But  the 
trustees  acted  promptly,  investigated 
the  matter  quickly,  and  presented  a 
full  and  factual  report  to  the  House 
of  Delegates.  We  view  that  as  a 
closed  chapter  that’s  been  thoroughly 
reviewed  by  an  outside  investigative 
group  which  found  the  AMA  opera- 
tions to  be  in  good  order. 

The  experience  certainly  brought 
to  the  board’s  attention  the  need  for 
more  finite  committee  structure  deal- 
ing with  the  issues  of  audit,  looking 
at  the  financial  policies  to  be  sure 
that  we  have  the  correct  ones  in 
place,  and  of  course,  making  sure 
that  we’re  fully  informed  about  any 


‘We  need  to  build  bridges  to 
corporate  America,  labor,  con- 
sumers ...  so  they  understand 
the  AMA  and  its  position.” 


questionable  item  that  might  be 
picked  up  in  the  audit. 

We  have  a new  auditor,  and  the 
audit  committee  is  working  closely 
with  those  individuals  to  make  sure 
that  the  board  is  fully  informed  and 
has  access  to  all  of  the  information 
that  is  needed. 

The  compensation  committee  is 
looking  at  the  compensation,  duties, 
and  accomplishments  of  the  chief 
executive  plus  the  top  executives. 

Also,  we  are  looking  at  the 
finances  in  much  greater  detail,  and 
in  a different  way,  which  we  believe 
will  allow  the  board  to  remain  fully 
informed  and  exercise  its  fiduciary 
responsibilities. 

Finally,  during  the  next  6 months 
to  a year.  Dr  Todd  will  bring  his 
own  brand  of  executive  manage- 
ment, refocusing  on  important  key 
issues,  and  moving  toward  a 
stronger,  and,  as  he  says,  a “leaner” 
AMA. 

TM:  Someone  once  said  that  success- 
ful institutions  choose  leaders  who 
are  right  for  the  times.  Would  you 
comment  on  that? 

Dr  Painter:  James  S.  Todd,  MD,  the 
new  executive  vice  president, 
brought  with  him  5 years  of  experi- 
ence in  AMA’s  top  management,  as 
well  as  his  own  perspective.  To  be 
sure,  in  making  the  selection,  the 
Board  of  Trustees  recognized  that 
the  demands  of  the  90s  are  much 
different  than  the  demands  of  the 
70s  and  80s,  and  that  a different 
type  of  person  and  a different  type 
of  management  was  needed. 

I think,  moreover,  the  board  rec- 
ognized that  now  is  the  time  to  build 
a broad  base  of  support  beyond  the 
profession  — first  within  the  profes- 
sion and  then  beyond  it  — so  that 
we  work  with  other  groups  to  find 
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and  emphasize  the  common  ground, 
even  though  we  may  disagree  on 
some  areas.  By  building  those 
bridges  and  trying  to  find  out  where 
we  can  work  together,  we  can  create 
a much  broader  understanding  of 
what  AMA  wants  to  do,  and  that’s 
really  to  help  make  sure  the  patient 
has  available  the  best  care  system  in 
the  world. 

TM:  What  can  the  members  do  to 
help  the  AMA  reach  these  goals? 

Dr  Painter:  First,  stay  informed.  Busy 
doctors  have  a difficult  time  keeping 
up  with  the  scientific  literature, 
much  less  the  other  important  prac- 
tice issues,  and  oftentimes  they  wake 
up  and  find  that  a new  and  unex- 
pected rule  or  regulation  has 
affected  their  practice. 

Second,  join  and  support  the 
AMA.  The  American  Medical  Asso- 
ciation is  the  only  national  organiza- 
tion that  represents  all  physicians 
and  all  viewpoints.  In  fact,  it’s  been 
estimated  that  95%  of  the  view- 
points of  doctors  across  the  country 
are  represented  in  the  AMA’s  House 
of  Delegates.  Therefore,  the  policies 
that  are  made  by  that  very  demo- 
cratic body  represent  the  collective 
thinking  of  good,  solid  physicians 
looking  after  their  patients  across 
the  country.  Joining  the  AMA  not 
only  gives  financial  and  numerical 
support,  but  also  — to  the  degree  of 
one’s  interest  — gives  the  individual 
an  entryway  into  the  policymaking 
process.  Remember  that  one  person 
who  has  a good  idea  can  introduce  a 
resolution  at  the  county  level,  carry 
it  all  the  way  to  the  AMA,  and  can 
literally  change  AMA  policy  or 
establish  new  policy. 


Third,  every  physician  can  con- 
tinue to  deliver  good  medical  care 
with  that  personal  touch.  Cementing 
that  patient  and  physician  relation- 
ship, gaining  the  patient’s  respect, 
and  showing  that  doctors  are  inter- 
ested in  doing  what  is  best  for  their 
patients,  are  tremendously  impor- 
tant. If  we  can  build  that  faith  and 
trust  that  doctors  are  more  inter- 
ested in  patients  than  in  dollars, 
then,  I think,  we  can  have  a firm 


foundation  for  understanding  and  a 
public  conviction  that  doctors  are 
doing  a good  job. 

That’s  the  solid  base  of  support 
that  medicine  needs.  It  can  only  be 
created  and  nurtured  by  every  physi- 
cian, every  day,  providing  the  best 
possible  care  for  every  patient. 


Bull  elk  and  mule  deer  bucks  that  will  stop  your  heart... 
or  capture  it. 

• Big  game  hunts  or  photo  safaris 

• Choice  of  three  types  of  camps 

• Expert  guides  and  wranglers 

• Owned  by  a doctor  - operated  for  doctors 

• Located  near  Aspen 

• Breathtaking  mountain  landscapes 

• One  trip  you'll  always  remember 

• Complete  customized  trip  service 


Rocky 

Mountain 

Safaris 


818  26  Road,  Grand  Junction,  CO  81506 
(303)  243-9296 
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At  Medical  Protective,  fighting  for  our 
doctors  is  our  number  one  priority.  We  know 
we’re  not  just  insuring  your  finances.  We’re 
protecting  your  professional  reputation,  an 
asset  no  amount  of  insurance  can  replace. 

And  when  we  go  to  battle,  our  winning 
record  is  unsurpassed.  The  reasons  are 
simple. 

First,  no  one  knows  more  about  defending 
doctors  than  we  do.  We  invented  professional 
liability  insurance  90  years  ago  and  have 
been  defending  doctors  ever  since. 

Second,  since  our  inception  we  have 
employed  only  the  most  experienced  and 
skilled  malpractice  lawyers  in  your  area.  We 
will  never  waver  from  this  commitment. 

Third,  commitment  of  this  kind  requires 
financial  strength  and  stability.  With  nearly 
a billion  dollars  in  assets  and  a continuous 
A.M.  Best  A+  (Superior)  rating,  we  don’t 
have  to  make  individual  case  decisions 
based  on  the  bottom  line.  We  have  the 
financial  clout  to  do  whatever  it  takes  to 
serve  our  doctors. 

H you  would  like  this  kind  of  aggressive 
defense  in  your  corner,  don’t  wait.  Call  The 
Medical  Protective  Company  General 
in  your  area  today. 


America  s premier  professional  liability  insurer. 


Offices  in  Dallas,  Bruce  Grim,  Keith  H.  Prince,  Charles  F.  Curtice,  Daniel  S.  Marley,  (214)  821-4640  • Houston,  L.  Wayne  Kirk, 
Rick  D.  Bolin,  John  Bedingfield,  (713)  465-4445  • San  Antonio,  Michael  Rollans,  Thomas  A.  Weisman,  (512)  490-1081 

Te.xas  Medicine 


Newsmakers 

Susanna  E.  Bedell,  MD,  Palestine  intern- 
ist, has  been  appointed  by  Governor 
Bill  Clements  to  the  Hospital  Licens- 
ing Advisory  Council. 

William  T.  Butler,  MD,  president  of  Bay- 
lor College  of  Medicine,  and  profes- 
sor of  internal  medicine,  microbiol- 
ogy and  immunology,  has  been 
elected  as  a member  of  the  Institute 
of  Medicine,  an  affiliation  of  the 
National  Academy  of  Sciences  in 
Washington,  DC. 

Michael  E.  DeBakey,  MD,  Houston  cardi- 
ologist, has  been  selected  as  an  Hon- 
orary Fellow  by  the  American  Col- 
lege of  Healthcare  Executives.  The 
fellowship,  awarded  to  two  people 
each  year,  honors  individuals  who 
have  made  significant  contributions 
to  improving  the  health  of  Americans. 

James  H.  “Red”  Duke,  MD,  professor  of 
surgery  at  The  University  of  Texas 
Medical  School  in  Houston,  and  the 
John  B.  Holmes  Professor,  has  been 
appointed  to  the  Development 
Board  at  The  University  of  Texas 
Health  Science  Center  at  Houston. 
Board  members  serve  as  ambas- 
sadors for  the  university  and  assist 
in  fundraising  activities  for  the 
Health  Science  Center’s  six  schools. 

Sebastian  Faro,  MD,  vice  chairman  and 
professor  in  the  department  of  ob- 
stetrics and  gynecology  at  Baylor 
College  of  Medicine,  has  been  elected 
to  a fellowship  in  the  American  Gy- 
necological and  Obstetrical  Society. 

Drew  Gaffney,  MD,  associate  professor 
of  internal  medicine  and  cardiologist 
at  The  University  of  Texas  South- 
western Medical  School,  will  con- 


duct research  on  Spacelab  Life  Sci- 
ences 1,  the  laboratory  that  will  be 
attached  to  the  space  shuttle  Colum- 
bia. The  9-day  mission  is  tentatively 
scheduled  for  December. 

Dallas  anesthesiologist  Catalina  “Hope” 
Garcia,  MD,  was  selected  to  represent 
the  United  States  at  an  international 
conference  entitled  “A  Meeting  of 
Mexican  Women”  held  in  Mexico 
City.  The  focus  of  the  conference 
was  to  discuss  ways  in  which  the 
Hispanic-American  community  and 
leadership  in  Mexico  can  work 
together  to  achieve  common  goals. 

George  L.  Jordan,  Jr,  MD,  clinical  profes- 
sor of  surgery  at  The  University  of 
Texas  Medical  School  and  chief  of 
staff  at  the  Harris  County  Hospital 
District,  was  honored  at  a dinner 
commemorating  his  years  of  service. 
The  tribute  was  given  by  Dr  Jor- 
dan’s former  students  and  included 
an  unveiling  of  his  portrait  which 
will  hang  in  the  lobby  of  the  new 
George  L.  Jordan,  Jr,  MD,  Surgical 
Intensive  Care  Unit  at  Ben  Taub 
Hospital. 

Charles  A.  Marsh,  MD,  San  Angelo  cardi- 
ologist, has  been  elected  by  the 
Texas  Medical  Foundation  to  its 
1990-1991  board  of  trustees. 

John  P.  McGovern,  MD,  founder  of  Hous- 
ton’s McGovern  Allergy  Clinic,  has 
received  an  appointment  to  the 
National  Order  of  Merit  from  French 
President  Francois  Mitterrand.  This 
medal  is  the  second  highest  award 
of  the  French  government,  and  rec- 
ognizes “world-class  contributions 
in  many  aspects  of  medicine.”  Dr 
McGovern’s  association  with  French 
medicine  and  medical  research  dates 
from  his  post-doctoral  studies  in 


France  40  years  ago  to  current  col- 
laborative research  in  allergy  and 
immunology  with  the  Rothschild 
Institute  in  Paris. 

Samuel  A.  Nixon,  MD,  has  been  awarded 
a Distinguished  Alumni  Award  from 
Texas  A&M  University.  This  award 
is  the  university’s  highest  honor,  and 
is  bestowed  in  recognition  of  out- 
standing service  to  the  medical  pro- 
fession and  to  humankind.  Dr 
Nixon  is  director  of  continuing  edu- 
cation at  The  University  of  Texas 
Health  Science  Center  in  Houston. 

Harold  T.  Pruessner,  MD,  professor  and 
chairman  of  the  department  of  fam- 
ily practice  and  community  medicine 
at  The  University  of  Texas  Medical 
School  in  Houston,  has  been 
appointed  to  the  John  S.  Dunn,  Sr 
Chair  in  Family  Practice  at  Memo- 
rial Care  Systems. 

Terry  K.  Satterwhite,  MD,  has  been  named 
the  first  holder  of  The  J.  Ralph 
Meadows  Professorship  in  Internal 
Medicine  at  The  University  of  Texas 
Health  Science  Center  at  Houston. 
Dr  Satterwhite  is  professor  of  medi- 
cine in  the  division  of  infectious  dis- 
eases at  The  University  of  Texas 
Medical  School  and  medical  director 
of  Hermann  Hospital. 


Terry  K.  Satterwhite,  MD 
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John  M.  Smith,  MD,  is 
presented  with  the  Dis- 
tinguished Service 
Award  by  American 
Medical  Association 
President  Alan  R. 
Nelson,  MD. 


Health  Science  Center  in  San  Anto- 
nio. The  award  is  presented  annu- 
ally to  a member  of  the  Association 
for  meritorious  service  in  the  science 
and  art  of  medicine,  and  consists  of 
a commemorative  medal  and  a 
$2,500  stipend. 

Students  at  The  University  of  Texas 
Health  Science  Center  at  Houston 
have  selected  Harley  D.  Sybers,  MD,  pro- 
fessor of  pathology  and  laboratory 
medicine  at  The  University  of  Texas 
Medical  School,  as  the  1990  recipi- 
ent of  the  John  H.  Freeman  Out- 
standing Teacher  Award. 


J.  Dan  Schuhmann,  MD,  retired  family 
practitioner  in  East  Bernard,  and 
H.  Edward  Maddox  III,  MD,  Houston  oto- 
laryngologist, have  been  named 
recipients  of  the  Ashbel  Smith  Dis- 
tinguished Alumnus  Award  from 
The  University  of  Texas  Medical 
Branch  at  Galveston.  Named  for  the 
19th  century  physician-statesman 
who  helped  to  found  The  University 
of  Texas  and  The  University  of 
Texas  Medical  Branch  at  Galveston, 
the  award  is  the  school’s  highest 
alumni  honor. 


The  United  States  Pharmacopeial 
Convention,  Inc.  has  elected  Robert  L. 
Siegle,  MD,  San  Antonio  radiologist, 
and  Gordon  L.  Klein,  MD,  Galveston 
pediatrician  to  the  1990-1995  Com- 
mittee of  Revision.  This  committee 
is  responsible  for  the  revision  and 
preparation  of  The  United  States 
Pharmacopeia  and  The  National 
Formulary,  the  compendia  of  legally 
recognized  standards  for  drug  qual- 
ity, purity  and  strength,  drug  infor- 
mation references  and  patient  educa- 
tion materials. 

John  M.  Smith,  Jr,  MD,  San  Antonio  fam- 
ily practitioner,  has  been  honored  by 
the  American  Medical  Association 
with  its  Distinguished  Service 
Award.  Dr  Smith  is  particularly 
commended  for  his  dedication  in 
establishing  The  University  of  Texas 


The  Texas  Army  National  Guard 
has  chosen  Kenneth  D.  Wells,  MD,  US 

Army  National  Guard  Flight  Sur- 
geon of  The  Year.  Dr  Wells  special- 
izes in  aerospace,  occupational  and 
family  medicine  in  Houston,  and 
treats  healthcare  problems  affecting 
aviators,  such  as  vertigo  and  other 
aviation  related  conditions. 


Kenneth  D.  Wells,  MD 


Obituaries 

Samuel  Preston  Chunn,  MD,  62;  San 

Angelo;  The  University  of  Texas 
Medical  Branch  at  Galveston,  1954; 
died  June  19,  1990. 

Robert  Paul  Collins,  MD,  74;  Wichita 
Falls;  The  University  of  Texas  Medi- 
cal Branch  at  Galveston,  1940;  died 
June  12,  1990. 

John  Jabez  Faust,  MD,  87;  Tyler;  Univer- 
sity of  Arkansas,  School  of  Medi- 
cine, 1927;  died  June  7,  1990. 

Lorence  Walter  Feller,  MD,  80;  Fredericks- 
burg; The  University  of  Texas  Medi- 
cal Branch  at  Galveston,  1935;  died 
June  3,  1990. 

Russell  B.  Graham,  MD,  74;  Dallas;  Uni- 
versity of  Colorado  Medical  Center, 
1942;  died  June  24,  1990. 

Ronald  Lloyd  Preston,  MD,  37;  Bellaire; 
Dalhousie  University  Medical 
School,  Canada,  1976;  died  June  4, 
1990. 

Samuel  Joseph  Skinner,  MD,  62;  Houston; 
Northwestern  University  Medical 
School,  1954;  died  June  17,  1990. 

Cone  Johnson  Thompson,  Jr,  MD,  71; 

Arlington;  Tulane  University  School 
of  Medicine,  1949;  died  June  15, 
1990. 
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Help  elect  the  Court 
You  support  with 
our  Free  campaign 
^ materials! 


On  November  6, 1990 
— Vote — 

Texas  Supreme  Court 
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”X  IS' 


— For  Your  Use — 

Free!  Ratient  Awareness  Cards, 
Posters  & Door-Hangers* 

IB  FILL  OUT  AND  MAIL  THIS  ORDER  FORM  OR 
CALL  TEXPAC  AT  512/474-1812 


I will  give  these 
free  Supreme 
Court  campaign 
materials  to  my 
patients  to 
sharpen  their 
awareness  of 
the  ‘90  Texas 
Supreme  Court 
races. 


YES!  Please  send  nne: 

Pocket  Cards: 

□ 250  0500  01,000 

Posters/Yard  Signs: 

□ 5 DIO  OOther  


Dear  Patient  Post  Cards: 

□ 50  OlOO  OOther  _ 
Door  Hangers: 

□ 25  050  OOther  


Please  print  name  & full  address: 


MAIL  TO:  TEXPAC, 
1905  N.  LAMAR  BLVD. 
AUSTIN,  TX  78705 


To  defray  costs,  contributions  of 
$10  to  $25  are  graciously  accepted. 

Paid  for  by  Texas  Medical  Political  Action  Committee, 

1905  N,  Lamar  Blvd.,  Austin,  Texas  78705 

Contributions  to  TEXPAC  are  not  deductible  as 
charitable  contributions  for  federal  income  tax  purposes. 


To  prevent  crime 
in  Tucson, 
police  use  sensitive, 
highly  sophisticated 
surveillance  equipment: 
Tim,  Rose,  Gert, 
Anthony,  TVonne, 
and  Ramon. 

Citizen  participation  is 
critical  to  police  effective- 
ness. Do  you  care  about 
your  neighborhood  enough 
to  help  protect  it? 

Tlie  Case  of  the  Tucson 
Tip-off. 

In  a particular  neighbor- 
hood in  Tucson,  Arizona, 
folks  were  having  a real 
problem  with  birnglaries 
and  break-ins. 

They  started  talking  to  each 
other  about  what  they  could 
do.Theygotfedup.About400 
people  went  to  the  police  for 
advice.  They  learned  about 
surveillance.  They  got  to 
know  their  beat  officers.  Ci- 
tizens and  police  became  part- 
ners in  crime  prevention. 

In  just  three  weeks,  17 
arrests  were  made  and  bur- 
glaries went  down  30%. 

And  Tucson  is  only  one  case 
where  people  successfully 
worked  to  beat  crime.  To 
find  out  more,  write:  The 
McGruff  Files,  1 Preven- 
tion Way,  Washington, 
D.C.  20539-0001. 

You  can  make  a difference. 
You  can  help... 


A message  from  the  Crime  Prevention  Coalition,  the 
U.S  Department  of  Justice  and  the  Advertising 
Council  © 1989  National  Crime  Prevention  Council 


Rstrovir  (zidovudine) 

significantly  dda}^ 
the  onset  of  AIDS 
in  HIV-infected 
asymptomatic  patients 
(CD4  <500  ceUs/mmO 

...at 500  mg/day. 


Now  more  than  ever- 
test,  monitor,  and  treat 
when  appropriate. 


See  last  pages  for  brief  summary  of  full  prescribing  information. 


Retrovir  significantly 
delays  progression  to 
HIV  disease.  A recent 
clinical  trial  was  stopped 
and  patients  receiving 
placebo  were  offered 
Retrovir  at  500  mg/day.' 


Patients  receiving  Retrovir  were  statistically 
significantly  less  likely  to  progress  to  AIDS.^ 


Treatment 

Progressions 

Rate  of 

Group 

to  AIDS 

Progression* 

Placebo 

(n=428) 

33 

6.6 

RETROVIR 

500  mg/day 
(n=453) 

11 

2.3 

* Events  per  100  person-years  of  observation. 


In  a multicenter,  placebo-controlled  trial 
carried  out  in  32  major  medical  centers, 
involving  1338  asymptomatic  HIV- 
infected  patients  (CD4  ^00  cells/ mm^), 
RETROVIR  was  shown  to  slow  HIV 
disease  progression  significantly. 

The  incidence  and  rates  of  progression 
to  AIDS  in  patients  receiving  RETROVIR 
at  500  or  1500  mg/day  in  this  trial  were 
less  than  half  those  reported  with  pla- 
cebo.’ This  significant  difference  re- 
sulted in  early  termination  of  the  trial 
and  the  offering  of  RETROVIR  to 
patients  on  placebo. 

Patients  in  this  study  were  monitored 
for  an  average  of  one  year.  Although 
treatment  of  asymptomatic  patients 
delays  progression  of  disease  in  those 
patients  at  risk  of  progression  over 
the  initial  1 to  2 years  of  treatment,  it  is 
not  known  whether  early  treatment 
prolongs  survival. 


Changes  in  immunologic  and  virologic 
parameters  paralleled  the  observed 
clinical  benefits. 

The  recommended  daily  dose  of 
RETROVIR  in  asymptomatic  patients 
with  CD4  <500  cells/ mm^  is  500  mg. 
This  lower  dose  offers  patients  efficacy, 
fewer  and  less  severe  adverse  events 
than  higher  doses,  and  important  cost 
savings. 

Now  more  than  ever,  you  can  do  some- 
thing about  HIV  infection  and  disease. 
It  is  in  your  hands  to  test  high-risk 
patients,  monitor  patients  who  test 
HIV-positive,  and  treat  when  appropri- 
ate with  RETROVIR. 


Now  more  than  ever- 
test,  monitor,  and  treat 
when  appropriate. 


Retrovir  at  500  mg/day  is 
generally  weU  tolerated^ 

All  reported  clinical  adverse  events 
were  recorded,  including  those  due  to 
underlying  infection. 


Difference  in  Adverse  Events  From 
Baseline  Placebo. 


RETROVIR 
500  mg/day 
(n=453) 

Placebo 

(n=428) 

% 

Difference 

Headache 

62.5% 

52.6% 

9.9% 

Malaise 

53.2% 

44.9% 

8.3% 

Anorexia 

20.1% 

10.5% 

9.6% 

Nausea 

51.4% 

29.9% 

21.5% 

Vomiting 

17.2% 

9.8% 

7.4% 

* Patients  were  monitored  for  tolerance  to  the  study  regimens  for 
an  average  of  one  year.  Difference  in  adverse  events  from  baseline 
incidence  with  placebo  (percent  of  patients).  Differences  were 
statistically  significant  for  all  events  listed. 

RETROVIR  has  been  studied  in  controlled  trials 
in  significant  numbers  of  asymptomatic  and 
symptomatic  HIV-infected  patients,  but  only  for 
limited  periods  of  time.  Therefore,  the  full  safety 
and  efficacy  profile  of  RETROVIR  has  not  been 
defined,  particularly  in  regard  to  prolonged  use 
and  especially  in  HIV-infected  individuals  who 
have  less  advanced  disease. 


Hematologic  adverse 
events  with  Retrovir 
in  this  study  were  not 
reported  at  a statistically 
significant  greater 
incidence  than  placebo! 

The  incidence  of  hematologic  adverse 
events  among  asymptomatic  patients 
receiving  RETROVIR  is  lower  than 
would  be  expected  for  patients  with 
advanced  symptomatic  HIV  disease. 

Although  hematologic  abnormalities 
may  cause  dosing  limitations  in  some 
patients,  temporary  dose  reductions  or 
interruptions  in  therapy  can  help  main- 
tain patients  on  long-term  therapy 

The  recommended  daily  dose  of 
RETROVIR  in  asymptomatic  HIV- 
infected  patients  (CD4  <500  cells /inm^) 
is  500  mg  since  it  offers  patients  efficacy, 
fewer  and  less  severe  adverse  events 
than  higher  doses,  and  important  cost 
savings. 

Now  more  than  ever,  you  can  do 
something  about  HIV  infection  and 
disease.  It  is  in  your  hands  to  test 
high-risk  patients,  monitor  patients 
who  test  HIV-positive,  and  treat  when 
appropriate  with  RETROVIR. 


RETROVIR 

(zidovudine) 

CAPSULES  AND  SYRUP 


See  last  pages  for  brief  summary  of  full  prescribing  information. 


RETROVIR  Capsules 
RETROVIR  Syrup 

(ZIDOVUDINE) 


Wellcome 


Brief  Summary 


WARNING:  THERAPY  WITH  RETROVIR  (ZIDOVUDINE)  MAY  BE  ASSOCIATED  WITH  HEMATOLOGIC  TOX- 
ICITY INCLUDING  GRANULOCYTOPENIA  AND  SEVERE  ANEMIA  REQUIRING  TRANSFUSIONS  (SEE 
WARNINGS) 

IN  ADDITION , PATIENTS  TREATED  WITH  ZIDOVUDINE  MAY  CONTINUE  TO  DEVELOP  OPPORTUNISTIC  IN- 
FECTIONS  (01  SIANOOTHER  COMPLICATIONS  OF  HIV  INFECTION  AND,  THEREFORE  SHOULD  BE  UNDER 
CLOSE  CLINICAL  OBSERVATION 


Microbiology:  The  development  ol  resistance  to  zidovudine  has  not  been  adequately  studied  andihe  frequency 
ot  zidovudine-resislani  isolates  existing  in  the  general  population  is  unknown  Reduced  in  vitro  sensitivity  to 
zidovudine  has  been  observed,  however,  in  viral  isolates  from  some  individuals  who  have  received  prolonged 
courses  ol  zidovudine  treatment  For  the  small  number  ol  patients  from  whom  isolates  where  studied,  no  cor- 
relations were  evident  between  the  development  ol  reduced  sensitivity  in  the  laboratory  and  clinical  response 
Therefore,  the  quantitative  relationship  between  in  vitro  susceptibility  of  HIV  to  zidovudine  and  clinical  response 
to  therapy  has  not  been  established  Studies  ol  the  development  ol  resistance  to  zidovudine  are  incomplete 
andihe  frequency  and  degree  of  changes  in  in  vitro  sensitivity  ol  virus  isolates  from  HIV  inlected  patients  with 
dillenng  severity  ol  immune  compromise  are  unknown 

INDICATIONS  AND  USAGE:  Retrovir  is  indicated  lor  the  management  ol  patients  with  HIV  inlection  who  have 
evidence  of  impaired  immunity  (CD4  cell  count  ol  500/mm’  or  less)  before  therapy  is  begun 
This  indication  is  based  on  the  results  of  three  randomized,  double-blind,  placebo-controlled  Inals  ol  oral 
zidovudine  conducted  in  the  United  Stales,  in  HIV-intecled  patients  with  CD4  counts  of  500/mm’  or  less  Sep- 
arate studies  evaluated  zidovudine  therapy  in  asymptomatic  HIV-inlecled  individuals,  in  patients  with  early 
symptomatic  HIV  disease,  and  in  patients  with  advanced  symptomatic  HIV  disease  (AIDS  or  advanced  ARC) 

Asymptomatic  HIV  Infection:  A randomized,  double-blind,  placebo-controlled  trial  of  oral  zidovudine  was  con- 
ducted in  asymptomatic,  H IV-inlected  individuals  at  32  medical  centers  Entry  was  dependent  on  the  absence 
ol  signs  and  symptoms  consistent  with  HIV  disease,  such  as  signilicant  weight  loss,  lever,  diarrhea,  second- 
ary infections  and  evidence  of  neurological  dysfunction  In  the  study,  1338  asymptomatic  individuals  with  ab- 
solute CD4(T4)  lymphocyte  counts  ol  less  than  500  cells/mm’ received  a regimen  ol  either  too  mg  zidovudine, 
300  mg  zidovudine,  or  placebo,  each  administered  live  limes  a day  These  study  participants  were  monitored 
tor  the  development  of  signs  and  symptoms  ol  H IV  disease  and  tolerance  to  the  study  regimens.  The  study  was 
terminated  early  because  ol  a statistically  significant  dillerence  in  progression  to  advanced  symptomatic  HIV 
disease  (AIDS  or  advanced  ARC)  between  the  500  mg/day  zidovudine  group  andihe  placebo  group  Ol  the  1338 
patients  enrolled  in  the  study,  38  ot  the  428  patients  receiving  placebo,  17  ol  the  453  individuals  receiving  500 
mg  zidovudine,  and  19  ol  the  457  recipients  ol  1500  mg  zidovudine  progressed  to  advanced  symptomatic  HIV 
disease  when  followed  lor  a mean  of  55  weeks  (range  19-107  weeks)  Ol  the  progressions  noted  above,  AIDS 
occurred  in  33  placebo  recipients,  11  individuals  receiving  500  mg  and  14  patients  receiving  1500  mg  zidovudine 
Changes  in  immunologic  and  virologic  parameters  (ie,  CD4|T4]  lymphocyte  count  and  serum  p24  antigen  levels) 
paralleled  the  observed  clinical  benelits  Consistent  with  various  epidemiologic  studies  ol  individuals  with  HIV 
infection,  patients  in  this  study  with  lower  CD4  cell  counts  or  P24  antigenemia  were  more  likely  to  progress 
to  AIDS  Virtually  all  patients  (tor  whom  data  are  available)  experienced  a decline  in  CD4  cell  counts  to  less  than 
200  per  mm’ before  developing  an  AIDS-defining  opportunistic  inlection  Although  treatment  of  asymptomatic 
patients  delays  progression  of  disease  in  those  patients  at  risk  ol  progression  over  the  initial  1-2  years  ol  treat- 
ment, It  is  not  known  whether  early  treatment  prolongs  survival 

Zidovudine  was  well  tolerated  in  a maiority  ol  palienis  The  following  adverse  clinical  events  were  reported  at 
a significantly  greater  incidence  in  individuals  receiving  500  mg/day  ol  zidovudine  versus  placebo  headache, 
malaise,  anorexia,  nausea  and  vomiting  (see  ADVERSE  REACTIONS) 

The  two  most  common  laboratory  abnormalities  reported  were  anemia  and  granulocytopenia,  each  ot  which 
occurred  more  often  in  patients  receiving  higher  doses  These  toxicilies  were  easily  managed  in  most  cases 
by  temporary  dose  interruption 

Early  Symplomalic  HIV  Disease:  This  randomized,  double-blind,  placebo-controlled  trial  ol  oral  zidovudine, 
conducted  at  29  medical  centers,  studied  713  patients  with  early  manifestations  of  HIV  disease  (le,  a baseline 
CD4[T4]cellcountof200  to800/mm’andsymplomssuchasoral  thrush,  oral  hairy  leukoplakia  or  intermittent 
diarrhea)  Patientsreceivedeither  placebo  or  200  mg  zidovudine  every  4 hours  (1200  mg/day).  The  trial  was 
terminated  early  because  ol  a statistically  signilicant  dillerence  in  the  rales  of  development  ol  advanced  symp- 
tomatic HIV  disease  between  the  zidovudine  and  placebo  groups  01  the  352  patients  receiving  placebo,  36 
progressed  to  advanced  symptomatic  HIV  disease,  of  whom  21  progressed  to  AIDS,  whereas  of  the  361  zidovudine 
recipients,  13  progressed  to  advanced  symptomatic  HIV  disease,  ol  whom  5 progressed  lo  AIDS 
Minimal  toxicity  was  observed  Four  percent  ol  zidovudine  recipients  compared  with  none  ol  the  placebo  re- 
cipients developed  a hemoglobin  concentration  less  than  8 g/dL  and  4%  ol  patients  treated  with  zidovudine 
compared  with  1%  ol  placebo  recipients  developed  a granulocyte  count  less  than  750  cells/mm’  Asthenia, 
dyspepsia,  nausea,  and  vomiting  were  the  ma|or  adverse  clinical  events  reported  at  signilicanlly  greater  in- 
cidences in  patients  receiving  zidovudine 

Advanced  Symptomatic  HIV  Disease:  This  randomized,  double-blind,  placebo-controlled  trial,  conducted  at 
12  medical  centers,  was  the  original  trial  upon  which  the  marketing  ol  Retrovir  was  based  In  this  trial,  281 
patients  with  advanced  symptomatic  HIV  infection  including  AIDS  were  studied  lor  a mean  ol  lour  and  a hall 
months 

The  patient  population  ol  this  controlled  trial  consisted  ol  160  patients  with  AIDS  (85  Retrovir  and  75  placebo) 
who  had  recovered  trom  their  first  episode  ol  PCP  diagnosed  within  the  previous  lour  months  and  121  patients 
with  ARC  (59  Retrovir  and  62  placebo)  with  multiple  signs  and  symptoms  of  HIV  infection,  including 
mucocutaneous  candidiasis  and^r  unexplained  weight  loss  (>  15  lbs  or  >10%  ol  prior  body  weight)  All  pa- 
tients had  evidence  of  impaired  cellular  immunity  with  an  absence  ol  delayed  cutaneous  hypersensitivity  and 
CD4  (T4)  lymphocytes  less  than  500  cells/mm’  All  patients  began  therapy  at  a dose  ol  250  mg  every  4 hours 
around  the  clock  This  dosage  was  reduced  or  temporarily  or  permanently  discontinued  alter  serious  marrow 
toxicity  occurred  The  Inal  was  slopped  early  because  ola  statistically  significant  difference  m mortality  There 
were  19  deaths  in  the  placebo  group  and  1 in  the  Retrovir  group  All  deaths  were  apparently  due  lo  opportunistic 
inleclions  (Ol ) or  other  complications  ol  H IV  infection  Treatment  duration  ranged  from  12  weeks  lo  26  weeks, 
with  a mean  and  median  duration  ol  17  and  18  weeks,  respectively 

Retrovir  also  signilicanlly  reduced  the  risk  ol  acquiring  an  AIDS-defining  01  m patients  after  6 weeks  ol  treat- 
ment In  addition . patients  who  received  Retrovir  generally  did  belter  than  the  placebo  group  in  terms  of  several 
other  measures  ol  efficacy  including  performance  level,  neuropsychiatric  tunction,  maintenance  of  body  weight 
andihe  numberandseverityotsymptomsassociated  with  HIV  infection  A small,  Iransient  increase  in  mean 
CD4  (T4)  counts  was  seen  in  the  zidovudine  group  but  the  significance  of  this  finding  is  unclear 
The  most  signilicant  adverse  reaction  noted  in  the  study  was  a depression  of  formed  elements  in  the  peripheral 
blood,  which  necessitated  dose  reduction  or  drug  discontinuation  in  34%  ol  patients  receiving  Retrovir  Pa- 
tients with  lower  CD4  counts  were  more  likely  to  receive  transfusions  41%  of  Retrovir  recipients  and  16%  ol 
placebo  recipients  with  <200  CD4  lymphocytes  at  entry  were  transfused  (see  ADVERSE  REACTIONS)  Only 
one  of  30  Retrovir  recipientsand  none  of  30  placebo  recipients  with  >200  CD4  lymphocytes  requiredtransfusion 
Although  mean  platelet  counts  in  Retrovir  recipients  were  statistically  increased  compared  to  mean  baseline 
values,  thrombocytopenia  did  occur  in  some  patients  Twelve  percent  (12%)  of  Retrovir  recipients  compared 
to  5%  ol  placebo  recipients  had  >50%  decreases  from  baseline  platelet  count 

At  the  conclusion  ot  the  placebo-controlled  trial,  approximately  80%  ol  Retrovir  and  placebo  recipients  elected 
lo  enroll  in  an  uncontrolled  extension  protocol  in  which  all  patients  received  Retrovir  at  a dose  ol  200  mg  every 
four  hours  This  dose  was  chosen  because  ol  concern  about  hematologic  toxicity  and  to  allow  for  greater  flex- 
ibility in  dosing  These  patients  have  been  followed  lor  variable  periods  ot  time  As  the  follow-up  period  lengthened, 
patient  tracking  became  increasingly  difficult  The  intended  treatment  period  of  the  original  study  was  six  months, 
however,  some  tollow-up  data  are  available  for  over  90%  of  patients  originally  enrolled  in  the  trial  Data  from 
patients  in  this  and  other  studies  show  no  new  or  unexpected  clinical  or  laboratory  adverse  experiences  tor 
patients  receiving  Retrovir  other  than  those  listed  (see  ADVERSE  REACTIONS),  nor  have  previously  reported 
adverse  events  increased  significantly  in  frequency  or  severity  with  prolonged  drug  administration  At  any  time 
on  study,  approximately  hall  ol  the  patients  received  the  recommended  dose  of  zidovudine,  while  the  remain- 
ing patients  required  reduction  or  interruption  of  their  dosage  regimen  in  response  lo  myelosuppression  and/or 
other  clinical  adverse  events 

Benefitsof  therapy  with  Retrovir  were  observed  during  this  extended  period,  although  opportunistic  infections 
continued  to  occur  and  additional  patients  died  Survival  lor  all  patients  originally  randomized  to  receive  Retrovir 
was  96  5%atsixmontns,84  7%  at  one  year,  68  3%  at  18  monthsand41  2%  at  two  years  Oneyearandtwo 
year  survival  lor  patients  who  entered  the  trial  with  AIDS  was  79%  and  31%  when  calculated  since  initiation 
of  therapy  (87%  and  43%.  respectively,  since  the  first  diagnosis  ol  PCP)  These  survival  rates  were  deter- 
mined by  the 'intention  totreat"  method,  which  assumesall  patients  assigned  to  a drug  actually  took  the  drug 
throughout  the  study  period 


While  a direct  comparison  with  survival  data  from  other  cohorts  is  not  possible,  untreated  patients  with  AIDS  diag- 
nosed in  San  Francisco  in  1985  who  had  survived  60  days  after  PCP  had  a one  year  survival  ol  34  7%  and  a 
two  year  survival  ol  4 2%  from  diagnosis  of  PCP  In  a recent  epidemiologic  study  of  patients  with  AIDS  diag- 
nosed in  San  Francisco  in  1986  and  1987,  mediansurvival  was  improved  lor  patients  receiving  Retrovir  com- 
pared to  those  not  receiving  therapy  with  Retrovir  (21  6 vs  14  9 months)  Actual  survival  of  untreated  patients 
is  likely  to  be  lower  than  reported  because  of  the  difficulty  in  complete  ascertainment  ot  mortality  Caution  is 
advised  in  making  comparisons  trom  such  "natural  history  " experience  since  case  definitions  and  lollow-up 
practices  vary 

Other,  uncontrolled  studies  have  shown  that  Retrovir  (zidovudine)  may  beof  benefit  intreating  women,  intravenous 
drug  users,  and  racial  minorities,  in  addition  to  the  patient  pojiulation  (primarily  white  males)  included  in  the 
controlled  trials. 

Dose  Comparison  Study:  Results  from  a randomized,  unblinded,  dose  comparison  study  of  zidovudine,  in  pa- 
tients with  AIDS  who  had  experienced  an  episode  ol  PCP.  indicate  that  an  induction  dose  of  zidovudine  200 
mg  administered  orally  every  four  hours  (1200  mg/day)  lor  one  month,  followed  by  chronic  administration  of 
too  mg  every  4 hours  (600  mg/day).  was  associated  with  survival  rates  and  frequency  of  opportunistic  infec- 
tions comparable  lo  those  observed  in  patients  administered  higher  dosages  as  tolerated  The  600  mg  per  day 
regimen  was  also  associated  with  a lower  incidence  ol  hematologic  toxicity  The  effectiveness  of  this  lower  dose 
in  improving  the  neurologic  dysfunction  associated  with  HIV  disease,  however,  is  unknown  (see  DOSAGE  AND 
ADMINISTRATION) 

CONTRAINDICATIONS:  Retrovir  Capsules  and  Syrup  are  contraindicated  for  patients  who  have  potentially  life- 
threatening  allergic  reactions  to  any  of  the  components  ol  the  formulations 

WARNINGS:  Zidovudine  has  been  studied  in  controlled  trials  in  significant  numbers  ol  asymptomatic  and  symp- 
tomatic HIV  inlected  patients,  but  only  for  limited  periods  of  time  Therefore,  the  full  safety  and  efficacy  profile 
ol  zidovudine  has  not  been  defined,  particularly  in  regard  to  prolonged  use  and  especially  in  HIV  inlected  in- 
dividuals who  have  less  advanced  disease  (see  following  seclionsfor  more  specific  information  INDICATIONS  AND 
USAGE.  Microbiology.  Carcinogenesis,  Mutagenesis,  Impairment  ol  Fertility). 

Zidovudine  should  be  used  with  extreme  caution  in  patients  who  have  bone  marrow  compromise  evidenced 
by  granulocyte  count  <1000/mm’  or  hemoglobin  <9  5 g/dL  In  all  of  the  placebo-controlled  studies,  but  most 
frequently  in  patients  with  advanced  symptomatic  HIV  disease,  anemia  and  granulocytopenia  were  the  most 
significant  adverse  events  observed  (see  ADVERSE  REACTIONS)  There  have  been  reports  of  pancytopenia 
associated  with  the  use  ol  zidovudine,  which  was  reversible  in  most  instances  after  discontinuance  of  the  drug 
Significant  anemia  most  commonly  occurred  alter  4 to  6 weeks  ot  therapy  and  in  many  cases  required  dose 
adjustment,  discontinuation  ol  zidovudine,  and/or  blood  transfusions  Frequent  blood  counts  are  strongly  recom- 
mended in  patients  with  advanced  HIV  disease  taking  zidovudine  For  asymptomatic  HIV-infected  individuals 
and  patients  with  early  HIV  disease,  most  ol  whom  have  better  marrow  reserve,  blood  counts  may  be  obtained 
less  frequently,  depending  upon  the  patient  s overall  status  If  anemia  or  granulocytopenia  develops,  dosage 
adjustments  may  be  necessary  (see  DOSAGE  AND  ADMINISTRATION) 

Sensitization  reactions,  including  anaphylaxis  in  one  patient,  have  been  reported  in  individuals  receiving 
zidovudine  therapy  Patients  experiencing  a rash  should  undergo  medical  evaluation 
Coadministration  of  zidovudine  with  other  drugs  metabolized  by  glucuronidation  should  be  avoided  because 
the  toxicity  ol  eilher  drug  may  be  potentiated  (see  Drug  Interactions  under  PRECAUTIONS)  Zidovudine  recip- 
ients who  used  acetaminophen  during  the  controlled  trial  in  advance  HIV  disease,  had  an  increased  incidence 
of  granulocytopenia  which  appeared  to  be  correlated  with  the  duration  of  acetaminophen  use 

PRECAUTIONS: 

General:  Zidovudine  is  eliminated  from  the  body  primarily  by  renal  excretion  following  metabolism  in  the  liver 
(glucuronidation)  There  are  currently  very  little  data  available  concerning  the  use  of  zidovudine  in  patients 
with  impaired  renal  tunction  (see  Pharmacokinetics  subsection  of  CLINICAL  PHARMACOLOGY)  and  no  data 
in  patients  with  impaired  hepatic  function  These  patients  may  be  at  greater  risk  ot  toxicity  from  zidovudine 

information  for  Patients:  See  full  prescribing  information 

Drug  Interactions:  The  interaction  ot  other  drugs  with  zidovudine  has  not  been  studied  in  a systematic  manner. 
Coadminisiralion  ot  zidovudine  with  drugs  that  are  nephrotoxic,  cytotoxic,  or  which  interfere  with  RBC/WBC 
number  or  function  (eg.  dapsone,  pentamidine,  amphotericin  B,  flucytosine,  vincristine,  vinblastine,  adriamycin, 
or  interferon)  may  increase  the  risk  ol  toxicity  Limited  data  suggest  that  probenecid  may  inhibit  glucuronida- 
lion  and/or  reduce  renal  excretion  ol  zidovudine  In  addition,  other  drugs  (eg.  acetaminophen,  aspirin,  or  in- 
domelhacin)  may  competitively  inhibit  glucuronidation  (see  WARN  INGS)  Phenytoln  levels  have  been  reported 
to  be  low  in  some  patients  receiving  zidovudine,  while  in  one  case  a high  level  was  documented  These  obser- 
vations suggest  that  phenytoin  levels  should  be  carefully  monitored  in  patients  receiving  zidovudine  since  many 
patients  with  advanced  HIV  inleclions  have  CNS  conditions  which  may  predispose  lo  seizure  activity 
Some  experimental  nucleoside  analogues  which  are  being  evaluated  in  H IV-inlected  patients  may  affect  RBC/WBC 
number  or  function  and  may  increase  the  potential  tor  hematologic  toxicity  ol  zidovudine  Some  experimental 
nucleoside  analogues  atfecting  ONA  replication  antagonize  the  in  vitro  antiviral  activity  of  zidovudine  against 
HIV  and  thus,  concomitant  use  of  such  drugs  should  be  avoided 

Some  drugs  such  as  trimethoprim-sulfamethoxazole,  pyrimethamine,  and  acyclovir  may  be  necessary  for  the 
management  or  prevention  ol  opportunistic  infections  In  the  controlled  trial,  in  patients  with  advanced  HIV 
disease,  increased  toxicity  was  not  detected  with  limited  exposure  to  these  drugs  However,  there  isone  published 
report  of  neurotoxicity  (profound  lethargy)  associated  with  concomitant  use  of  zidovudine  and  acyclovir 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility:  Zidovudine  wasadministered  orally  at  three  dosage  levels 
lo  separate  groups  ot  mice  and  rats  (60  females  and  60  males  in  each  group).  Initial  single  daily  doses  were 
30,  60  and  120mg/kg/day  inmiceand80.  220and600mg/kg/day  in  rats.  The  doses  in  mice  were  reduced 
lo  20,  30  and  40  mg/kg/day  after  day  90  because  of  treatment-related  anemia,  whereas  in  rats  only  the  high 
dose  was  reduced  lo  450  mg/kg/day  on  day  91  and  then  to  300  mg/kg/day  on  day  279 
In  mice,  seven  late-appearing  (after  19  months)  vaginal  neoplasms  (5  non-metastasizing  squamous  cell  car- 
cinomas, one  squamous  cell  papilloma  and  one  squamous  polyp)  occurred  in  animals  given  the  highest  dose. 
One  late-appearing  squamous  cell  papilloma  occurred  in  the  vagina  ol  a middle  dose  animal  No  vaginal  tumors 
were  found  at  the  lowest  dose 

In  rats,  two  lale-appearing  (alter  20  months),  non-melastasizing  vaginal  squamous  cell  carcinomas  oc- 
curred in  animals  given  the  highest  dose  No  vaginal  tumors  occurred  at  the  low  or  middle  dose  in  rats 
No  other  drug-related  tumors  were  observed  in  either  sex  ol  either  species 

It  IS  not  known  how  predictive  the  results  ol  rodent  carcinogenicity  studies  may  be  for  man , At  doses  that  pro- 
duced tumors  in  mice  and  rats,  the  estimated  drug  exposure  (as  measured  by  AUG)  vras  approximately  3 times 
(mouse)  and  24  limes  (rat)  the  estimated  human  exposure  at  the  recommended  therapeutic  dose  of  100  mg 
every  4 hours 

No  evidence  ol  mutagenicity  (with  or  without  metabolic  activation)  wp  observed  in  the  Ames  Salmonella 
mutagenicity  assay  In  a mutagenicity  assay  conducted  in  L5178Y/TK*''  mouse  lymphoma  cells,  zidovudine 
was  weakly  mutagenic  in  the  absence  of  metabolic  activation  only  at  the  highest  concentrations  tested  (4000 
and  5000  pg/mL)  In  the  presence  ot  metabolic  activation,  the  drug  was  weakly  mutagenic  at  concentrations 
of  1000  pg/mL  and  higher  In  an  rn  vitro  mammalian  cell  Iranslormalion  assay,  zidovudine  was  positive  at  con- 
centrations ol  0 5 pg/mL  and  higher  In  an  in  vrlro cytogenetic  study  performed  in  cultured  human  lymphocytes, 
zidovudine  induced  dose-related  structural  chromosomal  abnormalities  at  concentrations  ol  3pg/mL  and  higher 
No  such  effects  were  noted  at  the  two  lowest  concentrations  tested.  0 3 and  1 pg/mL  In  an  in  vivo  cytogenetic 
study  in  rats  given  a single  intravenous  injection  of  zidovudine  at  doses  ol  37  5 to  300  mg/kg,  there  were  no 
treatment-related  structural  or  numerical  chromosomal  alterations  in  spite  ol  plasma  levels  that  were  as  high 
as  453  pg/mL  five  minutes  after  dosing 

In  two  Id  VIVO  micronucleus  studies  (designed  to  measure  chromosome  breakage  or  mitotic  spindle  apparatus 
damage)  in  male  mice,  oral  doses  of  zidovudine  of  100  to  1000  mg/kg/day  administered  once  daily  for  approxi- 
mately 4 weeks  induced  dose-related  increases  in  micronucleated  erythrocytes.  Similar  results  were  also  seen 
after  4 or  7 days  of  dosing  at  500  mg/kg/day  in  rats  and  mice 

No  effect  on  male  or  female  fertility  (judged  by  conception  rates)  was  seen  in  rats  given  zidovudine  orally  at 
doses  up  to  450  mg/kg/day 

Pregnancy:  Pregnancy  Category  C Oral  teratology  studies  in  the  rat  and  in  the  rabbit  at  doses  upto  500  mg/kg/day 
revealed  noevidence  of  teratogenicify  with  zidovudine  The  incidence  of  fetal  resorptions  was  increased  in  rats 
given  150  or  450  mg/kg /day  and  rabbits  given  500  mg/kg/day  The  doses  used  in  the  teratology  studies  resulted 
in  peak  plasma  concentrations  in  rats  ot  68  to  234  times  the  peak  human  plasma  concentrations  and  in  rabbits 
of  14  to  90  limes  the  peak  human  plasma  concentrations  It  is  not  known  whether  zidovudine  can  cause  fetal 
harm  when  administered  lo  a pregnant  woman  or  can  affect  reproductive  capacity  Zidovudine  should  be  given 
to  a pregnant  woman  only  if  clearly  needed 

Nursing  Mothers:  It  is  not  known  whether  zidovudine  is  excreted  in  human  milk  Because  many  drugs  are  ex- 
creted in  human  milk  and  because  ol  the  potential  lor  serious  adverse  reactions  trom  zidovudine  in  nursing 
infants,  mothers  should  be  instructed  to  discontinue  nursing  if  they  are  receiving  zidovudine 

Pediatric  Use:  The  effectiveness  of  zidovudine  in  patients  12  years  and  younger  has  not  been  confirmed 
Experience  from  Phase  1 studies  shows  that  zidovudine  administered  orally  at  doses  of  120  to  180  mg/m’  every 
SIX  hours  (480  to  720  mg/m’ per  day)  appears  logivea  side  effect  profile  similar  to  adults.  Overall,  the  pharma- 


cokinetics  ol  zidovudine  in  children.  6 months  through  12  years  of  age.  are  similar  to  Ihose  observed  in  adull 
patients. 

ADVERSE  REACTIONS:  The  Irequency  and  severity  ol  adverse  events  associated  with  the  use  ol  zidovudine 
are  greater  in  patients  with  more  advanced  infection  at  the  lime  ol  initiation  ol  therapy  The  following  tables 
summarize  the  relative  incidence  of  hematologic  adverse  events  observed  in  the  placebo-controlled  clinical  studies 
by  severity  ol  HIV  disease  present  at  the  start  of  treatment 


Asymptomatic 

HIV  Infection 
Study  (n  = 1338) 

Granulocytopenia  (<750/mm’) 

Anemia  (Hgb<8  g/dL) 

Zidovudine 

Placebo 

Zidovudine 

Placebo 

1500 mg^ 

500  mg 

1500  mg^ 

500  mg 

CD4S500 

6 4% 
(n=457) 

1.8% 

{n=453) 

1.6% 

(n=428) 

6 4% 
(n=457) 

11% 

(n  = 453) 

0,2% 

(n  = 428) 

Early  Symptomatic 
HIV  Disease 
Study  (n  = 713) 

Granulocytopenia  (<750/mm’) 

Anemia  (Hgb<8  g/dL) 

Zidovudine 

1200  mg 

Placebo 

Zidovudine 

1200  mg 

Placebo 

CD4>200 

4%(n=361) 

1%(n=352) 

4%(n  = 361) 

0%(n=352) 

Advanced 
Symptomatic  HIV 
Disease  Study 
(n  = 281) 

Granulocytopenia  (<750/mm’) 

Anemia  (Hgb<7.5  g/dL) 

Zidovudine 

1500  mg* 

Placebo 

Zidovudine 

1500  mg^ 

Placebo 

CD4>200 

CD4<200 

10%(n=30) 
47%(n  = 114) 

3%(n  = 30) 
10%{n  = 107) 

3%(n=30) 
29%(n  = 114) 

0%(n  = 30) 

5%(n  = 107) 

■Three  times  the  currently  recommended  dose  in  asymptomalic  patients. 


Theanemia  reported  in  patients  receiving  zidovudine  appeared  to  be  the  result  of  impaired  erythrocyte  matura- 
tion as  evidenced  by  increased  macrocytosis  (MCV)  while  on  drug 

The  HIV-inlected  individuals  participating  in  these  clinical  trials  often  had  baseline  symploms  and  signs  of  HIV 
disease  and/or  experienced  adverse  evenis  at  some  time  during  study  It  was  often  ditlicull  to  distinguish  adverse 
events  possibly  associated  with  zidovudine  administration  from  underlying  signs  of  HIV  disease  or  intercur- 
rent illnesses.  The  following  fable  summarizes  clinical  adverse  evenis  or  symptoms  which  occurred  in  at  least 
5%  of  all  pafients  with  advanced  HIV  disease  treated  with  zidovudine  in  the  original  placebo-controlled  study 
Ol  the  items  listed  in  the  table,  only  severe  headache,  nausea . insomnia  and  myalgia  were  reported  at  a signilicantly 
greater  rale  in  zidovudine  recipients. 


Percentage  (%)  of  Patients  with  Clinical  Events  in  the  Advanced  HIV  Disease  Study 

Zidovudine 

Placebo 

Zidovudine 

Placebo 

(n  = 144) 

(n  = 137) 

(n=144) 

(n=137) 

Adverse  Event 

% 

% 

Adverse  Event 

% 

% 

BODY  AS  A WHOLE 

MUSCULOSKELETAL 

Asthenia 

19 

18 

Myalgia 

8 

2 

Diaphoresis 

5 

4 

NERVOUS 

Fever 

16 

12 

Dizziness 

6 

4 

Headache 

42 

37 

Insomnia 

5 

1 

Malaise 

8 

7 

Paresthesia 

6 

3 

GASTROINTESTINAL 

Somnolence 

8 

9 

Anorexia 

11 

8 

RESPIRATORY 

Diarrhea 

12 

18 

Dyspnea 

5 

3 

Dyspepsia 

5 

4 

SKIN 

Gl  Fain 

20 

19 

Rash 

17 

15 

46 

18 

Vomiting 

6 

3 

SPECIAL  SENSES 

Taste  Perversion 

5 

8 

Clinical  adverse  events  which  occurred  in  less  than  5%  of  all  patients  treated  with  zidovudine  in  the  advanced 
HIV  study  are  listed  below.  Since  many  of  these  adverse  events  were  seen  in  placebo-treated  patients  as  well 
as  zidovudine  recipients,  their  possible  relationship  to  the  drug  is  unknown 


Body  as  a whole,  body  odor,  chills,  edema  of  the  lip.  flu  syndrome,  hyperalgesia,  back  pain,  chest  pain. 

lymphadenopafhy 
Cardiovascular;  vasodilation 

Gasiroinleshnal:  constipation,  dysphagia,  edema  ol  the  longue,  eructation,  flatulence,  bleeding  gums, 
rectal  hemorrhage,  mouth  ulcer. 

Musculoskeletal  arthralgia,  muscle  spasm,  tremor,  twitch 

A/ervous  anxiety,  confusion,  depression,  emotional  lability,  nervousness,  syncope,  loss  ol  mental  acuity, 
vertigo 

flesp/ralory,  cough,  epislaxis,  pharyngitis,  rhinitis,  sinusitis,  hoarseness 
Skin.  acne,  pruritus,  urticaria. 

Special  senses:  amblyopia,  hearing  loss,  photophobia 
Urogenital  dysuria,  polyuria,  urinary  frequency,  urinary  hesitancy 
Subsequent  to  the  initial  trial,  sensitization  reactions,  including  anaphylaxis  in  one  patient,  have  been  reported 
in  individuals  receiving  zidovudine  therapy 

All  unexpected  events  and  expected  evenis  ol  a severe  or  life-threatening  nature  were  monitored  in  the  placebo- 
controlled  studies  in  early  HIV  disease  and  asymptomatic  HIV  infection.  Data  concerning  the  occurrence  of  ad- 
ditional signs  or  symptoms  were  also  collected  No  distinction  was  made  in  reporting  evenis  between  Ihose 
possibly  associated  with  the  administration  ol  the  study  medication  and  Ihose  due  to  the  underlying  disease 
The  following  tables  summarize  all  those  events  reported  at  a statistically  significant  greater  incidence  lor 
zidovudine  recipients  in  these  studies 


Percentage  (%)  of  Patients  with  Clinical  Evenis  In  the  Early  Symptomatic  HIV  Disease  Study 

Adverse  Event 

Zidovudine  (n  = 361)  % 

Placebo  (n  = 352)  % 

BODY  AS  A WHOLE 

Asthenia 

69 

62 

GASTROINTESTINAL 

Dyspepsia 

6 

1 

Nausea 

61 

41 

Vomiting 

25 

13 

Percentage  (%)  of  Patients  with  Clinical  Events^ 

in  an  Asymptomalic  HIV  Infection  Study 

Adverse  Event 

1500  mg 
Zidovudine^^^ 
(n=457)  % 

500  mg 
Zidovudine 
(n=453)  % 

Placebo 
(n=428)  % 

BODY  ASA  WHOLE 

Asthenia 

10.1 

8 6^^ 

5 8 

Headache 

58  0^‘ 

62,5 

52  6 

Malaise 

55  6 

53.2 

44  9 

GASTROINTESTINAL 

Anorexia 

19  3 

20.1 

10,5 

Constipation 

8 1 

6 4^^ 

3,5 

Nausea 

57  3 

51  4 

29.9 

Vomiting 

16  4 

17.2 

9 8 

NERVOUS 

Oizziness 

20  8 

17. 9^^ 

15.2 

■Reported  in  >5%  of  study  population, 

■■Not  statistically  significant  versus  placebo 

■■Three  times  the  currently  recommended  dose  in  asymptomalic  palients 


The  following  evenis  have  been  reported  in  patients  treated  with  zidovudine  seizures,  myopathy,  nail  pigmen- 
tation, changes  in  liver  function  tests.  They  may  also  occur  as  part  ol  the  underlying  disease  process  As  such . 
the  relationship  between  these  evenis  and  the  use  ol  zidovudine  is  uncertain 
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Register  to  vote  by 
October  7 (leadline 

“Vote  early  and  vote  often.” 

Regardless  of  whether  you 
adhere  to  this  philosophy,  if  you 
want  to  vote  at  all  in  the  November 
elections,  you  must  be  registered  by 
October  7.  You  can  register  by  mail, 
and  forms  are  available  at  your  local 
post  office. 

Avoid  the  rush  and  cast  your  bal- 
lot during  absentee  voting,  October 
17  through  November  2. 

lEditor's  note:  In  a commentary  on  page  24, 
Alan  C.  Baum,  MD,  makes  a case  for  partici- 
pating in  the  political  process.  Dr  Baum  is 
chairman  of  the  Texas  Medical  Political 
Action  Committee  (TEXPAC).] 


Turn  a deaf  ear  to 
athletes  seeking 
steroids 


More  athletes  are  ask- 
ing physicians  to  help 
them  excel  with  the  use 
of  performance- 
enhancing drugs,  but 
the  Texas  Legislature 
has  outlawed  such 
activity. 

It  has  been  a year 
since  the  lawmakers 
added  anabolic  steroids 
to  the  list  of  Schedule 
IV  controlled  sub- 
stances and  ordered 
public  schools  to  post 
notices  warning  that 
state  law  prohibits  the 
possession,  dispensing, 
delivery,  or  administer- 
ing of  an  anabolic 
steroid  or 
growth  hormone 
in  any  manner 
not  allowed  by  state 
law.  Since  then,  another  athletic- 
enhancing  agent,  erythropoietin,  has 
come  to  the  attention  of  the  Food 
and  Drug  Administration. 

Thomas  L.  Kurt,  MD,  MPH, 
Dallas,  says  the  genetically  manufac- 
tured substance  imitates  the  human 
biologic  manufactured  in  the  kidney 
and  stimulates  bone  marrow  to  pro- 
duce more  red  blood  cells.  Dr  Kurt, 
the  regional  health  officer  for  the 
Southwest  Region  of  the  Food  and 
Drug  Administration,  adds,  “There’s 
no  way  to  detect  it,  so  the  potential 
is  that  athletes  will  use  it  in  a fash- 
ion like  the  so-called  ‘blood  doping,’ 
where  they  auto-transfuse  their  own 
blood.” 


House  Bill  1507,  passed  by  the  71st  Texas 

Legislature,  requires  each  school  in  a public 
school  district  in  which  there  is  a grade  level 
of  seven  or  higher  to  post  the  following 
notice  in  a “conspicuous  location”  in  the 
school  gymnasium  and  each  other  place  in  a 
building  where  physical  education  classes  are 
conducted: 

“Anabolic  steroids  are  for  medical  use 
only.  State  law  prohibits  the  possession,  dis- 
pensing, delivery,  or  administering  of  an 
anabolic  steroid  in  any  manner  not  allowed 
by  state  law.  State  law  provides  that  body 
building,  muscle  enhancement,  or  increasing 
muscle  bulk  or  strength  through  the  use  of  an 
anabolic  steroid  or  human  growth  hormone 
by  a person  who  is  in  good  health  is  not  a 
valid  medical  purpose.  Only  a medical  doctor 
may  prescribe  an  anabolic  steroid  or  human 
growth  hormone  for  a person.  A violation  of 
state  law  concerning  anabolic  steroids  or 
human  growth  hormones  is  a criminal 
offense  punishable  by  confinement  in  jail  or 
imprisonment  in  the  Texas  Department  of 
Corrections.” 


Fie  observes,  “The  temptation  is 
there  for  physicians  to  get  involved 
in  these  other  things  that  might  not 
even  be  detected.  But  it  involves 
cheating  on  the  part  of  athletes,  and 
physicians’  ethics  should  prevent 
them  from  getting  involved.” 

Experts  estimate  that  80%  to 
100%  of  elite  male  body  builders, 
weight  lifters,  and  throwers  in  field 
events  and  smaller  numbers  of  ath- 
letes in  other  sports  use  steroids.  The 
use  of  steroids  in  college  varsity  ath- 
letes has  been  reported  to  be  around 
17%  to  20%  when  all  sports  are 
considered. 
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Dr  Kurt  estimates  that  only  1% 
to  2%  of  high  school  athletes  use 
the  drugs,  hut  he  is  concerned  that 
the  number  is  increasing  and  includ- 
ing even  younger  athletes.  He  cites  a 
recent  case  in  which  a junior  high 
school  coach  pleaded  guilty  to  sell- 
ing anabolic  steroids.  “Some  of  the 
more  serious  conditions  associated 
with  steroid  use  include  decreased 
sperm  count,  male  infertility,  and 
liver  and  prostate  cancer,”  he  said. 
“But,  when  kids  take  outside  hor- 
mones, it  causes  their  epiphyses  to 
close  off  on  the  long  bones,  so  they 
don’t  grow  any  more.” 

The  71st  Texas  Legislature 
passed  House  Bill  1507,  sponsored 
by  Rep  A1  Granoff  (D-Dallas)  and 
Sen  Chet  Edwards  (D-Duncanville), 
with  TMA’s  support.  The  law  adds 
anabolic  steroids  and  growth  hor- 
mones to  the  list  of  controlled  sub- 
stances. Possession,  use,  or  sale  of 
the  substances  is  punishable  as  a 
Class  B misdemeanor  or  a felony 
with  a maximum  term  of  life  in 
prison,  depending  on  the  amount  of 
drug  involved. 


Proposed  law  gets  tough 
with  animal  rights  activists 

With  encouragement  from  animal 
rights  activists,  anonymous  support- 
ers mail  a prominent  researcher 
hundreds  of  letters,  including  death 
threats,  and  a condom  the  sender 
says  is  infected  with  the  AIDS  virus. 

That’s  not  the  scenario  for  a ficti- 
tious television  drama.  It’s  true,  and 
the  researcher  involved  lives  and 
works  in  Texas.  It’s  one  of  a number 
of  shocking  stories  San  Antonio 
physician  John  P.  Howe  III,  MD, 
shared  during  a hearing  of  a US 
House  of  Representatives  subcom- 
mittee considering  legislation  to 
make  crimes  against  research  facili- 
ties federal  offenses.  Dr  Howe  is 
president  of  The  University  of  Texas 
Health  Science  Center  at  San  Anto- 
nio, president  of  the  Texas  Society 
for  Biomedical  Research,  and  a 
member  of  the  National  Association 
for  Biomedical  Research  Board  of 
Directors. 

The  US  House  of  Representatives 
Agriculture  Subcommittee  on  De- 
partmental Operations, 
Research  and  For- 
eign Agriculture 
met  in  Washing- 
ton, DC,  July  17, 
to  consider  the 
Farm  Animal  and 
Research  Facilities 
Protection  Act. 
Introduced  by  Con- 
gressman Charles 
Stenholm  (D-Tex), 
the  legislation  has 
193  co-sponsors. 

Dr  Howe  told  the 
subcommittee  and  a 
standing-room-only 
crowd  that  crimes 
against  research  facilities 


Jotin  P.  Howe 
III,  MD,  sup- 
ports a bill  to 
make  crimes 
against  animal 
research  facili- 
ties federal 
offenses. 


have  escalated  from  vandalism  and 
theft  to  arson  and  radio  controlled 
bombs. 

“On  June  6,  1990,  a British  vet- 
erinarian narrowly  escaped  with  her 
life  when  her  car  exploded  into 
flames  from  an  animal  rights  activist 
bomb.  In  another  incident  not  a 
week  later,  a 13-month-old  baby 
was  hospitalized  with  injuries  sus- 
tained in  the  explosion  of  an  animal 
researcher’s  car  on  a Bristol,  Eng- 
land, street,”  he  said.  “More  than 
70  serious  criminal  acts  involving 
US  research  facilities  have  occurred 
in  the  last  8 years.”  The  actual  num- 
ber is  higher,  he  added,  because 
many  crimes  go  unreported  or 
unpublicized  to  protect  personnel 
and  their  families. 

“The  criminal  activities  of  some 
in  the  animal  rights  movement  can 
only  be  called  terrorism,”  Dr  Howe 
said.  “These  individuals  break  the 
law  in  order  to  further  their  cause  of 
ending  all  research  involving  ani- 
mals. In  the  process,  the  public 
health  is  threatened,  the  cost  of 
biomedical  research  is  increased, 
federal  tax  money  is  wasted,  and 
researchers  are  intimidated  and 
demoralized  to  the  point  that  impor- 
tant animal  research  is  likely  to  be 
abandoned  or  never  even  begun.” 

He  added,  “Medical  schools 
alone  have  spent  more  than  $1 1.3 
million  in  the  last  5 years  as  a result 
of  animal  rights  related  losses.  In 
addition,  medical  schools  are  spend- 
ing at  least  $6.3  million  annually  to 
protect  research  programs,  and  fac- 
ulty and  staff  must  spend  more  than 
30,000  hours  a year  on  animal 
rights  crisis  management,  according 
to  preliminary  results  of  a survey 
conducted  by  the  Association  of 
American  Medical  Colleges.” 
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Legislative  Affairs 

\imm 


Dr  Howe  explained,  “We  are  not 
seeking  to  stop  legitimate  debate  or 
to  stifle  opinion.  We  are  seeking  an 
end  to  criminal  means  of  expressing 
opinions.  Surely,  the  discussion  of 
animal  welfare  issues  will  benefit 
from  eliminating  the  club  of  terror- 
ism being  wielded  by  some  animal 
rights  extremists.” 

‘Anti  hassle’  bill  picks 
up  speed 

At  press  time,  five  of  our  state’s  27 
Congressmen  had  signed  on  as  co- 
sponsors of  the  bill,  number  4475, 
the  Medicare  Physician  Regulation 
Relief  Amendments  of  1990: 
Democrats  Jim  Chapman,  Larry 
Combest,  Ralph  M.  Hall,  Marvin 
Leath,  and  Bill  Sarpalius,  and 
Republican  Larry  Combest. 

The  bill  has  188  cosponsors,  just 
30  short  of  a majority  in  the  House 
of  Representatives. 

Health  Care  Coalition  fears 
rules  may  shut  down  rural  labs 

Access  to  community-based  health 
care  services  is  in  jeopardy,  and  the 
US  House  of  Representatives  Rural 
Health  Care  Coalition  is  worried. 

Six  Texas  representatives  are 
among  the  78  lawmakers  who 
signed  a formula  for  rectifying  rules 
that  implement  the  Clinical  Labora- 
tory Improvement  Amendments  of 
1988.  The  Texas  signatories  are 
Congressmen  Charles  Stenholm, 
Solomon  Ortiz,  Jim  Chapman, 
Lamar  Smith,  Jake  Pickle,  and  Greg 
Laughlin. 


“The  regulations  proposed  for 
Level  II  laboratory  personnel  may 
well  close  many  rural  clinics,  hospi- 
tals, and  emergency  medical  ser- 
vices,” the  Congressmen  wrote 
Health  Care  Financing  Administra- 
tor Gail  Wilensky,  PhD.  “The  regu- 
lations require  immediate  adherence 
to  personnel  standards  which  dictate 
specific  educational  and  experience 
levels  for  all  laboratory  personnel. 
Many  health  care  facilities,  espe- 
cially in  rural  areas,  do  not  have 
access  to  the  number  of  personnel 
necessary  to  meet  these  specific 
requirements.  Rural  hospitals,  rural 
health  clinics,  emergency  medical 
treatment  services,  sole  community 
hospitals,  essential  access  hospitals, 
and  rural  primary  care  hospitals  are 
all  health  care  facilities  that  must 
have  what  would  be  Level  II  labora- 
tories in  order  to  comply  with  Medi- 
care, Medicaid,  and  other  federal 
and  state  requirements  for 
certification.  These  facilities  are 
already  having  trouble  recruiting 
and  retaining  qualified  health  care 
personnel,  including  laboratory  per- 
sonnel. Requiring  these  facilities  to 
immediately  achieve  and  maintain 
the  personnel  standards  for  Level  II 
laboratories  would  in  effect  compel 
the  closure  of  many  of  these  neces- 
sary health  care  facilities.” 

To  remedy  the  problem,  the 
health  care  coalition  advises  Dr 
Wilensky  that  both  the  number  of 
people  available  to  meet  the  labora- 
tory personnel  requirements  and  the 
time  laboratories  have  to  comply 
with  the  proposed  Level  II  personnel 
requirements  must  be  increased.  The 
Congressmen  suggest  extending  the 
comment  period  for  the  regulations 
for  an  additional  60  days  beyond 
the  published  deadline  of  August  20. 


Commentary 

Use  your  ticket  to 
democracy:  vote! 

Alan  C.  Baum,  MD,  TEXPAC  Chairman 

During  the  past  12  months,  the 
American  dream  of  democratic  gov- 
ernment has  traveled  from  the  sub- 
lime to  the  ridiculous,  with  the 
home  team  not  faring  very  well.  We 
have  seen  the  heroics  of  a lone  Chi- 
nese student  martyred  in  Tiananmen 
Square  facing  an  armada  of  armored 
tanks,  the  extraordinary  rebirth  of 
democratic  government  in  Eastern 
Europe,  the  radical  transformation 
of  South  African  government.  And 
at  home  we  have  seen  the  US  Senate 
posturing  on  the  already-dead  flag- 
burning bill,  the  inglorious  exit  of 
the  US  Speaker  of  the  House  for 
selling  his  biography  by  the  pound, 
the  censure  of  a US  Senator  for  a 
similar  transgression,  and  several 
more  cases  on  the  docket  pending 
congressional  scrutiny.  . . . The  pro- 
tracted sessions  of  the  Texas  Legisla- 
ture over  workers’  compensation 
and  education  reform  drew  national 
— even  international  — sarcasm, 
and  some  of  the  sorriest  and  dirtiest 
political  campaigns  anywhere  in  the 
cosmic  universe  were  conducted  in 
our  back  yard. 

“Democracy  is  a device  that 
insures  that  we  get  the  kind  of  gov- 
ernment we  deserve,”  observed  pro- 
fessional cynic  George  Bernard 
Shaw.  While  our  neighbors  across 
the  world  voted  for  the  first  time,  or 
quite  literally  risked  their  lives  in 
order  to  vote,  how  many  of  us  went 
to  the  polls?  In  the  primaries  last 
March,  the  turnout  of  registered 
voters  in  Texas  was  17.95%  of  the 
Democrats  and  10.32%  of  the 


24 


Texas  Medicine  Volume  86  No.  9 September  1990 


It’s  never  too  late  to  participate  in 
the  democratic  process,  says  TEX- 
PAC  Chairman  Alan  C.  Baum,  MD. 


! Republicans.  I suspect  (fear)  that 
; physician  turnout  reflected  the 
same  mixture  of  activism  and 
ambivalence.  And  how  many  of 
us  don’t  belong  to  the  one  effective 
j political  vehicle  medicine  has,  TEX- 
i PAC? 


It’s  axiomatic  in  politics  that  the 
I few  will  always  carry  the  many. 

I Texas  medicine  has,  by  any  objec- 
■ tive  criteria,  the  most  politically 
active  and  legislatively  effective 
organization  in  the  country,  yet  far 
less  than  half  of  us  spend  the  time 
and  small  amount  of  money  to  par- 
ticipate. You  can  certainly  have  too 
few  participants  (witness  the  prac- 
tice environment  in  Massachusetts, 
where  PAC  participation  averages 
under  15%),  but  you  can  never  have 
too  many.  To  my  many  colleagues 
who  carry  the  weight  of  political 
responsibility,  thank  you.  Your 
efforts  helped  reshape  the  Texas 
Supreme  Court,  and  turned  the  tide 
in  a number  of  crucial  legislative 
and  congressional  races.  To  my  col- 
leagues who  have  not  carried  their 
share,  it’s  never  too  late.  Here’s 
how: 


5.  Send  TEXPAC’s  slate  cards  to 
everybody  you  can  think  of. 

6.  Vote.  Given  the  relative  ease  of 
absentee  voting,  even  people  as 
busy  as  doctors  can  find  time. 

Our  system  of  government  can 
be  arbitrary,  insensitive,  unfair,  even 
corrupt.  But  it’s  the  only  system  that 
seems  to  work,  and  it  only  works  to 
the  extent  we  participate.  And,  it 
seems  to  be  the  only  kind  of  govern- 
ment everybody  else  wants,  even  if 
they  have  to  die  for  it. 

Neither  TMA  nor  AMA  will  favor  or  disad- 
vantage anyone  based  on  the  amounts  or 
failure  to  make  contributions.  Federal  law 
prohibits  TEXPAC  from  receiving  donations 
from  other  than  members  of  TMA  and  their 
immediate  families.  All  donations  from  other 
than  members  of  TMA  and  their  immediate 
families  will  be  returned  forthwith.  Contribu- 
tions to  TEXPAC  are  not  deductible  as  chari- 
table contributions  for  federal  income  tax 


Integrated  Medical  Syste\ 


Sales  • Installation  • Training  • Support 
Medical  Office  Management  Software 


Claimstronic  Software 

Patient  information  • Claims  • State- 
ments • A/R  • Reports  • Multi-com- 
pany • Multi-doctor  • Electronic 
Claims  • Graphs/Charts  • Word  Proc- 
essor. 


Billing  Service  (DFW  Area) 

Full  Service  • Fax  machine  provided 
Answer  patients  and  insurance  com- 
panies inquiries  • Statements  • Follow 
up  on  claims  • All  reports  • Monthly 
meetings 


222SKRandolMm 
Suite  SOS 

Arlington^  TX  76011 
(817)  640-9860 
FAX  (817)  649-SS83 


1.  Register  to  vote.  If  you  want  to 
vote  on  November  6,  you  have 
until  October  7 to  register  with 
your  county  clerk.  We’ll  send 
you  a voter  registration  card,  or 
you  can  pick  up  one  from  your 
local  convenience  store,  the  post 
office,  or  numerous  other  places. 

2.  Encourage  your  family,  friends, 
colleagues,  neighbors,  and 
employees  to  register. 

3.  Join  TEXPAC.  It’s  cheap  and 
effective. 

4.  Get  your  spouse  and  colleagues 
to  join  TEXPAC. 


purposes. 


O’NEAL,  McGUINNESS  & ATKINS,  CPA’S 
MEDICAL  PRACTICE  GROUP 

AVAILABLE  FOR  CONSULTATION 
ON  THE  FINANCIAL  ASPECTS  OF 
PHYSICIAN  CONTRACTUAL  ARRANGEMENTS 


• Managed  Care  • Group  Practice  Employment 

• Hospital  Recruitment  • Practice  Buy-lns/Pay-Outs 

CONTACT:  Reed  Tinsley,  CPA  or  Cathy  Atkins,  CPA 

3200  Southwest  Freeway,  Suite  2310 
Houston,  Texas  77027 
(713)  993-0847 
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TMA,  AMA  respond  to  blood 
banks’  legal  problems 

Texas  Medical  Association  and  the 
American  Medical  Association  are 
coming  to  the  defense  of  blood 
banks,  which  Texas  courts  are  hold- 
ing to  standards  of  care  that  did  not 
exist  at  the  time  of  treatment. 

During  their  recent  meeting  in 
Chicago,  the  AMA  House  of  Dele- 
gates adopted  a resolution  calling 
for  the  association  to  pursue  appro- 
priate legislative  action  to  provide 
increased  immunity  for  blood  banks 
whose  practices  meet  Food  and 
Drug  Administration  standards  and 
for  physicians  using  the  services  of 
such  blood  banks. 

TMA’s  Committee  on  Blood 
Banking  and  Blood  Transfusion  ini- 
tiated the  action  after  two  cases  in 
which  the  Court  of  Appeals  of 
Texas,  Corpus  Christi,  denied  such 
immunity.  The  first  case  involved  the 
AIDS  death  of  a 4-year-old  girl  fol- 
lowing blood  transfusions,  the  court 
ruled  against  McAllen  Methodist 
Hospital  and  United  Blood  Services. 
The  ruling  came  despite  testimony 
that  there  was  no  standard  testing 
for  AIDS  in  blood  at  the  time  the 
child  received  the  blood  (1982),  that 
scientists  first  identified  the  AIDS 
virus  in  1984,  that  the  antibody  test 
for  exposure  to  the  AIDS  virus  was 
not  approved  by  the  United  States 
government  until  March  1985,  and 
that  the  use  of  the  test  was  not  man- 
dated for  blood  banks  until  July 
1985.  The  plaintiff’s  expert  asserted 
that  the  blood  bank  should  have 
excluded  all  blood  tested  positive  for 
CMV,  and  that  this  practice  would 
have  prevented  the  use  of  HIV-infect- 
ed blood. 

In  an  amicus  curiae  brief  sup- 
porting United  Blood  Services’ 


Law 


Legal  publica- 
tions put  TMA  in  pubiic 
spotiight 


motion  for  a rehearing  and  submit- 
ted to  the  Supreme  Court  of  Texas, 
TMA  observed,  “The  holding  of  the 
Court  of  Appeals  (Corpus  Christi) 
Opinion  in  this  case  requires  jury  tri- 
als whenever  scientific  discovery 
occurring  after  the  treatment  was 
administered  results  in  new  ^ 

blood  screening  and  testing 
for  a new  disease.  . . . 

This  is  patently  unfair  and 
is  flawed  jurisprudence.  . . . Requir- 
ing jury  trials  based  on  scientific 
developments  subsequent  to  treat- 
ment only  contributes  to  the  destruc- 
tion of  the  life-giving  system  designed 
to  bring  essential  state  of  the  art 
blood  products  to  severely  ill  or  in- 
jured patients.” 

The  Texas  Supreme  Court  refused 
to  hear  the  case,  thereby  allowing 
the  Court  of  Appeals  decision  to 
stand.  Since  that  time,  the  parties 
have  settled.  Had  the  case  not  been 
settled,  the  jury  would  have  been 
called  upon  to  weight  the  credibility 
of  the  “expert  witness”  testimony. 

In  the  second  case,  a patient  who 
contracted  hepatitis  sued  the  Nueces 
County  Medical  Society  Community 
Blood  Bank  for  negligence  in  failing 
to  conduct  a surrogate  test  that 
could  indicate  the  presence  or  likeli- 
hood of  hepatitis.  The  Court  of 
Appeals  of  Texas,  Corpus  Christi, 
reversed  a ruling  in  favor  of  the 
blood  bank,  stating,  “We  are  of  the 
opinion  that,  under  the  facts  of  this 
case,  evidence  of  compliance  with 
federal  and  minimum  licensing  stan- 
dards does  not  conclusively  establish 
the  standard  of  care  owed  by  the 
blood  bank  to  its  patients.” 

At  press  time,  two  cases  involving 
AIDS  transmitted  through  blood 
transfused  in  1983  were  in  the  court 
system  in  Fort  Worth. 


With  a distribution  that  has  reached 
almost  400  copies  per  week,  forms 
addressing  the  use  of  artificial  meth- 
ods to  extend  the  process  of  dying 
and  assigning  a durable  power  of 
attorney  for  health  care  have  been 
providing  Texas  Medical  Associa- 
tion public  exposure  since  1977. 

A “Directive  to  Physicians,” 
authorized  by  the  Texas  Natural 
Death  Act,  allows  patients  to 
instruct  their  physicians  not  to  use 
artificial  methods  to  extend  the  nat- 
ural process  of  dying.  The  TMA 
Department  of  Medical  Ethics  also 
has  written  a summary  and  guide- 
lines for  physicians  on  the  procedure. 

The  Office  of  the  General  Coun- 
sel has  prepared  a related  publica- 
tion that  answers  questions  about  a 
durable  power  of  attorney  for  health 
care  — a document,  signed  by  a 
competent  adult,  designating  some- 
one they  trust  as  an  agent  to  make 
health  care  decisions  on  their  behalf 
should  they  become  unable  to  make 
such  decisions  themselves. 

To  facilitate  processing  and  mini- 
mize expense,  TMA  asks  those 
requesting  copies  to  include  a self- 
addressed  stamped  envelope.  For 
further  information,  contact  the 
Office  of  the  General  Counsel,  1801 
N Lamar  Blvd,  Austin,  TX  78701, 
phone  (512)  477-6704. 
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Seminar  emphasizes  risk 
prevention,  modei  programs 
for  impaired  physicians 

A seminar  on  hospitals  and 
the  impaired  physician  will 
advise  registrants  on  how  to 
establish  a hospital-based  com- 
mittee for  impaired  physicians 
and  a number  of  other  relevant 
topics.  The  seminar,  which 
emphasizes  risk  prevention  and 
model  programs,  will  be  held  Fri- 
day, October  26,  at  the  La  Man- 
sion del  Rio  Hotel,  112  College 
St,  San  Antonio.  It  begins  at  9:30 
am  and  concludes  at  5:15  pm. 

Other  topics  to  be  addressed 
during  the  meeting  include:  coor- 
dination of  hospital  committees 
and  county  medical  society  com- 
mittees, peer  review  responsibili- 
ties and  protections,  and  inter- 
vention techniques. 

The  seminar  faculty  includes 
Donald  R Wilcox,  JD,  Texas 
Medical  Association’s  general 
counsel;  Linda  S.  Mangels,  PhD, 
director  of  TMA’s  Office  of  Risk 
Management;  Don  G.  Hunt, 

MD,  Baylor  University  Medical 
Center,  Dallas;  Saul  W.  Soffar, 
MD,  Bayshore  Medical  Center, 
Pasadena;  Ronald  Fortner,  MD, 
chairman,  Potter-Randall  County 
Medical  Society  Committee  on 
Physician  Health  and  Rehabilita- 
tion, Amarillo;  Thomas  H.  Alli- 
son, MD,  Parkland  Memorial 
Hospital,  Dallas;  and  Neal  H. 
Gray,  MD,  member,  TMA  and 
Bexar  County  Medical  Society 
Committees  on  Physician  Health 
and  Rehabilitation,  San  Antonio. 

The  registration  fee  is  $20. 

For  further  information,  contact 
Linda  Kuhn,  Texas  Medical 
Association,  1801  N Lamar 
Blvd,  Austin,  TX  78701,  phone 
(512)  477-6704,  extension  141. 
The  symposium  is  sponsored  by 
the  Texas  Medical  Association 
Committee  on  Physician  Health 
and  Rehabilitation. 


Tom  Hancher,  MD,  reviews  X-rays 
of  an  uninsured  patient  who  died 
of  compiications  from  a head 

wound.  (Photo  by  Tom  Lankes,  Austin 
American-Statesman.) 


Transfer  law  puts  rural 
internist  between  a 
rock  and  a hard  place 

Editor’s  note:  The  following  story  is  based  on 
a report  published  in  the  Colorado  County 
Citizen,  Jerry  and  Nancy  Scarbrough,  editors. 

Despite  the  fact  that  he  was  taking  a 
chance  that  the  government  would 
challenge  his  decision,  Columbus 
internist  Tom  Hancher,  MD,  trans- 
ferred a patient  with  an  emergency 
medical  condition  without  prior 
acceptance  by  the  receiving  hospital 
and  physician.  It  remains  to  be  seen 
whether  a federal  law  obligating  cer- 
tain tertiary  facilities  to  accept  severe- 
ly injured  or  ill  patients,  which  took 
effect  2 weeks  after  Dr  Hancher’s 
action,  will  offer  relief  to  rural  physi- 
cians who  have  problems  transfer- 
ring patients. 

Dr  Hancher  says  he  took  the 
patient,  who  had  a gunshot  wound 
to  the  head,  to  the  Veterans  Admin- 
istration Hospital  in  Houston  after 
seven  tertiary  hospitals  refused  to 


accept  the  transfer.  The  patient 
entered  the  Columbus  Community 
Hospital  emergency  room  at  9 am, 
and  arrived  at  the  VA  Hospital  12 
hours  later.  In  the  interim.  Dr 
Hancher  and  Hospital  Administra- 
tor Sharon  Andress  had  spent  10 
hours  contacting  facilities  in  Texas 
in  hopes  that  one  would  accept  the 
patient. 

The  patient,  a 62-year-old 
Korean  veteran,  apparently  shot 
himself.  The  bullet  entered  the  right 
side  of  his  head,  but  he  survived  the 
initial  wound  because  the  bullet  was 
fired  at  an  angle  and  it  exited  above 
his  left  eye  without  affecting  a large 
area  of  his  brain.  Dr  Hancher 
treated  him  to  hold  down  swelling 
around  his  brain  and  prevent  other 
potentially  fatal  side  effects  of  the 
wound.  The  injury  involved  the 
right  frontal  lobe  of  the  brain  and 
caused  bleeding  into  the  brain  tissue 
with  subsequent  formation  of  a 
blood  clot.  The  patient  died  2 weeks 
later  of  complications  from  the  head 
wound. 
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“We  had  done  all  we  could  do 
(within  2 hours),”  Dr  Hancher  said. 
“At  that  point,  he  needed  neuro- 
surgery to  relieve  the  pressure  on  his 
brain.”  Finding  a neurosurgeon  was 
not  the  problem.  “There  were  neu- 
rosurgeons in  Houston  and  San 
Antonio  who  were  ready  to  do  the 
surgery,  and  they  weren’t  worried 
about  getting  paid,  but  all  of  the 
hospitals  refused  to  allow  the  trans- 
fer, saying  they  didn’t  have  room  for 
him.” 

Dr  Hancher  said  he  called  the 
Houston  Veterans  Administration 
Hospital  and  said  he  was 
bringing  the  patient  there 
because  he  had  to  have  neu- 
rosurgery that  night  or  he 
would  die.  An  official  at  the 
Houston  hospital  said  the 
transfer  would  not  be 
accepted  because  the  patient 
was  too  unstable  to  transfer. 

Dr  Hancher  added.  When  they  were 
told  that  the  man  surely  would  die 
without  neurosurgery,  they  still 
declined.  But 

late  that  night,  after  consulting  with 
Texas  Medical  Association  General 
Counsel  Donald  P.  Wilcox,  Dr 
Hancher  called  the  VA  hospital  a 
second  time  and  repeated  his  request 
for  transfer.  The  transfer  was  again 
refused.  At  that  point.  Dr  Hancher 
told  them  that,  regardless,  he  was 
coming  with  the  patient.  Dr 
Hancher,  the  Columbus  hospital 
administrator,  a nurse,  two  members 
of  Columbus  Volunteer  Ambulance 
Corps,  and  the  local  newspaper  co- 
editor loaded  the  patient  in  an 
ambulance  and  set  out  for  Houston. 

“We  didn’t  have  any  choice,”  Dr 
Hancher  said.  “He  was  going  to  die- 
unless  a neurosurgeon  operated  on 
the  blood  clot.” 


While  the  ambulance  was  en 
route  to  Houston,  the  other  co-edi- 
tor of  the  local  paper  contacted  US 
Senator  Lloyd  Bentsen’s  administra- 
tive aide  in  Washington,  DC.  At- 
tempts also  were  made  to  reach  the 
office  of  US  Congressman  Greg 
Laughlin. 

When  the  ambulance  arrived  at 
the  VA  hospital,  officials  there 
accepted  the  transfer,  and  the  patient 
underwent  neurosurgery  early  the 
next  day. 

Dr  Hancher  says  he  still  could  be 
prosecuted  for  taking  the  patient  to 


Houston  without  having  a transfer 
approved  in  advance.  “I  was  being 
placed  in  the  position  of  watching 
my  patient  die  because  the  hospitals 
that  did  have  the  ability  to  take  care 
of  him  had  refused.  I also  knew  that 
if  I made  a transfer  to  any  hospital 
without  their  prior  acceptance  of  his 
transfer,  I would  be  taking  a chance 
that  the  US  Department  of  Health 
and  Human  Services  Office  of  the 
Inspector  General  would  challenge 
my  decision  and  action. 

“It  became  apparent  that  no  hos- 
pital was  going  to  take  my  patient, 
and  the  decision  for  me  was  then 
fairly  easy.  My  first  obligation  was 
to  try  to  save  my  patient’s  life.  ...” 


“My  first  obligation 
was  to  try  to  save  my 
patient’s  life ” 


Mr  Wilcox  observed,  “There 
probably  will  be  no  adverse  out- 
come for  Dr  Hancher  because  it  is 
obvious  that  he  did  what  was  best 
for  the  patient.  However,  this  case 
illustrates  the  fallacy  of  micro- 
managing  medical  treatment  with 
legislation.  Congressman  Laughlin 
has  introduced  a bill  that  would 
allow  professional  review  organiza- 
tions to  judge  a physician’s  decision 
to  transfer  a patient  based  on  pro- 
fessionally recognized  standards  of 
care.  The  present  federal  law  con- 
tains numerous  technical  provisions 
that  serve  only  to  assist  the  US 
Department  of  Health  and  Human 
Services  Office  of  Inspector  General 
in  its  enforcement  efforts.  Profes- 
sional judgment  is  compromised  by 
these  technical  requirements,  result- 
ing in  the  needless  delay  of  transfers, 
such  as  the  delay  in  this  case.” 

Mr  Wilcox  added,  “In  the  mean- 
time, Medicare’s  DRG-based  pay- 
ments pressure  hospitals  to  control 
their  uncompensated  case  load.  In 
the  private  sector,  managed  care  sys- 
tems steer  patients  to  more  efficient 
hospitals  that  have  reduced  uncom- 
pensated care  in  order  to  compete 
successfully  for  paying  patients. 
Efforts  on  the  part  of  the  federal, 
state,  and  local  governments  to  help 
fund  this  public  duty  are  inadequate. 
The  prescription  for  cure  is  to  pass 
Congressman  Laughlin’s  bill  unrav- 
eling the  technical  web  of  require- 
ments and  to  provide  better  public 
funding  of  emergency  medical  care 
provided  for  medically  indigent 
patients.” 
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Disciplining  doctors 
in  Texas:  the  Texas 
State  Board  of 
Medical  Examiners 

Joe  Greenhill,  JD 
David  S.  Starr,  MD,  JD 

Mr  Greenhill,  shareholder;  Dr  Starr,  attorney 
and  medical  consultant,  Bankston,  Wright  & 
Greenhill,  1800  M Bank  Tower,  PO  Box 
2166,  Austin,  TX  78701.  Send  reprint 
requests  to  Mr  Greenhill. 

Legislative  changes  introducing 
higher  licensing  fees  and  tighter  reg- 
ulation have  caused  concern  among 
doctors  as  to  the  “new  role”  of  the 
Texas  State  Board  of  Medical  Exam- 
iners. Although  its  disciplinary 
powers  are  wide,  the  board  gener- 
ally exercises  restraint  in  their  use. 
This  article  discusses  the  procedural 
aspects  of  board  actions,  and  gives  a 
guide  as  to  when  a lawyer  is  appro- 
priate. The  range  of  possible  disci- 
plinary actions  is  outlined. 

1 . Who  makes  up  the  Texas  State  Board  of 
Medical  Examiners  and  what  does  it  do? 

The  15  board  members  appointed 
by  their  governor  for  a 6-year  term 
are  made  up  of  nine  doctors  of 
medicine,  three  doctors  of  osteopa- 
thy, and  three  non-physicians.  Origi- 
nally set  up  to  examine  physicians 
for  licensure,  the  board’s  activities 
have  expanded  to  include  disci- 
plinary actions. 

2.  Nationally,  there  have  been  news  reports  of 
“tighter  quality  assurance,”  more  stringent 
regulation,  and  high  licensing  fees  for  doc- 
tors. What  is  the  trend  in  Texas? 

In  1987,  the  Texas  Legislature 
passed  laws  providing  greater  pro- 
tection for  and  use  of  peer  review 


reports  in  disciplining  doctors,  and 
increased  immunity  for  those  report- 
ing “problem  doctors.”  It  also 
increased  the  board’s  funding,  allow- 
ing it  to  increase  its  legal  staff  from 
two  to  five  attorneys,  and  to  hire  six 
to  eight  clinical  investigators  (usu- 
ally RNs  or  PAs). 

Increased  funding  has  allowed  an 
in-house  computer  system  designed 
to  deal  with  an  increasing  volume  of 
complaints  (termed  “allegations”  by 
the  board).  This  system  is  used  for 
better  record  keeping  and  improved 
logistics  on  open  files  (termed  “case 
management”).  However,  only  infor- 
mation as  to  status  of  licensure  and 
closed  cases  is  available  to  the  pub- 
lic. Nevertheless,  the  potential  for 
comprehensive  data  collection  and 
tracking  of  individual  physicians  is 
disquieting. 

3.  My  licensing  fees  recently  went  up.  Why  is 
that  and  what  is  the  money  used  for? 

Starting  in  November  1987,  the 
amount  physicians  pay  for  license 
renewal  increased  from  $82  to  $202. 
One  may  be  tempted  to  think  that 
the  doctor  is  paying  more  for  his 
own  surveillance.  In  fact  the  licens- 
ing fee  increase  was  from  $82  to 
$92,  and  most  of  the  remaining 
$110  was  a one-time  surcharge  that 
was  paid  into  general  state  revenues, 
mostly  to  offset  loss  of  oil  revenues. 
The  $110  surcharge  was  dropped 
after  August  31,  1989. 

4.  What  proportion  of  allegations  are  legitimate? 

Most  allegations  originate  from  the 
public,  and  their  number  has 
increased  significantly  during  the 
past  few  years.  There  were  1,350 
allegations  against  doctors  received 


by  the  board  in  fiscal  year  1988.  The 
Investigation  Division  initially 
reviews  and  investigates  the  written 
allegations.  About  50%  of  the  cases 
are  dismissed  at  this  stage  for  lack  of 
jurisdiction  or  lack  of  evidence. 

After  referral  to  the  Hearing  Divi- 
sion, another  10%  to  20%  of  the 
cases  are  dismissed  following  the 
informal  settlement  conference.  The 
remaining  10%  to  15%  of  original 
allegations  result  in  some  type  of 
disciplinary  action,  usually  through 
Agreed  Board  Orders,  but  occasion- 
ally after  a formal  hearing. 

5.  What  is  the  board’s  basic  approach 
to  discipline? 

The  board’s  powers  are  impressive 
in  their  breadth.  It  can  act  on  the 
basis  of  disciplinary  actions  in  other 
states,  patient  complaints  and  its 
own  investigation  of  those  com- 
plaints, or  even  felony  convictions 
or  bad  acts  totally  unrelated  to 
medicine  (for  example,  tax  evasion 
or  drug  offenses). 

To  counterbalance  its  sweeping 
powers,  the  board  exercises  consid- 
erable discretion  and  restraint  in 
applying  appropriate  sanctions.  Its 
first  priority  is  protection  of  the  pub- 
lic, and  severe  discipline  such  as  sus- 
pension of  a physician’s  license  is 
normally  reserved  for  situations 
where  there  is  a continuing  threat  to 
patients.  Within  these  limits,  the 
board  tries  hard  to  accommodate 
the  needs  of  both  the  physician  and 
the  public,  and  emphasizes  coopera- 
tion in  the  doctor’s  rehabilitation 
rather  than  punishment.  As  one  staff 
attorney  put  it,  the  board  “likes  to 
give  physicians  a chance”  before 
applying  stricter  measures.  For 
example,  a doctor  with  alcohol  or 
drug  problems  usually  is  invited  to 
meet  with  a board  representative  for 
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an  “Informal  Settlement  Confer- 
ence,” and  often  an  “Agreed  Board 
Order”  — the  equivalent  of  proba- 
tion — that  will  be  granted  with  the 
understanding  that  the  physician 
will  attend  rehabilitation  programs 
for  up  to  5 years.  Physicians  who 
show  good  progress  may  have  their 
probation  ended  after  2 to  3 years. 

6.  In  simple  terms,  how  does  the  board  work? 

The  board  accepts  written  allega- 
tions against  a physician  from  any 
source,  but  demands  specific 
instances  of  alleged  misconduct. 
Doctors  are  notified  promptly  of  any 
allegations  made  against  them.  The 
board’s  initial  response  is  a fact- 
finding mission,  and  any  input  from 
the  doctor  is  welcomed  (letters 
explaining  the  choice  of  a treatment, 
a narrative  account  of  the  incident, 
etc).  The  investigation  process,  car- 
ried out  by  clinical  investigators  and 
law  enforcement  investigators 
employed  by  the  board,  and  occa- 
sionally buttressed  by  outside  expert 
opinions  from  consultant  physicians, 
may  take  some  months,  but  is  aided 
considerably  by  the  doctor’s  input. 

After  investigation,  most  cases 
are  closed  for  “lack  of  evidence”  of 
misconduct,  or  “lack  of  jurisdic- 
tion.” On  the  other  hand,  in  the 
10%  to  15%  of  cases  where  there 
appears  to  be  a problem,  the  file  is 
then  transferred  to  the  Hearings 
Division  and  an  Informal  Settlement 
Conference  is  arranged. 

At  this  conference,  the  physician, 
an  investigator  for  the  board,  a 
board  attorney,  and  one  or  more 
representatives  of  the  board  meet  in 
an  informal  setting  that  is  closed  to 
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the  public.  Board  members  and/or 
members  of  the  four  district  review 
committees  appointed  by  the  gover- 
nor represent  the  board.  The  staff 
discusses  the  allegations,  and  the 
board’s  representatives  may  ask 
questions  or  discuss  the  case  with 
the  physician.  The  hearing  may 
resemble  a peer  review  session 
because  the  doctor  is  often  asked  to 
explain  or  defend  his  treatment 
under  the  circumstances.  Although 
the  board’s  rules  allow  physicians  to 
be  represented  by  attorneys  at  Infor- 
mal Settlement  Conferences,  many 
choose  to  appear  without  legal 
counsel.  After  hearing  all  witnesses 
and  reviewing  the  evidence,  the 
board’s  representatives  may  dismiss 
the  allegations  due  to  a lack  of  evi- 
dence. On  the  other  hand,  they  may 
decide  that  the  evidence  points  to  a 
violation  of  the  Medical  Practice 
Act,  and  may  make  a settlement  rec- 
ommendation. If  the  physician 
accepts,  that  offer  leads  to  an 
Agreed  Board  Order.  Physicians  may 
be  asked  to  agree  to  a corrective 
remedy  (such  as  giving  up  certain 
narcotic  schedules,  agreeing  not  to 
practice  obstetrics  until  undergoing 
150  hours  of  CME,  or  attaining 
board  certification  in  that  specialty) 
or  perhaps  receive  “pat-on-the- 
back”  discipline,  where  the  board 
approves  a rehabilitation  program 
or  corrective  solution  that  the  physi- 
cian himself  has  started. 

7.  If  the  physician  does  not  agree  with  the 
solution  proposed  by  the  board  member, 
what  then? 

Few  cases  reach  this  point.  If  the 
physician  wants  to  fight  the  allega- 
tion, the  board  must  then  prove  it 
before  an  independent  hearing 
examiner,  usually  a private  attorney 


employed  by  the  state  to  hear  the 
case.  Because  complicated  procedur- 
al rules  and  the  formal  Texas  Rules 
of  Evidence  apply,  attorneys  must  be 
involved  at  this  point,  and  an  attor- 
ney with  experience  in  administra- 
tive law  or  malpractice  defense  is 
appropriate.  The  board  files  a for- 
mal complaint  against  the  doctor, 
witnesses  are  called  and  cross-exam- 
ined, and  after  several  days  of  evi- 
dence, the  hearing  examiner  makes 
findings  of  fact,  conclusions  of  law, 
and  a recommendation,  which  is 
forwarded  to  the  board  members  at 
least  a week  before  the  full  board 
makes  a definite  decision. 

8.  The  physician  still  wants  to  fight. 

What  then? 

The  only  recourse  at  this  point  is  an 
appeal  to  the  local  District  Court, 
which  considers  only  whether  the 
board  had  substantial  evidence  to 
reach  its  conclusion.  Because  the 
court  considers  only  the  evidence 
already  presented,  making  an  ade- 
quate record  for  appeal  at  the 
administrative  proceeding  is  another 
important  function  of  a trial  lawyer. 
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This  is  the  second  article  reviewing 
the  reporting  and  disclosure  provi- 
sions of  the  Health  Care  Quality 
Improvement  Act  of  1986  (HCQIA), 
the  Medicare  and  Medicaid  Patient 
and  Program  Protection  Act  of  1987 
(MMPPPA),  the  Texas  Medical 
Practice  Act  (MPA),  and  final  federal 
regulations  promulgated  in  late 
1989  to  establish  operating  rules 
and  policies  for  the  National  Practi- 
tioner Data  Bank  (data  bank).  The 
data  bank  will  be  operational 
September  1. 

Part  I of  this  article  (Texas 
Medicine,  February  1990)  provided 
an  overview  of  the  background  of 
the  acts  and  the  specific  reporting 
and  disclosure  provisions.  Part  II 
focuses  on  the  interpretation  and 
implementation  of  the  requirements. 
The  Texas  State  Board  of  Medical 
Examiners  (TSBME)  is  expected  to 
interpret  the  MPA  reporting  require- 
ments in  a manner  consistent  with 
the  federal  law  and  regulations  (1). 

The  final  regulations  for  the  data 
bank  raise  many  questions.  In  some 
areas,  the  regulations  are  open  to  a 
variety  of  interpretations,  and  the 


US  Department  of  Health  and 
Human  Services  staff  have  revisited 
many  issues  as  a result  of  multiple 
instructional  conferences.  This  arti- 
cle addresses  the  more  common  ques- 
tions and  develops  a brief  discussion 
and  conclusions  when  possible. 

Each  potentially  reportable  situa- 
tion is  different  and  requires  careful 
consideration  by  the  medical  peer 
review  committee  and  the  hospital 
administration  to  assure  not  only 
compliance  with  the  law,  but  also 
consideration  for  the  physician  on 
whom  a report  is  pending. 


Peer  review 

Q:  When  is  a peer  review  action  reportabie  to 
the  data  bank? 

A:  A peer  review  action  is  reportable 
when  it  meets  the  definition  of  a 
“professional  review  action”  and 
adversely  affects  a physician’s  clini- 
cal privileges  for  more  than  30  days. 
Comments  to  the  final  rules  make 
clear  that  a two-pronged  test  deter- 
mines whether  a reportable  profes- 
sional review  action  has  occurred. 
The  first  prong  is  whether  a “formal 
peer  review  process”  has  been  used. 
The  second  prong  is  whether  that 
process  is  related  to  a physician’s 
“competency  or  professional  con- 
duct.” Thus,  an  action  taken  in  the 
absence  of  a formal  peer  review  pro- 
cess, even  if  related  to  professional 


competence  or  conduct,  would  not 
be  reportable  (2). 

Q:  Suppose  that,  in  an  attempt  to  control 
costs,  a hospital  grants  an  exclusive  contract 
to  a particular  group  of  surgeons.  Subse- 
quently, certain  surgical  privileges  of  physi- 
cians on  the  medical  staff  are  revoked.  Is  the 
termination  of  such  clinical  privileges  a 
reportable  event? 

A:  If  the  exclusive  contract  is  a hos- 
pital management  decision  based 
strictly  on  economic  or  other  admin- 
istrative factors,  then  it  is  not 

reportable.  On  the  other 
hand,  if  the  hospital’s  action 
was  determined  by  a formal 
peer  review  process  and 
based  on  competency-related 
information,  then  a 
reportable  event  will  have 
occurred.  Thus,  the  hospital 
must  consider  its  true  intent: 
Is  it  a purely  business  deci- 
sion, or  is  there  a compe- 
tency issue  involved?  The  decision  to 
report  or  not  is  based  on  the  hospi- 
tal’s actions,  its  intentions,  and  its 
interpretation  of  the  law  (3). 

Q:  Can  a hospital’s  medical  staff  bylaws  deter- 
mine when  an  action  is  reportabie? 

A:  It  is  unclear  whether  a hospital 
could  have  bylaws  provisions  that 
specify  what  is  a nonreportable 
informal  investigation  although 
most  bylaws  provide  for  follow  up 
of  complaints  and  incidents.  The 
hospital  must  determine  when  the 
investigation  ceases  to  be  informal 
and  moves  into  a formal  process. 

For  reporting  purposes,  it  may  be 
advisable  for  hospitals  to  clarify 


Actions  taken  in  the 
absence  of  formal  peer 
review  are  not 
reportable. 
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their  medical  staff  bylaws  by  speci- 
fying when  a “formal  peer  review 
process”  has  begun. 

If,  however,  the  medical  staff 
bylaws  provide  for  automatic  or 
routine  action  on  privileges  under 
specified  conditions  (eg,  failure  to 
complete  records  or  attend  meet- 
ings), that  action  would  not  be 
reportable  because  it  was  not  the 
result  of  peer  deliberations  (3). 

Q:  Is  an  action  resulting  from  delinquent  medi- 
cal records  ever  reportable? 

A:  The  matter  of  delinquent  medical 
records  in  and  of  itself  is  not 
reportable,  unless  the  matter  is  sub- 
jected to  formal  peer  review  action, 
based  on  competence  or  professional 
conduct,  and  is  in  effect  more  than 
30  days.  A routine  or  automatic 
action  taken  under  a bylaws  provi- 
sion is  not  reportable.  However, 
repeated  offenses  that  require  con- 
sideration and  action  by  the  peer 
review  committee  may  be 
reportable.  For  example,  if  the  medi- 
cal staff  is  concerned  that  gaps  in 
the  medical  record  may  jeopardize 
patient  care,  then  action  taken  may 
be  reportable  (3). 

Q:  Is  it  reportable  if  a physician’s  clinical  priv- 
ileges are  immediately  restricted  due  to  a per- 
ceived danger  to  patient  safety? 

A:  The  immediate  suspension  of 
clinical  privileges  for  fewer  than  30 
days  is  a nonreportable  event,  even 
though  related  to  professional  con- 
duct, because  it  is  not  the  result  of  a 
formal  peer  review  process  and  does 
not  meet  the  30-day  adverse  effect 
threshold.  However,  it  would  be 
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reportable  if  another  reportable 
event,  such  as  the  physician’s  resig- 
nation, occurred  after  an  investiga- 
tion were  initiated  or  in  lieu  of  an 
investigation.  Medical  staff  bylaws 
can  specify  that  although  an  imme- 
diate suspension  may  trigger  a for- 
mal process,  the  suspension  is  not 
the  result  of  a formal  peer  review 
process  for  reporting  purposes. 
Adverse  action  after  the  formal  peer 
review  process  would  be  reportable 
to  the  data  bank.  In  Texas,  however, 
a peer  review  committee,  a licensed 
physician,  or  a medical  student  is 
required  to  report  a physician  to  the 
TSBME  if  he  or  she  is  of  the  opinion 
the  physician  poses  a continuing 
threat  to  the  public  welfare  (4). 

Q:  Is  medical  staff  action  against  a physician 
who  performs  procedures  for  which  he  is  not 
credentialled  reportable? 

A:  Yes,  if  the  medical  staff  takes 
action  based  on  professional  con- 
duct posing  potential  harm  and  it 
adversely  affects  the  physician’s 
privileges  for  more  than  30  days.  If 
such  a procedure  were  performed  in 
an  emergency  or  other  extenuating 
circumstances,  the  medical  staff 
would  have  to  weigh  those  consider- 
ations in  determining  whether  to 
begin  a formal  peer  review  process. 

Q:  When  should  an  impaired  physician  he 
reported  to  the  data  hank? 

A:  The  facts  and  circumstances 
related  to  impairment  deserve  care- 
ful consideration.  The  mere  fact  that 
someone  suspects  or  knows  a physi- 
cian is  impaired  by  drug  or  alcohol 
use  is  not  reportable  because  the 
two-pronged  test  is  not  met.  If  an 
impaired  physician  is  cooperating 
voluntarily  with  a treatment  pro- 
gram that  involves  no  surrender  of 


clinical  privileges,  then  no  report- 
able  event  occurs  in  the  estimation 
of  HHS  personnel.  But,  if  the  physi- 
cian was  stripped  of  privileges  for 
more  than  30  days  and  forced  into 
treatment  as  the  result  of  a formal 
peer  review  action,  then  the  action  is 
reportable.  It  is  also  reportable  if  the 
physician  voluntarily  relinquishes 
privileges  and  enters  treatment  as 
the  result  of  formal  action  (2).  The 
matter  also  is  reportable  if  the  sur- 
render occurs  when  an  investigation 
is  already  underway  or  is  in  return 
for  no  investigation  or  action  (5). 

Q:  Suppose  a physician  has  privileges  at  Hos- 
pital A,  which  requires  that  he  perform  a cer- 
tain number  of  procedures  per  year  to  main- 
tain certain  clinical  privileges.  The  rationale 
for  this  requirement  is  that  a certain  number 
of  procedures  performed  is  believed  to  be 
necessary  to  maintain  competence.  He  then 
applies  for  the  same  kind  of  privileges  at  Hos- 
pital B,  which  requires  a higher  number  of  the 
same  procedures  per  year  and  thereby  denies 
his  application,  is  this  a reportable  event? 

A:  If  Hospital  B’s  standard  is  based 
on  competency  concerns,  the  HHS 
staff  maintains  the  denial  is  report- 
able  because  the  action  meets  all  the 
tests.  If  the  Hospital  B standard  is 
above  a safe  standard,  the  matter 
may  not  be  reportable.  It  would  be 
advisable  for  a physician  to  inquire 
about  any  such  requirements  before 
formally  applying  for  privileges. 

Q:  Suppose  a medical  staff  denies  privileges 
to  a physician  because  he  misrepresented  the 
truth  on  the  application.  Is  the  denial 
reportable? 

A:  If  the  medical  staff  discovers  that 
the  misrepresentation  was  inten- 
tional and  denies  privileges  on  that 
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ground,  then  the  matter  would  be 
reportable  because  the  misrepresen- 
tation of  the  truth  may  be  consid- 
ered to  be  related  to  professional 
conduct. 

Q:  Is  it  reportable  if  a hospital  requires  board 
certification  for  clinical  privileges  and  denies 
a physician  privileges  because  he  lacks 
certification? 

A;  In  such  a situation,  a hospital 
may  specify  the  rationale  for  the 
standard  and  when  such  an  action 
would  and  would  not  be  reported.  If 
the  requirement  for  board 
certification  is  considered  to  be  the 
minimal  safe  standard  for  the  type 
of  privileges  sought,  then  a denial  of 
privileges  based  on  not  meeting  that 
standard  might  well  be  a reportable 
event.  On  the  other  hand,  HHS  staff 
has  advised  that  if  the  requirement  is 
seen  as  upholding  a higher-than-safe 
standard,  then  it  may  not  be 
reportable. 

Q:  Can  a physician  send  a “clarifying  state- 
ment” to  the  data  bank  after  a report  has  been 
sent,  and  will  that  submission  result  in  the 
report  being  placed  in  a “disputed”  status? 

A:  Submission  of  a “clarifying  state- 
ment” to  the  data  bank  will  not  trig- 
ger a “disputed”  status.  The  data 
bank  would  not  accept  the  clarifying 
statement  and  would  return  it  to  the 
physician  with  instructions  to 
resolve  his  concern  with  the  report- 
ing entity.  Thus,  when  another  hos- 
pital requests  information  on  the 
physician,  it  would  not  include  the 
“clarifying  statement.”  However,  the 
reporting  entity  itself  can  submit  a 
correction  at  any  time.  Only  if  the 


physician  files  a “dispute  statement” 
is  the  report  placed  in  “disputed” 
status.  Subsequently,  if  HHS  sides 
with  the  entity,  the  physician’s  dis- 
pute statement  will  be  released  to 
requesting  hospitals  along  with  the 
original  report  (6). 

Some  disputes  may  be  avoided  if 
the  physician  and  the  entity  can 
agree  on  the  language  of  the  narra- 
tive description  to  be  reported.  This 
may  be  an  area  of  intense  negotia- 
tion between  a physician  and  a 
reporting  entity.  Medical  staff 
bylaws  may  allow  the  physician  to 
review  the  proposed  report.  How- 
ever, the  report  must  be  filed  within 
15  days  of  the  professional  review 
action. 

Q:  Will  peer  review  organizations  (FROs)  like 
tbe  Texas  Medical  Foundation  report  “correc- 
tive actions”  or  sanction  recommendations  to 
tbe  data  bank? 

A:  No.  PROs  have  no  duty  to  report 
to  the  data  bank  under  the  Health 
Care  Quality  Improvement  Act,  but 
PROs  do  have  access  to  licensure 
information  in  the  data  bank  pur- 
suant to  the  Medicare  and  Medicaid 
Patient  and  Program  Protection  Act 
(MMPPPA)  of  1987  (7).  Rules 
regarding  the  implementation  of  the 
MMPPPA  have  not  been  proposed. 
Further,  PRO-recommended  sanc- 
tions imposed  by  the  HHS  Office  of 
Inspector  General  will  not  be 
reported  to  the  data  bank  under  cur- 
rent law. 

As  long  as  the  physician’s  hospi- 
tal doesn’t  reduce  clinical  privileges 
as  a result  of  the  PRO  corrective 
action,  the  corrective  action  is  not 
reportable.  In  other  words,  if  the 
hospital  medical  staff  restricts  the 
physician’s  practice  based  on  evi- 
dence developed  by  the  PRO,  then 


that  action  is  reportable.  The  action 
of  a hospital,  not  of  the  PRO,  is 
reportable. 

Q:  If  a physician  is  convicted  of  a crime  not 
related  to  medical  practice,  does  the  hospital 
have  an  obligation  to  report  that  fact? 

A:  The  hospital  is  obligated  to  sub- 
mit a report  only  if  the  hospital 
takes  formal  peer  review  action 
based  on  issues  of  competency  or 
professional  conduct,  and  if  it 
adversely  affects  clinical  privileges 
for  more  than  30  days.  The  medical 
staff  will  have  to  analyze  the  convic- 
tion to  determine  whether  the  situa- 
tion has,  or  could,  adversely  affect  a 
patient’s  health  or  welfare  (3). 

Q;  In  an  academic  medical  setting  where  a 
university’s  board  of  trustees  ultimately 
makes  decisions,  when  is  the  reporting 
requirement  triggered? 

A:  A matter  is  reportable  15  days 
from  the  date  an  authorized  official 
signs  the  action,  making  it  effective. 

Q:  Must  a hospital  query  the  data  bank  each 
time  temporary  emergency  clinical  privileges 
are  granted? 

A:  Yes.  The  hospital  must  query  the 
data  bank  when  any  privileges  are 
granted,  even  if  the  physician 
already  has  exercised  the  privileges 
by  the  time  the  hospital  receives  the 
report.  Failure  to  query  could  result 
in  loss  of  Part  A immunity  (8). 

Medical  malpractice  payment  reporting 

Q:  When  cases  are  settled  out  of  court  and  the 
settlement  will  benefit  only  a few  of  the  physi- 
cians in  the  original  claim,  how  does  the 
reporting  entity  know  which  persons  should  be 
reported  to  the  data  bank? 
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A:  When  a medical  malpractice 
claim  is  settled  out  of  court,  the  set- 
tlement document  controls  as  to  on 
whose  behalf  the  payment  is  made. 
For  example,  if  there  are  10  physi- 
cians named  in  the  medical  malprac- 
tice claim  and  five  are  included  in 
the  out-of-court  settlement,  the 
report  to  the  data  bank  addresses 
only  the  five  named  and  for  whom 
payment  was  made  (9). 

Q:  Suppose  in  the  out-of-court  settlement 
there  is  a physician  who  was  not  named  in  the 
original  claim.  Is  the  claim  payment 
reportable  for  that  physician? 

A:  The  settlement  is  reportable  only 
if  the  physician  is  named  in  both  the 
original  claim  and  the  settlement. 

Q:  Since  payment  on  malpractice  claims  is 
subject  to  mandatory  reporting,  will  there  be  a 
disincentive  for  physicians  to  settle  their  mal- 
practice claims? 

A:  Initially,  there  may  be  a perceived 
disincentive  to  do  so.  However,  the 
final  rules  provide  that  “a  payment 
in  settlement  of  a medical  malprac- 
tice action  or  claim  shall  not  be  con- 
strued as  creating  a presumption 
that  medical  malpractice  has 
occurred  (10).”  This  interpretation 
was  crafted  to  apply  to  situations  in 
which  frivolous  claims  are  settled  by 
the  payment  of  small  amounts  and 
do  not  reflect  adversely  on  the  physi- 
cian’s professional  competence  or 
conduct. 


Law 


Q:  Is  it  reportable  if  a physician  waives  a 
patient’s  outstanding  bill  in  settlement  of  a 
patient’s  malpractice  claim  or  action? 

A:  No,  according  to  the  comments 
to  the  final  rules.  HHS  regards  pay- 
ment as  the  “exchange”  of  money. 
Thus,  waiver  of  a debt,  not  being  an 
“exchange,”  is  not  a reportable 
event  (11). 

Access  and  querying 

Q:  Under  what  circumstances  will  plaintiffs’ 
attorneys  have  access  to  the  data  bank? 

A;  Plaintiffs’  attorneys  generally  will 
not  have  access  to  the  data  bank.  A 
plaintiff’s  attorney  who  has  filed  a 
medical  malpractice  action  against  a 
hospital  and  named  a physician  in 
any  state  or  federal  court  (or  other 
adjudicative  body)  may  receive  data 
bank  information  only  by  submit- 
ting evidence  that  the  hospital  failed 
to  query  the  data  bank  on  the  defen- 
dant physician  as  required  during 
credentialing  or  recredentialing. 

Even  then  the  plaintiff’s  attorney 
may  use  the  information  only  in  that 
action  against  the  hospital  (12). 

HHS  states  that  evidence  of  an 
“objective,  factual  nature  should  be 
required  to  obtain  access,”  and  sug- 
gests that  a court  order,  deposition, 
admission,  or  other  evidence  of  fail- 
ure to  request  information  would  be 
sufficient.  HHS  has  promised  guid- 
ance on  this  point  (13).  The  limita- 
tion on  use  of  data  bank  informa- 
tion to  a particular  case  would  make 
it  illegal  for  medical  malpractice 
plaintiffs’  attorneys  to  build  a paral- 
lel database  on  private  computer 
networks. 


Q:  Can  an  attorney  subpoena  a physician’s 
own  copy  of  data  bank  information? 

A:  Because  physicians  can  query  the 
data  bank,  a subpoena  could  be 
issued  for  a physician’s  personal 
copy  of  the  file  as  a “back-door” 
means  of  getting  access  to  the  infor- 
mation. Such  a subpoena  may  be 
challenged  in  court  by  filing  a 
motion  to  quash.  There  is  no 
requirement  that  a physician  retain 
information  from  the  data  bank. 

Q:  Will  hospitals  be  required  to  retain  reports 
they  are  required  to  obtain? 

A:  Neither  hospitals  nor  their  attor- 
neys are  required  to  maintain  data 
bank  reports  they  are  required  to 
request.  Both  the  inquiry  and  the 
report  can  serve  as  evidence  that  the 
hospital  complied  with  its  querying 
requirement.  These  reports  probably 
could  not  be  sheltered  from  discov- 
ery on  the  grounds  that  they  are  an 
attorney’s  “work  product”  or  by 
attorney-client  privilege.  The  Medi- 
cal Practice  Act  may  not  protect 
them  from  discovery  either.  How- 
ever, TMA  is  reviewing  the  MPA 
with  the  view  of  adding  additional 
discovery  protection  in  1991.  In  any 
event,  it  would  be  advisable  for  a 
hospital  to  retain  data  bank  reports 
until  disciplinary  actions  are 
resolved  administratively. 

Q:  How  can  physicians  find  out  who  is  request- 
ing information  about  them? 

A:  Although  physicians  automati- 
cally will  be  provided  a copy  of  all 
reports  about  them  sent  to  the  data 
bank,  they  will  not  be  notified  every 
time  someone,  such  as  a hospital, 
queries  the  data  bank  about  them. 
Every  time  the  data  bank  is  queried 
about  a physician,  a record  is  made 
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of  the  query,  but  it  does  not  become 
part  of  the  report  released  under 
hospital  query.  The  physician  can 
query  the  data  bank  at  anytime 
about  his  or  her  file  and  receive  the 
report  and  a list  of  the  queries  (13). 

Q:  Do  medical  societies  have  access  to  the 
data  bank  for  the  purpose  of  considering 
physicians  for  membership  or  for  disciplinary 
activities? 

A:  Yes.  National,  state,  and  county 
medical  societies  may  query  the  data 
bank  because  membership  is  consid- 
ered to  be  an  “affiliation  arrange- 
ment” with  a “health  care  entity” 
for  purposes  of  the  reporting  law 
(14).  Medical  specialty  societies 
whose  memberships  are  based  on 
attaining  a standard  of  excellence 
will  not  be  required  to  report  an 
applicant’s  failure  to  meet  that  stan- 
dard, as  when  an  applicant  fails  a 
board  certification  examination. 

Q:  What  is  the  hospital’s  obligation  if  the  data 
bank  report  received  does  not  resolve  ques- 
tions raised? 

A:  The  querying  hospital  should  ask 
both  the  physician  and  the  reporting 
hospital  for  clarifying  information. 

A report  made  to  the  data  bank  is 
“data  in  and  data  out,”  and  very 
well  may  point  up  the  need  to 
obtain  additional  information.  In 
other  words,  the  receipt  of  a report 
does  not  relieve  a querying  hospital 
from  the  responsibility  to  validate 
credentials  and  investigate  matters 
in  the  traditional  fashion. 


Potential  sanctions 

Q:  How  will  penalties  for  breach  of  confiden- 
tiality work? 

A:  Final  rules  for  imposing  civil 
money  penalties  for  breach  of 
confidentiality  have  not  been  imple- 
mented as  yet.  However,  the  pro- 
posed rules  offer  some  insight  into 
the  Inspector  General’s  thinking.  In 
determining  whether  to  impose  the 
maximum  $10,000  penalty,  the 
Inspector  General  would  consider 
four  factors:  (1)  the  nature  of  and 
circumstances  causing  the  breach  of 
confidentiality,  (2)  the  degree  of  cul- 
pability in  committing  the  breach, 

(3)  the  “materiality”  of  the  breach, 
and  (4)  any  prior  breaches  of 
confidentiality  (15). 

Q:  What  happens  if  malpractice  payments  are 
not  reported? 

A:  The  Inspector  General  may 
impose  a fine  of  up  to  $10,000 
against  any  insurer  or  self-insured 
physician  or  hospital  who  fails  to 
report  malpractice  payments  to  the 
data  bank.  Like  the  penalties  for 
breach  of  confidentiality,  final  rules 
have  not  been  issued.  However,  the 
proposed  rules  indicate  that  the 
same  four  factors  considered  in 
questions  of  breach  of  confidential- 
ity will  be  considered  in  determining 
the  penalty  amount  (15). 

Q:  What  is  the  penalty  for  a plaintiff’s  attorney 
who  inappropriately  accesses  the  data  bank? 

A:  If  the  attorney  submits  false  evi- 
dence to  the  data  bank  about  the 
hospital’s  failure  to  query  and 
receives  a report  as  a result,  then 
civil  money  penalties  could  be 
assessed.  If  the  attorney  improperly 
obtains  the  data  bank  information 
from  someone  else,  both  he  and  the 


other  person  are  subject  to  civil 
monetary  penalties,  regardless  of 
whether  it  is  brought  out  in  a medi- 
cal malpractice  lawsuit  (16). 

Summary 

The  Health  Care  Quality  Improve- 
ment Act  of  1986  (HCQIA) 
strengthens  medical  peer  review  in 
two  ways.  First,  it  provides  condi- 
tional immunity  for  those  who  par- 
ticipate in  peer  review  activities.  Sec- 
ond, the  HCQIA  is  grounded  in 
Congress’  finding  that  “there  is  a 
national  need  to  restrict  the  ability 
of  incompetent  physicians  to  move 
from  state  to  state  without  disclo- 
sure or  discovery  of  the  physician’s 
previous  damaging  or  incompetent 
performance.” 

Accordingly,  the  HCQIA  data 
bank  was  established.  HHS  has 
awarded  Unisys  Corporation  a 
$15.9  million,  five-year  contract  to 
set  up  and  operate  the  data  bank  in 
accordance  with  federal  law  and  reg- 
ulations. The  HCQIA  sets  out  the 
basic  elements  of  the  reporting  sys- 
tem, but  left  many  details  for  HHS 
to  publish  in  the  Federal  Register. 
Final  rules  were  published  October 
17,  1989,  but  they  do  not  answer  all 
the  questions  about  reporting  obli- 
gations, and  they  have  raised  some 
new  issues.  This  article  responds  to 
some  of  the  questions  that  have  been 
posed.  However,  interpretations  of 
the  law  will  change  over  time  as 
experience  with  the  data  bank  accu- 
mulates. This  information  will  be 
shared  with  TMA  members  as  it 
becomes  available. 
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cimounts  of  $15,000,  $25,000  and  more,  f^ 
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Eaton  Financial 
Corporation  has  27 
networked  locations 
nationwide,  including 
two  In  Texas  — Jn  Houston 
and  CaiToUtonr 

A toll-free  call  to 

1-800-328-0626 

will  put  you  in  touch 
with  the  office 
necirest  you. 


Eaton  Financial  Corporation 

A subsidiary  of  AT&T  Capital  Corporation 
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leasing,  think 
Eaton  Financial 
Corporation. 
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Take  a break  from  your  routine.  Learn  to 
jump  out  of  an  airplane  in  airborne  school. 
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The  Army  Reserve  can  take  you  abroad. 
And  to  the  forefront  of  medicine,  where  you’ll 
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Because  safety 

cannot  be  taken  for  granted 

in  H2-antagonist  therapy 


Minimal  potential  for 
drug  interactions 

Unlike  cimetidine  and  ranitidinej 
Axid  does  not  inhibit  the  cytochrome 
P-450  metabolizing  enzyme  system.^ 

Swift  and  effective 
H2-antagonist  therapy 

■ Most  patients  experience 
pain  relief  with  the  first  dose^ 

■ Heals  duodena!  ulcer 
rapidly  and  effectively^^ 

■ Dosage  for  adults  with  active 
duodena!  ulcer  is  300  mg  once  nightly 
(150  mg  b.i.d.  is  also  available) 
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AXID® 

nizatidine  capsuies 

Brief  Summary.  Consult  the  package  literature  lor  complete 
Information. 

Indications  and  Usage:  1.  Active  duodenal  ulcer-tor  up  to  eight  weeks 
of  treatment.  Most  patients  heal  within  four  weeks. 

2.  Maintenance  therapy- tor  healed  duodenal  ulcer  patients  at  a 
reduced  dosage  of  1 50  mg  h.s.  The  consequences  of  therapy  with  Axid 
for  longer  than  one  year  are  not  known. 

Contraindication:  Known  hypersensitivity  to  the  drug.  Use  with  caution 
in  patients  with  hypersensitivity  to  other  H2-receptor  antagonists. 
Precautions:  General- 1.  Symptomatic  response  to  nizatidine  therapy 
does  not  preclude  the  presence  ot  gastric  malignancy. 

2.  Dosage  should  be  reduced  in  patients  with  moderate  to  severe 
renal  insufficiency. 

3.  In  patients  with  normal  renal  function  and  uncomplicated  hepatic 
dysfunction,  the  disposition  of  nizatidine  is  similar  to  that  in  normal 
subjects. 

Laboratory  Tes/s-False-positive  tests  for  urobilinogen  with  Multistix* 
may  occur  during  therapy. 

Drug  Interactions -Uo  interactions  have  been  observed  with  theophyl- 
line, chlordlazepoxide,  lorazepam,  lidocaine,  phenytoin,  and  warfarin.  Axid 
does  not  inhibit  the  cytochrome  P-450  enzyme  system;  therefore,  drug 
interactions  mediated  by  inhibition  ot  hepatic  metabolism  are  not  expected 
to  occur.  In  patients  given  very  high  doses  (3,900  mg)  of  aspirin  daily, 
increased  serum  salicylate  levels  were  seen  when  nizatidine,  150  mg 
b.i.d.,  was  administered  concurrently. 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility- A two-year  oral 
carcinogenicity  study  in  rats  with  doses  as  high  as  500  mg/kg/day 
(about  80  times  the  recommended  daily  therapeutic  dose)  showed  no 
evidence  of  a carcinogenic  effect  There  was  a dose-related  increase  in 
the  density  of  enterochromatfin-iike  (ECL)  cells  in  the  gastric  oxyntic 
mucosa.  In  a two-year  study  in  mice,  there  was  no  evidence  ot  a 
carcinogenic  effect  in  male  mice,  although  hyperplastic  nodules  ot  the 
liver  were  increased  in  the  high-dose  males  as  compared  with  placebo. 
Female  mice  given  the  high  dose  of  Axid  (2,000  mg/kg/day,  about  330 
times  the  human  dose)  showed  marginally  statistically  significant 
increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  of  the  other  dose  groups.  The  rate  of 
hepatic  carcinoma  in  the  high-dose  animals  was  within  the  historical 
control  limits  seen  for  the  strain  of  mice  used.  The  female  mice  were 
given  a dose  larger  than  the  maximum  tolerated  dose,  as  indicated 
by  excessive  (30“/o)  weight  decrement  as  compared  with  concurrent 
controls  and  evidence  of  mild  liver  injury  (transaminase  elevations).  The 
occurrence  of  a marginal  finding  at  high  dose  only  in  animals  given 
Axid'  (nizatidine,  Lilly) 


an  excessive  and  somewhat  hepatotoxic  dose,  with  no  evidence  of  a 
carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day,  about  60  times  the  human  dose),  and  a negative 
mutagenicity  battery  are  not  considered  evidence  of  a carcinogenic 
potential  for  Axid. 

Axid  was  not  mutagenic  in  a battery  ot  tests  performed  to  evaluate  its 
potential  genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled 
DNA  synthesis,  sister  chromatid  exchange,  mouse  lymphoma  assay, 
chromosome  aberration  tests,  and  a micronucleus  test 

In  a two-generation,  perinatal  and  postnatal  fertility  study  in  rats,  doses 
ot  nizatidine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the 
reproductive  performance  of  parental  animals  or  their  progeny. 

Pregnancy -Teratogenic  Effects -Pregnancy  Category  C-Oral  repro- 
duction studies  in  rats  at  doses  up  to  300  times  the  human  dose  and  in 
Dutch  Belted  rabbits  at  doses  up  to  55  times  the  human  dose  revealed 
no  evidence  of  impaired  fertility  or  teratogenic  effect;  but,  at  a dose 
equivalent  to  300  times  the  human  dose,  treated  rabbits  had  abortions, 
decreased  number  of  live  fetuses,  and  depressed  fetal  weights.  On  intra- 
venous administration  to  pregnant  New  Zealand  White  rabbits,  nizatidine 
at  20  mg/kg  produced  cardiac  enlargement  coarctation  of  the  aortic 
arch,  and  cutaneous  edema  in  one  fetus,  and  at  50  mg/kg,  it  produced 
ventricular  anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly, 
and  enlarged  heart  in  one  fetus.  There  are,  however,  no  adequate  and 
well-controlled  studies  in  pregnant  women.  It  is  also  not  known  whether 
nizatidine  can  cause  fetal  harm  when  administered  to  a pregnant  woman 
or  can  affect  reproduction  capacity.  Nizatidine  should  be  used  during 
pregnancy  only  it  the  potential  benefit  justifies  the  potential  risk  to 
the  fetus. 

Nursing  Mothers -Studies  in  lactating  women  have  shown  that 
0.1%  of  an  oral  dose  is  secreted  in  human  milk  in  proportion  to  plasma 
concentrations.  Because  of  growth  depression  in  pups  reared  by  treated 
lactating  rats,  a decision  should  be  made  whether  to  discontinue  nursing 
or  the  drug,  taking  into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  L/se-Satety  and  effectiveness  in  children  have  not  been 
established. 

Use  in  Elderly  Paf/ertfs-Heallng  rates  in  elderly  patients  were  similar 
to  those  in  younger  age  groups  as  were  the  rates  of  adverse  events  and 
laboratory  test  abnormalities.  Age  alone  may  not  be  an  important  factor 
in  the  disposition  of  nizatidine.  Elderly  patients  may  have  reduced 
renal  function. 

Adverse  Reactions:  Clinical  trials  of  varying  durations  included  almost 
5,000  patients.  Among  the  more  common  adverse  events  in  domestic 
placebo-controlled  trials  of  over  1 ,900  nizatidine  patients  and  over  1 ,300 
on  placebo,  sweating  (1%  vs  0.2%),  urticaria  (0.5%  vs  <0.01%),  and 
somnolence  (2.4%  vs  1.3%)  were  significanfly  more  common  with 
nizatidine.  It  was  not  possible  to  determine  whether  a variety  of  less 
common  events  was  due  to  the  drug. 

/txid”  (nizatidine,  Lilly) 


ffepaf/c- Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline 
phosphatase)  possibly  or  probably  related  to  nizatidine  occurred  in  some 
patients.  In  some  cases,  there  was  marked  elevation  (>500  lU/L)  in  SGOT 
or  SGFT  and,  in  a single  instance,  SGPT  was  >2,000  lU/L.  The  incidence 
of  elevated  liver  enzymes  overall  and  elevations  of  up  to  three  bmes 
the  upper  limit  of  normal,  however,  did  not  significantly  differ  from  that 
in  placebo  patients.  Hepatitis  and  jaundice  have  been  reported.  All 
abnormalibes  were  reversible  after  discontinuation  of  Axid. 

Cardiovascular -\ri  clinical  pharmacology  studies,  short  episodes 
of  asymptomatic  ventricular  tachycardia  occurred  in  two  individuals 
administered  Axid  and  in  three  untreated  subjects. 

CAfS-Rare  cases  of  reversible  mental  contusion  have  been  reported. 

Endocrine-CMcat  pharmacology  studies  and  controlled  clinical  trials 
showed  no  evidence  of  antiandrogenic  activity  due  to  nizatidine. 
Impotence  and  decreased  libido  were  reported  with  equal  frequency  by 
patients  on  nizatidine  and  those  on  placebo.  Gynecomasha  has  been 
reported  rarely. 

Hematologic -Eata\  thrombocytopenia  was  reported  in  a patient 
treated  with  nizatidine  and  another  Hs-receptor  antagonist  This  patient 
had  previously  experienced  thrombocytopenia  while  taking  other  drugs. 
Rare  cases  of  thrombxytopenic  purpura  have  been  reported. 

tntegumental -Sweafing  and  urticaria  were  reported  significantly 
more  frequently  in  nizatidine-  than  in  placebo-treated  patients.  Rash  and 
exfoliative  dermatitis  were  also  reported. 

Hypersensitivity- As  with  other  H^-receptor  antagonists,  rare  cases  of 
anaphylaxis  following  nizatidine  administration  have  been  reported. 
Because  cross-sensitivity  among  this  class  has  been  observed,  Hj-receptor 
antagonists  should  not  be  administered  to  those  with  a history  of  hyper- 
sensitivity to  these  agents.  Rare  episodes  of  hypersensitivity  reactions 
(eg,  bronchospasm,  laryngeal  edema,  rash,  and  eosinophilia)  have  been 
reported. 

Ofher-Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was 
reported.  Eosinophilia,  fever,  and  nausea  related  to  nizatidine  have  been 
reported. 

Overdosape:  Overdoses  of  Axid  have  been  reported  rarely.  If  overdosage 
occurs,  activated  charcoal,  emesis,  or  lavage  should  be  considered  along 
with  clinical  monitoring  and  supportive  therapy.  Renal  dialysis  for  four 
to  six  hours  increased  plasma  clearance  by  approximately  84%. 
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INTERNAL 

MEDICINE 

ALLERGY 

Arthur  T.  Pedersen,  MD 

CARDIOVASCULAR  DISEASE 

Michael  B.  Raine,  MD 
Michael  A.  Modelski,  MD 
Sigmund  W.  Friedland,  MD 
Boguslaw  Godlewski,  MD 
John  W.  Kirk,  MD 
Jackie  Mullins,  MD 

DERMATOLOGY 

Samuel  F.  Bean,  MD 

ENDOCRINOLOGY  & 
METABOLIC  DISEASES 

R.  Frederick  Gregory,  MD 
Thomas  J.  Hanson,  MD 
Richard  D.  Jablonski,  MD 
Brian  R.  Tulloch,  MD 

GASTROENTEROLOGY 

W.  Tom  Arnold,  MD 
Belton  G.  Griffin,  MD 
Frederick  R.  Lummis,  MD 
Dean  C.  Solcher,  MD 
Margaret  E.  Bridges,  MD 
Daniel  E.  Whitman,  MD 

GERIATRICS 

Eugene  M. 


HEMATOLOGY 

Edmund  N.  Gouldin,  MD 
George  T.  Conklin,  MD 

INFECTIOUS  DISEASES 

Lewie  L.  Travis,  MD 
George  Burnazian,  MD 
Penny  A.  Jaffe,  MD 

INTERNAL  MEDICINE 

Jeffrey  Zatorski,  MD 
Paul  T.  Forth,  MD 
Ronald  R.  Galfione,  MD 
Christopher  P.  Robben,  MD 
Steve  Rosenbaum,  MD 
James  V.  Ryan,  MD 
Theresa  Vicroy,  MD 
Debra  R.  Zimmerman,  MD 
Richard  W.  Zimmerman,  MD 

NEUROLOGY 

Donald  J.  Russell,  MD 
George  Isaacs,  MD 
Ernesto  Infante,  MD 
Robert  W.  Fayle,  MD 
Reed  B.  Young,  MD 

NUCLEAR  MEDICINE 


Hoyt,  MD 


William  L.  Hinds,  MD 
C.  P.  Eldridge,  MD 
Joe  B.  Wilson,  MD 
Richard  J.  Frachtman,  MD 

ONCOLOGY 

J.  Peter  Sullivan,  MD 
Harry  R.  Price,  MD 
Edward  Middleman,  MD 
Martin  Hrgovcic,  MD 
Elizabeth  W.  Rogg,  MD 
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PATHOLOGY 

Paul  B.  Radelat,  MD 
Ashok  M.  Balsaver,  MD 

PULMONARY  DISEASE 

Gene  R.  Lindley,  MD 
Martin  L.  Kaplan,  MD 
Ana  E.  Roman,  MD 

RADIOLOGY 

William  L.  Hinds,  MD 
C.  P.  Eldridge,  MD 
Charles  A.  Spain,  MD 
Joe  B.  Wilson,  MD 
Howard  J.  Pollock,  MD 
Richard  J.  Frachtman,  MD 
Susan  S.  Pinero,  MD 
Gregory  S.  Chapman,  MD 
Josie  S.  Timm,  MD 

RHEUMATOLOGY 

John  E.  Norris,  MD 

ADMINISTRATION 

Robert  B.  Hall, 
Administrator 

Joan  R.  McClung, 
Associate  Administrator 
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Langham  examines  the  issue. 


In  thinking  back  about  why  he  chose  medicine  as  a 
career,  Max  Butler,  MD  — like  many  physicians  — 
points  to  early  schooling.  In  Dr  Butler’s  case,  it  was  “a 
really  excellent  chemistry  teacher”  at  Houston’s  Reagan 
High  School. 

“Things  like  that  don’t  impress  you  when  you’re 
there,”  he  said,  now  unable  to  recall  the  teacher’s  name. 
“But  when  I took  freshman  chemistry  in  college,  I real- 
ized I had  a tremendous  head  start.”  He  credits  that 
head  start  with  giving  him  the  confidence  that  ultimately 
led  to  medical  school. 

Because  of  his  own  positive  experience  with  science 
education.  Dr  Butler  became  disturbed  last  year  while 
serving  as  Texas  Medical  Association’s  president  by  the 
decreasing  number  of  medical  school  applicants  and  crit- 
ical shortages  in  nursing  and  allied  health  professions. 

“If  young  people  are  not  interested  in  science,  we’re 
doing  something  wrong,”  he  said. 

The  deficit  goes  far  beyond  medicine  to  all  science 
and  technology  fields.  According  to  one  estimate,  the 
shortage  of  needed  chemists,  biologists,  physicists,  and 


engineers  in  the  United  States  by  the  end  of  the  decade 
will  amount  to  between  450,000  and  750,000. 

Ironically,  the  shortage  comes  at  a time  when  the  state 
and  the  nation  rely  more  heavily  on  science  and  technol- 
ogy. In  Texas,  for  example,  the  State  Comptroller’s  office 
reported  in  April  that  biotech-related  employment 
increased  by  nearly  35%  between  1983  and  1988,  four 
times  faster  than  the  rise  in  total  state  employment  and 
more  than  twice  as  fast  as  total  national  growth  in  these 
industries. 

Indeed,  some  believe  the  dwindling  science  career 
pipeline  has  affected  America’s  productivity  and  con- 
tributes to  its  declining  status  as  a world  economic 
power. 

Of  concern  is  not  just  the  quantity  of  scientifically 
prepared  young  people,  but  also  the  quality  of  science 
education. 

State-mandated  tests  and  college  entrance  exams  mea- 
sure only  verbal  and  math  skills,  so  no  one  really  knows 
how  students  in  Texas  compare  in  science  knowledge 
with  students  in  other  states. 
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But  Wayne  Gordon,  president  of  the 
Texas  Science  Teachers  Association  and  a 
retired  science  teacher  in  San  Antonio,  believes 
that  overall  “they’re  very  low  and  going  lower.” 

Texas  requires  only  2 years  of  science  for  \ 
graduation  from  high  school,  and  most  students  t 
opt  for  physical  science  and  biology.  College-bound 
students  generally  take  a third  year  of  science,  usu- 
ally chemistry,  and  only  a small  portion  of  the  sci- 
entifically “gifted”  take  physics  or  advanced  biology 
and  chemistry. 

Students  in  other  states  take  considerably  more.  A 
1989  report  of  the  American  Institute  of  Physics  showed 
that  in  New  England  and  the  Middle  Atlantic  states,  for 
example,  37%  of  tenth-  to  twelfth-graders  take  more 
than  2 years  of  science,  while  in  the  West  South  Central 
region  (Texas,  Oklahoma,  Arkansas,  and  Louisiana) 
only  17%  take  more  than  2 years  of  science. 

How  the  problem  affects  medicine 
and  public  health 

A declining  supply  of  young  people  well-grounded  in  sci- 
ence necessarily  limits  the  pool  of  people  available  to 
enter  the  medical  and  health  professions.  Across  the 
nation,  applicants  to  medical  schools  peaked  in  1974  at 


TMA  keeps  watch  on  physician  manpower 


Since  1975,  Texas  Medical  Association  has  gathered  data  on  graduate  medical 
education  in  Texas  through  annual  surveys  distributed  to  medical  schools  and  res- 
idency training  programs. 

In  October  1984,  TMA,  through  the  Council  on  Medical  Education  and  Com- 
mittee on  Manpower,  published  the  first  in  a series  of  annual  reports  on  physician 
manpower.  Profile  of  Texas  Physician  Manpower  1 984.  The  first  study  examined 
the  primary  activity  and  specialty  of  all  licensed  physicians  practicing  in  the  state. 
It  was  designed  to  serve  as  a baseline  report  upon  which  future  reports  could  be 
built.  Subsequent  reports  have  included  analyses  of  licensed  physicians  practicing 
in  Texas,  special  reports  on  physician  subgroups,  and  recommendations  address- 
ing the  future  physician  supply  and  distribution  of  state  funding  of  medical  educa- 
tion, and  other  factors  affecting  the  medical  profession. 

The  Profile  of  Texas  Physician  Manpower  1 990  will  be  available  later  this 
year.  Copies  are  available  for  purchase  at  $20  from  Texas  Medical  Association, 
1801  N Lamar  Blvd,  Austin,  TX  78701,  phone  (512)  477-6704,  ext  250. 


42,621  and  has 
dropped  steadily  to 
26,915  in  1989. 

The  number  of 
students  applying 
to  Texas  medical 
schools  dropped 
from  2,138  in  1984 
to  1,662  in  1988.  The  num- 
ber rebounded  to  1,901  in  1989, 
but  that  “doesn’t  mean  we  can  relax,” 
said  Jim  Rohack,  MD,  chairman  of  TMA’s 
Council  on  Medical  Education. 

He  believes  the  decline  has  coincided  with  tuition 
increases  mandated  by  the  Texas  Legislature.  “There 
have  been  cases  of  qualified  applicants  who  couldn’t  get 
loans  and  dropped  out,”  he  said. 

A more  significant  factor  may  be  competition  from 
other  scientific  and  technical  professions.  “In  the  past, 
the  brightest  students  in  science  always  went  into 
medicine,”  Dr  Rohack  said.  “Now  they  are  just  as  likely 
to  go  into  computer  science,  engineering,  law,  or  another 
field,”  particularly  when  they  can  graduate  in  fewer 
years  and  begin  earning  high  salaries. 

Even  so,  fewer  people  competing  for  the  same  number 
of  medical  school  slots  raises  questions  about  the  quality 

of  applicants.  “Some 
schools  across  the  country 
have  indicated  that  average 
MCAT  scores  and  CPAs 
have  dropped,  but  not  the 
better  schools,”  said  David 
M.  Mumford,  MD,  who 
chairs  TMA’s  Committee 
on  Manpower. 

Most  assuredly,  the 
faces  of  the  class  members 
have  changed.  While  as  late 
as  1960  medical  students 
were  nearly  all  male,  today 
two  out  of  five  are  women. 
Proportions  of  blacks, 
Mexican-Americans,  and 
American  Indians  are  also 
rising,  but  they  remain 
quite  small  (10%  total). 
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More  than  70%  of  the  state’s  science  teachers  who  reponded  to  a 1987  sur- 
vey indicated  they  needed  information  about  instructional  materials,  labora- 
tory activities  and  demonstrations,  using  computers  in  the  science  classroom 
and  laboratory,  and  teaching  gifted  and  talented  students. 

Percentage  Indicated 

Area  Needed  Assistance 


Using  computers  in  the  science  classroom  and  laboratory  84 

Laboratory  activities  and  demonstration  73 

Teaching  gifted  and  talented  students  72 

Information  about  instructional  materials  72 

Applications  of  science  concepts  in  society  69 

Implementing  discovery/inquiry  approach  69 

Developing  problem-solving  and  decision-making  skills  69 

Working  with  students  with  inadequate  reading  abilities  66 

Knowledge  of  science-related  social  issues  66 

New  teaching  methods  63 

Developing  process  skills  63 

Dealing  with  controversial  issues  such  as  evolution,  sex  ed,  etc  58 

Maintaining  equipment,  plants,  animals  55 

Teaching  minority  students  32 


The  tables  and  graphs  presented  with  these  articles  originally  appeared  in  an  article  by  Violletta  Lien 
and  Gerald  Skoog  in  The  Texas  Science  Teacher,  vol  18,  no  2,  published  by  the  Science  Teachers  Asso- 
ciation of  Texas. 


The  racial-ethnic  make- 
up is  especially  significant  in 
view  of  the  state’s  changing 
population.  According  to 
one  projection,  the  percent- 
age of  Hispanics  in  Texas 
will  shoot  up  from  20%  in 
1980  to  35%  by  the  year 
2025.  Already  in  Texas 
public  schools,  half  the  first 
graders  are  minorities. 

Unless  more  minority 
students  can  stay  in  school 
and  get  properly  grounded 
in  science,  the  medical  and 
health  professions  can  ex- 
pect to  draw  from  an  even 
smaller  labor  pool. 

Even  if  the  pool  were 
not  drying  up,  the  medical  profession  still  would  have 
grave  cause  for  concern  about  the  level  of  scientific  liter- 
acy among  the  public  at  large.  One  reason  is  the  need  for 
physicians  to  communicate  effectively  with  their  patients 
about  such  diverse  matters  as  understanding  the  rationale 
for  treatment,  following  instructions  for  taking  medica- 
tions, and  taking  more  responsibility  for  their  own  health. 

Another  reason  is 
the  ability  — or  in- 
ability — of  citizens  to 
vote  intelligently  on 
issues  involving  pub- 
lic health,  health  care, 
and  the  environment. 

“Increasingly,  the 
problems  we  face  on 
this  planet  are  tech- 
nological problems,” 
said  Hardy  Loe,  MD, 
professor  at  The  Uni- 
versity of  Texas  School 
of  Public  Health  in 
Houston.  “Everybody 
can’t  be  experts,  but 
they  need  to  have  some 
background  in  physics, 
chemistry,  and  envi- 


ronmental sciences  to  know  these  are  truly  problems.” 

That  background  becomes  critical  in  setting  priorities, 
in  selecting  which  parts  of  which  problems  to  tackle  first 
because  resources  are  limited.  For  example,  “air  quality 
is  important,”  he  said,  “but  it’s  often  less  of  a concern  in 
terms  of  survival  and  length  of  life  than  water  quality.” 

Finally,  scientific  literacy  is  essential  for  anyone  who 
hopes  to  get  a good  job  and  cope  with  the  demands  of 
daily  living.  “It’s  not  enough  to  be  able  to  push  a broom,” 
said  F.  Warren  Tingley,  Jr,  MD,  who  chairs  TMA’s  Blue 
Ribbon  Committee  on  Science  and  Scientific  Affairs, 
which  Dr  Butler  created  last  year.  “If  you  work  in  a gro- 
cery store,  you  have  to  know  how  to  operate  a computer.” 

“We  are  surrounded  by  technology,  but  we  often 
don’t  know  much  about  it,”  Dr  Blystone  said.  “I  read 
recently  in  the  Chronicle  of  Higher  Education  that  more 
than  50%  of  the  people  who  own  video  cassette 
recorders  can’t  program  them”  — they  don’t  know  how 
to  record  a specific  show  at  a specific  time. 

“We  trust  technology  implicitly  — in  our  cars,  eleva- 
tors, microwave  ovens  — yet  we  are  quick  to  damn  it 
when  we  realize  how  inadequate  we  are.” 

Why  it’s  so  abysmal 

How  did  we  get  where  we  are?  What  happened  to  the 
top  priority  status  that  science  education  enjoyed  after 


How  bad  is  it? 

• In  a 1988  survey  of  17 
countries,  American 
ninth  graders  tied  with 
Singapore  and  Thai- 
land for  14th  place  in 
science  achievement. 

• In  a 1989  assessment 
of  five  countries  and 
four  Canadian 
provinces  by  the  Edu- 
cational Testing  Ser- 
vice, American  13-year- 
olds  scored  last  in  math 
and  well  below  the 
mean  in  science. 
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How  can  colleges  cope  with  underprepared 
high  school  grads? 

When  Texas  students  enroll  in  college  in  first-year  science  courses,  they  present 
what  Trinity  University  biology  professor  Dr  Robert  Blystone  calls  “a  severe 
dichotomy  — the  very  well  prepared  and  the  poorly  prepared.”  The  first  type  are 
generally  science  majors.  They  have  had  trained  teachers,  good  lab  experience, 
and  advanced  chemistry  or  biology  and  perhaps  calculus.  The  second  type  tend  to 
be  nonscience  majors  with  minimal  science  background,  who  often  were  taught 
by  teachers  from  some  other  discipline  and  perhaps  came  from  a school  that  had 
inadequate  facilities  and  supplies. 

A student  going  to  college  without  high  school  chemistry  is  “woefully  under- 
prepared,” Dr  Blystone  said,  since  “biology  is  half  chemistry  today.” 

Math  skills  also  are  critical.  “The  most  limiting  factor  in  how  well  a student 
does  in  science  is  the  ability  to  quantitatively  massage  numbers.” 

Colleges  sometimes  cope  with  the  underprepared  student  by  offering  science 
courses  for  nonmajors.  They  are  largely  tutorial,  with  audiovisuals  and  no  labs. 
“They  don’t  really  do  science,”  Blystone  said,  “they  just  talk  about  it.” 

What  colleges  need  to  do,  he  said,  is  work  at  smoothing  the  transition  from 
high  school  to  college  — treating  high  school  teachers  as  colleagues  and  encour- 
aging professors  to  do  research  in  how  to  improve  science  education. 


the  Soviet  Union  launched  Sputnik,  the  first  man-made 
satellite,  in  1957? 

The  massive  infusion  of  federal  funding  for  science 
education  went  primarily  into  upgrading  teachers,  said 
Grace  Grimes,  assistant  commissioner  for  curriculum 
and  instruction  at  the  Texas  Education  Agency,  “but 
there  was  no  significant  change  in  how  we  teach  science.” 

Other  observers  say  that  once  the  United  States  began 
to  catch  up  in  the  space  race,  the  pressure  eased  and 
other  critical  issues  took  the  spotlight,  namely  bilingual 
and  special  education. 

Somewhere  during  the  1970s  science  lost  its  heroic 
image.  Instead  of  picturing  Dr  Jonas  Salk  discovering  a 
vaccine  for  polio  or  Dr  Wernher  von  Braun  designing  a 
satellite,  the  public  began  to  perceive  scientists  as  crazed 
Dr  Strangeloves.  This  poor  image  shows  up  in  schools, 
where  science-oriented  sophomores  are  often  called 
“nerds.” 

Children  don’t  start  out  hating  science.  In  fact,  sci- 
ence and  math  are  favorite  subjects  for  both  boys  and 
girls  in  the  primary  grades,  said  Betty  Vetter,  executive 
director  of  the  Commission  on  Professionals  in  Science 
and  Technology. 

“The  turning  point  seems  to  be  between  the  fourth 
and  seventh  grades,”  she  said.  The  culprits  are  “dirt  dull 
textbooks,  written  so  they  won’t  offend  anybody,”  and 
ill-prepared  teachers  who  are  afraid  of  science. 

It’s  true  that  elementary  teachers  in  Texas  don’t  know 
enough  science.  “We’re  very  remiss  in  not  demanding 
high  enough  standards  for  elementary  teachers,”  Mr 
Gordon  said.  “Consequently,  they’re  uncomfortable, 
and  by  middle  school  their  students  are  baffled.” 


The  problem  continues 
in  higher  grades.  In  a 1987 
survey,  nearly  half  of  Texas 
high  school  teachers  assigned 
to  introductory  physical  sci- 
ence had  not  completed  any 
collegiate  work  in  physics. 
Nearly  90%  of  teachers  in 
both  the  introductory  and 
regular  physical  science 
courses  indicated  they  need 
new  knowledge  of  chem- 
istry and  physics. 

“Tightening  up  on  teacher  certification  and  prepara- 
tion is  a key  factor  in  upgrading  science  education  in 
Texas,”  Mr  Gordon  said. 

Another  reality  is  that  science  teaching  in  Texas  — 
and  the  rest  of  the  nation  — has  not  kept  pace  with  the 
times.  “We’re  teaching  the  same  way  we’ve  taught  for  25 
years,”  Mr  Gordon  said. 

In  kindergarten  through  second  grade,  the  bulk  of 
instruction  is  in  reading,  writing,  and  mathematics. 
Teachers  generally  spend  about  20  minutes  a day 
(roughly  5%  of  time)  on  science,  often  integrating  it  with 
the  core  subjects.  “Science  must  be  visible  in  the  curricu- 
lum,” Ms  Grimes  said,  for  primary  schools  to  be  accred- 
ited. 

Science  instruction  time  doubles  in  grades  three,  four 
and  five,  and  students  get  their  first  science  textbooks. 

Beginning  in  middle  school,  science  is  taught  from  a 
structured,  “layer  cake”  approach:  general  science  in 
sixth  grade,  life  science  in  seventh  grade,  earth  science  in 
eighth  grade,  physical  science  in  ninth  grade,  and  biology 
in  tenth  grade.  Those  headed  for  college  may  add  a layer 
of  chemistry  or  physics  in  the  last  2 years  of  high  school. 

The  fundamental  problems  with  this  approach, 
according  to  the  National  Science  Teachers  Association, 
involve  scope,  sequence,  and  coordination.  Discrete  sci- 
ence courses  do  not  allow  adequate  spacing  and  building 
on  previous  learning  — physics,  for  example,  should  be 
spread  over  4 years  instead  of  concentrated  in  one.  The 
courses  are  not  coordinated  — for  example,  the  princi- 
ple of  fluid  flow  in  physics  is  often  not  related  to  blood 
circulation  in  biology.  The  courses  tend  to  be  highly 
abstract  and  theoretical  — instead  of  sequencing  that 
starts  with  the  concrete  and  descriptive. 
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What  we’re  doing  about  it 

Fortunately,  however,  the  state 
and  nation  finally  have  awakened 
and  changes  are  coming.  Items: 

• Since  1984,  some  10,000  elementary 
school  teachers  in  Texas  have  attended 
special  institutes  in  colleges  and  univer- 
sities to  improve  their  science  and  math 
skills.  The  institutes  are  funded  by  grants 
authorized  by  Congress  under  the  Dwight 
D.  Eisenhower  Mathematics  and  Secondary 
Eduation  Act  and  channeled  through  the 
Texas  Higher  Education  Coordinating  Board. 

Of  the  state’s  1,100  school  districts,  some 
800  have  participated  in  the  program  to  date. 

“Lots  of  school  districts  are  working  hard  to  increase 
the  subject  matter  knowledge  of  their  teachers,”  said 
Nan  Broussard,  a program  director  with  the  Texas 
Higher  Education  Coordinating  Board.  “Our  evalua- 
tions indicate  that  we  are  making  progress  in  student 
achievement.” 

• The  Texas  Legislature  in  1989  mandated  that  science 
— as  well  as  social  studies  — be  included  in 


statewide  tests  of  students  given 
every  year  in  third,  fifth,  seventh, 
ninth,  and  eleventh  grades.  The 
tests,  formerly  called  TEAMS 
(Texas  Educational  Assessment 
of  Minimum  Skills)  and 
renamed  this  year  TAAS 
(Texas  Assessment  of  Aca- 
demic Skills),  are  expected 
to  be  fully  phased  in  by 
the  1994-1995  school 
year. 

The  Legislature  also  has 
changed  certification  requirements  so 
that  beginning  in  September  1991  all  teachers 
must  have  an  academic  major  (English,  history,  sci- 
ence, interdisciplinary  studies,  for  example),  with 
restrictions  on  the  number  of  general  education  hours. 

The  State  Board  of  Education  this  year  revised  the  cur- 
riculum rules,  better  known  as  “essential  elements,” 
for  science  in  the  elementary  grades.  As  revised,  the 
essential  elements  “reflect  a more  integrated  approach” 
to  teaching  life,  earth,  and  physical  science,  Ms  Grimes 
said. 


How  can  we  sell  students  on  the  rewards  of  science? 


In  looking  at  emerging  pro- 
grams, Trinity  University  biology 
professor  Dr  Robert  Blystone 
offered  this  caution:  “Too  often 
we  try  to  sell  science  as  fun,  when 
it’s  really  hard  work.” 

In  his  view,  “we  live  in  a society 
that’s  not  well-disciplined  — peo- 
ple want  instant  gratification.”  For 
students  to  do  well  in  science,  they 
must  accept  it  as  “an  intellectual 
enterprise.”  He  alluded  to  the  sat- 
isfaction he  gets  from  spending 
weeks  in  the  lab  and  finally 
“seeing  a statistic  pop  up  on  a 
computer  screen  that  tells  me  I’m 
doing  it  right.  Nobody  can  pay  me 


for  that  kind  of  satisfaction.” 

Like  Dr  Blystone,  Texas  Science 
Teachers  Association  President 
Wayne  Gordon  finds  science  inher- 
ently exciting  — even  spiritual: 
“One  of  the  greatest  experiences 
for  me  is  to  go  out  and  stand  on 
the  lip  of  the  Grand  Canyon  — it 
never  fails  to  bring  tears  to  my 
eyes.” 

The  trick  is  to  convey  that 
excitement  to  students  and  arouse 
their  motivation.  “Teachers  don’t 
motivate  students,”  Mr  Gordon 
said.  “All  we  can  do  is  nurture, 
feed,  and  assist  the  motivation 
that’s  already  there.” 


Toward  that  end,  role  models 
are  important.  Graduate  and  med- 
ical students  at  The  University  of 
Texas  Southwestern  Medical  Cen- 
ter at  Dallas  have  adopted  an  ele- 
mentary and  middle  school.  Each 
of  16  students  spends  an  hour  a 
week  at  one  of  the  schools  work- 
ing with  youngsters  on  science 
projects.  In  addition,  the  Graduate 
Student  Organization  donated 
$300  to  each  school  from  recycled 
cans  and  paper  to  help  buy  science 
fair  supplies  and  science  books  for 
the  library. 
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The  State  Board  of  Education  has  appointed 
a task  force  to  recommend  by  January  1991  a 
restructuring  of  the  secondary  science  curricu- 
lum. In  a nutshell,  the  layer  cake  approach  is 
expected  to  be  swapped  for  a “marbled”  science 
course  (integrating  biology,  chemistry,  physics,  and 
earth/space  science)  every  year  from  grades  seven 
through  ten.  By  the  end  of  the  tenth  grade,  students 
will  have  the  equivalent  of  1 year  each  of  biology, 
chemistry,  physics,  and  earth/space  science. 

This  restructuring  is  for  “every  student,”  Ms 
Grimes  emphasizes,  not  just  the  science-oriented  ones. 
“We  hope  that  by  introducing  science  this  way,  we  will 
capture  the  imagination  of  more  women  and  minori- 
ties, and  we’ll  have  a far  larger  pool  prepared  to  go 
into  advanced  levels  of  chemistry,  biology,  and  physics.” 

The  recommendations  will  include  plans  for  revis- 
ing science  textbooks,  retraining  science  teachers,  certi- 
fying new  teachers,  and  providing  lab  facilities  and 


materials.  If  the  state  board 
approves,  the  new 
approach  would  go  into 
effect  for  seventh  graders 
in  1994-1995. 

• A restructured  science 
program  for  seventh  grade, 
based  on  NSTA’s  Scope,  Sequence,  and 
Coordination  model,  will  be  field  tested  in 
four  Houston  area  middle  schools  beginning  in 
September  1990.  Faculty  from  Baylor  College  of 
Medicine,  Rice  University,  and  the  University  of  Hous- 
ton will  train  teachers  from  the  schools. 

The  aim  is  not  to  produce  budding  scientists, 
according  to  Dr  William  A.  Thomson,  associate  profes- 
sor at  Baylor,  but  rather  students  who  have  a sufficient 
foundation  in  science  to  be  educable  in  health  and 
other  technical  fields. 

“We’re  broadening  career  access  for  all  students,” 
he  said.  “The  stronger  the  program,  the  more  choices 
they  have.” 

Teachers  will  pay  special  attention  to  hands-on 
learning  activities,  in  which  students  actually  perform 
experiments. 

The  Houston  program  is  one  of 
five  centers  across  the  United  States 
created  by  NSTA,  with  funding  from 
the  US  Department  of  Education  and 
the  National  Science  Foundation. 
Schools  throughout  the  nation  could 
begin  using  the  materials  by  fall 
1992. 

The  endeavor  is  not  unusual  for 
Baylor,  which  already  has  a track 
record  in  increasing  opportunities  for 
minority  students  to  enter  medical 
and  health  careers.  In  1972,  in  part- 
nership with  the  Houston  Indepen- 
dent School  District,  Baylor  started 
the  nation’s  first  High  School  for 
Health  Professions.  Since  that  time, 
more  than  2,580  students  have  suc- 
cessfully completed  the  program,  the 
majority  of  whom  have  gone  on  to 
college.  More  recently,  Baylor  has  ere- 


More  than  80%  of  the  respondents  to  a survey  of  Texas  science 
teachers  indicated  that  their  schools’  science  budgets  for  1987- 
1988  decreased  or  remained  the  same  when  compared  to  science 
budgets  for  1986-1987. 


V.  ^ 


As  a result,  the  Textbook  Selection 
Committee  is  reviewing  new  elementary 
science  textbooks  based  on  those  revi- 
sions. The  textbooks  will  be  available  to 
the  schools  for  the  1991-1992  school  year. 
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Who  teaches  the  children? 

Most  elementary  teachers  hold  a bachelor’s  degree  in  elementary  education, 
usually  with  a specialization  in  reading.  Their  science  background  often  consists 
of  3 semester  hours  taken  during  their  first  2 years  of  college. 

Those  who  teach  in  middle  and  junior  high  schools,  particularly  where  class- 
rooms are  organized  by  subject  areas,  are  required  to  have  a major  in  their  field 
— such  as  English,  math,  history,  or  science. 

By  and  large,  these  are  “wonderful”  teachers,  said  Wayne  Gordon,  president  of 
the  Texas  Science  Teachers  Association  and  a retired  science  teacher.  Unfortu- 
nately, Texas  has  too  few  of  them. 

“There’s  been  a shortage  of  math  and  science  teachers  for  at  least  25  years,” 
said  Edward  M.  Vodicka,  director  of  the  Commission  on  Standards  for  the  Teach- 
ing Profession  at  the  Texas  Education  Agency  (TEA). 

Districts  can  assign  teachers  from  other  subjects  to  teach  science  classes  under 
an  emergency  permit,  as  long  as  they  have  a certain  minimum  number  of  hours  in 
science.  In  fact,  any  secondary  teacher  can  be  assigned  to  teach  one  course  outside 
his  or  her  teaching  area. 

A survey  of  secondary  science  teachers  in  Texas  in  May  1987  shows  the 
range  of  educational  preparations  teachers  have  in  science. 
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ated  sister  campuses  in  Mercedes  and  Corpus  Christi. 

• A team  of  31  San  Antonio  teachers  is  developing  a 
model  curriculum  for  science,  math,  and  technology  as 
part  of  Project  2061  — so-called  because  that’s  when 
Halley’s  comet  returns.  The  team  is  one  of  six  in  the 
nation  established  by  the  American  Association  for  the 
Advancement  of  Science. 

The  idea,  detailed  in  the  AAAS  report  Science  for 
All  Americans,  is  that  students  should  begin  by  learn- 
ing fundamental  science  principles  rather  than  memo- 
rizing details.  “A  theme  of  ours  is  ‘more  is  less’  — 
learning  something  really  in  depth  where  you  can 
problem  solve  it  and  really  understand,”  said  Peggy 
Carnahan,  project  director. 

Project  2061  officials  hope  to  have  six  model  curric- 
ula ready  for  use  in  school  districts  around  the  country 
by  1993. 


• In  at  least  eight  Texas 
cities  — Arlington, 
Austin,  Boerne,  Bryan- 
College  Station,  Fort 
Worth,  Houston,  San 
Antonio,  and  Tyler  — 
local  alliances  are  pairing 
volunteer  scientists,  engi- 
neers, and  technicians 
with  teachers  to  enrich 
science  experiences  in  the 
schools. 

The  local  alliances  are 
an  outgrowth  of  the  Tri- 
angle Coalition  for  Sci- 
ence and  Technology  Edu- 
cation, made  up  of  90 
educational,  scientific, 
and  business  organiza- 
tions, including  the  Amer- 
ican Medical  Association. 

• In  a similar  vein,  the 
AMA’s  Young  Physicians 
Section  has  developed  the 
Natural  Science  Ambas- 
sador Project,  in  which 
physicians  visit  class- 
rooms in  grades  four 

through  seven  to  promote  young  people’s  interest  in 
science. 

“For  many  youngsters,  a physician  is  the  first  scien- 
tist they  come  in  contact  with,”  said  Dr  Jerod  Loeb, 
director  of  the  AMA’s  Division  of  Biomedical  Science. 
“The  goal  is  not  to  encourage  students  to  choose  medi- 
cal careers  or  even  to  choose  healthy  lifestyles,  but 
rather  to  introduce  the  beauty,  fascination,  and  excite- 
ment of  science.” 

For  example,  one  physician  used  a laser  to  cut  an 
orange,  demonstrating  not  only  how  lasers  can  be  used 
in  medicine  but  also  the  relationship  of  physics,  math, 
and  engineering.  TMA’s  Council  on  Scientific  Affairs 
will  consider  implementing  the  project  in  Texas  in  1991. 

• As  a way  of  restoring  luster  to  the  public  image  of  sci- 
entists, both  the  AMA  and  TMA  have  initiated  award 
programs  for  outstanding  science  teachers.  TMA  hon- 
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ored  Orange,  Tex, 
teacher  Michael 
Hoke  in  May  at 
its  annual  con- 
vention, giving 
merit  awards 
to  six  other 
teachers 
around  the 
state. 

In 

addition, 
the  Harris 
County  Medical 
Society  recognized  six 
outstanding  teachers  in  the 
Houston  area  in  May.  The  society  was 
one  of  five  around  the  country  cooperating  with  the 
AMA  in  the  pilot  recognition  program. 


• To  encourage  students  to  choose  careers  in  medicine, 
the  AMA  has  developed  a videotape,  “Science  and  Art 
in  the  Name  of  Healing,”  for  presentation  to  high 
school  and  college  students.  In  May,  TMA’s  Committee 
on  Manpower  proposed  that  TMA  develop  a similar 
videotape  targeted  at  junior  high  school  students,  with 
a special  emphasis  on  minorities. 

• In  May  1989,  TMA  formed  the  new  Committee  on 
Health  Careers  with  the  express  purpose  of  increasing 
the  pool  of  applicants  for  all  health  professions.  As  a 
result  of  committee  recommendations,  TMA  is  repub- 
lishing the  brochure,  “Becoming  a Physician  — The 
Challenge  of  Medicine,”  and  has  developed  a speakers 
bureau,  in  which  medical  students  speak  at  various 
“college  night”  programs  for  high  school  and  junior 
college  students. 


• TMA  also  has  gone  on  record  in  support  of  Texas 
public  education  reform.  As  a result,  the  Committee  on 
School  Health  has  reviewed  TEA’s  essential  elements  in 
health  education  and  is  currently  reviewing  health  text- 
books being  proposed  for  adoption. 

In  the  months  ahead,  TMA  may  take  a hand  in 
reviewing  all  science  textbooks  up  for  adoption, 
depending  on  decisions  of  the  Council  on  Scientific 
Affairs.  The  council,  chaired  by  John  W.  Burnside, 


What’s  more  important: 
science  or  football? 

Apart  from  an  inappropriate  structure  and  out- 
dated curriculum,  science  simply  is  not  a top  prior- 
ity in  many  communities.  “Most  school  districts 
spend  more  on  laundering  towels  for  the  football 
team  than  on  their  whole  elementary  science  pro- 
gram,” said  Michael  Hoke,  science  teacher  at  West 
Orange  Middle  School,  who  recently  won  TMA’s 
first  Award  for  Excellence  in  Science  Teaching. 

The  supremacy  of  athletics  in  Texas  school  poli- 
tics did  not  go  unnoticed  by  novelist  James  Mich- 
ener,  who  observed  in  his  epic  Texas  that  high 
school  football  is  the  state’s  “second  religion.” 

Facilities  and  supplies  for  science  programs  vary 
from  district  to  district,  illustrating  the  current  con- 
troversy in  public  school  funding.  Some  science 
classrooms  have  microscopes  and  telescopes,  while 
others  “don’t  even  have  a sink,”  Mr  Hoke  said. 

Furthermore,  he  cited  a January  survey  of  20 
school  districts  in  his  region,  which  found  that  the 
average  elementary  school  teacher  has  only  $55 
to  spend  on  all  supplies  (not  just  science)  for  the 
entire  year. 

Parents’  attitudes  toward  science  also  range 
widely,  from  enthusiastic  support  to  apathy  to  fear. 
Those  with  positive  attitudes  do  not  necessarily  fol- 
low through  with  action,  Mr  Hoke  said.  “How 
many  parents  will  go  to  a school  board  meeting 
and  demand  a high  quality  science  program?” 

In  the  end  everyone  must  share  the  blame  for  the 
condition  of  science  education.  “I  point  the  finger 
at  our  whole  society  for  not  being  alert,  not  being 
aware  of  the  need  to  adapt  to  the  way  our  life  is 
changing,”  Wayne  Gordon,  president  of  the  Texas 
Science  Teachers  Association,  said. 


MD,  an  associate  dean  at  The  University  of  Texas 
Southwestern  Medical  School,  also  is  exploring  the 
possibility  of  awarding  grants  to  public  school  teachers 
for  developing  science  inquiry  activities. 

Through  programs  like  these,  TMA  confirms  its  role 
as  a leader  in  advancing  science  education  as  a priority  in 
the  schools  and  stimulating  the  interest  of  young  people. 

“Science  need  not  be  the  terrible  filter  that  it  now  is,” 
according  to  NSTA  Executive  Director  Bill  Aldridge.  “If 
we  teach  science  to  students  in  a coordinated  way  from 
the  concrete  to  the  abstract,  with  practical  applications 
and  with  enough  time  for  students  to  assimilate  the  in- 
formation, our  future  citizens  will  be  more  evidence-ori- 
ented. They  will  know  how  and  when  to  ask  questions, 
how  to  think  critically,  and  to  make  important  decisions 
based  on  reason  rather  than  emotion  or  superstition.” 
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Texas  Tech  MEDNET 
completes  its  first 
‘unplanned’  video  consult 

An  experimental  interactive  video 
consultation  between  doctors  in 
Lubbock  and  Alpine  in  late  July  fur- 
ther convinced  Texas  Tech  MED- 
NET managers  that  rural  West 
Texas  can  be  electronically  linked 
with  the  specialized  care  available  at 
a medical  center.  Their  carefully 
planned  demonstration,  however, 
took  an  unexpected  turn  when  an 
Alpine  family  physician  called  for  a 
consult  on  a baby  in  distress. 

The  request  came  after  a Texas 
Tech  surgeon  had  examined  video 
images  of  a burn  patient  in  Alpine, 
300  miles  away.  That  consult,  which 
tested  electronic  equipment  installed 
just  two  weeks  before,  allowed  the 
Lubbock  surgeon  and  Alpine  physi- 
cian to  see  one  another  and,  more 
important,  let  the  surgeon  see  the 
patient  and  determine  when  addi- 
tional surgery  would  be  appropriate. 
But  before  farewells  were  com- 
pleted, the  Alpine  physician  asked 
for  a consult  on  a newborn  infant 
with  fluctuating  heart  rate,  rapid  res- 
piration, and  other  signs  of  distress. 

Minutes  later,  Marian  Myers, 
MD,  was  looking  at  the  infant’s 
chest  x-ray  and  listening  to  details  of 
the  case.  Dr  Myers  is  director  of  the 
division  of  neonatology  at  Texas 
Tech  University  School  of  Medicine 
in  Lubbock. 

“I  think  I can  see  some  air  bron- 
chograms  in  the  right  upper  area  [of 
the  lung]  there  where  you  see  the 
bronchi  going  up  with  air  outlined 
and  the  atelectatic  area  just  to  the 
right  of  your  finger,”  she  said.  The 


baby,  she  was  told,  “pinked  up 
fairly  well”  but  continued  to  “grunt 
and  nasally  flare”  despite  therapy. 

Next  came  the  baby’s  lab  values. 
Then  more  lab  values.  “What’s  your 
base  deficit?”  Dr  Myers  asked.  And 
so  it  went  for  5 minutes,  with  Dr 
Myers  offering  suggestions  for  con- 
trolling the  “severe  metabolic  acido- 
sis” and  delaying  a lung  tap. 

MEDNET  director  J.  Ted  Hart- 
man, MD,  who  also  was  “on  cam- 
era,” called  the  moment  “spine 
tingling”  and  historic.  “It  was  def- 
initely [our]  first  unplanned  con- 
sult,” he  said. 

“Addressing  the  problem  of  a 
newborn  with  that  particular 
metabolic  acidosis,  as  severe  as  it 
was,  is  something  that  even  a pedia- 
trician who  deals  with  newborns 
would  view  with  awe,  so  having  a 


Texas  Tech 
medical  centers 


9 Locations  connected  to 
^ Texas  Tech  MEDNET 


superspecialist  was  extremely  impor- 
tant,” says  Jane  Preston,  MD,  a 
Tech  MEDNET  advisory  board 
member. 

MEDNET  has  been  at  the  fore- 
front of  “telemedicine”  since  receiv- 
ing a $1.9  million  grant  from  the  US 
Department  of  Health  and  Human 
Services.  With  comparable  funds 
from  the  university  and  help  from 
AT6cT  and  Southwestern  Bell,  the 
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demonstration  project  has  estab- 
lished links  between  the  medical 
school’s  campuses  (in  Lubbock,  El 
Paso,  Amarillo,  and  Odessa)  and  13 
rural  locations:  Alpine,  Andrews, 

Big  Lake,  Canadian,  Colorado  City, 
Dumas,  Fort  Stockton,  Hale  Center, 
Monahans,  Pecos,  Plainview,  Rotan, 
and  Seminole.  Each  of  those  com- 
munities receive  live  continuing  edu- 
cation programs  from  Tech.  In  addi- 
tion, physicians  in  Alpine,  Fort 
Stockton,  and  Monahans  can  trans- 
mit “static”  images  — of  x-rays 
and  sonograms,  for  example  — to 
Odessa  or  Lubbock,  while  discussing 
the  case  by  telephone.  So  far  only 
Alpine  can  take  advantage  of  the 
two-way  (“interactive”)  video  capa- 
bilities, but  Fort  Stockton  should  be 
online  in  about  6 months.  Dr  Hart- 
man says. 

In  late  1989  the  Tech  project 
began  transmissions  via  satellite  to 
deliver  continuing  education  pro- 
grams weekly  to  physicians  and 
allied  health-care  workers.  Now  the 
project  transmits  three  continuing 
education  programs  each  week.  Dr 
Hartman  says  the  one-way  video, 
two-way  audio  transmissions  allow 
health-care  professionals  to  discuss 
the  Tech  continuing  education  pre- 
sentations, which  are  tailored  to 
meet  the  needs  of  the  participating 
communities. 

The  technology  works.  No  one 
questions  that.  But  what  about  the 
baby? 

“The  baby’s  fine,”  says  Dr  Hart- 
man. “At  home,  we’re  told.” 


Commentary 

Where  is  AIDS 
research  taking  us.^ 

John  W.  Burnside,  MO 

Associate  Dean  for  Clinical  Affairs,  The  Uni- 
versity of  Texas  Southwestern  Medical  Center 
at  Dallas,  and  Chairman,  Texas  Medical 
Association  Council  on  Scientific  Affairs 


We  are  coming  to  the  end  of  the  first 
decade  of  AIDS  as  a recognized  and 
described  disease  entity.  Although 
serologic  evidence  points  to  the  mid- 
1950s  as  the  year  of  origin  of  this 
illness,  the  rapidity  with  which  it 
was  described,  the  causative  agent 
identified,  and  the  mechanisms  of 
the  disease  understood  is  astonishing. 

Consider  for  comparison  the 
story  of  smallpox.  The  first  record 
of  plague  and  pestilence,  probably 
including  smallpox,  is  to  be  found  in 
the  Babylonian  Epic  of  Gilgamesh 
from  2000  BC.  It  was  1,600  years 
later  before  Thucydides  noted  that 
victims  who  survived  were  protected 
from  a second  attack,  thus  introduc- 
ing the  notion  of  immunity.  Small- 
pox as  a clinical  disease  was  not  well 
described  until  the  10th  century  AD 
by  the  Islamic  physician  Rhazes,  and 
it  was  another  500  years  until  Fra- 
castoro  articulated  a “germ  theory” 
in  his  treatise  On  Contagion.  In 
1798,  Jenner  developed  the  vaccina- 
tion procedure  still  without  an  idea 
of  a causative  agent.  It  was  still  later, 
in  1897,  that  Paul  Ehrlich  started 
the  diction  of  immunology  with  his 
discussion  of  antigens  and  antibod- 
ies. It  was  only  in  the  20th  century 
that  we  finally  identified  the  virus 
and  eradicated  the  disease  — a very 
long  time  indeed  from  start  to  finish. 

The  doctors  and  scientists 
responsible  for  this  long  story  of 


smallpox  certainly  had  no  anticipa- 
tion of  the  human  immunodeficiency 
virus  nor  the  disease  AIDS.  Yet,  it  is 
much  because  of  their  work  that  the 
rapid  development  of  new  informa- 
tion about  AIDS  has  been  possible. 
Repeated  over  and  over  in  the  his- 
tory of  science  is  the  piece  of  a puz- 
zle that  comes  from  an  unrelated 
field,  the  obscure  observation  in  one 
corner  of  the  laboratory  yielding  a 
breakthrough  in  another  corner.  Fre- 
quently the  only  commonality  was 
the  curiosity  and  industry  of  the 
researcher.  So  too  has  medicine  and 
health  care  benefited  greatly  from 
nonbiologic  research.  The  nuclear 
scientists  and  the  inventors  of  lasers 
had  no  notion  of  their  subsequent 
contribution  to  the  health  of  peoples. 

AIDS  research  is  very  expensive. 
In  1982,  we  spent  $5.6  million,  and 
about  $3  billion  will  be  spent  this 
year  on  AIDS  research.  The  Nation- 
al Institutes  of  Health  has  devoted 
nearly  10%  of  its  $7.1  billion  bud- 
get to  investigations  related  to  AIDS. 
This  exceeds  that  allocated  to  heart 
disease  and  is  nearly  the  amount 
devoted  to  cancer.  Critics  contend 
that  this  is  disproportionate  to  the 
human  burden  presented  by  AIDS. 
Some  have  suggested  formula-like 
funding  that  calculates  such  things 
as  total  number  of  deaths,  dis- 
counted life  years  lost,  and  direct 
economic  costs  in  order  to  deter- 
mine research  priorities.  A survey  of 
400  members  of  the  Institute  of 
Medicine,  performed  by  the  Con- 
gressional Office  of  Science  and 
Technology,  found  that  the  most 
contentious  issue  among  scientists 
was  not  the  amount  devoted  to 
AIDS,  but  more  the  amount  being 


Texas  Medicine  Volume  86  No.  9 September  1990 


53 


shunted  from  other  areas  to  AIDS. 
They  were  nearly  uniform  in  their 
plea  for  more  funding  of  basic  sci- 
entific research. 

A formula-based  calculation  of 
priorities  to  research  ignores  two 
important  things.  First,  the  opportu- 
nity for  discovery  follows  unpre- 
dictable paths  and  is  dependent  on 
the  status  of  research  in  many  differ- 
ent fields.  It  cannot  easily  be  pro- 
grammed. Now  is  a very  propitious 
time  to  conduct  AIDS  research 
because  of  the  preliminaries  in  virol- 
ogy, immunology,  and  genetics.  Sec- 
ond, the  spinoffs  of  research  are 
hard  to  measure,  but  by  any  stan- 
dard they  can  be  monumental  and 
affect  people  and  conditions  totally 
unrelated  to  the  field  of  inquiry. 

Were  we  to  focus  research  based  on 
incidence  of  illness  we  would  spend 
far  more  on  motor  vehicle  accidents. 
I am  not  convinced  that  such  an 
effort  would  have  the  same  carry- 
over to  other  human  ills  as  will 
research  on  AIDS. 

What  are  some  of  the  areas  al- 
ready benefiting  from  AIDS  research 
and  where  are  some  of  the  expecta- 
tions for  the  future? 

The  human  immunodeficiency 
virus  is  a member  of  a family  of 
viruses  called  retroviradiae.  Other 
members  of  this  family  cause  a wide 
variety  of  human  and  animal  dis- 
eases. They  all  share  some  curious 
properties,  the  most  important  of 
which  is  their  ability  to  insert  new 
DNA  into  the  infected  cell.  They  do 
this  with  a remarkable  enzyme 
called  reverse  transcriptase  which 
allows  the  viral  RNA  to  be  used  as  a 
template  for  DNA  which  is  then 
plugged  into  the  genetic  makeup  of 
the  cell.  Basic  research  in  cancer  has 
alerted  us  to  the  notion  of  onco- 
genes, genetic  material  capable  of 
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causing  malignant  transformation  of 
cells  so  that  we  quickly  recognized 
the  same  property  in  some  of  the 
retroviruses  when  they  inserted 
oncogenes  into  host  animals.  Also 
researchers  are  now  using  reverse 
transcriptase  to  introduce  DNA  of 
choice  into  infected  cells.  Benefits  in 
cancer  research  and  therapy  for 
genetic  diseases  are  likely. 


Another  curious  feature  of  the 
retroviruses  is  that  they  wear  coats 
of  many  colors.  This  almost 
chameleon-like  behavior  has  made 
the  development  of  a vaccine 
extremely  difficult.  Research  into 
new  vaccines  has  languished  some- 
what since  the  Salk  era,  and  this 
new  challenge  to  find  a common 
denominator  against  which  to  direct 
a vaccine  will  likely  spur  great  devel- 
opments in  vaccines  against  other 
troublesome  diseases  like  malaria, 
which  still  affects  large  numbers  of 
the  world’s  citizens. 

HIV  shows  tropism.  That  is,  it 
has  an  affinity  for  certain  cells,  most 
especially  the  T4  group  of  lympho- 
cytes but  also  neurons  and  macro- 
phages. The  key-lock  notion  of 
receptors  is  present  in  many  other 
areas  of  cell  signaling  in  normal 


human  functioning,  and  there  is 
likely  to  be  great  give  and  take  in 
this  fundamental  mechanism  as 
studied  by  physiologists,  cell  biolo- 
gists, and  AIDS  researchers. 

Once  the  infection  begins  to  take 
hold,  the  major  consequences  relate 
to  perturbations  of  the  delicate 
immune  system.  Research  in 
immunology  has  grown  consider- 
ably in  the  last  three  decades,  and 
we  are  beginning  to  tease  apart  the 
balancing  acts  played  by  different 
cells  and  the  interactions  of  the  cells 
and  the  humoral  defenses  we  rely 
on.  The  very  selective  destruction  of 
the  T4  cell  arm  of  this  mechanism 
provides  a model  for  study  of  immu- 
nity gone  awry  which  portends  great 
increases  in  our  understanding  of 
immune  mechanisms.  Clinical  appli- 
cations in  transplantation  immunity 
and  the  rheumatic  diseases  are  likely. 
Patients  with  rheumatoid  arthritis 
and  systemic  lupus  erythematosus, 
for  instance,  will  probably  have  an 
improved  lot  owing  to  AIDS 
research. 

The  result  of  this  aberration  of 
the  immune  system  is  a cascade  of 
unusual  infections,  neoplasms,  and 
malfunctioning  of  nearly  every 
organ  system  of  the  body.  There  is 
not  a single  medical  specialty  that  is 
not  confronted  by  some  aspects  of 
AIDS-induced  disease.  Neurologists 
keen  on  understanding  dementia 
and  Alzheimer’s  disease  benefit  from 
the  knowledge  of  AIDS  dementia. 
Psychiatrists  interested  in  psycho- 
immunology are  studying  the  long- 
term survivors  of  AIDS  to  find  dues 
applicable  to  other  diseases.  Oncolo- 
gists are  looking  at  the  lymphomas 
and  sarcomas  with  a fresh  eye  now 
that  they  have  a clue  of  what  one 
possible  antecedent  condition  might 
be.  Cardiologists,  pulmonologists. 
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and  gastroenterologists  are  all  read- 
ing AIDS  literature  in  their  specialty 
journals  and  seeing  patients  with 
unusual  diseases  or  unusual  manifes- 
tations of  common  disease.  All  are 
contributing  to  the  understanding  of 
AIDS  and  all  are  coming  away  with 
information  that  might  influence 
their  treatment  of  non-AIDS 
patients. 

The  scientific  community  roundly 
supports  the  efforts  to  do  the  basic 
research  that  leads  to  definitive 
answers,  but  it  is  also  sensitive  to 
the  desperate  nature  of  the  illness 
and  the  need  to  act.  Some  of  the 
most  furious  activity  has  occurred  in 
the  pharmacology  of  AIDS  and 
AIDS-induced  illnesses.  Antiviral 
therapy,  once  relegated  to  the  notion 
of  finding  a cure  for  the  common 
cold,  has  taken  on  a much  more 
serious  bent.  Amantadine  was  the 

I 

first  specific  antiviral  drug  effective 
in  human  illness  (influenza  A).  We 
now  have  a host  of  antiviral  agents 
of  effectiveness  or  promise  against 
the  HIV  itself  and  against  many  of 

I the  viral  diseases  that  result  from 
AIDS.  Azidothymidine  (AZT) 
clearly  prolongs  the  life  of  patients 
with  AIDS  and  may  prolong  the 
latency  from  infection  to  symptoms. 
Acyclovir  is  effective  against 
cytomegalovirus  (CMV),  as  is  gan- 
cyclovir.  This  is  good  news  not  only 
for  AIDS  patients  but  for  transplant 
patients  and  children  infected  with 
CMV.  Adenine  arabinoside  is  useful 
against  varicella  zoster,  and  ribavirin 
against  respiratory  syncytial  virus 
and  others.  The  newest  agent  under 
investigation  in  the  US  is  sodium 
phosphonoformate  (Foscarnet)  from 
Sweden  where  it  was  developed  as 
an  anti-HIV  virus  and  has  been 
found  to  be  effective  against  Epstein- 
Barr  virus,  cytomegalovirus,  and 


probably  against  hepatitis  B.  It  is 
clear  that  these  agents,  whose  devel- 
opment was  largely  spurred  by  the 
need  for  effective  treatment  of  AIDS 
patients,  will  have  wide  applicability 
to  others.  Perhaps,  too,  we  will  find 
other  effects  that  will  be  useful  as 
was  the  case  with  the  discovery  of 
the  efficacy  of  amantadine  in  treat- 
ing patients  with  Parkinson’s  disease. 

Other  drug  therapies  have  also 
been  forthcoming.  Even  though 
Pneumocystis  carinii  infection  is  rare 
in  non-AIDS  patients,  the  novel 
approach  of  aerosolized  pentami- 
dine may  provide  a model  for  other 
respiratory  diseases.  Common  and 
uncommon  forms  of  tuberculosis 
have  prompted  renewed  interest  in 
developing  alternatives  to  standard 
tuberculosis  treatment,  which  is  sure 
to  be  of  value  to  the  millions  of 
tuberculosis  patients  worldwide. 

It  was  once  said  that  the  physi- 
cian who  knew  all  there  was  to 
know  about  syphilis  knew  all  there 
was  to  know  about  medicine.  It  is 
not  too  much  hyperbole  to  suggest 
that  that  now  applies  to  AIDS.  We 
are  constantly  reminded  by  the  press 
that  AIDS  affects  us  all.  This  usually 


refers  to  the  burden  of  care  and  the 
impact  on  our  social  fabric.  The 
bright  side  is  that  the  research  con- 
ducted with  this  disease  will  affect 
us  all  as  we  strive  to  provide  better 
care  for  those  we  serve. 

But  every  jet  of  chaos  which 
threatens  to  exterminate  us 
is  convertible  by  intellect 
into  wholesome  force. 

— Ralph  Waldo  Emerson 


“What  did  the  doctor  tell  you?” 

“Yo  no  se.” 

200  patient  instructions  in  both  English  and  Spanish  for  any  IBM-compatible  PC 
and  printer.  Ideal  for  practices  serving  Hispanic  populations!  Word  processor 
included.  30-day  money-back  guarantee! 

Discharge  Instruction  System 

Free  demo  disk  on  request.  Automedics,  Inc. 

$495  for  the  complete  package.  476  North  Hwy  At  A,  Suite  6A 
MasterCard,  Visa,  checks  and  hospital  Satellite  Beach,  FL  32937 
P.O.  accepted.  (407)773-0012 

Reseller  Inquiries  Invited 
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Commission  on  Jaii  Standards 
hears  report  on  tubercuiosis 
in  Texas  jails 

Troubling  reports  of  tuberculosis  in 
jails  has  prompted  The  Texas  Com- 
mission on  Jail  Standards  (TCJS)  to 
ask  for  an  attorney  general’s  ruling 
on  whether  it  has  authority  to 
require  tuberculosis  screening  and 
isolation  procedures  for  prisoners  in 
county  and  city  jails.  The  decision 
was  made  at  the  commission’s  July 
meeting,  where  Texas  Department 
of  Health  (TDH)  representatives 
told  commissioners  of  the  high  inci- 
dence of  TB  in  jails  and  asked  them 
to  institute  mandatory  disease  con- 
trol measures. 

Commissioners  agreed  to  send 
TDH  information  about  tuberculo- 
sis to  sheriffs  throughout  the  state 
while  awaiting  the  attorney  general’s 
ruling. 

Kate  Hendricks,  MD,  MPH, 
from  the  TDH  bureau  of  disease 
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control,  told  commissioners  that  a 
general  population  sample  with  a 
race  and  age  breakdown  comparable 
to  that  found  in  jails  would  yield  a 
case  rate  of  about  27  cases  of  TB  per 
100,000  persons.  For  the  general 
population  in  Texas  the  case  rate  is 
about  11  per  100,000,  she  said.  (See 
related  graph  in  this  section.)  “Last 
year  at  TDCJ  (Texas  Department  of 
Criminal  Justice),”  she  said,  “they 
had  a case  rate  of  95  per  100,000, 
and  in  a recent  jail  outbreak  we  had 
a case  rate  of  1,607  per  100,000.” 

The  TDH  guidelines  presented  to 
commissioners  outline  measures  for 
screening  new  inmates  and  prospec- 
tive jail  employees,  list  conditions 
requiring  follow-up  testing,  and  rec- 
ommend other  jail  policies  for  pre- 
venting spread  of  the  disease. 

“Idealistically,  we’d  like  to  have 
these  recommendations  — once  we 
modify  and  make  them  a little  more 
workable  — enforced,  required  for 
all  facilities,”  said  John  Bybee,  from 
the  TDH  division  of  tuberculosis 
control. 

Hays  County 
jail  administrator 
Rod  Ellis  told  com- 
missioners the  Hays 
County  jail  em- 
ployees routinely 
screen  all  new 
inmates  for  TB. 
“We’ve  found  out 
that  you  can’t  over- 
react in  this  area  at 
all,”  he  said. 

“Anyone  who  is 
going  to  be  in  our 
facility  for  4 or 
more  days  is  tested 
before  they’re 
placed  in  the  gen- 
eral population,” 


Hays  County  EMT  John  Hansen 
added.  “We  set  aside  two  separate 
housing  areas  in  our  facility  just  for 
housing  these  types  of  inmates  until 
we  can  read  their  skin  test  after  48 
hours.” 

“Initially  we  started  a pilot  pro- 
gram in  January  just  testing  our 
kitchen  help  to  be  sure  we  didn’t 
have  inmates  in  the  kitchen  that 
were  carriers  of  TB,”  Hansen  said. 
“In  May  we  were  notified  by  the 
Texas  Department  of  Health  that  we 
had  housed  a federal  inmate  with 
active  tuberculosis.” 

“We  basically  had  a choice:  we 
could  try  to  isolate  just  the  people 
this  inmate  had  been  in  contact 
with,  or  we  could  go  through  and 
test  the  whole  facility.  We  wound  up 
testing  the  whole  facility.  Out  of  380 
inmates,  98  tested  positive  for  TB. 
That  is  26%  of  our  inmate  popula- 
tion. We  had  four  previously  undi- 
agnosed active  cases  that  we  found.” 

Commissioners,  however,  ex- 
pressed concerns  about  cost  effec- 
tiveness of  general  screening. 

“My  concern  is.  . . we’ll  soon  be 
giving  everybody  stress  tests  that 
comes  into  the  jail  and  some  reason- 
able happy  medium  needs  to  be 
met,”  said  commissioner  Tex  Corley. 
“It  might  be  that  we’ll  [give]  them 
bypass  surgery  while  we’ve  got 
them,  too.  I mean,  where  are  we 
going  to  stop?” 

“Communicable  disease,  I think, 
is  the  answer  to  that  question,” 
Bybee  responded.  We’re  concerned 
about  the  general  public.  We’re  con- 
cerned about  the  employees  of  the 
prisons  and  jails  and  we’re  con- 
cerned about  the  other  inmates.” 

The  commission’s  next  meeting  is 
set  for  September  26. 
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TDH  warns  physicians: 
raw  seafood  may  be  dangerous 
menu  item 

Vibrio  vulnificus  is  ubiquitous  in  the 
Gulf  of  Mexico  during  warm 
weather,  say  Texas  Department  of 
Health  (TDH)  officials  who  urge 
physicians  to  warn  their  patients 
about  the  risks  associated  with  eat- 
ing raw  seafood. 

Two  deaths  associated  with  Vib- 
rio had  been  reported  to  TDH  by 
late  July,  a spokesman 
there  said.  Both  were 
linked  to  ingestion 
of  raw  seafoods. 

“Anybody 
who’s  got  any 
kind  of  a health 
problem,  in  our 
opinion,  should 
not  be  eating 
raw  shellfish,”  says 
Richard  Thompson, 
director  of  the  shellfish 
sanitation  control  division 
at  TDH.  “You  shouldn’t  eat 
anything  raw,  but  certainly  not  a 
raw  organism  that  filters  the  water 
and  concentrates  organisms  in  it. 
You’re  eating  a sponge  is  what  it 
amounts  to.” 

At  special  risk,  say  Thompson 
and  TDH  epidemiologist  Jeff  Taylor, 
are  people  with  HIV  infection  or 
otherwise  compromised  immune  sys- 
tems; liver  disease;  history  of  alco- 
holism or  diabetes;  people  with  can- 
cer, particularly  those  receiving 
chemotherapy;  anyone  with  history 
of  gastric  surgery;  and  individuals 
with  reduced  stomach  acid. 

One  problem  faced  by  physicians, 
says  Thompson,  is  that  patients  may 
present  with  nausea,  diarrhea,  fever. 


and/or  malaise.  “It  could  be  any  one 
of  10,000  diseases,”  he  says,  “but  if 
you’ve  got  those  associated  with  raw 
seafood  consumption,  then  we  cer- 
tainly recommend  that  you  consider 
Vibrio  organisms  as  one  of  the  possi- 
ble causes  and  treat  it  very  quickly.” 
Vibrio  vulnificus  infections  are  char- 
acterized by  rapid  onset,  often  fol- 
lowed by  death  within  72  hours,  he 
adds.  “If  you  take  the  culture  and  go 
to  the  lab  for  analysis,  by  the  time 
you  get  the  analysis  back,  the 
patient’s  dead.” 

Taylor  and  Thompson  both  point 
out  that  any  inadequately 
cooked  seafood  may 
cause  the  illness, 
but  consumption 
of  raw  oysters 
poses  the  greatest 
concern. 

Vibrio  can  also 
cause  serious  infec- 
tions in  wounds,  they 
say,  and  physicians 
should  be  especially  alert  to 
wound  infections  in  patients  who 
have  recently  handled  marine  animals 
or  exposed  wounds  to  sea  water. 

“Wound  infections,  while  they 
can  be  quite  serious,  are  more  obvi- 
ous to  the  victim  than  are  food- 
borne  illnesses,”  says  Michael  Kel- 
ley, MD,  director  of  the  Bureau  of 
Disease  Control  and  Epidemiology 
at  TDH.  “A  person  with  a cut  or 
puncture  is  aware  of  the  injury, 
while  a person  preoccupied  with 
dining  and  entertainment  may  be 
taken  by  surprise,  possibly  after 
ingesting  dangerous  amounts  of  Vib- 
no-contaminated  seafood,”  says  Dr 
Kelley.  “Therefore,  our  warning  is 
primarily  aimed  at  the  unsuspecting 
person  who  might  be  tempted  to  try 
raw  seafoods.” 


Most  — and  perhaps  all  — oys- 
ters from  the  Texas  coast  may  har- 
bor Vibrio  vulnificus,  says  Dr  Kelley. 
Vibrio  parahaemolyticus  and  Vibrio 
cbolerae  are  also  found  occasionally 
in  shellfish  tested  by  TDH,  he  says. 


AMA  takes  stand  on 
pregnant  woman’s  right  to 
refuse  treatment 

Except  in  “an  exceptional  circum- 
stance,” the  courts  and  physicians 
should  not  interfere  with  a woman’s 
informed  decision  to  refuse  medical 
treatment  for  her  fetus,  according  to 
an  AMA  statement  adopted  this 
summer.  The  statement  also  notes 
that  the  physician’s  role  is  to  educate 
the  pregnant  woman  so  she  can 
“make  an  informed  and  thoughtful 
decision.” 

In  addition,  the  AMA  policy 
states  that  civil  liability  or  criminal 
sanctions  are  inappropriate  for 
women  who  behave  in  ways  that 
could  cause  fetal  damage. 

A report  of  the  AMA  board  of 
trustees  that  discusses  these  and 
other  issues  notes  an  increasing 
number  of  instances  in  which  legal 
intervention  is  sought  to  protect 
fetuses. 

The  full  text  of  the  AMA  state- 
ment follows: 

1.  Judicial  intervention  is  inappro- 
priate when  a woman  has  made 
an  informed  refusal  of  a medical 
treatment  designed  to  benefit  her 
fetus. 

If  an  exceptional  circum- 
stance could  be  found  in  which 
a medical  treatment  poses  an 
insignificant  or  no  health  risk  to 
a woman,  entails  a minimal 
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invasion  of  her  bodily  integrity, 
and  would  clearly  prevent  sub- 
stantial and  irreversible  harm  to 
her  fetus,  it  might  be  appropri- 
ate for  a physician  to  seek  judi- 
cial intervention.  However,  the 
fundamental  principle  against 
compelled  medical  procedures 
should  control  in  all  cases  which 
do  not  present  such  exceptional 
circumstances. 

2.  The  physician’s  duty  is  to  provide 
appropriate  information,  such 
that  the  pregnant  woman  may 
make  an  informed  and  thoughtful 
decision,  not  to  dictate  the 
woman’s  decision. 

3.  A physician  should  not  be  liable 
for  honoring  a pregnant  woman’s 
informed  refusal  of  medical  treat- 
ment designed  to  benefit  the  fetus. 

4.  Criminal  sanctions  or  civil  liabil- 
ity for  harmful  behavior  by  the 
pregnant  woman  toward  her 
fetus  are  inappropriate. 

5.  Pregnant  substance  abusers 
should  be  provided  with  rehabili- 
tative treatment  appropriate  to 
their  specific  physiological  and 
psychological  needs. 

6.  To  minimize  the  risk  of  legal  ac- 
tion by  a pregnant  patient  or  an 
injured  fetus,  the  physician  should 
document  medical  recommenda- 
tions made  including  the  conse- 
quences of  failure  to  comply  with 
the  physician’s  recommendation. 

In  related  action,  the  AMA 
House  of  Delegates  agreed  that  deci- 
sions regarding  abortion  should  be 
left  to  individual  physicians. 


The  largest  increases  in  tuberculosis  caseload  over  the  past  decade  have 
occurred  among  blacks  and  Hispanics,  according  to  the  Texas  Department  of 
Health  (TDH)  tuberculosis  control  division.  The  Centers  for  Disease  Control 
reports  that  22,436  cases  (9.1  cases/100,000  population)  of  tuberculosis  were 
reported  in  the  United  States  in  1988.  In  1989,  the  number  of  cases  increased 
to  23,501  (9.5  cases/100,000).  TDH  says  Texas  has  the  third  largest  number 
of  cases  reported  in  this  country.  Only  New  York  and  California  have  more. 
(See  related  story  in  this  section.) 


Tuberculosis  cases  in  Texas,  1980-1990 


2000 

1500 

1000 

500 


1980  1981  1982  1983  1984  1985  1986  1987  1988 

(Cases  per  100,000  shown  in  parentheses) 


1989  1990 

(Through 

6/30) 


Postoperative  infections 
at  Texas  hospital  prompt  drug 
warning 

A cluster  of  16  cases  of  postopera- 
tive Staphylococcus  aureus  infection 
in  a Texas  hospital  caused  public 
health  agencies  and  drug  company 
officials  this  summer  to  warn  health- 
care professionals  to  handle  the 
anesthetic  agent  propofol  with  care. 
Physicians,  pharmacists,  and  infec- 
tion control  personnel  should 
“adhere  to  strict  aseptic  technique” 
when  handling  the  anesthetic  propo- 
fol, according  to  alerts  issued  this 
summer  by  government  agencies  and 
drug  company  officials. 

A Texas  Department  of  Health 
(TDH)  letter,  mailed  to  hospital 
administrators  in  July,  said  the  16 
Texas  cases  had  occurred  during  a 2- 
month  period.  The  TDH  letter  noted 


that  propofol,  marketed  as  Dipri- 
van,  “is  not  soluble  in  water  and  is 
manufactured  in  a soybean  emulsion 
containing  no  antimicrobial  preser- 
vatives. It  is  capable  of  supporting 
rapid  growth  of  bacteria  and  other 
organisms.” 

The  Texas  warning  followed  sim- 
ilar reports  from  California,  Illinois, 
Maine,  and  Michigan,  which  were 
reported  by  the  Centers  for  Disease 
Control  (CDC)  at  the  end  of  June 
[MMWR,  1990;39(25):426-427, 
433].  In  that  report  CDC  stated  that 
its  preliminary  investigations  sug- 
gested the  anesthetic  was  contami- 
nated after  it  was  received  from  the 
drug  manufacturer. 

Stuart  Pharmaceuticals  of  Wilm- 
ington, DE,  mailed  “dear  doctor” 
letters  to  anesthesiologists,  urging 
them  to  use  aseptic  technique  when 
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using  the  drug,  TDH  epidemiologists 
said. 

The  TDH  letter  also  quoted  the 
following  recommendations  by  Stu- 
art Pharmaceuticals: 

• Diprivan  injection  should  be 
drawn  into  sterile  syringes  imme- 
diately after  ampules  are  opened. 
Administration  should  then  com- 
mence without  extended  delay. 

• Diprivan  is  intended  as  a single- 
use parenteral  product. 

• Diprivan  should  be  prepared  for 
single  patient  use  only  and  any 
unused  portions  should  be  dis- 
carded at  the  end  of  the  surgical 
procedure. 

TDH  asks  persons  with  addi- 
tional reports  of  infections  or  ques- 
tions about  propofol  to  contact  the 
TDH  Infectious  Diseases  Program  at 
(800)  252-8239. 


October  conference  in  Houston 
will  focus  on  Hansen’s  disease 

In  1989,  the  71st  Texas  Legislature 
considered  designating  the  armadillo 
“official  state  animal  of  Texas.”  The 
resolution  failed,  which  may  be  for 
the  best.  Now  the  animal’s  reputa- 
tion has  been  tarnished  by  specula- 
tion that  handling  of  the  animal  — 
or  even  soil  where  it  has  been  — 
may  be  one  way  Mycobacterium 
leprae  is  spread  to  humans. 

This  hypothesis,  along  with  dis- 
cussions of  the  epidemiology,  diag- 
nosis and  treatment,  and  immunol- 
ogy of  Hansen’s  disease,  will  be 
presented  at  a conference  in  Hous- 
ton on  October  15  and  16. 

Sponsored  by  the  Texas  Depart- 
ment of  Health,  Houston  Health 
and  Human  Services  Department, 
and  the  National  Hansen’s  Disease 
Program,  the  conference  also  will 


include  discussions  of  patient  reha- 
bilitation, Texas  Hansen’s  disease 
resources,  and  psychosocial  aspects 
of  the  disease. 

Approximately  400  patients  in 
Texas  receive  treatment  for  Hansen’s 
disease,  says  Isabel  S.  Vitek,  RN, 
program  director  for  the  Texas 
Department  of  Health  Hansen’s  Dis- 
ease Program.  “Compared  to  other 
states,”  she  says,  “Texas  has  the 
greatest  number  of  native-born 
cases.”  Sixty  percent  of  those  cases 
come  from  South  Texas  she  says, 
adding  that  approximately  25-35 
cases  are  reported  annually. 

Through  April  of  this  year  TDH  had 
received  official  reports  of  16  new 
cases  in  Texas.  Last  year,  26  cases 
were  reported. 

Suzanne  Bruce,  MD,  an  assistant 
professor  of  dermatology  at  Baylor 
College  of  Medicine  in  Houston, 
emphasizes  that  the  armadillo- 
human  connection  is  still  specula- 
tive, but  she  and  colleagues  at  the 
October  conference  will  present  pre- 
liminary data  that  show  armadillo 
contact  in  some  patients  with 
Hansen’s  disease.  At  least  two  stud- 
ies, she  says,  have  already  shown  a 
possible  link,  while  another  failed  to 
show  a connection. 

“What  raised  this  whole  issue  for 
us  was  that  we  had  seen  several 
patients  referred  to  the  Baylor  Col- 
lege of  Medicine  department  of  der- 
matology with  leprosy,”  Dr  Bruce 
says.  “In  going  back  through  their 
histories,  a striking  number  of  them 
had  exposure  to  armadillos.  Many 
of  them  were  from  areas  of  Texas 
where  leprosy  infection  is  found  to 
be  endemic  in  armadillos.” 

“What  we  have  been  doing  is  an 
epidemiologic  study  — basically  a 
questionnaire  — to  ask  these 
Hansen’s  patients  in  the  Houston 


Do  lice  jump?  No. 

Have  your  patients  ever  asked  you 
about  the  louse’s  ability  to  hop, 
wondered  about  its  life  span,  or 
questioned  its  personal  life?  Answers 
to  these  questions  and  23  others  are 
given  in  a free  pamphlet  available 
from  the  Texas  Department  of 
Health.  To  obtain  the  pam- 
phlet, write  to  the  TDH  Litera- 
ture and  Forms  Division,  1100 
W 49th  St,  Austin,  TX 
78756.  Ask  for  publi- 
cation 1-29,  “25 
Most  Frequently 
Asked  Questions 
About  Lice.” 
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area  what  type  of  exposure  they’ve 
had  to  armadillos.  Anecdotally,  a lot 
of  the  patients  we’ve  seen  in  the 
Houston  area.  . . have  had  armadillo 
contact.” 

Additional  information  about  the 
conference  can  be  obtained  by  con- 
tacting Bertha  Williams,  RN,  at  the 
Houston  Health  and  Human  Ser- 
vices Department  at  (713)  840- 
8352,  or  the  TDH  Bureau  of  Disease 
Control  and  Epidemiology  at  (512) 
458-6331. 

Physician  Oncoiogy 
Education  Program  receives 
fourth  year  of  funding 

The  TMA  Physician  Oncology  Edu- 
cation Program  (POEP)  has  received 
$325,265  from  the  Texas  Cancer 
Council  (TCC),  marking  the  coun- 
cil’s fourth  year  of  support  of  the 
TMA-based  program.  The  most 
recent  funding,  approved  by  the 
TCC  at  its  July  meeting  in  Austin, 
will  allow  the  POEP  to  continue  its 
programs  through  1991. 

Under  an  agreement  first  estab- 
lished between  TCC  and  TMA  in 
1987,  TCC  agreed  to  provide  fund- 
ing for  POEP  programs  while  TMA 
houses  and  administers  the  program. 
TMA  and  TCC  share  other  costs, 
such  as  travel  expenses  and  salaries. 

The  POEP  has  distributed  TCC 
funds  to  75  programs  designed  to 
offer  cancer  prevention,  screening, 
and  early  detection  training  to  Texas 
physicians.  Catherine  Edwards, 

PhD,  director  of  POEP,  says  POEP 
will  continue  to  emphasize  preven- 
tion, screening,  and  detection,  but  is 
also  interested  in  funding  physician 


training  in  patient  follow-up  and 
palliative  care.  POEP,  she  says,  is 
also  “eager  to  fund  resident  training 
programs  to  get  more  emphasis  on 
screening  and  early  detection.” 

“Key  to  the  success  of  the  Texas 
Cancer  Plan,  to  cancer  control,  is 
the  physician,”  Dr  Edwards  added. 
“Without  the  trained  health  profes- 
sional, efforts  to  prevent  and  detect 
early  cancers  cannot  succeed.” 

TCC’s  mission  is  to  carry  out  the 
fundamental  goal  of  the  Texas  Can- 


cer Plan:  to  reduce  the  “burden  of 
cancer  in  Texas.”  TCC  has  sup- 
ported more  than  50  separate  pro- 
grams, since  it  was  established  by 
the  legislature  in  June  1985,  says 
Emily  Untermeyer,  TCC  executive 
director.  TCC  distributed  about  $3.7 
million  in  funds  at  its  July  meeting 
and  is  expected  to  allocate  an  addi- 
tional $300,000  at  its  October  meet- 
ing, she  says. 


Parkway  MRI 


150  W.  Parker  Rd.,  Suite  107 
Houston,  TX  77076 
713/692-3330 


Excellence  in  Magnetic  Resonance  Imaging 

Our  new  magnet  is  the  unique  open  design  which  will  accommodate  oversized 
patients  rejected  from  other  centers,  and  is  tolerable  to  those  patients  who  are 
claustrophobic  in  the  large  closed  design  units.  This  concept  is  new  and  we  are  the 
only  ones  in  Houston  to  have  one.  Please  call  713-692-3330  for  more  information 
about  our  noiseless  open  design  unit  or  for  scheduling  of  appointments.  We  offer 
flexible  scheduling  of  appointments,  24  hours  a day,  7 days  a week. 
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Before  You  Buy  Any  New  Car 

GET  A 
SECOND 

OPINION!  _ 


H No  down  payment/ 
No  security  deposit 


as  dialing 


1.800-8-APPLE-8 

2 7 7 5 3 


Closed  end  lease 


H Trade  Ins/We  will  purchase 
your  present  vehicle 

H Delivered  to  your 
home  or  office 

H Service  assistance  program 
including  FREE  Rental  Car 

H Additional  insurance 
protection  for 
theft  and  collision 


APPLE 

Medical  Leasing 


725  Lamar  Blvd.  E • Arlington,  Texas  76011 

Metro  (817)  461-3236 

MEMBER 


N\/!  A Vehicle 

I^VLM  i_QQsjng  Association 


Practice  Management 
Workshops 

It  takes  smart  decisions  to  develop  a 
successful  practice.  Where  to  go  to  school 
What  to  specialize  in?  Where  to  set  up 
practice — and  what  type  of  practice?  Now 
make  the  decision  that  will  help  keep  your 
practice  successful.  Use  the  Texas  Medical 
Association  Advantage. 

Your  Association  pro\ides  a series  of 
workshops  designed  to  help  your  practice 
succeed.  Whether  you’re  a new  physician 
establishing  a practice,  geanng  up  for  retire- 
ment, or  somewhere  m between — TMA  has 
the  workshop  for  you. 


Marketing  Techniques  For  A 
SuccESSEUL  Practice 

In  today’s  fast-changing  medical  practice 
emaronment,  physician  marketing  is  a pop- 
ular topic.  However,  because  some  physi- 
cians are  confused  about  what  marketing 
really  is,  they  are  unsure  if  marketing  has  a 
place  in  their  practice. 

Good  marketing  is  much  more  than 
merely  advertising  or  promotion. 

This  one-day  interactive  workshop  will 
show  you  how  marketing  can  fit  into  your 
practtce  setting.  You  will  also  learn  proven 
marketing  techniques  that  will  benefit  your 
practice. 

Program  Highlights: 

• How  to  Develop  a Marketing  Strategy 

• How  to  Design  Patient  Satisfaction  Surveys 

• How  to  Wiite  News-letters  and  Patient 
Information  Brochures 

Advertising — Should  I or 
Shouldn't  IP 

How  to  Develop  a Referral  Logbook 
How  to  Cam  Community  Exposure 
How  to  Involve  Your  Office 
Staff 

• How  to  Improve  Doctor/ 
Patient  Communications 


September  1 1 
September  12 
September  13 


Houston 
Dallas 
San  Antonio 


Understanding  And  Improving 
Third  Party  Reimbursement 

Physicians  now  have  to  contend  with 
three  coding  systems:  Medicare,  Workers’ 
Compensation,  and  private  insurance.  Each 
system  has  its  own  requirements.  Add  in  the 
HMO/PPO  factor,  and  the  headaches  are 
multiplied.  Why  take  a chance?  Learn  what 
each  program  requires  and  how  to  properly 
file  claims  to  obtain  appropnate 
reimbursement. 


September  18 
September  19 
September  2 1 
September  25 
September  27 
October  2 


Houston 
Ft  Worth 
Dallas 
El  Paso 
San  Antonio 
College  Station 


To  register,  call  TMA  Department  of 
Practice  Management  Services; 
(512)477-6704,  Ext.  350. 
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Association 


PHYSICIANS  CARING  FOR  TEXANS 
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key  to  a lasting,  successful  partnership  is  trust. 

Entrusting  the  protection  of  your  medical  practice  to  an  insurer  is  one  of 
the  most  important  business  decisions  you  will  make.  Your  future  may  be  ' 
affected  by  Ae  choice  you  make  today.  Sobering  statistics  indicate  that  you 
could  be  involved  in  a liability  claim  or  lawsuit  during  the  course  of  your 
medical  career.  You  need  a strong  partner  like  TMLT. 


It  makes  good  sense  to  team  up  with 
’.  Your  concerns  are  our  concerns.  We 
: - ;:  i^e  very  seriously  the  protection  of  your 

'ical  practice,  providing  assurance  and 
>ag  claims  defense  with  individual 

complex  legal  environment, 
that  insures  your  health  care  lia- 
slmuld  not  watch  from  the 
itt  die  gium  wi^  ytiiic  Y^ 


Remember  that  a liability  coverage  con- 
tract is  only  as  good  as  the  intent  and  integ- 
rity of  the  organization  who  offers  that  cov- 
erage. Pick  TMLT,  a strong  partner  you  can 
trust 

Contact  us  to  learn  more  about  health . 
care  liability  protection  plans  for  individn^ 
als  and  groups,  prior  acts  coverage,  pre- 
mium  payment  options  inclu^|i^finoii^y, 
quarterly  and  anniial. 


Let  ns : 


TEXAS  MEDICAL  LIABILITY  TRUST  ^ 

P.O.Box  14746  . Austin,  Texas  78761  ; Cw, 

“A  health  care  liability  claim  trust  created  by  the  Texas  Medical  Association 

Statewide  Services  Center:  1-800-580-TMLT 
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Reeoupment:  the  final  chapter? 

Although  the  “war”  against  recoup- 
ment was  won  at  the  end  of  1989, 
it  took  7 more  months  of  struggle 
before  refunds  to  physicians  and 
patients  seemed  imminent.  The 
Texas  Medical  Association,  Texas 
Ophthalmological  Association,  and 
other  medical  groups  fought  for  3 
years  to  halt  the  recoupment  effort 
by  the  Health  Care  Financing 
Administration  (HCFA). 

In  late  July,  HCFA  promised  to 
refund  monies  paid  by  patients  and 
physicians  without  further  hearings 
or  administrative  review. 

The  recoupment  was  initiated  by 
HCFA  in  1987  as  a result  of  $13.5 
million  in  alleged  overpayments  to 
5,000  physicians  and  16,000 
patients  during  a 1985  Medicare 
coding  conversion. 

In  December  1989,  President 
Bush  halted  any  further  recoupment 
by  signing  the  Omnibus  Budget 
Reconciliation  Act  of  1989. 

After  the  recoupment  was  halted, 
many  thousands  of  physicians  and 
patients  requested  refunds  and  fair 
hearings  regarding  the  recoupment 
from  HCFA.  More  than  $3.5  mil- 
lion was  due  to  be  refunded. 

At  the  end  of  July,  several  types 
of  letters  were  sent  to  persons 
affected  by  the  recoupment: 

1.  the  patient  letter  stated  that  a 
refund  would  be  made  shortly; 

2.  a letter  to  physicians  who  had 
requested  a fair  hearing  stated 
the  pending  hearing  would  be 
dismissed  and  a refund  issued; 

3.  a letter  to  physicians  who  had 
not  requested  a refund  enclosed  a 
form  for  requesting  the  refund. 

Blue  Cross  and  Blue  Shield  of 
Texas,  Inc,  the  state’s  Medicare 
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carrier,  stated  it  would  not  perform 
any  administrative  review,  but 
would  merely  research  physicians’ 
files  to  determine  the  amount  of 
refunds  due. 

Physicians  or  patients  who  have 
questions  about  the  refunds  should 
contact  the  following  persons: 

HCFA  Regional  Office,  Bart 
Lacey,  (214)  767-6441;  Blue  Cross 
and  Blue  Shield,  Barbara  Harvey, 
(214)  669-7393;  TMA,  Louis  J. 
Goodman,  PhD,  or  Donald  P. 
Wilcox,  JD,  (512)  477-6704. 

Good  advice:  yes,  you  can 
challenge  fourth-party  review 

Advice  in  a recent  Texas  Medicine 
article  about  challenging  fourth- 
party  review’*'  has  been  affirmed  by 
Nancy  Kozak,  director  of  the  medi- 
cal review  division  of  the  Workers’ 
Compensation  Commission. 

The  article  stated  that  “physi- 
cians who  have  their  workers’  com- 
pensation fees  arbitrarily  reduced  by 
fourth-party  reviewers  can  often 
have  payment  adjusted  by  disputing 
fee  reductions  directly  with  the 
insurance  carrier.”  The  article  sug- 
gested steps  to  take  when  challeng- 
ing a fourth-party  reviewer. 

According  to  Ms  Kozak,  insur- 
ance carriers  who  use  fourth-party 
reviewers  to  set  payment  levels  on 


workers’  compensation  claims 
remain  responsible  for  seeing  that 
proper  payment  occurs.  The  deter- 
mination of  a fourth-party  reviewer 
is  solely  advisory,  and  in  proceed- 
ings before  the  commission,  insur- 
ance carriers  are  expected  to  provide 
justification  for  payment  levels. 

Ms  Kozak  said  that  if  physicians 
protest  payment  levels  to  the  com- 
mission, the  commission’s  sole  con- 
cern will  be  whether  the  physician 
tried  to  have  the  payment  level 
reviewed  by  the  insurance  carrier;  a 
physician  who  dealt  with  the  fourth- 
party  reviewer  and  not  the  carrier 
itself  will  not  be  considered  to 
have  exhausted  the  available  ad- 
ministrative remedies.  She  advised 
physicians  to  keep  a written  rec- 
ord of  correspondence  with  the 
carrier. 

“■  Marcus  D:  Physicians  can  challenge 

fourth-party  reviews.  Tex  Med. 

December  1989;85:59. 

Ask  the  right  questions  about 
premium  disoounts 

Need  more  information  about  pre- 
mium discounts  available  from  your 
professional  liability  insurer?  The 
table  on  the  next  page  shows  the 
range  of  discounts  from  five  carriers, 
but  TMA  recommends  that  you  talk 
directly  to  your  insurer  for  more 


Carrier 

Contact 

Phone  1 

American  Physician  Insurance  Exchange 

Judy  Sheppard 

(512)  328-0888  ) 

Continental  Casualty  Company  (CNA) 

Bobby  Robinson 

(312)822-5327  ^ 

Insurance  Corporation  of  America 

Cynthia  Barlow 

(713) 871-8100 

Medical  Protective 

Gene  Myers 

(219)485-9622  ) 

St  Paul  Fire  and  Marine 

Debbie  Samples 

(817)265-3301  j 
(512)452-4370  | 

Texas  Joint  Underwriters  Association 

Joe  Chilton 

Texas  Medical  Liability  Trust 

Joe  Hilscher 

(512)454-5359  ) 
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Premium  discounts  for  policies  with  limits  of  $100,000/$300,000. 

$100,000  indemnity 

$25,000  Indemnity 

Occurrence  Insurers: 

FP  with 
Delivery  * 

Emergency 

Room 

Obstetrics 

All  Other 
Specialties 

Medical  Protective 

33% 

50% 

39% 

26% 

Texas  Joint  Underwriters  Assoc. 

52.6% 

52.6% 

52.6% 

20% 

Texas  Medical  Liability  Trust 

26% 

46% 

58% 

20-21% 

Claims-made  Insurers: 

Insurance  Corporation  of  America 

35% 

30% 

35% 

18% 

The  St  Paul 

30% 

50% 

35% 

25% 

Texas  Medical  Liability  Trust 

18% 

36% 

29% 

13% 

At  press  time,  discounts  from  American  Physician  Insurance  Exchange  and  Continental 
Casualty  Company  (CNA)  were  being  reviewed  by  the  State  Board  of  Insurance. 

* $100,000  indemnity  applies  only  to  claims  involving  obstetrical  services. 


details,  like  what  discounts  are 
available  on  policies  with  higher 
limits. 

The  discounts  arose  from  a state 
liability  indemnification  program 
created  by  the  Omnibus  Health  Care 
Rescue  Act,  passed  as  House  Bill  18 
by  the  71st  Texas  legislature.  To  be 
eligible  for  a discount,  a physician 
must  provide  10%  or  more  charity 
care,  as  defined  by  HB  18,  maintain 
a $100,000/$300,000  professional 
liability  policy,  apply  for  the  dis- 
count 30  days  before  the  term  of  the 
policy,  and  complete  15  hours  of 
continuing  education  in  risk  reduc- 
tion and  patient  safety. 

By  the  end  of  July,  the  State 
Board  of  Insurance  had  approved 
discounts  from  five  carriers.  The 
actual  dollar  discounts,  which  are 
retroactive  to  Jan  1,  1990,  vary  con- 
siderably based  on  the  following: 

• Each  insurer’s  particular  loss 
experience,  expense  fac- 
tors, and  mix  of  medical 
specialties; 

• Whether  a policy  is  a 
claims-made  or  occurrence 
form; 

• The  limits  of  liability; 

• Whether  the  claims-made  policy 
is  in  its  first,  second,  third, 
fourth,  or  fifth  year  (St  Paul  only); 


• Each  insurer’s  chosen  method  of 
applying  the  percentage  discount. 

Listed  on  the  previous  page  are 
contact  persons  and  phone  numbers 
of  carriers.  To  evaluate  your  carrier’s 
discount,  you  may  want  to  ask  these 
questions: 

• What  is  the  percentage  of  the 
discount? 

• How  is  the  discount  applied  to 
my  premium? 

• Does  the  carrier  allow  an  addi- 
tional discount  for  participation 
in  loss  control  workshops?  (Some 
insurers  offer  an  additional  dis- 
count of  up  to  10%. ) 

• When  will  I receive  the  discount? 


• How  will  I obtain  the  discount? 
(Will  it  be  rebated  as  a lump 
sum,  applied  toward  next  year’s 
premium,  or  some  other 
method?) 

Dates  this  year  of  TMA’s  risk  pre- 
vention workshops,  which  can  help 
you  qualify  for  a premium  discount, 
are  October  3 in  San  Antonio, 
November  7 in  Houston,  and 
November  8 in  Dallas.  For  further 
information  contact  TMA’s  Office  of 
Risk  Management,  1801  N Lamar 
Blvd,  Austin,  TX  78701,  phone 
(512)477-6704,  ext  351. 

TMA  calls  for  release  of 
screening  parameters 

In  the  hope  of  demystifying  the  uti- 
lization screening  parameters  used 
by  Medicare  carriers,  TMA  Pres- 
ident Wm.  Gordon  McGee  has 
strongly  urged  the  Health  Care 
Financing  Administration  (HCFA) 
to  make  the  parameters  available  to 
practicing  Texas  physicians. 

After  learning  that  HCFA  plans 
to  conduct  a demonstration  project 
in  which  all  Medicare  carrier  utiliza- 
tion screening  parameters  will  be 
released  to  physicians  in  a given 
state.  Dr  McGee  wrote  to  HCFA 
Administrator  Gail  Wilensky,  PhD, 
asking  that  Texas  be  designated  as 
the  demonstration  site. 

Utilization  screening  parameters 
are  established  both  at  the  national 
level  by  HCFA  and  at  the  state  level 
by  individual  carriers,  and  include 
screens  such  as  the  one  limiting  pay- 
ment to  one  nursing  home  visit  for 
routine  care  per  month.  The  major- 
ity of  the  screens  are  established  by 
individual  carriers.  HCFA’s  demon- 
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stration  project  would  release  infor- 
mation on  both  the  national  and 
state  screens. 

Dr  McGee’s  letter  pointed  out 
that  the  parameters  are  supposed  to 
represent  standards  of  practice  that 
— to  quote  the  Part  B Handbook 
for  Physicians  and  Suppliers  — 
“represent  frequencies  generally 
accepted  by  the  medical  community 
as  medically  reasonable.”  He  wrote, 
“It  seems  reasonable  to  me  that 
when  these  parameters  have 
become,  in  the  absence  of  supple- 
mental evidence,  de  facto  standards 
of  practice,  the  parameters  should 
be  openly  available  to  the  practicing 
physician.  In  my  discussions  with 
physicians  throughout  Texas,  I find 
that  they  regard  the  parameters  as 
pure  rationing  of  care  and  the 
secrecy  that  surrounds  them  as  a 
demeaning  imposition  of  incompre- 
hensible rules.” 

The  letter  also  called  attention  to 
the  fact  that  TMA  has  made  a con- 
siderable effort  to  develop  a more 
cooperative  relationship  with  the 
state’s  Medicare  carrier.  Blue  Cross 
and  Blue  Shield  of  Texas,  Inc,  and 
pointed  out  that  “the  release  of  the 
parameters  in  Texas  would,  there- 
fore, build  upon  an  existing  relation- 
ship in  which  constructive  activities 
have  already  occurred.” 


TMA  represents  members 
with  resolutions  to  AMA 

The  lion’s  share  of  resolutions  car- 
ried by  TMA  to  the  annual  meeting 
of  the  American  Medical  Associa- 
tion House  of  Delegates  in  June 
reflected  members’  concern  over 
medical  economics  topics. 

Here  is  a list  of  the  12  resolu- 
tions, all  of  which  were  adopted 
outright,  or  the  intent  approved 
with  slight  modification. 

• PRO  pre-procedure  certification 
review.  Called  on  AMA  to  seek 
regulatory  and/or  legislative 
repeal  of  mandated  PRO  pre-pro- 
cedure certification  requirement. 

• Due  process  issues  in  PRO  qual- 
ity review.  Asked  AMA  to  re- 
quest that  the  Health  Care  Finan- 
cing Administration  (HCFA) 
modify  its  interpretation  of 
confidentiality  to  allow  “physi- 
cian counsel”  representation  in 
PRO  hearings  if  requested  by  the 
affected  physician. 

• Proposed  IRS  pension  regula- 
tions. Sought  for  AMA  to  use  all 
appropriate  resources  to  seek 
changes  in  the  proposed  IRS  reg- 
ulations, Sections  1.414(m)(d) 
and  1.414(n),  regarding  pension 
and  profit-sharing  plans.  Also 
asked  AMA  to  inform  physicians 
about  the  effects  of  the  proposed 
regulations  and  to  seek  a delay  in 
the  effective  date. 

• Reaffirmation  of  support  for 
indemnity  payment  plans.  Called 
on  AMA  to  reaffirm  its  support 
for  the  indemnity  approach  to 
fee-for-service  physician  payment. 


• Opposition  to  proposed 
regulations  regarding  physician 
office  laboratories.  Asked  that 
AMA  continue  and  intensify  its 
efforts  to  seek  appropriate  and 
reasonable  modifications  in  the 
proposed  rules  for  implementa- 
tion of  the  Clinical  Faboratory 
Improvement  Act  of  1988. 

• Medicare  regulatory  relief. 
Resolution  congratulated  AMA 
on  the  development  and  intro- 
duction of  Medicare  Regulatory 
Amendments  and  called  for 
AMA  to  initiate  modifications  or 
introduce  legislation  to  abolish 
the  Medicare  A/B  data  link;  to 
abolish  the  practice  of  downcod- 
ing claims;  to  clarify  the  Omni- 
bus Budget  Reconciliation  Act  of 
1989  (OBRA  1989);  and  to  nul- 
lify the  OBRA  1990  provision 
that  all  claims  be  filed  by  physi- 
cians. 

• Repeal/modification  of  OBRA 
1989.  Asked  AMA  to  continue  to 
seek  repeal  and/or  modification 
of  OBRA  1989  to  (1)  allow  for 
transfer  of  women  in  labor  when 
medically  indicated,  and  (2)  pro- 
vide for  regular  PRO  work-up 
prior  to  any  referral  to  the  HHS 
Office  of  Inspector  General. 

• Medicare  Geographic  Practice 
Cost  Index.  Called  on  AMA  to 
continue  its  efforts  to  eliminate 
geographic  variations  in  Medi- 
care payment  that  do  not  reflect 
demonstrable  variations  in  prac- 
tice overhead  or  professional  lia- 
bility costs. 
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• Reimbursement  of  costs  of  pho- 
tocopying for  PROs.  Called  on 
AMA  to  petition  HCFA  for  per- 
page  reimbursement  of  costs  of 
photocopying  medical  records 
for  the  PRO  for  ambulatory 
surgery  centers  and  other  outpa- 
tient facilities. 

• Payment  for  privilege  of  serving 
patients  in  hospitals.  Asked  that 
AMA  investigate  (1)  payments 
made  to  hospitals  by  physicians 
for  the  privilege  of  serving 
patients  at  the  hospital  and  (2) 
payments  made  to  hospitals  by 
physicians  for  the  privilege  of 
using  space,  supplies,  equipment, 
utilities,  hospital  employees,  and 
obtaining  billing  information. 

• PRO  Notices  of  Final  Determin- 
ation. Asked  AMA  to  request 
HCFA  to  allow  physician  appeals 
to  PRO  Notices  of  Final  Deter- 
mination. 

• Truth-in-advertising  standards 
for  managed  health  care  plans. 
Called  on  AMA  to  seek  legisla- 
tion that  would  provide  that 
“managed  health  care”  plans 
meet  high  standards  of  truth  in 
advertising  and  legal  safeguards 
to  assure  high  quality  medical 
care  is  not  compromised  by 
deceptive  marketing  activities, 
unsubstantiated  claims,  bogus 
“quality  assurance”  activities, 
disruptive  referral  requirements 
and  unreasonable  precertification 
and  concurrent  review  practices. 


Texas  HMOs  and 
PPOs:  coming  on 
strong  in  the  ’90s 

Teresa  Griffin 

Director,  TMA  Health  Care 
Delivery  Department 

As  the  new  decade  begins,  managed 
care  netivorks  and  systems  are  offer- 
ing physicians  a myriad  of  complex 
contracts.  The  advantages  and  dis- 
advantages for  physicians  and  their 
patients  of  each  contract  are  not 
always  obvious.  This  article  offers 
information  on  trends  in  HMO  and 
PPO  growth  in  Texas,  and  outlines 
some  of  the  issues  for  physicians  to 
consider  when  evaluating  a contract. 


Estimated  percent  of  Texans  by 
type  of  insurance  coverage 

* Includes  group  and  individual  health 
insurance,  and  self-insured  groups, 
excluding  contracts  with  a PPO  option. 

**  Medicare,  Medicaid  or  both 


HMOs  are  experiencing  tough  com- 
petition from  PPOs,  which  offer 
more  flexibility  to  patients,  and 
from  traditional  indemnity  insur- 
ance, which  is  now  using  utilization 
review  and  other  cost  control  mea- 
sures that  were  pioneered  by  HMOs. 

For  the  last  2 years,  HMOs  have 
increased  premiums  by  15%  to  20% 
per  year  to  correct  for  underpricing 
of  previous  years;  traditional  indem- 
nity insurance  plans  now  are  often 
similar  in  price  to  HMOs.  In  addi- 
tion, many  employers  are  offering 
PPOs  and  other  variations  of  man- 
aged care  that  offer  more  options  to 
the  employees. 

Annual  HMO  growth  in  Texas 
slowed  from  32%  in  1986  to  less 
than  4%  in  1990.  However,  the  lev- 
eling off  may  look  more  serious  than 
it  actually  is:  the  HMO  industry  has 
deliberately  concentrated  on  finan- 
cial stabilization  rather  than  on  in- 
creasing enrollment. 

While  HMO  growth  is  slowing, 
PPO  enrollment  is  growing  rapidly. 

A recent  nationwide  survey  of 
employers  showed  that  while  the 
number  of  employers  offering 
an  HMO  in  1989  was  un- 
changed from  1987,  the  per- 
centage of  employers  offering 
a PPO  grew  from  15%  in 
1986  to  31%  in  1989. 

Physician  affiliation  with 
HMOs  and  PPOs 

As  managed  care  systems 
develop,  most  physicians  in 
the  urban  areas  of  the  state 
will  be  confronted  with  con- 
tracts from  one  or  more  organiza- 
tions. In  1989,  approximately  one  in 
seven  Texas  physicians  were 
affiliated  with  at  least  one  HMO  or 
PPO.  Physicians  who  decide  to  con- 
tract with  managed  care  systems 
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tend  to  affiliate  with  more  than  one: 
44%  of  these  physicians  are 
affiliated  with  two  or  more  organi- 
zations. And  some  physicians  have 
patient  loads  that  are  primarily 
derived  from  managed  care  organi- 
zations: 39%  of  contracting  physi- 
cians derive  at  least  31%  of  their 
patients  from  HMOs  and  PPOs. 
Obviously,  this  includes  members  of 
group  practices  that  are  primarily 
identified  with  an  HMO,  but  it  also 
includes  physicians  who  are 
affiliated  with  several  networks. 

Considerations  for  physicians 

Pressure  to  contain  health  care  costs 
and  growing  competition  in  medi- 
cine have  spurred  development  of 
these  new  organizational  approaches 
to  the  delivery  of  and  payment  for 
health  care  services.  Physicians  have 
voiced  their  concerns  about  the 
impact  of  these  systems  on  tradition- 
al, private  fee-for-service  medicine; 
however,  for  many  physicians,  the 
maintenance  or  expansion  of  a pa- 
tient base  is  dependent  on  some  level 
of  participation  in  HMOs  or  PPOs. 

Tbe  potential  disadvantages  of 
these  contracts  include  loss  of 
autonomy;  alteration  of  established 
referral  patterns;  discounted  reim- 
bursement; and  possible  changes  in 
hospital  admitting  practices.  Poten- 
tial advantages  include  maintenance 
or  expansion  of  patient  base  and 
possible  improvement  in  cash  flow  if 
the  contract  includes  monthly  capi- 
tation payments. 

Physicians  must  consider  the 
impact  of  these  contracts  on  the 
physician-patient  relationship  and 


Texas  HMO  enrollment, 
1986-1990 


the  ability  to  deliver 
the  proper  standard  of 
care  to  patients  who 
are  enrolled  in  the 
managed  care  system. 

At  the  same  time, 
physicians  must  deter- 
mine whether  the  pro- 
posed contract  is  eco- 
nomically attractive, 
given  the  physician’s 
individual  practice  sit- 
uation and  the  com- 
petitive environment. 

How  to  evaluate  a managed 
care  contract 

Reed  Tinsley,  CPA,  a practice  man- 
agement consultant  who  specializes 
in  evaluating  the  effect  of  managed 
care  contracts  on  physicians’  prac- 
tices, says  that  “90%  of  the  head- 
aches can  be  solved  if  the  physician 
analyzes  each  contract  up  front.” 

The  next  time  you  evaluate  a 
managed  care  contract,  begin 
by  asking  yourself  the  following 
questions: 

1.  How  does  the  fee  schedule  or 
capitation  agreement  compare  to 
your  normal  fee  schedule  for  fee- 
for-service  patients?  Is  there  a 
discount  or  “withhold”  clause  in 
addition  to  the  fee  schedule? 

2.  What  is  the  appeals  process  if 
payment  is  denied  for  a service, 
or  if  the  fee  schedule  is  particu- 
larly low  for  certain  services? 

3.  Does  the  contract  restrict  refer- 
rals only  to  other  physicians 
under  contract  with  the  HMO  or 
PPO?  Does  the  contract  require 
that  the  patient  use  only  certain 
laboratories,  pharmacies,  or 


1987  1988  1989  1990  1990 

(Jan)  (July) 


other  vendors?  Does  the  contract 
restrict  prescriptions  to  a specific 
formulary  or  allow  therapeutic 
substitution  by  the  pharmacist? 
Will  these  restrictions  interfere 
with  your  duty  to  recommend 
appropriate  medical  care  for  your 
patients? 

4.  Are  the  hospitals  where  you  cur- 
rently admit  your  patients  part  of 
the  HMO/PPO  network? 

5.  How  will  the  administrative  pro- 
cedures affect  your  staff  and 
overhead  costs?  Does  the  con- 
tract require  that  the  physician 
verify  patient  identification  prior 
to  each  visit?  Is  there  a deadline 
on  submitting  claims,  or  will  a 
claim  be  denied  if  it  is  submitted 
a certain  number  of  days  after 
the  service  is  provided?  If  you  are 
contracting  with  several  managed 
care  entities,  how  will  the  differ- 
ent requirements  affect  your 
administrative  overhead? 

6.  What  is  the  potential  number  of 
new  patients  that  might  be  added 
to  your  patient  load?  Will  this 
constitute  more  than  20%  of 
your  total  patients?  If  the  poten- 
tial is  more  than  20%,  what 
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Active  Texas  HMOs,  Active  Texas  PPOs, 

1986-1990  1986-1989 


would  be  the  effect  on  your  prac- 
tice if  you  or  the  HMO  or  PPO 
decide  to  terminate  the  contract? 

7.  Does  the  contract  clearly  define 
and  specify  non-covered  services, 
and  may  the  physician  bill  the 
patient  for  non-covered  services? 

8.  What  are  the  utilization  review, 
second  opinion,  and  prior  autho- 
rization requirements?  What  is 
the  amount  of  physician  input  in 
the  development  of  these  poli- 
cies? Who  is  responsible  for  final 
review  of  cases  that  are  contested 
by  a physician? 

9.  Does  the  contract  restrain  you 
from  contracting  with  competing 
plans?  Exclusive  contracts  may 
be  detrimental  to  the  physician 
and  can  raise  antitrust  concerns. 

10.  How  does  the  contract  affect 
your  existing  professional  liabil- 
ity insurance  coverage?  The  con- 
tract may  require  a specified 
amount  of  coverage,  or  it  may 


contain  a hold  harmless  clause, 
which  shifts  risk  from  the  HMO 
or  PPO  to  the  physician.  A physi- 
cian should  contact  his  or  her 
insurer  to  inquire  what  impact,  if 
any,  the  contract  will  have  upon 
the  physician’s  liability  policy. 

The  variety  of  managed  care  con- 
tracts is  perplexing  and  this  list  of 
questions  is  by  no  means  complete. 
All  contracts  should  be  scrutinized 
with  extreme  caution.  There  are 


many  resources  available  to  physi- 
cians who  are  assessing  contracts, 
including  contracting  handbooks 
and  consultant  services.*  And  no 
physician  should  sign  a contract 
without  consulting  an  attorney 
knowledgeable  in  health  care  con- 
tractual matters. 

* A list  of  resources  is  available  from 

TMA’s  Health  Care  Delivery  Department, 
1801  N Lamar  Blvd,  Austin,  TX  78701. 
Phone  (512)  477-6704,  e.xt  262. 


Texas  HMOs  and  PPOs: 
the  stats 

• One  out  of  every  seven  Texans  belongs  to  an  HMO  or  PPO. 

• Texas  has  29  HMOs  and  more  than  100  PPOs  that  fall  under  the  juris- 
diction of  the  State  Board  of  Insurance.  Additional  provider  networks 
that  are  formed  by  employers  who  are  self-insured  are  not  included  in 
these  numbers. 

• HMO  enrollment  has  reached  1,342,000  in  Texas,  compared  to  only 
50,000  in  1985.  An  additional  1,066,000  persons  are  enrolled  in  pre- 
ferred provider  plans,  an  option  that  was  relatively  unknown  in  the  state 
in  1985. 
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Medical  Equipment  Leasing 

— Find  out  how  sensible  it  really  is! 


High  technology  equipment  allows  you  to 
provide  quality  medical  care  right  from  your 
office.  But  it  comes  with  some  expense  and 
risk.  What  makes  diagnostic  and  economic 
sense  today  may  not  in  five  years. 

Bell  Atlantic  TriCon  Medical  Finance  can  answer 
the  difficult  questions  with  a variety  of  finance 
options  that  help  you  acquire  what  you  need 
economically.  With  our  leasing  program  you  can 


have  the  use  of  state-of-the-art  medical 
equipment  without  having  to  second  guess  the 
future.  At  the  end  of  the  lease  period,  you  can 
decide  if  the  equipment  is  still  valuable  to  you.  if 
it  is,  you  can  purchase  it  at  a pre-determined 
price.  If  it  is  not,  simply  return  it  to  Bell  Atlantic. 

We  know  how  to  take  the  pain  out  of  equipment 
acquisition.  Call  for  a comparative  quote  and 
special  low  member  rates. 
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For  financial  pain  relief  call:  1-800-635-4023 


PHYSICIANS, 

WE’RE  FLEXIBLE  ABOUT 
EVERYTHING  EXCEPT 
YOUR  SKILL. 

In  the  Army  Reserve,  we  welcome  just  about  every  medical  discipline  and  specialty. 
Most  important,  we're  flexible  about  your  time.  We  have  several  different  ways  for  you  to 
serve  that  take  in  account  your  needs  and  schedules. 

There  is  another  flexibility  you  will  especially  like.  We  offer  the  opportunity  to  explore 
other  phases  of  medicine  and  to  add  some  different  knowledge  to  your  practice.  We  think 
you'll  find  the  experience  rewarding  and  exciting. 

To  see  how  flexible  we  can  be,  call  our  officer  counselor. 

MAJOR  JOHN  C.  TERRY  (512)  829-4554 
MAJOR  CRAIG  HACKER  (512)  826-9893 


ARMY  RESERVE. 
BE  ALL  YOU  CAN  BE. 


Texas  Medicine 
Volume  86  No.  9 
September  1990 


Contents 

74  West  Texas  teenagers  and  AIDS:  a survey  of 
their  knowledge,  attitudes,  behavioral  changes, 
and  information  sources 

Joe  W.  Kraft;  Jeff  Q.  Bostic,  PhD;  Mary  K.  Tallent,  PhD 

79  Legal  issues,  AIDS,  and  the  practicing  physician 

T.  Demetri  Vacalis,  PhD;  Thomas  George,  JD 

85  The  “seed  and  soil”  hypothesis  and  the  decline 
of  radical  surgery:  a surgeon’s  opinion 

Richard  A.  Evans,  MD 


^ Tex 


TexasMedical 

Association 


PHYSICIANS  CARING  FOR  TEXANS 


73 


We  conducted  this  study  to  deter- 
mine the  knowledge,  attitudes, 
behaviors,  and  sources  of  AIDS 
information  among  teenagers  in 
West  Texas.  We  also  examined  dif- 
ferences by  gender,  ethnicity,  and 
rural/urban  status.  Results  were 
divided  into  the  following  cate- 
gories: general  knowledge  of  AIDS, 
AIDS-related  attitudes,  behavior 
changes  caused  by  AIDS,  and  AIDS 
information  sources.  The  289  ninth- 
grade  students  revealed  a greater 
knowledge  of  AIDS  than  had  been 
shown  in  studies  in  other  states. 
However,  there  were  group  differ- 
ences with  Anglo  students  exhibit- 
ing greater  knowledge  of  AIDS. 
There  were  also  some  differences 
between  rural  and  urban  students, 
with  urban  students  scoring  higher 
on  knowledge.  Finally,  doctors  were 
regarded  as  the  most  reliable  source 
of  AIDS  information.  There  were 
many  implications  related  to  AIDS 
education  from  these  results  and 
from  the  other  findings  in  this  study. 


Mr  Kraft  and  Dr  Bostic, 
third  year  medical  stu- 
dents at  Texas  Tech  Uni- 
versity Health  Sciences 
Center  School  of 
Medicine;  Dr  Tallent, 
Assistant  Professor,  Edu- 
cational Psychology, 
College  of  Education, 
Texas  Tech  University, 
Box  4560,  Lubbock,  TX 
79409-4560.  Please 
send  reprint  requests  to 
Dr  Tallent. 


West  Texas  teenagers  and  AIDS:  a survey  of 
their  knowledge,  attitudes,  behavioral  changes, 
and  information  sources 


Joe  W.  Kraft 

Jeff  Q.  Bostic,  PhD 

Mary  K.  Tallent,  PhD 

By  1993,  the  leading  cause  of 
death  among  people  20  to 
29  years  of  age  is  projected  to 
be  AIDS  (1).  Since  HIV  appears  to 
have  an  incubation  period  of  8 years 
or  more,  many  of  these  future 
patients  will  likely  become  infected 
during  their  adolescence.  Certainly, 
a significant  number  of  adolescents 
exhibit  behaviors  which  put  them  at 
risk  for  acquiring  or  transmitting  the 
HIV  virus.  The  Texas  Family  Plan- 
ning Association  (2)  has  cited  stud- 
ies suggesting  that  80%  of  males 
and  70%  of  females  have  experi- 
enced sexual  activity  by  age  19,  and 
approximately  50%  of  males  ages 
15  to  17  and  33%  of  females  aged 
15  to  17  are  sexually  active.  Yet 
only  about  15%  of  sexually  active 
teenagers  report  changing  their 
behavior  because  of  AIDS  (3),  and 
less  than  10%  of  sexually  active 
adolescents  report  using  condoms 
each  time  they  have  intercourse  (4). 
In  addition,  Remafedi  (5)  reported 
that  17%  to  37%  of  adolescent 
males  have  engaged  in  homosexual 
contact  sufficient  to  achieve  orgasm. 
Finally,  approximately  30%  of  high 
school  seniors  admitted  using  an 
illicit  drug  during  the  previous 
month  (6),  with  Texas  high  school 
seniors  slightly  exceeding  the 
national  averages  in  recent  use  of 
cocaine  and  amphetamine  (7),  drugs 
which  may  particularly  promote 
intravenous  use  and  the  sharing  of 
needles. 

With  neither  a vaccine  nor  suc- 
cessful treatment  for  AIDS  available 
or  even  anticipated  in  the  near 
future,  prevention  is  the  only  way  to 
defeat  the  disease.  Accordingly,  in 
October  1986  the  Surgeon  General 
of  the  United  States  urged  parents, 
teachers,  and  community  leaders  to 
take  part  in  educating  the  nation’s 


youth  about  AIDS  prevention  (8).  In 
1988,  the  American  Medical  Associ- 
ation’s Medical  Student  Section  sim- 
ilarly advocated  AIDS  education  and 
supported  educational  efforts  by 
physicians  and  medical  students  to 
teach  adolescents  about  AIDS  (9). 
Like  the  other  Texas  medical 
schools,  Texas  Tech  University 
Health  Sciences  Center  School  of 
Medicine  created  a program  in 
which  medical  students  assist  in  edu- 
cating secondary  school  students 
about  AIDS  prevention.  The  first 
phase  of  this  program  focused  on 
determining  the  needs  of  West  Texas 
adolescents. 

The  present  study  was  conducted 
to  determine  the  knowledge,  atti- 
tudes, behaviors,  and  sources  of 
AIDS  information  among  teenagers 
in  West  Texas;  in  addition,  because 
Texas  is  a large  state  with  a diverse 
population,  differences  by  gender, 
ethnicity,  and  rural/urban  status 
merited  attention.  As  a result,  the 
study  focused  on  the  following 
research  questions: 

1.  What  is  the  current  status  of 
AIDS  knowledge  among  adoles- 
cents in  West  Texas? 

2.  What  attitudes  do  West  Texas 
teenagers  have  about  AIDS  and 
AIDS  patients? 

3.  What  behavioral  changes  do 
West  Texas  teenagers  report  mak- 
ing because  of  AIDS? 

4.  What  are  the  primary  sources  of 
AIDS  information  used  by  West 
Texas  teenagers? 
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5.  Whom  do  West  Texas  teenagers 
consider  the  most  reliable  source 
of  AIDS  information,  and  from 
whom  would  they  feel  most  com- 
fortable learning  about  AIDS? 

6.  Are  AIDS  knowledge,  attitudes, 
behavior,  or  sources  of  informa- 
tion affected  by  ethnicity,  gender, 
or  residence  (urban/rural)? 

Method 

The  sample  population  was  com- 
posed of  289  ninth-grade  students 
from  three  urban  schools  and  five 
rural  schools  in  West  Texas.  None  of 
the  subjects  had  received  any  formal 
AIDS  education  at  school. 

Care  was  taken  to  stratify  the 
sample  to  include  variables  of  gen- 
der, ethnic  background,  and  location 
of  school  (urban  or  rural).  Of  the 
289  subjects,  144  were  male  and 
145  were  female.  With  respect  to 
ethnicity,  149  were  white,  100  were 
Hispanic,  and  40  were  black. 

Finally,  173  were  from  urban 
schools,  while  116  were  from  rural 
schools. 

The  27-item  survey  included 
questions  in  four  areas.  First,  there 
were  20  questions  testing  knowledge 
of  AIDS.  Eight  items  tested  general 
AIDS  knowledge  and  12  addressed 
knowledge  about  modes  of  AIDS 
transmission  as  recommended  by  the 
Centers  for  Disease  Control  (10). 
Second,  attitudes  about  AIDS  were 
assessed  by  three  items.  A third  area 
of  questioning  included  three  items 
on  sources  of  information  about 
AIDS.  Finally,  one  open-ended  ques- 
tion about  changes  in  behavior 
because  of  AIDS  was  included. 

Face  validity  for  this  survey  was 
further  established  after  the  pilot 
survey  was  administered  to  a group 
of  20  high  school  students  during  a 
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1.  Responses  to  general  AIDS  knowledge 
items. 


Item  % Correct 


summer  workshop  for  gifted  stu- 
dents. Feedback  from  the  pilot 
administration  and  from  three  pub- 
lic health  experts  and  three  public 
school  administrators  was  used  to 
revise  the  original  survey. 

One  student  from  Texas  Tech 
University  School  of  Medicine 
administered  the  survey.  Efforts 
were  made  to  insure  that  students 
completing  the  survey  were  unaware 
of  the  medical  student’s  affiliation 
with  the  medical  school. 

Results 

Responses  of  the  students  (N=289) 
to  the  general  knowledge  items 
about  AIDS  and  the  items  on  AIDS 
transmission  are  presented  in  Fig  1. 
The  majority  of  the  students  cor- 
rectly answered  seven  of  the  eight 
general  knowledge  items.  These 
ninth  graders  have  adequate  infor- 
mation about  pathology,  symptoms, 
laboratory  detection,  infection,  pro- 
gression of  the  disease,  lack  of  a 
cure,  and  lack  of  vaccine.  However, 
less  than  half  know  that  AIDS  is 
caused  by  a virus. 

With  the  exception  of  the  item  on 
donating  blood  as  a form  of  trans- 
mission, over  half  of  the  respondents 
answered  the  questions  on  AIDS 
transmission  correctly.  It  should  be 
noted  that  four  of  these  items  were 
answered  correctly  by  over  97%  of 
the  students.  These  were  that  (a) 
shaking  hands  cannot  spread  AIDS, 
and  that  (b)  intravenous  drug  abuse, 
(c)  sexual  intercourse,  and  (d)  being 
born  to  an  AIDS-infected  mother  are 
modes  of  transmission. 

The  next  set  of  items  probed  atti- 
tudes toward  AIDS.  Not  feeling  that 
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AIDS  patients  should  be  quaran- 
tined (66%)  and  believing  that  they 
would  respond  positively  to  a friend 
with  AIDS  (73%)  mark  these 
responses.  However,  almost  half  of 
the  students  (49%)  were  slightly 
worried  about  getting  AIDS  and 
16%  were  very  worried. 

On  AIDS  information  sources, 
students  said  they  learned  about 
AIDS  most  from  television  (41%), 
reading  material  (21%),  and  teach- 
ers (19%),  and  least  from  clergy 
(0%),  law  enforcement  officers 
(<1%),  friends  (1%),  school  nurses 
(2%),  doctors  (6%),  and  parents 
(7%).  Next,  they  felt  that  doctors 
and  reading  material  were  the  most 
reliable  sources.  Law  enforcement 
officers,  clergy,  friends,  school 
nurses,  teachers,  parents  and  televi- 
sion were  considered  less  reliable. 
Finally,  these  ninth  graders  felt  most 
comfortable  talking  about  AIDS 
with  friends,  parents,  and  doctors. 
They  were  less  comfortable  with  law 
enforcement  officers,  clergy,  school 
nurses,  and  teachers. 

When  asked  about  changes  in 
their  behavior  because  of  AIDS, 
many  students  (44%)  reported  that 
they  made  no  changes,  and  29% 
said  they  were  more  careful.  Still 
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others  (10%)  noted  that  they  now 
used  protection  such  as  condoms. 
Very  few  felt  no  need  to  change,  had 
less  or  no  sex,  worried  more  about 
AIDS,  refrained  from  drugs,  stopped 
eating  after  other  people,  or  stopped 
French  kissing  because  of  knowledge 
about  AIDS. 

Group  differences 

Chi-square  analyses  revealed 
significant  differences  (p  < 0.05)  on 
particular  items  of  AIDS-related 
knowledge,  attitudes,  sources  of 
information,  and  behavioral  changes 
by  students’  gender,  ethnicity,  and 
residence. 

General  knowledge 
There  were  no  differences  between 
males  and  females  on  this  section  of 
the  survey.  However,  there  were 
some  differences  among  ethnic 
groups  and  between  the  rural  and 
urban  students.  Black  and  Hispanic 
students  missed  several  items 
significantly  more  often  than  white 
students,  and  also  had  significantly 
lower  total  scores.  This  indicated 
that  they  were  less  likely  than  white 
students  to  know  that  (a)  AIDS 
damages  the  body’s  defense  systems, 
(b)  people  can  be  infected  with  AIDS 
without  having  symptoms,  (c)  death 
comes  within  2 to  3 years  after  full- 
blown AIDS  develops,  (d)  there  is  no 
vaccine  to  prevent  AIDS,  (e)  AIDS 
cannot  be  spread  by  donating  blood, 
and  (f)  being  born  to  an  AIDS- 
infected  mother  can  cause  AIDS. 

Differences  between  rural  and 
urban  students  were  reflected  on 
only  five  items  and  not  on  total 
score.  Not  knowing  that  people 
could  be  infected  with  AIDS  and 
have  no  symptoms,  and  that 


mosquitoes,  French  kissing,  cough- 
ing, and  eating  after  an  AIDS- 
infected  person  would  not  cause 
AIDS  were  items  that  accounted  for 
the  differences  between  the  rural 
and  urban  students. 

AIDS-related  attitudes 
Three  questions  were  asked  to  deter- 
mine attitudes  toward  AIDS. 
Answers  to  the  first  question  about 
whether  AIDS  patients  should  be 
quarantined  reflected  differences 
between  males  and  females  with  a 
significantly  larger  number  of  males 
favoring  quarantine  (males  41%, 
females  27%).  For  this  item  there 
were  no  ethnic  or  rural/urban  differ- 
ences, and  of  the  total  sample  34% 
favored  quarantine  and  66% 
opposed  it.  Item  two  in  this  section, 
whether  or  not  the  students  worried 
about  AIDS,  revealed  no  sex  differ- 
ences. However,  black  and  Hispanic 
students  were  more  worried  than 
whites  (blacks  77%,  Hispanics 
70%,  whites  55%),  and  rural  stu- 
dents were  more  worried  than  urban 
students  (rural  74%,  urban  59%). 
Finally,  when  asked  how  they  would 
respond  to  a friend  who  contracted 
AIDS,  there  were  no  differences 
between  males  and  females  and 
between  rural  and  urban  students 
with  most  saying  that  they  would  be 
positive  toward  them  (66%).  The 
only  differences  here  were  between 
ethnic  groups,  with  blacks  and  His- 
panics more  likely  to  be  negative 
than  whites  (blacks  13%,  Hispanics 
22%,  whites  6%). 

Behavior  changes  caused  by  AIDS 
Asked  what  changes  they  had  made 
in  their  behavior  because  of  what 
they  had  heard  about  AIDS,  stu- 
dents responded  in  several  ways. 
Examination  for  male/female  differ- 


ences in  response  revealed  a sig- 
nificant difference  between  the 
sexes,  with  males  more  likely  to  say 
they  use  protection  and  females 
more  likely  to  engage  in  less  or  no 
sexual  intercourse  or  to  feel  no  need 
for  change. 

There  were  also  ethnic  differ- 
ences. Black  students  were  the  most 
likely  to  say  they  would  make 
changes  and  be  more  careful.  They 
were  also  the  most  likely  to  say  they 
would  use  protection  and  engage  in 
less  or  no  sexual  intercourse.  White 
students  more  often  said  that  they 
had  no  need  to  change.  Finally,  there 
were  no  significant  differences 
between  responses  of  the  rural  and 
the  urban  students. 

AIDS  information  sources 
The  three  questions  about  sources  of 
information  on  AIDS  were  in  three 
areas.  First,  students  were  asked  to 
name  the  sources  from  which  they 
learned  the  most  about  AIDS.  There 
were  no  gender  differences  in 
responses  and  no  significant  differ- 
ences among  ethnic  groups.  How- 
ever, there  were  differences  between 
rural  and  urban  students,  with  rural 
students  learning  more  from  teach- 
ers and  reading  material  and  less 
from  television  than  urban  students. 

Second,  students  revealed  whom 
they  considered  to  be  the  most  reli- 
able source  of  information  on  AIDS. 
There  were  no  differences  found 
among  ethnic  groups  or  between 
rural  and  urban  students  on  this 
item.  There  were  significant  differ- 
ences between  males  and  females 
with  females  relying  less  on  doctors 
and  television  and  more  on  reading 
material  and  parents  than  males. 
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On  the  last  question,  regarding 
with  whom  the  students  felt  most 
comfortable  talking  about  AIDS 
(friends,  parents,  doctors),  there 
were  no  significant  differences 
among  ethnic  groups  and  between 
males  and  females  and  rural  and 
urban  students. 

Discussion 

Compared  to  students  participating 
in  surveys  of  AIDS-related  knowl- 
edge in  other  states  (11-16),  respon- 
dents in  this  West  Texas  sample 
demonstrated  greater  AIDS-related 
knowledge.  West  Texas  teenagers 
were  knowledgeable  about  the  prin- 
cipal modes  of  transmission  of 
AIDS,  with  almost  all  students  indi- 
cating that  AIDS  cannot  be  spread 
casually  by  shaking  hands,  that 
AIDS  can  be  spread  through  sexual 
intercourse,  that  AIDS  can  be  trans- 
mitted by  sharing  intravenous  nee- 
dles, and  that  AIDS  can  be  passed 
from  an  infected  mother  to  her 
fetus.  Since  none  of  the  respondents 
in  this  survey  had  received  formal 
AIDS  education,  and  because  most 
of  these  students  indicated  they  had 
learned  about  AIDS  primarily 
through  the  media,  it  appears  that 
the  pervasive  television  campaigns 
and  brochure  mail-outs  may  have 
been  effective  in  apprising  Ameri- 
cans of  some  fundamental  knowl- 
edge about  AIDS.  The  next  step, 
efforts  directed  more  toward  behav- 
ioral change,  may  be  more  appropri- 
ate for  AIDS  prevention  education 
and  subsequent  media  campaigns. 

Of  immediate  relevance  to  the 
practicing  physician  is  the  finding 
that  two  thirds  of  West  Texas 
teenagers  are  worried  about  con- 
tracting AIDS.  As  the  Surgeon  Gen- 
eral reported,  “Unreasonable  fear 
can  be  as  crippling  as  the  disease 

Texas  Medicine  / The  Journal  Volume  86 


itself”  (8).  As  this  study  has  indi- 
cated, though,  fear  of  getting  AIDS 
decreases  substantially  with  knowl- 
edge about  the  disease.  Those  who 
knew  the  most  were  less  likely  to  be 
as  worried.  When  this  is  coupled 
with  the  finding  that  students  clearly 
regard  doctors  as  the  most  reliable 
source  of  AIDS  information,  it 
appears  the  invitation  has  been 
extended  for  physicians  to  partici- 
pate actively  in  AIDS  prevention 
education. 

Whether  physicians  and  medical 
students  become  involved  in  AIDS 
prevention  education  in  the  schools 
or  only  within  their  regular  medical 
practices,  certain  implications  from 
this  study  can  be  applied  to  particu- 
lar groups  of  adolescents. 

First,  everyone  needs  to  be 
assured  that  the  cause  of  AIDS  has 
been  identified  and  that  no  vaccine 
can  prevent  AIDS,  that  donating 
blood  cannot  result  in  acquisition  of 
AIDS,  that  mosquitoes  and  other 
insects  cannot  transmit  the  virus  to 
individuals,  that  French  kissing  is  an 
unlikely  mode  of  AIDS  transmission, 
and  that  eating  after  someone  who 
might  have  AIDS  is  similarly 
unlikely  to  result  in  AIDS  infection. 

Second,  while  all  ethnic  groups 
deserve  complete,  repeated  AIDS 
prevention  instruction,  AIDS  cases 
are  increasing  disproportionately 
among  blacks  and  Hispanics  (17). 
Since  these  groups,  at  least  as 
teenagers,  appear  to  be  less  knowl- 
edgeable than  whites  about  AIDS, 
efforts  to  insure  that  blacks  and  His- 
panics are  well  informed  of  the  basic 
pathology,  carrier  state,  progression, 
and  lack  of  a vaccine  seem  in  order. 
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In  addition,  black  and  Hispanic 
students  may  particularly  benefit 
from  reassurance  that  AIDS  cannot 
be  transmitted  by  donating  blood 
and  that  AIDS  can  be  transmitted 
from  an  AIDS-infected  woman  to 
her  fetus.  More  important,  as  black 
and  Hispanic  teenagers  report 
“being  more  careful”  as  their  pri- 
mary behavioral  change  because  of 
AIDS,  they  may  require  specific 
instruction  on  techniques  that  will 
minimize  the  possibility  of  acquiring 
or  transmitting  AIDS.  While  white 
students  may  indicate  that  they  per- 
ceive no  need  to  change  their  behav- 
ior at  this  time,  they  may  also 
benefit  from  instruction  on  tech- 
niques for  AIDS  prevention  since, 
statistically  speaking,  a significant 
number  of  them  will  engage  in 
behaviors  that  put  them  at  risk. 

Second,  concerning  adolescent 
gender  differences  pertaining  to 
AIDS,  adolescent  males  may  benefit 
from  discussions  of  how  to  use 
“protection”  since  they  indicate  that 
protection,  rather  than  abstinence, 
may  be  their  preferred  alternative 
for  minimizing  transmission  through 
sexual  behavior.  Third,  rural  stu- 
dents may  benefit  from  increased 
understanding  that  AIDS  is  not 
likely  to  be  transmitted  from  French 
kissing,  coughing,  or  eating  after 
someone  who  may  have  AIDS,  while 
urban  students  may  need  to  be 
reminded  that  AIDS  cannot  be 
spread  by  mosquitoes  and  that  AIDS 
infection  may  not  be  immediately 
accompanied  by  obvious  symptoms. 

Finally,  concerning  sexual  behav- 
ior, the  relationship  between  knowl- 
edge and  behavior  is  notoriously 
tenuous  (4).  Studies  among  college 
students  have  indicated  that  only 
10%  of  young  adults  have  changed 
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their  behavior  because  of  AIDS  (18). 
As  a result,  aggressive  approaches 
through  the  combined  efforts  of 
physicians,  teachers,  parents,  media, 
and  other  community  agencies  and 
members  are  needed  to  influence  the 
behavior  of  Texas  teenagers  and  to 
cultivate  lifestyle  practices  that  will 
contribute  to  healthy,  AIDS-free  lives. 


References 

1 . Futrell  MH.  AIDS  education  through 
schools:  an  address  by  Mary  H.  Futrell.  } 
Sch  Health.  1988;58(8):324-326. 

2.  Texas  Family  Planning  Association.  What 
teens  don’t  know  can  hurt!  Austin:  Texas 
Family  Planning  Association;  1988. 

3.  Strunin  L,  Hingson  R.  Acquired  immu- 
nodeficiency syndrome  and  adolescents: 
knowledge,  beliefs,  attitudes,  and  behav- 
iors. Pediatrics.  1987;79(5):825-828. 

4.  Kegeles  SM,  Adler  NE,  Irwin  CE  Jr.  Sexu- 
ally active  adolescents  and  condoms: 
changes  over  one  year  in  knowledge,  atti- 
tudes and  use.  Am  J Public  Health. 
1988;78(4):460^61. 

5.  Remafedi  GJ.  Preventing  the  sexual  trans- 
mission of  AIDS  during  adolescence.  ] 
Adolesc  Health  Care.  1988;9(2):139-143. 

6.  Johnston  LD,  O’Malley  PM,  Bachman 
JG.  Psychotherapeutic,  licit,  and  illicit  use 
of  drugs  among  adolescents:  an  epidemio- 
logical perspective.  ] Adolesc  Health 
Care.  1987;  8(1):36-51. 

7.  Texas  Commission  on  Alcohol  and  Drug 
Abuse.  The  Status  of  Substance  Abuse 
Education  in  the  Texas  Public  Schools. 
Austin:  Texas  Education  Agency; 
1989:16-23. 

8.  Koop  CE.  Surgeon  General’s  report  on 
acquired  immune  deficiency  syndrome. 
JAMA.  1986;256(20):2783-2789. 

9.  Shields  S.  AMA-MSS  national  AIDS  pro- 
ject. JAMA.  1988;260(9):Suppl4. 

10.  Kann  L,  Nelson  GD,  Jones  JT,  Kolbe  LJ. 
Establishing  a system  of  complementary 
school-based  surveys  to  annually  assess 
HIV-related  knowledge,  beliefs,  and 
behaviors  among  adolescents.  J Sch 
Health.  1989;59(2)55-58. 

11.  Price  JH,  Desmond  S,  Kukulka  G.  High 
school  students’  perceptions  and  misper- 
ceptions of  AIDS.  J Sch  Health. 
1985;55(3):107-109. 

12.  DiClemente  RJ,  Zorn  J,  Temoshok  L. 
Adolescents  and  AIDS:  a survey  of  knowl- 
edge, attitudes  and  beliefs  about  AIDS  in 
San  Francisco.  Am  ] Public  Health. 
1986;76(12):I443-1445. 

13.  Helgerson  SD,  Petersen  LR,  AIDS  Educa- 
tion Study  Group.  Acquired 
immunodeficiency  syndrome  and  sec- 
ondary school  students:  their  knowledge 
is  limited  and  they  want  to  learn  more. 
Pediatrics.  1988;81(3):350-355. 


14.  Konetzny  TK,  Konetzny,  AH,  Pifer  LL. 
Knowledge  and  attitudes  of  Memphis 
parochial  school  adolescents  about  the 
acquired  immune  deficiency  syndrome.  J 
Tenn  Med  Assoc.  1987;80(9):529-532. 

15.  Brown  LK,  Fritz  GK.  Children’s  knowl- 
edge and  attitudes  about  AIDS.  J Am 
Acad  Child  Adolesc  Psychiatry. 
1988;27(4):504-508. 

16.  CDC.  HFV-related  beliefs,  knowledge  and 
behaviors  among  high  school  students. 
MMWR.  1988;37(47):717-721. 

17.  CDC  Update.  Acquired  immunodeficiency 
syndrome  — United  States,  1981-1988. 
MMWR.  1989;38(14):229-236. 

18.  Landefeld  CS,  Chren  MM,  Shega  J,  Sper- 
off  T,  McGuire  E.  Students’  sexual  behav- 
ior, knowledge,  and  attitudes  relating  to 
the  acquired  immunodeficiency  syndrome. 
] Gen  Int  Med.  1988;3(2):161-165. 

Acknowledgement 

The  authors  gratefully  acknowledge  the  sta- 
tistical assistance  provided  by  John  W. 

Sawyer,  PhD,  and  reviews  of  the  survey  ques- 
tionnaire by  E.C.  Leslie,  EdD;  Jerrell  Snod- 
grass, MEd;  Vickie  Shadden,  RN,  James  A. 
Chappell,  MD;  Arnold  Isaacson,  MD;  and 
Anthony  B.  Way,  MD,  PhD. 


78 


Texas  Medicine  / The  Journal 


Volume  86  No.  9 September  1990 


This  article  highlights  for  the  prac- 
ticing physician  some  of  the  more 
important  laivs  and  regulations 
related  to  and  arising  from  the 
AIDS  epidemic.  Medical-legal  issues 
regarding  the  availability  of  health 
care  as  defined  by  federal  and  state 
law  regarding  employment  and  level 
of  medical  care  given  based  on  HIV 
status  is  discussed.  Texas  law 
regarding  testing,  disclosure  of  test 
results,  and  possible  claims  that 
could  arise  due  to  issues  such  as  the 
invasion  of  privacy  are  examined 
along  with  criminal  penalties  for 
transmitting  the  virus  to  others, 
insurance,  and  insurability.  Finally, 
the  June  1989  Human  Immunode- 
ficiency Virus  Services  Act  and  Sen- 
ate Omnibus  Bill  959,  which  was 
passed  into  law,  is  briefly  outlined. 
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Legal  issues,  AIDS,  and  the 
practicing  physician 

T.  Demetri  Vacalis,  PhD 
Thomas  George,  JD 


Since  the  first  cases  of  acquired 
immunodeficiency  syndrome 
(AIDS)  were  identified  in  1980, 
there  have  been  9,839  cases  reported 
in  Texas  as  of  June  28,  1990  (1). 
Whites  represent  72%  of  the  cases, 
with  Hispanics  accounting  for  13% 
and  blacks  15%  (1).  The  Centers  for 
Disease  Control  (CDC)  reports  the 
incidence  of  AIDS  per  100,000  pop- 
ulation in  Texas  at  15.0  (2),  ranking 
Texas  as  the  seventh  highest  rate  in 
the  country  and  fifth  in  absolute 
numbers  of  cases.  Further,  the  CDC 
reports  the  most  prevalent  modes  of 
exposure  for  the  nation  remain  male 
homosexual/bisexual  contact  (60%), 
female  and  heterosexual  male  intra- 
venous drug  use  (21%)  and  male 
homosexual/bisexual  contact  and 
intravenous  drug  use  (7%).  This 
accounts  for  88%  of  the  nation’s 
reported  AIDS  cases.  Five  percent 
are  from  heterosexual  contact.  Of 
the  pediatric  cases  nationwide  (<13 
years  old),  83%  are  in  children 
whose  mothers  exhibited  behaviors 
of  intravenous  drug  use  or  sex  with 
an  intravenous  drug  user,  etc.  Less 
than  7%  were  from  mothers  whose 
HIV  infection  risk  was  not  specified. 
Ten  percent  of  the  children  infected 
received  transfusion  of  blood,  blood 
components,  or  tissue  (2). 

The  case-fatality  rate  remains 
high  at  61%  (1),  and  by  1992  it  is 
estimated  that  365,000  cases  will 
have  been  diagnosed  in  the  US  (3). 
AIDS  continues  to  remain  a young 
person’s  disease,  with  the  highest 
incidence  of  Texas  cases  in  the 
30-39  year  age  group  (47%),  fol- 
lowed by  the  20-29  year  age  group 
(26%).  Nationally,  the  incidence  of 
AIDS  per  100,000  persons  was  high- 
est in  black  (36.4)  and  Hispanic 
(26.4)  populations  as  compared  to 


white  populations  (9.8)  (4).  In 
Texas,  blacks  comprise  11%  of  the 
population  but  contribute  14%  of 
the  AIDS  cases.  Hispanics  are  not 
over-represented  in  their  contribu- 
tion to  the  Texas  AIDS  cases. 

This  paper  will  briefly  highlight 
selected  legal  issues  related  to  the 
AIDS  epidemic  and  comment  on 
their  impact  on  the  practicing  physi- 
cian. 

Availability  of  health  care 

Caring  for  persons  with  AIDS 
(PWAs)  has  placed  a great  strain  on 
the  health  care  facilities  and  pro- 
grams in  the  United  States.  This  is 
especially  true  for  the  minority  com- 
munities in  Texas  that  have  long 
experienced  problems  obtaining 
health  care  and  utilizing  the  health 
care  delivery  system.  Public  re- 
sources to  deal  with  AIDS  are  rela- 
tively scarce  and,  with  the  increased 
numbers  of  individuals  becoming 
HIV-positive,  the  number  of  patients 
unable  to  obtain  quality  health  care 
grows  even  larger. 

This  problem  is  most  dramati- 
cally illustrated  by  comparing  the 
life  expectancies  of  affected  popula- 
tions. By  1987,  white  PWAs  exhib- 
ited a mean  life  expectancy  of  24 
months  after  diagnosis,  while  the 
mean  life  expectancy  for  a minority 
patient  was  only  19  weeks.  Perhaps 
this  dramatic  difference  occurs 
because  blacks  and  Hispanics  are 
more  likely  to  delay  diagnosis  and 
underutilize  medical  care,  and  have 
less  health  insurance  and  a lower 
perception  of  themselves  as  persons 
at  risk  and  in  need  of  early  medical 
care  (5).  However,  the  ability  or 
inability  to  utilize  federal  and  state 
resources  is  also  a factor. 
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Federal  programs,  including 
Medicare  and  Medicaid,  attempt  to 
address  this  health  care  issue.  Medi- 
care is  of  limited  use  because  recipi- 
ents must  have  worked  a specific 
number  of  years  and  either  be  over 
65  years  old  or  disabled  for  at  least 
24  months.  Medicare  is  also  limited 
in  specific  areas  such  as  nursing 
home  care,  home  health  services, 
and  prescription  drugs.  Compound- 
ing the  problem.  Medicare  recipients 
are  still  required  to  pay  for  a signi- 
ficant proportion  of  services,  which 
PWAs  often  cannot  afford  (6).  Fed- 
eral block  grants  under  the  Omnibus 
Budget  Reconciliation  Act  of  1981 
provide  the  states  with  funds  to  be 
used  for  specified  services  which  can 
include  day  care  for  PWAs.  Veterans’ 
benefits  may  be  available  for  veterans 
and  their  families. 

Medicaid,  however,  is  a major 
provider  of  services  for  PWAs.  It  is 
estimated  that  40%  of  all  PWAs  are 
helped  to  some  degree  by  Medicaid, 
and  that  25%  of  all  medical  costs 
associated  with  AIDS  are  covered  by 
Medicaid  (6,  p 727).  People  eligible 
for  Medicaid  are  women  and  chil- 
dren who  qualify  for  Aid  to  Families 
with  Dependent  Children  (AFDC). 
As  of  June  29,  1990,  a total  of  369 
women  and  children  in  Texas  have 
been  diagnosed  with  AIDS  (7).  Of 
the  pediatric  cases,  approximately 
40%  were  white,  34%  black,  and 
23%  Hispanic.  By  July  1989,  Medi- 
caid coverage  extended  to  pregnant 
women  and  infants  with  incomes  at 
or  below  75%  of  the  federal  poverty 
level.  On  July  1,  1990  this  coverage 
was  extended  to  include  those  at 
100%  of  the  federal  poverty  level. 
States  may  also  choose  to  provide 
Medicaid  coverage  to  such  individu- 


als whose  incomes  are  up  to  185% 
of  the  poverty  level  (7).  These 
increases  in  coverage  will  provide 
assistance  to  HIV-positive  low- 
income  women  and  children. 

In  Texas,  a determination  of  dis- 
ability under  the  Supplemental  Secu- 
rity Income  (SSI)  program  also 
determines  eligibility  for  Medicaid. 

A PWA  applying  for  SSI  disability 
who  demonstrates  symptoms  of 
AIDS  is  determined  to  be  presump- 
tively disabled.  This  entitles  him  or 
her  to  3 months’  payments  prior  to 
the  formal  determination  of  disabil- 
ity. This  presumptive  disability  is 
not  yet  available  for  persons  with 
early  symptoms  who  do  not  yet 
meet  criteria  for  a diagnosis  of 
AIDS.  The  Texas  Medicaid  program 
also  allows  pregnant  women  and 
children  who  have  incomes  above 
the  AFDC  or  SSI  cutoff,  but  below  a 
“medically  needy  income  level,”  to 
qualify  for  Medicaid  benefits  and 
the  use  of  zidovudine  or  AZT  and, 
recently,  aerosolized  pentamidine  (7, 
p 729). 

Some  states’  Medicaid  programs 
provide  more  extensive  coverage 
than  Texas.  Examples  include 
extending  eligibility  to  people  other 
than  pregnant  women  and  children 
who  are  below  the  “medically  needy 
income  level,”  and  including  hos- 
pice, home,  and  community-based 
care.  Eight  states  also  have  catas- 
trophic health  insurance  programs 
to  assist  middle-income  PWAs  (6,  p 
734). 

Quality  of  health  care 

Discrimination  based  on  a person’s 
diagnosis,  type  of  illness,  or  condi- 
tion is  subject  to  legal  attack.  For 
example,  in  the  case  of  Dallas  Gay 
Alliance  v Dallas  County  Hospital 
District  (8),  Parkland  Hospital  in 


Dallas  was  charged  with  violating 
the  Medicaid  Act  by  failing  to  pro- 
vide PWAs  and  persons  with  symp- 
toms patient  care  comparable  to 
that  for  other  seriously  ill  patients. 
The  implications  for  the  physician 
and  the  admitting  hospital  are  clear. 
The  level  of  care  for  these  patients 
should  be  comparable  to  that 
received  by  other  seriously  ill 
patients. 

Privacy,  confidentiality, 
and  testing 

Privacy  and  confidentiality  protec- 
tions arising  under  the  US  Constitu- 
tion are  issues  surrounding  testing  for 
HIV  antibodies,  the  results  of  such 
tests,  and  the  effect  on  individual 
rights.  The  practicing  physician  must 
be  aware  of  these  entities  and  incor- 
porate them  into  his/her  patient  care. 

The  US  Supreme  Court  has 
devised  a standard  of  review  for 
deciding  whether  a law  or  regulation 
violates  the  constitution.  If  the  stan- 
dard of  review  relates  to  genuine 
public  health  concerns,  laws  which 
involve  AIDS  testing,  disclosures  of 
test  results,  and/or  use  of  test  results 
to  enforce  laws  that  regulate  or 
affect  an  HIV-positive  person’s 
rights,  it  will  probably  be  upheld 
and  not  violate  the  Equal  Protection 
Clause  of  the  US  Constitution. 

The  Due  Process  Clause  of  the 
14th  Amendment  of  the  US  Consti- 
tution (8)  protects  the  fundamental 
rights  of  the  individual.  The  practic- 
ing physician  must  be  aware  of  these 
fundamental  rights  of  the  individual 
patient.  Recently,  in  Bowers  v 
Hartwick,  the  Supreme  Court  ruled 
that  there  was  a right  to  privacy  for 
child  rearing  and  education,  family 
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relationships,  procreation,  marriage, 
and  contraception,  but  no  corre- 
sponding right  to  privacy  regarding 
sexual  activity  between  consenting 
adults.  Thus  it  is  likely  that  laws 
aimed  at  slowing  the  spread  of  AIDS 
by  regulating  sexual  behavior  of 
individuals  probably  will  not  violate 
the  protections  of  the  14th  Amend- 
ment. However,  such  laws  should  be 
drawn  carefully,  and  properly  bal- 
ance the  rights  of  the  individual 
patient  with  those  of  society  at  large. 

Generally,  federal  law  does  not 
control  the  state’s  authority  to  gov- 
ern. Federal  laws  do,  however,  con- 
trol the  entry  of  HIV-positive  indi- 
viduals into  the  United  States,  the 
movement  of  such  individuals  from 
one  state  to  another,  and  the  protec- 
tion of  US  military  personnel  during 
time  of  war  (9).  Since  1984,  screen- 
ing tests  have  been  used  to  evaluate 
individuals  for  employment  and 
access  to  various  public  health 
benefits.  Since  April  of  1987,  the  US 
military  establishment  has  required 
testing  of  all  active  duty  personnel, 
ROTC  students,  military  academy 
students,  and  members  of  the  Armed 
Forces  Reserve.  Active  personnel 
who  test  HIV-positive  and  either 
exhibit  “high-risk  behavior”  or 
develop  AIDS  symptoms  are  dis- 
missed. Screening  has  now  been 
expanded  to  applicants  for  the  Job 
Corps,  a federally  funded  job  train- 
ing program  for  economically  disad- 
vantaged persons  between  the  ages 
of  16  and  21  (10),  as  well  as  all 
applicants  for  amnesty  or  immigra- 
tion to  the  United  States.  In  correc- 
tional systems,  inmates  testing  posi- 
tive for  HIV  are  often  segregated 
from  other  inmates. 


Texas  law 

The  regulation  of  AIDS  testing  in 
Texas  is  codified  in  the  Communica- 
ble Disease  Prevention  and  Control 
Act  (11).  Under  the  Act,  requiring 
an  HIV  test  for  prospective  or  cur- 
rent employees  is  generally  prohib- 
ited. Testing  is  allowed  only  if  the 
employer  can  show  that  the  test  is 
necessary  as  a bona  fide  occupa- 
tional qualification  of  the  job,  and 
there  is  no  less  intrusive  method  to 
obtain  the  desired  information.  This 
act  also  provides  strict  civil  and 
criminal  penalties  for  unauthorized 
disclosure  of  test  results  (12).  Fur- 
ther, additional  claims  of  defamation 
— slander  if  oral,  libel  if  written  — 
could  also  be  brought  because  of 
inaccurate  disclosure  (12,  p 209). 

An  investigation  of  someone’s  per- 
sonal life,  such  as  inquiries  into  sex- 
ual habits,  may  give  rise  to  a claim 
of  “intrusion”  (12,  p 209).  Finally, 
unauthorized  and/or  careless  dissem- 
ination of  information  about  the 
results  of  someone’s  HIV  test  by  the 
physician  or  the  office  staff  could 
result  in  a lawsuit  claiming  emo- 
tional distress. 

Discrimination 

Discrimination  because  of  AIDS  is 
prohibited  by  Sections  503  and  504 
of  the  Federal  Vocational  Rehabili- 
tation Act  of  1973  (13)  and  analo- 
gous state  statutes.  Many  govern- 
mental employers  may  also  be 
subject  to  attack  under  Section  1983 
of  the  Civil  Rights  Act  of  1872  (14). 
The  Vocational  Rehabilitation  Act 
applies  to  all  federal  employees;  fed- 
eral contractors  and  programs 
receiving  federal  financial  assistance, 
including  most  hospitals;  employers 
in  other  health  related  fields;  and 
contractors  on  federally  funded  pro- 


jects (15).  Section  504  of  the  Act 
states  that  if  a “handicapped  indi- 
vidual” is  otherwise  qualified,  he  or 
she  may  not  be  discriminated 
against  in  any  “program  or  activity” 
receiving  federal  money  (12,  p 207). 
The  definition  of  “handicapped  indi- 
vidual” includes  those  who  have 
physical  or  mental  impairments  and 
those  who  may  be  regarded  as  hav- 
ing such  an  impairment  (12,  p 207). 
The  last  part  of  the  definition  may 
well  include  persons  who  test  posi- 
tive for  the  HIV  antibody  but  who 
are  not  symptomatic  (12,  p 208). 
Because  the  handicapped  individual 
must  be  “otherwise  qualified”  for 
the  job,  PWAs  will  only  be  protected 
while  they  are  physically  capable  of 
performing  their  jobs.  However,  the 
employer  is  obligated  to  make  rea- 
sonable accommodation  for  an 
employee’s  handicap  unless  it  would 
impose  an  undue  hardship  on  the 
employer’s  operation  (12,  p 208). 

A primary  case  in  this  area  of  the 
law  is  School  Board  of  Nassau 
County  V Arline  ( 16).  In  Arline,  the 
Supreme  Court  ruled  that  a person 
with  a contagious  disease  (in  that 
case,  tuberculosis)  is  included  within 
the  definition  of  “handicapped  per- 
sons” and  protected  by  the  Voca- 
tional Rehabilitation  Act.  A recent 
Court  of  Appeals  case  in  California 
has  specifically  applied  the  ruling  in 
the  Arline  case  to  include  a person 
with  AIDS  as  a “handicapped  per- 
son” (17).  In  Thomas  v Atascadero 
Unified  School  District,  (18)  a Cali- 
fornia District  Court  ruled  that  the 
Vocational  Rehabilitation  Act 
requires  that  schools  receiving  fed- 
eral aid  must  make  reasonable 
accommodations  to  allow  an  AIDS- 
infected  child  to  attend  class,  even 
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though  the  child  in  this  case  had 
previously  bitten  another  child. 

Persons  with  AIDS  or  related 
conditions  generally  are  protected 
by  state  and  federal  laws  prohibiting 
discrimination  against  the  handi- 
capped (12  p 207).  Texas  employers 
are  also  subject  to  the  Texas  Com- 
mission on  Human  Rights  Act  (19), 
which  prohibits  discrimination 
against  the  handicapped  (12  p 208). 
Attorney  General  Opinion  JM-648, 
issued  March  19,  1987,  included 
PWAs  among  the  individuals  cov- 
ered by  the  Human  Rights  Act  (20). 
AIDS-related  illness  as  a handicap  is 
at  issue  in  the  Austin,  Texas,  case  of 
Nieto  V Clark,  Thomas,  Winters  & 
Newton  (21).  In  Nieto,  the  plaintiff 
claimed  to  have  been  fired  after 
informing  his  employer  that  he  had 
tested  positive  for  the  HIV  antibody. 
He  sued,  claiming  his  employer  vio- 
lated the  Human  Rights  Act  as  well 
as  the  Austin  anti-discrimination 
ordinance.  Although  Nieto  admitted 
that  he  was  not  severely  limited  in 
performing  his  work  as  a paralegal, 
he  claimed  his  status  as  a person 
testing  positive  for  the  HIV  antibody 
and  being  symptomatic  was  suf- 
ficient to  render  him  a “handicapped 
person”  under  the  Human  Rights 
Act.  The  Texas  Attorney  General 
filed  a brief  on  this  subject  support- 
ing Nieto  by  claiming  the  Texas 
Commission  on  Human  Rights 
included  all  persons  testing  positive 
for  HIV  antibodies  within  its 
definition  of  handicapped  persons. 
Although  this  case  was  settled 
before  trial,  the  practicing  physician 
should  be  aware  that  a person  diag- 
nosed as  HIV  positive,  with  symp- 
toms, or  AIDS  may  fall  within  the 
definition  of  a “handicapped  per- 
son” under  the  act. 


Criminal  actions 

Recent  Texas  legislation  provides  for 
criminal  penalties  for  anyone  who 
knowingly  and  intentionally  trans- 
mits the  human  immunodeficiency 
virus  to  another  person.  The  offense 
is  a third-degree  felony  if  HIV  is 
transmitted  without  the  informed 
consent  of  the  other  person.  The 
Texas  Code  of  Criminal  Procedure 
(22)  also  permits  a court  to  order  an 
HFV  test  for  any  person  indicted  for 
sexual  assault  (23)  or  aggravated 
sexual  assault  (24).  The  results  of 
the  test  may  be  released  to  the  vic- 
tim through  a local  health  authority. 
However,  neither  the  fact  that  the 
test  was  made  nor  the  actual  results 
of  the  test  are  admissible  in  any 
criminal  proceeding  (25). 

Insurance  and  insurability 

Because  of  the  expense  associated 
with  treating  persons  infected  with 
the  HIV  virus  and  the  potentially 
long  latency  period  after  infection 
with  the  virus  before  the  appearance 
of  health  problems,  it  is  not  surpris- 
ing that  legal  issues  involving  the 
availability  and  extent  of  coverage 
of  life,  health,  and  disability  insur- 
ance are  quite  common  among  AIDS 
patients.  Often,  if  insurance  cover- 
age is  denied,  the  insured  must  rely 
on  available  public  benefits.  The 
Employee  Retirement  Income  Secu- 
rity Act  (ERISA)  was  passed  to  pro- 
vide some  government  regulation  of 
employee  benefit  programs.  Group 
health,  disability,  and  term  life 
insurance,  and  defined  contribution 
and  defined  benefit  pension  plans, 
are  all  covered  under  ERISA.  Em- 
ployers cannot  terminate  employees 


because  they  file  a claim  for  benefits 
under  these  plans.  Since  many  em- 
ployers discover  their  employee’s 
medical  condition  through  the  claims 
process,  wrongful  termination  suits 
often  contain  an  ERISA  claim.  An 
employee’s  insurance  remedy  is 
often  limited  to  an  ERISA  claim. 

The  Consolidated  Omnibus  Budget 
Reconciliation  Act  of  1986  (COBRA) 
enables  employees  who  leave  their 
employment  for  any  reason  other 
than  gross  misconduct  to  maintain 
their  medical  benefits  coverage  for 
18  months.  COBRA  covers  any 
employer  having  20  or  more  em- 
ployees. The  employer  can  choose  to 
charge  ex-employees  for  medical 
coverage  after  they  leave  his  employ, 
but  premiums  can  be  no  more  than 
102%  of  the  regular  premium. 

Typical  issues  that  often  arise  in 
insurance  coverage  disputes  include 
the  question  of  a preexisting  condi- 
tion, and/or  the  attempted  cancella- 
tion of  an  insurance  contract  by 
claims  that  it  was  obtained  through 
fraud  or  misrepresentation  of  a 
material  fact  by  the  insured.  In 
Texas  one  cannot  discriminate 
among  individuals  within  the  same 
life  expectancy  class  or  because  of  a 
handicap  unless  there  is  an  actuari- 
ally  sound  basis  for  it.  Inquiries  into 
a person’s  sexual  orientation  are 
prohibited:  information  related  to 
marital  status,  living  arrangements, 
occupation,  gender,  medical  history, 
beneficiary  designation,  or  zip  code 
also  cannot  be  used  as  a means  to 
inquire  into  a persons’  sexual  prefer- 
ence as  a method  of  assessing  poten- 
tial risk.  HIV  tests  for  life  and  health 
insurance  underwriting  are  generally 
allowed.  The  usual  case  is  that  the 
insurer  notifies  the  applicant  whether 
their  application  for  coverage  was 
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accepted  or  denied,  and  the  test  re- 
sults are  released  to  specified  groups 
in  accordance  with  a specific  consent 
and  waiver  agreement  between  the 
applicant  and  insurance  company. 

New  Texas  legislation 

In  June  1989,  the  Human  Immuno- 
deficiency Virus  Services  Act  and 
Senate  Omnibus  Bill  959  was  passed 
into  law.  The  law  requires  state 
agencies  to  coordinate  with  the 
Texas  Department  of  Health  on 
workplace  guidelines,  implement 
workplace  and  confidentiality  guide- 
lines, provide  each  state  employee 
with  an  HIV/AIDS  informational 
pamphlet,  and  pay  the  cost  of  test- 
ing and  counseling  for  employees 
exposed  to  HIV/AIDS  on  the  job. 

Further,  the  act  requires  the 
Texas  Education  Agency  to  assist 
school  districts  in  the  development 
of  HIV/AIDS  curriculum  and  in-ser- 
vice training.  The  Department  of 
Corrections  is  to  establish  an  educa- 
tion and  testing  program,  and  state 
treatment  facilities  would  provide 
HIV/AIDS  education,  counseling, 
and  testing  to  employees  and  clients. 
In  addition.  The  Texas  Commission 
on  Alcohol  and  Drug  Abuse  will 
provide  HIV/AIDS  education  and 
outreach  programs. 

The  bill  also  provides  for  the 
Texas  Department  of  Health  (TDH) 
to  establish  program  and  guideline 
development  for  state  grants,  HIV 
medication  programs,  and  a coun- 
selor registry.  TDH  will  also  develop 
AIDS  education  and  workplace 
guidelines;  education,  counseling, 
testing,  surveillance,  and  partner 
notification  of  HIV-positive  individ- 
uals, and  real  estate  anti-discrimina- 
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tion  protections.  And  finally,  there  is 
no  change  in  penalties  applicable  to 
adults  convicted  of  felony  crimes 
because  of  HIV-positive  status. 

Discussion 

The  serious  threat  to  public  health 
caused  by  the  AIDS  epidemic  has 
raised  many  novel  legal  issues  for 
practicing  physicians  and  their 
patients.  These  “hidden”  legal  issues 
are  often  associated  with  terminally 
ill  individuals  of  declining  health 
and  diminished  financial  resources. 
Many  PWAs  are  young,  with  rela- 
tionships that  are  less  likely  to  be 
accepted  by  the  traditional  family. 
The  resultant  lack  of  financial  and 
emotional  support  as  well  as  the 
lack  of  health  insurance  exacerbates 
their  rapid  physical  decline. 

Further,  issues  relating  to  privacy, 
confidentiality,  and  testing  are  criti- 
cal matters  for  the  practicing  physi- 
cian and,  in  some  circumstances, 
could  result  in  a lawsuit  if  unautho- 
rized and/or  careless  dissemination 
of  information  about  HIV  tests  are 
made  by  the  physician  or  his/her 
office  staff.  Such  breach  of  record 
confidentiality  can  be  avoided  by 
establishing  a written  office  protocol 
regarding  all  patient  records,  pre- 
venting any  inadvertent  disclosure  to 
an  unauthorized  source. 

The  practicing  physician  in  his 
office  or  hospital  setting  must  deal 
with  HIV-infected  patients,  profes- 
sionals, and  employees  on  his/her 
own  staff  within  the  context  of  the 
physician’s  mission  and  responsibili- 
ties as  a health  care  provider.  The 
current  constraints  of  federal  and 
state  law  protecting  the  individual 
apply  equally  to  the  physician  as 
well  as  to  education  institutions, 
governments,  or  the  private  com- 
mercial sector.  However,  it  seems  to 
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the  authors,  and  it  would  appear 
that  it  should  be  evident  to  our  legis- 
latures and  courts,  that  the  physi- 
cian can  never  sacrifice  or  compro- 
mise his  primary  duty  to  care  for  his 
patients  in  the  name  of  “protecting 
the  rights”  of  his  staff  or  fellow 
practitioners.  Texas  can  now  penal- 
ize anyone  who  knowingly  and 
intentionally  transmits  the  HIV  virus 
to  another  person.  Therefore,  physi- 
cians who  find  they  have  persons 
who  are  HIV-positive  or  symp- 
tomatic on  their  staffs  or  discover 
they  themselves  are  HIV-positive, 
must  immediately  determine  the 
threat  to  their  patients  and  protect 
these  patients  from  any  danger  of 
infection. 
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Controlled,  clinical  trials  have 
demonstrated  that  recurrent  breast 
cancer  following  lumpectomy  may 
pose  little  risk  to  patient  survival. 
There  is  no  generally  accepted  bio- 
logic explanation  of  this  dilemma. 
One  hundred  years  ago  Paget  pro- 
posed the  '‘seed  and  soil”  hypothesis 
to  describe  the  variation  among 
organs  in  their  susceptibility  to 
tumor  metastasis.  This  paper  defines 
his  hypothesis  in  a manner  which 
attempts  to  explain  the  dilemma  of 
local  recurrence. 

Since  individuals  vary  widely  in 
their  levels  of  natural  killer  (NK) 
cytotoxicity,  they  may  also  vary 
widely  in  their  susceptibility  to  dis- 
seminating tumor  cells.  Patients 
who  survive  their  initial  tumor  with- 
out developing  distant  metastases 
can  be  expected  to  survive  a recur- 
rence arising  from  residual  tumor 
cells  of  the  primary  lesion.  The 
“seed  and  soil”  hypothesis  supports 
“preservation”  surgery  in  the  treat- 
ment of  malignant  disease. 

Patients  who  develop  distant 
metastases  early  in  the  course  of 
their  disease  are  like  fertile  soil  for 
circulating  tumor  cells.  Patients  who 
resist  the  development  of  distant 
metastases  are  like  barren  soil. 
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The  “seed  and  soil”  hypothesis  and  the  decline  of 
radical  surgery:  a surgeon’s  opinion 

Richard  A.  Evans,  MD 


The  surgical  treatment  of 

malignant  disease  has  relied 
upon  the  complete  removal 
of  all  malignant  and  potentially 
malignant  tissue  to  achieve  local 
control  and  cure.  During  the  past  30 
years  radical  surgery  has  been 
modified  to  reduce  its  resulting 
deformity.  Nevertheless,  even 
modified  procedures  often  include 
the  removal  of  wide  margins  of  nor- 
mal tissue.  Recently,  surgeons  have 
analyzed  the  effect  of  narrower  mar- 
gins of  excision  on  local  recurrence 
and  patient  survival.  Experience 
with  these  “preservation”  tech- 
niques suggests  that  local  recurrence 
following  limited  surgery  may  not 
be  an  ominous  event  in  the  treat- 
ment of  breast  cancer,  malignant 
melanoma,  and  soft-tissue  sarcoma. 
This  paper  attempts  to  explain  the 
significance  of  local  recurrence  fol- 
lowing “preservation”  surgery. 

One  hundred  years  ago  Paget 
proposed  the  “seed  and  soil” 
hypothesis  to  explain  his  perception 
of  tumor  cell  dissemination  (1).  The 
current  popularity  of  his  analogy 
reveals  our  elementary  understand- 
ing of  this  puzzling  process  (2,3). 
Billroth  had  posed  the  question, 
“What  is  it  that  decides  what  organs 
shall  suffer  in  a case  of  disseminated 
cancer?”  Virchow  and  others 
believed  that  all  organs  were  equally 
at  risk  and  that  tumor  cells  which 
passed  through  the  lungs  dissemi- 
nated in  a random  manner.  Paget 
believed  that  certain  organs  had  a 
“diminished  resistance”  or  “predis- 
position” to  metastasis.  He  analyzed 
the  autopsies  of  735  patients  who 
had  died  of  breast  cancer  and  found 
wide  variations  in  the  organs 
affected,  for  example,  241  patients 
had  disease  in  the  liver,  while  only 
17  had  splenic  involvement.  In  1889, 


he  said,  “When  a plant  goes  to  seed, 
its  seeds  are  carried  in  all  directions; 
but  they  can  only  live  and  grow  if 
they  fall  on  congenial  soil.” 

Paget  said  that  the  best  work  was 
being  done  by  the  “scientific  botan- 
ists, |who]  . . . are  studying  the 
nature  of  the  seed.”  These  “botan- 
ists” have  discovered  much  about 
the  complexity  and  variety  of  tumor 
“seeds”  (4-6).  Paget  compared  him- 
self to  the  plowman,  who  was  turn- 
ing over  case  records  to  observe  the 
properties  of  organs,  the  “soil.” 

Only  now  are  we  learning  about  the 
properties  of  organs  that  promote  or 
suppress  the  growth  of  malignant 
cells.  It  is  clear  that  the  sites  of 
tumor  colonization  are  determined 
by  more  than  the  random  circula- 
tory journeys  of  tumor  cells. 

Eidler  has  discovered  many  of  the 
variables  of  tumor  cell  dissemination 
and  has  defined  three  modern  princi- 
ples of  the  “seed  and  soil”  hypothe- 
sis (2): 

1.  Neoplasms  are  heterogeneous  for 
biologic  and  metastatic  properties. 

2.  The  process  of  metastasis  is  not 
random. 

3.  The  outcome  of  metastasis 
depends  on  the  interaction  of 
metastatic  cells  with  different 
organ  environments. 

Recent  studies  suggest  that  a 
fourth  principle  may  be  added. 
Patients  are  also  heterogeneous  in 
their  ability  to  resist  the  implanta- 
tion of  circulating  tumor  cells.  Eidler 
acknowledges  differences  among 
tumor  cells  and  organs,  but  his  three 
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principles  do  not  clearly  acknowl- 
edge differences  among  patients. 

Our  perception  of  the  metastatic 
process  is  more  than  an  academic 
curiosity;  it  can  significantly  influ- 
ence the  surgical  management  of 
malignant  disease.  The  National 
Surgical  Adjuvant  Breast  and  Bowel 
Project  (NSABP)  lumpectomy  trial 
(Protocol  B-06)  compared  patients 
treated  with  lumpectomy  and  axil- 
lary dissection,  with  or  without  radi- 
ation therapy  (7).  Patients  treated 
without  radiation  therapy  experi- 
enced nearly  a 40%  recurrence  (per- 
sistence) rate  within  the  residual 
breast,  compared  with  less  than 
10%  among  irradiated  patients. 
After  8 years  there  were  no  survival 
differences  between  these  two 
groups.  Surprisingly,  local  recur- 
rence had  no  adverse  effect  on  sur- 
vival! This  is  the  dilemma  of  local 
recurrence,  and  it  has  no  generally 
accepted  explanation. 

Two  categories  of  local 
recurrence 

“Local  recurrence”  is  an  established 
term  in  our  language  and  encom- 
passes events  that  are  usually  of 
grave  significance  (8-10).  Local 
recurrence  includes  at  least  two  dis- 
tinct phenomena:  (a)  local  recur- 
rence following  radical  surgery,  and 
(b)  local  recurrence  following  lim- 
ited surgery.  Following  radical 
surgery,  local  recurrence  may  repre- 
sent the  return  of  tumor  cells  from  a 
distant  site  to  the  surgical  field  (11). 
Thus,  a grave  prognosis  is  assured. 
Local  recurrence  in  the  NSABP 
lumpectomy  trial  was  primarily  the 
emergence  of  disease  from  residual 
tumor  cells  within  the  breast.  Other 


investigators  have  also  found 
promptly  treated  local  recurrence  to 
be  an  innocent  event  following  lim- 
ited (“preservation”)  surgery  for 
breast  cancer  (12-15).  The  second 
variety  of  local  recurrence  merits 
distinguishing  terminology.  I have 
suggested  that  the  term  “local  per- 
sistence” be  used  to  specify  the  sub- 
set of  patients  whose  disease 
emerges  from  residual  tumor  cells  of 
the  primary  lesion  following  a lim- 
ited operation  (16).  This  distinction 
may  not  always  be  obvious,  but  an 
attempt  should  be  made  to  observe  it. 

Hypothesis 

Ten  years  ago  I proposed  an  expla- 
nation for  the  innocence  of  local 
persistence  (17).  I made  two  as- 
sumptions: (a)  patients  vary  widely 
in  their  ability  to  destroy  metastasiz- 
ing tumor  cells,  and  (b)  their  defense 
threshold  remains  relatively  stable 
throughout  life.  Patients  exposed  to 
highly  aggressive  tumor  cells  and 
patients  with  low  levels  of  host  de- 
fense are  likely  to  develop  fatal 
metastases.  Conversely,  patients  who 
remain  free  of  distant  disease  may 
have  a defense  threshold  that  ex- 
ceeds the  tumor  challenge.  After  the 
primary  tumor  has  been  excised  the 
circulating  tumor  burden  should  fall. 

If  the  tumor  recurs  in  the  breast, 
malignant  cells  will  again  be  shed 
into  the  circulation,  and  the  host- 
tumor  balance  will  again  be  chal- 
lenged. Patients  who  are  free  of  dis- 
tant disease  have  demonstrated  their 
strong  host  defense  by  surviving 
their  initial  tumor.  If  the  tumor  re- 
currence is  excised  before  its  circu- 
lating tumor  burden  exceeds  the 
patient’s  defense  threshold,  she  can 
again  be  counted  among  those 
cured  of  disease. 


The  NSABP  lumpectomy  trial 
observed  no  additional  deaths 
among  patients  who  developed  local 
recurrence  (“persistence”),  because 
the  recurrent  lesion  was  excised 
before  it  exceeded  the  relatively  high 
threshold  of  immune  protection 
among  these  patients.  They  survived 
their  primary  lesions  and  were 
immunologically  prepared  to  survive 
a promptly  treated  recurrence.  This 
perception  of  the  “seed  and  soil” 
hypothesis  provides  an  explanation 
for  the  NSABP  results.  A wide  vari- 
ety of  malignant  cells  (“seeds”)  are 
spread  among  a wide  variety  of 
patients  (“soil”).  Seeds  which  fail  to 
germinate  in  one  soil  at  the  time  of 
first  planting  are  unlikely  to  grow 
when  replanted  in  the  same  soil  the 
following  season. 

Natural  killer  cells 

During  the  past  10  years,  natural 
killer  (NK)  cells  have  been  found  to 
fulfill  the  assumptions  made  herein. 
One,  they  destroy  metastasizing 
tumor  cells.  Two,  their  cytotoxicity 
levels  vary  widely  among  patients. 
Three,  NK  cell  cytotoxicity  levels 
remain  relatively  stable  throughout 
life. 

Tumor  growth  and  spread  are 
influenced  by  a variety  of  humoral 
and  cellular  mechanisms.  Macro- 
phages, T-cells  (suppressor,  helper, 
and  cytotoxic),  B-celis,  lymphokine- 
activated  killer  cells,  and  NK  cells 
are  among  the  most  prominent.  I 
present  evidence  suggesting  that  NK 
cells  help  fulfill  the  assumptions  of 
this  hypothesis.  They  are,  however, 
only  one  facet  of  a complex  system 
of  immune  protection. 

Natural  killer  cells  are  large  gran- 
ular lymphocytes  that  arise  in  the 
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bone  marrow  and  circulate  in  the 
peripheral  blood.  Here  they  attack 
tumor  cells  circulating  in  the  vascu- 
lar compartment.  Animal  studies 
have  demonstrated  that  NK  cells 
play  a pivotal  role  in  destroying 
metastasizing  tumor  cells  (18,19). 
There  is  evidence  that  they  play  a 
similar  role  in  humans  (20).  Normal 
individuals  and  cancer  patients  vary 
widely  in  the  potency  of  their  NK 
cytotoxicity  (21-23).  Seth  reported 
that  patients  with  stages  I,  II,  and  III 
breast  cancer  have  variations  in  NK 
cytotoxicity  within  each  stage  that 
greatly  exceed  the  variations  in  the 
mean  levels  of  the  three  stages  (24). 
This  heterogeneity  suggests  that 
individuals  vary  widely  in  this  im- 
portant aspect  of  immune  protection. 

Stress,  drugs,  and  other  condi- 
tions can  temporarily  affect  NK  cell 
activity  (25-28).  Despite  this  varia- 
tion, individuals  maintain  a rela- 
tively stable  level  of  NK  cell  activity 
throughout  their  lives.  Ortaldo  has 
reviewed  the  many  agents  that  can 
depress  NK  cell  activity  (29).  He 
states  that  the  inhibitory  effects  are 
generally  reversible  and  concludes, 

“.  . . the  levels  of  reactivity  are  rela- 
tively constant  throughout  an  indi- 
vidual’s life  span.”  Krishnaraj  and 
Blandford  have  even  reported  an 
increase  in  human  natural  killer  cell 
activity  among  patients  over  the  age 
of  80  (30). 

Schantz  and  associates  assessed 
246  untreated  head  and  neck  cancer 
patients  with  stage  I to  IV  disease 
for  NK  cell  activity  (31).  The  risks 
of  regional  recurrence,  distant  recur- 
rence, and  death  were  all  inversely 
related  to  the  pretreatment  NK  cell 
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cytotoxicity  levels.  He  concluded, 

“.  . . NK  activity  seems  to  be  a con- 
tributing factor  to  metastatic  disease 
rather  than  a result.”  Pross  has  also 
reported  a significant  correlation 
between  NK  cell  activity  and  prog- 
nosis (32). 

Trinchieri  and  Perussia  exhaus- 
tively reviewed  the  human  and  ani- 
mal data  on  NK  cells  and  stated, 
“Growing  evidence  indicates  that 
NK  cells  play  a role  in  vivo  in  the 
resistance  to  certain  types  of  tumors 
and  their  metastatic  dissemination 
. . .”  (33).  In  his  review  of  NK  cells, 
Ortaldo  concluded,  “Evidence  now 
implicates  NK  active  cells  as  major 
effectors  in  the  natural  defense 
against  cancer.  . .”  (29). 

Practical  significance 

The  goal  of  current  surgical  therapy 
is  the  complete  excision  of  all  malig- 
nant disease  with  margins  of  normal 
tissue  adequate  to  prevent  local 
recurrence.  If  promptly  treated 
recurrence  is  an  innocent  event,  then 
margins  of  excision  can  be  limited  to 
several  millimeters  of  healthy  tissue. 
Several  groups  have  analyzed  the 
significance  of  local  recurrence  of 
soft-tissue  sarcoma  following  wide 
excision  and  radiation  therapy. 

Using  multivariant  analysis,  the 
authors  have  concluded  that  local 
recurrence  does  not  adversely  affect 
survival  (34-36).  Preliminary  data 
also  suggest  that  local  recurrence 
following  narrow  excision  of  malig- 
nant melanoma  may  not  adversely 
affect  survival  (37,38).  These 
findings  are  compatible  with  the 
results  of  the  NSABP  lumpectomy 
trial,  and  suggest  the  “seed  and  soil” 
hypothesis  may  apply  to  these 
tumors  as  well.  Additional  informa- 
tion from  randomized,  clinical  trials 


No.  9 September  1990 


may  be  required  to  verify  these  ob- 
servations. The  Intergroup  Melanoma 
Trial  is  currently  randomizing  patients 
with  melanoma  of  intermediate 
thickness  (1.0  mm  to  4.0  mm)  to 
margins  of  2 cm  or  4 cm  (39).  A 
trial  with  narrower  margins  has  not 
begun. 

The  treatment  of  regional  lymph 
nodes  in  clinical  stage  I malignant 
melanoma  is  also  influenced  by  our 
perception  of  this  process  (40).  But 
it  is  not  the  intent  of  this  paper  to 
completely  review  the  clinical  appli- 
cations of  this  hypothesis.  In  areas 
of  the  body  where  local  recurrence 
can  be  promptly  detected  and  treat- 
ed, surgeons  should  encourage 
“preservation”  techniques  when  bod- 
ily form  and  function  are  in  jeop- 
ardy. In  selected  cases  pathologically 
negative  margins  may  be  suitable. 

In  1951,  MacDonald  introduced 
the  concept  of  “biological  predeter- 
minism,” which  fostered  a nihilistic 
attitude  toward  any  form  of  treat- 
ment (41).  The  hypothesis  presented 
here  is  compatible  with  the  data 
reported  by  MacDonald,  but  does 
not  support  his  conclusions.  On  the 
contrary,  this  hypothesis  suggests 
that  surgeons  play  a pivotal  role  in 
the  patient’s  survival.  Continued 
local  control  is  required  for  success. 
Some  surgeons  have  perceived  that 
their  role  in  the  treatment  of  cancer 
has  diminished  during  the  past  few 
decades.  In  fact,  no  therapy  has  as 
decisive  an  impact  on  the  lives  of 
patients.  All  of  the  available  radia- 
tion therapy,  chemotherapy,  and 
immune  manipulation  cannot  affect 
patient  survival  as  dramatically  as 
prompt  initial  surgery  and  meticu- 
lous follow-up. 
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I have  suggested  that  patients  are 
heterogeneous  in  their  ability  to 
resist  metastasizing  tumor  cells  and 
that  their  level  of  host  resistance  is 
relatively  stable  throughout  life  (42). 
Patients  who  develop  distant  metas- 
tases  early  in  the  course  of  their  dis- 
ease are  like  fertile  soil  for  circulat- 
ing tumor  cells.  Patients  who  resist 
the  development  of  distant  metas- 
tases  are  like  barren  soil.  Critics  of 
this  suggestion  should  be  prepared 
to  offer  an  alternative  explanation 
for  the  dilemma  of  local  recurrence. 
Specifically,  why  do  women  who 
develop  recurrent  disease  within  the 
treated  breast  live  as  long  as  those 
who  do  not?  The  “seed  and  soil” 
hypothesis  answers  this  question 
and  supports  the  current  trend 
toward  “preservation”  surgery  for 
the  treatment  of  breast  cancer  and 
other  solid  tumors. 
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PUT  YOUR 
MEDICAL 
CAREER  IN 
FLIGHT. 

Discover  the  thrill  of  fly- 
ing, the  end  of  office 
overhead  and  the  enjoy- 
ment of  a general  prac- 
tice as  an  Air  Force  flight 
surgeon.  Talk  to  an  Air 
Force  medical  program 
manager  about  the 
tremendous  benefits  of 
being  an  Air  Force  medi- 
cal officer: 

• Quality  lifestyle,  quali- 
ty practice 

• 30  days  vacation  with 
pay  per  year 

• Support  of  skilled 
professionals 

• Non-contributing 
retirement  plan  if 
qualified 

Discover  how  to  take 
flight  as  an  Air  Force 
flight  surgeon.  Talk  to 
the  Air  Force  medical 
team  today.  Call 


USAF 

HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 


Texas  Physicians’ 
Directory 


Allergy 


CORPUS  CHRIST!  ALLERGY  & 
ASTHMA  CENTER 
JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 

2550  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  512  888-6782 


Anesthesiology 


EDWARD  A.  TALMAGE,  MD,  PA 

Diplomatic  American  Board  of  Anesthesiology 

PAIN  MANAGEMENT:  Diagnostic  & Therapeutic  Nerve  Blocks 
Neurolytic  Blocks 
Dorsal  Column  Stimulation 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston 
77082:  713  496-1006 


THE  CENTER  FOR  PAIN  MANAGEMENT 

A multidisciplinary  center  for  comprehensive  treatment  and  management  of  chronic  and 
recurrent  acute  pain. 

OCTAVIO  J.  CALVILLO,  MD,  PhD 
Anesthesiologist 

Diplomats  of  the  American  Board  of  Anesthesiology 

SAN  JACINTO  METHODIST  HOSPITAL  — BAYTOWN 
Independence  Plaza  II,  4301  Garth  Road 
Baytown,  Texas  77521 
(713)  420-8822 


THE  UNIVERSITY  CENTER  FOR  PAIN  MEDICINE 
AT  HERMANN 

Hermann  Hospital,  641 1 Fannin,  Houston,  Texas  77030 
713  797-2732 

A multidisciplinary  center  which  offers  comprehensive  treatment  options  for  acute,  subacute, 
and  chronic  pain  patients.  The  center's  total  management  of  each  patient's  pain  recognizes 
both  the  central  and  peripheral  components  of  the  syndrome. 

PRITHVI  RAJ,  MD,  FACA,  FFARCS 

Director 

ZACHARIAH  GERGER,  DO  AARON  CALODNEY,  MD 

Coordinator.  Outpatient  Sen/ices  Coordinator,  Inpatient  Services 

Diplomates  American  Board  of  Anesthesiology 


Dermatology 


JOHN  ADNOT,  MD 

Mohs  Micrographic  Surgery  for  Skin  Oancer 

4200  S.  Hulen  #400 

Ft.  Worth,  Texas  76109:  817  377-0626 


DAVID  R.  WEAKLEY,  MD,  FACP 
DENIS  L.  BEAUDOING,  MD 

Dermatology  and  related  Allergy 

Dermatologic  Surgery,  Cosmetic  and  Laser  Surgery 

Diseases  of  the  skin,  dermabrasion,  chemical  peeling,  collagen,  sclerotherapy, 
lipoinjection,  allergy  and  cosmetic  counseling 

Medical  City,  Dallas  Suite  21 4A,  7777  Forest  Lane 
Dallas,  Texas  75230:  Phone  214  661-7460 


DERMATOLOGY  ASSOCIATES  OF 
SAN  ANTONIO 

James  Lewis  Pipkin,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 
Mucocutaneous  Virology 

1 08  Tendick,  San  Antonio,  Texas  78209: 

512  222-8651, 222-2001 

MOHS  SURGERY 

For  Primary  and  Recurrent 
Cancer  of  the  Skin 

Forrest  C.  Brown,  MD 
Medical  City  Hospital 

7777  Forest  Lane,  Dallas.  Texas  75230:  214  661-4537 


ROBERT  F BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 

2201  Oxford  Avenue,  Suite  104 
Lubbock,  Texas  79410;  806  797-6631 


Endocrinology 

ERIC  A.  ORZECK,  MD,  FACP 
Endocrinology  & Diabetes 

8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 


Family  Practice 

DALLAS  HEADACHE  ASSOCIATES 

The  Princeton  at  14651  Dallas  Parkway,  Suite  306,  Dallas.  Texas  75240, 

214  661-9902 

Director:  James  H.  Francis,  MD,  PA,  FAAFP 

The  Dallas  Headache  Clinic  is  dedicated  to  the  diagnosis  of  headaches  of  all  types  whether 
organic,  physiological  or  psychological.  Patients  are  evaluated  for  headache  types  that  may 
occur  in  all  specialty  fields  of  medicine  and  dentistry. 

The  Clinic  treats  headache  types  that  usually  respond  to  abortive  and  preventive  drug  treat- 
ment. biofeedback,  stress  management,  transcutaneous  neurostimulation,  physical  therapy,  or 
anesthetic  blockade  and  refers  the  other  headache  diagnoses  to  the  appropriate  specialist. 

Diplomate  American  Academy  of  Pain  Management 
Member  American  Association  for  Study  of  Headache 


Hand  Surgery 


L.  LEE  LANKFORD,  MD 

DAVID  J,  ZEHR,  MD  — Microsurgery 

ARNOLD  V.  DIBELLA,  MD  — Wrist  Derangements 

PAUL  R.  ELLIS,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave..  Suite  450,  Dallas,  Texas  75246;  214  823-5351 
LANKFORD  ZEHR  DIBELLA  HAND  SURGERY  ASSN. 
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KENNETH  D.  GU^SS,  MD,  FACS 

Hand  Surgery  and  Reconstructive  Surgery  of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 
Dallas,  Texas  75235;  214  631-7488 

Medical  City  Dallas,  Suite  C-200,  7777  Forest  Lane,  Dallas,  Texas 
75230:  214  661-4797 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 
Microsurgery  & Reimplantation 

Baylor  Medical  Plaza,  3600  Gaston  Ave.,  Suite  303,  Dallas,  Texas  75246; 
214  823-7090 


Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  81 16,  Dallas,  Texas  75230: 
214  661-7010 


REGIONAL  HAND  CENTER  FOR  WEST  TEXAS 
AND  EASTERN  NEW  MEXICO 

Royce  C.  Lewis,  Jr,  MD 

3502  9th  Street.  SteG- 10 

Lubbock,  Texas  79415-3300;  806  744-7003 


Neurological  Surgery 


DOCTORS  SMITH,  WHEELER,  RARKER, 

AND  CRAVENS,  PA 

Ronald  Smith,  MD,  Retired 
Joe  Ellis  Wheeler,  MD 
Leighton  B.  Parker,  MD 
George  F.  Cravens,  MD 

920  South  Lake,  Fort  Worth,  Texas  76104 
Telephone  81 7 336-0551 

DALU\S  NEUROSURGICAL  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 
Gamma  Knife  Radiosurgery 

Charles  W,  Simpson,  MD  Richard  H.  Jackson,  MD 

Morris  Sanders,  MD  Terry  Hodd,  MD 

W.  Robert  Hudgins,  MD 

St.  Paul  Professional  Blvd.,  5959  Harry  Hines  Blvd., Suite  620 
Dallas,  Texas  75235:  214  637-0420 

Presbyterian  Professional  Bldg,,  8230  Walnut  Hill  Lane,  Suite  610: 

Dallas,  Texas  75231 ; 214  369-7596 


Nuclear  Medicine 


NUCLEAR  MEDICINE  U\BORATORIES  OF  TEXAS 
HERBERT  0.  ALLEN,  MD,  FACNM 

Texas  Medical  Center,  6411  South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic  Radioactive 
Tests  In:  Hematology,  Thyroidology,  Endocrinology,  Gastroenterology, 
Cardiology,  Neurology.  Neurosurgery,  Urology,  Ophthalmology,  Obstetrics- 
Gynecology  and  Non-Invasive  Nuclear  Cardiology 

Herbert  C.  Allen,  Jr.,  MD,  FACNM,  Director — 713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


Ophthalmology 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD  Gary  Edd  Fish,  MD 

William  B,  Snyder,  MD  Rand  Spencer,  MD 

William  L.  Hutton,  MD  Bradley  F.  Jost  MD 

Dwain  G.  Fuller,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

7150  Greenville  Ave.,  Dallas,  Texas  75231:  214  692-6941  or  800  872-2020 
3600  Gaston  Avenue,  Dallas,  Texas  75246;  214  821-4540 


BRUCE  0.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

281 1 Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 


LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902:  915  545-2333 


RETINA-VITREOUS  ASSOCIATES 
W.  Rex  Hawkins,  MD 

Limited  to  Retina  and  Vitreous 

1200  Binz,  Suite  400,  Houston.  Texas  77004 
713  528-1122 


VITREO-RETINAL  CONSULTANTS  OF  TEXAS 

Harold  Granek,  MD 

Diplomate,  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

1021  Washington  Avenue,  Fort  Worth,  Texas  76104;  817  332-6200 


ARTHUR  M.  CLEMENTS,  MD 

Surgery  & Diseases  of  the  Eye 

Diplomats  American  Board  of  Ophthalmology 

21 1 Medical  Drive,  Suite  1 , Fredericksburg,  Texas  78624 
512  997-6535;  1-800-421-7513 


Orthopedic  Oncology 

RICHARD  G.  BUCH,  MD 

Fellowship  Trained  Orthopedic  Oncology 

Infections  and  Major  Joint  Reconstruction  — Custom  Implants 

5939  Harry  Hines  Blvd.,  Suite  530,  Dallas,  Texas  75235 
(214)  879-6299 


Orthopedic  Surgery 


L.  Ray.  Lawson,  MD  W.Z.  Burkhead,  Jr,,  MD 

Robert  D.  Vandermeer,  MD  Richard  D.  Schubert,  MD 

Wynne  M.  Snoots,  MD  John  A,  Baker,  MD 

R.  Stephen  Curtis,  MD  James  R.  Sackett,  MD 

William  A.  Bruck,  MD  Daniel  E.  Cooper,  MD 

W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

A Acc<*tr'iatir~in 

2909  Lemmon  Ave.,  Dallas,  Texas  75204-2385;  214  220-2468;  FAX  214  720-1982 
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FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue.  Fort  Worth,  Texas:  817  335-4316 

Louis  J.  Levy,  MD,  PA 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey.  MD,  PA 
Stephen  L.  Brotherton,  MD 


J.  Price  Brock,  Jr,  MD 
Robert  L.  Dickey,  MD 


THE  INSTITUTE  FOR  REHABILITATION 
AND  RESEARCH  (TIRR) 

in  the  Texas  Medical  Center,  Houston,  Texas 


Comprehensive  care  hospital  specializing  in  rehabilitation  care  for  persons  dis- 
abled by  injury  or  disease.  Inpatient  and  outpatient  services. 


Spinal  Cord  Injury 
Head  Injury 
Amputee 
Stroke 
Pediatric 
Cerebral  Palsy 


Sports  Arts  Center 
Restorative  Surgery 
Scoliosis 
Spina  Bifida 
Neurophysiology 
Neuromuscular 


ORTHOPEDIC  ASSOCIATES  OF  ABILENE 


Accredited  by;  Joint  Commission  on  Accreditation  of  Hospital  Organizations 
Commission  on  Accreditation  of  Rehabilitation  Facilities 


1701  Pine  Street,  Abilene,  Texas  79601 


Patient  Services  Coordinator:  713  797-5922  or  in  Texas  1 -800-44REHAB 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.W.  Bendel,  Jr,  MD 

E.E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.R.  Vavrin,  MD,  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012:  817  261-8284 


ORTHOPEDIC  ASSOCIATES  OF  DALU\S 


SAN  ANTONIO  WARM  SPRINGS 
REHABILITATION  HOSPITAL 

5105  Medical  Drive.  San  Antonio,  Texas  78229 
(51 2)  691  -01 00  1 -800-451  -1350 

Comprehensive  Inpatient  and  Outpatient  Physical  Rehabilitation  for  Adults  and 
Children  and  Electrodiagnostic  Evaluation 

Alex  C.  Willingham,  MD,  Medical  Director 

Brian  C.  Buck,  MD,  Pediatric  Rehabilitation  Director 

Rick  Marek,  Administrator 


John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Huntly  G.  Chapman,  MD  James  W.  Brodsky,  MD 

Phillip  E.  Hansen,  MD  Kurt  W.  Rathjen,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303,  Dallas,  Texas  75246:  214  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2116 
Dallas.  Texas  75230;  21 4 661  -701 0 


ORTHOPAEDIC  FOOT  SURGERY  AT  DALLY\S 

Surgery  & Diseases  of  the  Foot  and  Ankle 
Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane,  Suite  105,  Dallas  75231;  214  369-4361 


Plastic  Surgery 

HOUSTON  PU\STIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS  James  B.  Stafford,  IV,  MD,  FACS 

Jonathan  J.  Dora,  MD,  FACS  Steven  M.  Hamilton,  MD 

David  J.  Katrana,  DDS,  MD,  FACS 

Aesthetic,  Piastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin.  Suite  750,  Houston.  Texas  77030;  713  795-5575 

Psychiatry 


SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road,  Dallas.  Texas  75235  214  350-7500 


Richard  E.  Jones,  MD 
Donald  M.  Mauldin,  MD 
James  B.  Montgomery,  MD 
Kevin  Gill,  MD 
James  L.  Ough,  MD 


Scott  L.  Blumenthal,  MD 
Scott  O.  Paschal,  MD 
L.  T.  Johnson,  MD 
Kenneth  Driggs,  MD 
Charles  E.  Cook,  MD 


Pediatric  Ophthalmology 


ROBERT  D.  GROSS,  MD,  FAAP 

Children’s  Eye  Specialists,  PA 

Medical  and  Surgical  Eye  Diseases  in  Children 

Eye  Muscle  Imbalances  in  Adults 

800  Fifth  Ave  — Suite  420,  Fort  Worth,  Texas  76104-7304 
817  336-0900  Metro  988-7700 


GONZALO  A.  AILLON,  MD 

Psychiatry-Bilingual 

3450  Wheatland  Road,  Suite  120 
Dallas,  Texas  75237;  214  296-6241 


RICHARD  G.  JAECKLE,  MD 

Psychiatry 

Diplomate,  ABPN:  Psychiatry  Diplomate,  ABPN:  Child-Adolescent 

Presbyterian  Professional  Building  II.  Suite  404 

8220  Walnut  Hill  Lane,  Dallas,  Texas  75231 ; 214  696-0964 


Physical  Medicine  & Rehabilitation 

ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

1 02  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205:  Telephone  512  226-2424 
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DALIJ\S  PSYCHIATRIC  ASSOCIATES 

Inpatient  & Outpatient  Services 

• Adult,  Adolescent  and  Child  Psychiatry 

• Alcohol  and  Chemical  Dependency 

• Medical  Stress  & Chronic  Pain 

• Intensive  Outpatient  Programs  for  Alcohol  & Chemical 

• Dependency,  Aftercare  & Relapse  Management 

• Day  Treatment  Program  & Therapeutic  School  for  Adolescents 

• Emergency  Evaluation  Services 


Larrie  Arnold,  MD 
Howard  Cohen,  MD 
Gary  Etter,  MD 
Ronald  Resichmann,  MD 
Bradford  Goff,  MD 
Fred  L Griffin.  MD 
Joan  R.  Hebeler,  MD 
Lynne  Inman,  MD 
R.  Sanford  Kiser,  MD 


Prema  Manjunath,  MD 
Gretchen  Megowen,  MD 
Gary  Morton,  MD 
William  M.  Pederson,  MD 
Jaime  Quaintanilla,  MD 
Leslie  H.  Secrest,  MD 
Dawn  Shogren,  MD 
Angela  M.  Wood,  MD 
John  M.  Zimburean,  MD 


Offices:  Brookhaven  Psychiatric  Pavilion  of  RHD  Memorial  Medical  Center,  Medical  City,  Irving 
Health  Care  System  Phone  214  247-1150 


DAY  TREATMENT  CENTER  OF  DALLAS 

Gonzalo  A.  Aillon,  MD 
Medical  Director 

AN  ALTERNATIVE  TO  PSYCHIATRIC  HOSPITALIZATION 
1326  Stemmons  Avenue,  Dallas,  Texas  75208;  (214)  943-1878 


Radiation  Onoology 


RADIATION  ONCOLOGY  OF  THE  SOUTHWEST 

• Complete  Radiotherapy  Services;  Inpatient-Outpatient  Care 

• External  or  Internal  Irradiation  (implants) 

• Specialized  in  combination  therapy  surgery-irradiation  chemotherapy- 
irradiation 

• Bilingual  personnel 


RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSOHER,  MD 
THOMAS  R MEYERS,  MD 
Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 
Suite  404,  Dallas,  Texas  75246;  214  827-3890 
Hours  by  Appointment 


Uroiogy 


FORT  WORTH  UROLOGY  CLINIC 

Hugh  Lamensdorf,  MD  J.  Daniel  Johnson,  MD 

Ira  N.  Hollander,  MD  A.E.  Thurman,  MD 

J.  Scott  Hassell,  MD 

Diplomates  of  American  Board  of  Urology 
Fellows  American  College  of  Surgery 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
817  336-5711 

SOUTHWEST  UROLOGY  ASSOCIATES 
Adult  and  Pediatric  Urology 

Ted  Boone,  MD  James  T.  Coggins,  MD 

Warren  M.  Greene,  MD  Wm.  A.  Freeborn,  MD 

Diplomates  of  American  Board  of  Urology 

221  W.  Colorado,  #440,  Dallas,  Texas  75208;  214  948-3101 
3450  W.  Wheatland  Road,  #60,  Dallas,  Texas  7521 1 

C.F  SKRIPKA,  JR,  MD,  FACS 

Urology,  Neurourology,  Endourology,  Male  Sexual  Dysfunction,  Laser 
Surgery,  & ESWL. 


Carlos  H.  Fernandez,  MD 

Diplomats  American  Board  of  Therapeutic  Radiology 


1101  North  19th,  Suite  1 14,  Abilene,  Texas  79601 
915  673-5726 


Practice  Limited  to  Radiation  Oncology 

Telephone  (day  or  night)  713  988-2194 

7777  Southwest  Freeway,  Suite  636,  Houston,  Texas  77074 


Rheumatology 


DON  E.  CHEATUM,  MD,  FACR  FACR 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  214  823-4151 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  mem- 
bers at  $80  per  column  inch  per  month  and  listings  must  run 
for  a minimum  of  six  months.  A discount  of  5%  is  allowed  for 
six  months’  advance  payment.  New  listings,  changes,  or  can- 
cellations should  be  sent  to  Mark  Bizzell,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701 . Deadline  is  the 
1st  of  the  month  preceding  publication  month. 


Thoracic  Surgery 


ALLAN  L.  GRAHAM,  MD,  FACS* 

ROBERT  W.  MILEY,  MD,  FACS 
RICHARD  L.  SHEPHERD,  MD,  FACS 
Diplomates  American  Board  of  Surgery  and  Board 
of  Thoracic  Surgery 

• Also  certificate  of  special  qualification  in  general  vascular  surgery,  American  Board  of  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

515  South  Adams,  Fort  Worth,  Texas  76104;  817  332-7878 
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TEXAS  MEDICINE 
CARES  ABOUT  A 
DRUG  FREE  TEXAS 


TEONEON! 

Show  your  support  for  a drug-free 
Texas  during  Red  Ribbon  Week, 

Oct.  21-28,  1990. 

Wear  a red  ribbon  imprinted  with 
'doin  Me — I'm  Drug  Free."  Give 
ribbons  to  office  staff  and  patients. 

Order  brochures  and  hot-line  cards 
for  your  patients! 

Sponsored  by  the  Texas  Medical 
Association  and  its  Auxiliary  in  co- 
operation with  the  National  Federation 
of  Parents  for  Drug  Free  Youth 

President  and  Mrs.  George  Bush 
Notional  Honorary  Chairpersons 

Governor  and  Mrs.  William  Clements 
State  Honorary  Chairpersons 

Order  your  red  ribbons  and 
brochures  now! 


TexasMedical 

Association 


PHYSICIANS  CARING  FOR  TEXANS 

October 21-28, 1990 


Send  me ribbons. 

Send  me brochures. 

Send  me hot-line  cords. 

Name 

Street  Address 

(No  RO.  Boxes  Please) 

City TX  ZIP Phone  ( ) 


Send  your  order  to  Texas  Medical  Association  Auxiliary:  Red  Ribbon  Campaign 
1801  N.  Lamar  Blvd.  Austin,  TX  78701 


IF  QUAIITY  OF  CARE  IS  IMPORTANT 
TO  YOU,  CONSIDER  A CAREER  IN 
ADMINISIRAnVE  MEDKINE. 


A medical  directorship  directly  involves  you  in  quality  issues  important 
to  physicians  and  patients.  Learn  to  adapt  your  personal  leadership  style 
to  a new  role  in  administrative  medicine.  Our  four-day  interactional 
career  enhancement  program  for  physicians  can  help 
you  move  comfortably  within  an  organization.  You’ll 
practice  techniques  that  help  you  control  meetings, 
respond  successfully  to  confrontation,  and  come  out 
ahead  in  negotiations.  And  you’ll  learn  how  to  meet 
QA  and  Joint  Commission  requirements.  Career 
counseling  is  available  upon  completion  of  the 
program.  Class  is  limited  to  24  participants.  Call 
today  for  more  information. 


Medical  Directors 
Advancement  Council 

An  Education  and 
Executive  Search  Service 
Two  Shannon  Court 
Chico,  California  95928 


Oct  30 -Nov  3,  1990 
Capitol  Plaza  Holiday  Inn 
Sacramento,  CA 


Call  our  toll-free  number  for  more  information.  1 -800-762-2595. 


C.M.E.  credits  applied  for. 


Meet  The  Faces 
Behind  Most 
Medical  Advances. 


There  are  a lot  of  doctors  and  researchers 


out  there  who  deserve  credit  for  society’s 
medical  achievements.  But  the  fact  is, 
they’ll  have  to  share  the  credit.  Because 
before  any  medical  project  can  break 
new  ground,  it  has  to  get  off  the  ground. 
And  that  takes  money.  We  urge  you  to 
contribute  to  the  hospital  of  your  choice. 
Your  help  could  mean  a solution  to 
many  of  today’s  most  pressing  medical 
concerns.  The  first  of  which  is,  quite 
frankly,  funding. 

Give  To  Your 
Local  Hospital. 

Give  To  Life.* 

National  Association  for  Hospital  Development 


NAHD 


Medical  Practice 

■ Appraisal 

■ Brokerage 

■ Management 
Consulting 


ANESTHESIOLOGY 


NORTHEAST  TEXAS 

Busy  regional  medical  center  in  attractive,  pro- 
gressive NE  Texas  community  of  27,000  (refer- 
ral area  150,000)  seeks  BE/BC  anesthesiologist 
Modem  200-bed  hospital  with  latest  technology. 
Shared  call  coverage  Strong  economy, 
excellent  schools:  many  recreational  and  social 
opportunities  Contact:  Vicki  Truitt. 


CARDIOLOGY 


SOUTH  TEXAS 

Thirty  minutes  from  Padre  Island.  Young,  grow- 
ing, cardiology  group  seeks  invasive  or  non- 
invasive  associate  Must  be  BC  or  BE  seeking 
certification.  Spanish  speaking  helpful  but  not 
required.  Excellent  location.  Great  opportunity 
tor  qualified  candidate. 

Contact:  Barry  Strittmatter. 


FAMILY  PRACTICE 


CENTRAL  TEXAS 

Medical  staff  of  50-bed  hospital  in  beautiful  cen- 
tral Texas  (within  one  hour  of  Austin),  seeks 
BE/BC  family  physician  for  private  practice  (to 
share  a call  with  three  other  BC  FPs)  Solo  or 
group  environment.  OB  a plus,  but  not  required. 
Progressive,  family-oriented  community  with 
excellent  schools.  Many  social  and  recreational 
opportunities.  Competitive  incentive  package  to 
qualified  physician.  Contact:  Jim  Truitt 


WITHIN  ONE  HOUR  OF  DALLAS 

Two  family  physicians  seek  third  associate  for 
group  practice  near  lake  area.  Attractive,  fully 
equipped  office.  Ultra-modern  hospital.  Shared 
call,  competitive  incentive  package  to  qualified 
physician  Contact:  Jim  Truitt. 

NEAR  AUSTIN  AND  SAN  ANTONIO 

Community  of  5,000  (referral  area  24,000) 
seeks  board  certified  family  physician.  Shared 
call  with  two  other  family  physicians:  OB  need- 
ed. Financially  sound,  30-bed  hospital  offering 
competitive  incentive  package  to  qualified  physi- 
cian. Contact:  Jim  Truitt 


DALLAS 

Established  fee-for-service  practice  available  for 
assumption.  Full  scope  of  family  medicine,  ex- 
cept OB  Average  gross  $320K -i-  annually.  Bi- 
lingual (Spanish)  skills  helpful.  Retiring  physician 
will  introduce.  Financing  available  to  qualified 
candidate.  Contact:  Jim  Truitt. 


WEST  TEXAS 

Two  board  certified  family  physicians  seek  third 
associate  for  busy  practice.  OB  preferred 
Friendly  town,  good  schools.  Within  35  minutes 
of  larger  city.  Very  lucrative  financial  situation. 
Excellent  for  pilot  physician. 

Contact:  Jim  Truitt 


PANHANDLE 

Texas  community  of  8,000  (referral  area 
16,000)  seeks  BC  FPs  for  group.  One  young 
BC  physician  recently  recruited,  available  for 
call  sharing  New  hospital  under  construction 
Sound  economy,  good  schools,  airport  Gen- 
erous incentive  package  including  income 
guarantee,  relocation,  office  space,  more 
Contact:  Jim  Truitt, 


PANHANDLE 

Panhandle  community  seeks  BE/BC  family 
practitioner  to  complement  very  busy,  recent- 
ly trained,  BC  family  practitioner.  Excellent  hos- 
pital facilities.  Ideal  location  for  outdoorsman. 
Generous  incentive  package  available  for 
qualified  candidate  Contact:  Barry  Strittmatter. 


D/FW  METROPLEX 

Recently  trained.  BC  family  physician  seeks 
associate  for  practice  in  affluent  NE  Tarrant 
County  community.  Modern  hospital  will  spon- 
sor qualified  physician.  Excellent  schools  and 
quality  of  life.  Contact:  Vicki  Truitt. 


SOUTH  TEXAS 

Within  one  hour  of  San  Antonio  — South  Texas 
community  seeks  BE/BC  family  practitioner  for 
service  area  of  20,(K)0  OB  is  available,  but  not 
required  Hunting,  fishing  (fresh  and  salt  water) 
and  other  recreational  activities  abound  Forty- 
two  bed  hospital  will  offer  generous  incentive 
package  to  qualified  candidate. 

Contact:  Barry  Strittmatter. 


GENERAL  SURGERY 


SW  LOUISIANA 

Small  southwest  Louisiana  community  seeks 
BE  / BC  general  surgeon.  Assured  referrals  from 
four  FPs  and  one  OB/GYN.  Friendly  community 
within  20  minutes  of  metropolitan  area.  Ideally 
suited  for  the  outdoorsman.  Generous  incentive 
package  to  qualified  candidate 
Contact:  Barry  Strittmatter. 


INTERNAL  MEDICINE 


EAST  TEXAS 

Two  BC  internists  seek  compatible  associate 
for  group  practice  in  community  of  approxi- 
mately 12.000  (referral  area  50,000).  Shared 
call  and  overhead.  Ultra-modem,  100-bed  hos- 
pital. Attractive  community:  many  social  and 
recreational  opportuntles.  One  hour  from 
Dallas  Competitive  incentive  package. 
Contact:  Jim  Truitt. 


THE  TEXAS  SPECIALISTS 


— Working  in  Texas  for  Texans,  since  1984  — 


WEST  TEXAS 

Five  American  trained,  board  certified  internists 
seek  compatible  associate  for  busy  group  prac- 
tice in  Texas  community  of  100,000  Office 
adiacent  to  modern  250-bed  hospital.  Excellent 
call  arrangement,  salary  and  benefits.  Full 
associate  status  in  second  year. 

Contact:  Jim  Truitt 

SOUTH  TEXAS 

Thirty  minutes  from  Padre  Island.  BC  IM 
specializing  in  critical  care  seeks  compatible 
associate.  Great  climate  and  lifestyle:  recrea- 
tional opportunities  abound.  Excellent  Income 
potential  Contact:  Barry  Strittmatter. 


NEUROLOGY 


NORTHEAST  TEXAS 

Regional  medical  center  serving  150,000  seeks 
BE/BC  neurologist  for  associate  practice  (or 
solo  sharing  call)  with  BC  neurologist.  Pro- 
gressive, family-oriented  community  with 
strong,  diversified  economy,  excellent  schools 
Many  social  and  recreational  opportunities 
Generous  incentive  package  to  qualified  physi- 
cian Contact:  Vicki  Truitt 


OBSTETRICS  / GYNECOLOGY 


NORTHEAST  TEXAS 

Regional  medical  center  serving  150,000  seeks 
BE/BC  OB/GYN  for  private  practice  (to  share  call 
with  three  other  OB/GYNs).  Progressive,  family- 
oriented  community  with  strong,  diversified 
economy,  excellent  schools.  Many  social  and 
recreational  opportuntles.  Competitive  incentive 
package  to  qualified  physician. 

Contact:  Vicki  Truitt. 


EAST  TEXAS 

Recently  trained,  board  certified  OB/GYN  seeks 
compatible  associate  for  practice  in  communi- 
ty of  approximately  12,000  (referral  area 
50,000)  Shared  call  and  overhead.  Ultra- 
modern, 100-bed  hospital  Attractive  commun- 
ity, many  social  and  recreational  opportunities. 
One  hour  from  Dallas.  Competitive  incentive 
package  Contact:  Jim  Truitt. 


ORTHOPEDIC  SURGERY 


EAST  TEXAS 

Board  certified  orthopedic  surgeon  seeks  com- 
patible associate  for  practice  in  community  of 
approximately  12,000  (referral  area  50,000) 
Shared  call  and  overhead.  Well-equipped,  ultra- 
modern, 100-bed  hospital.  Attractive  communi- 
ty: many  social  and  recreational  opportunities. 
One  hour  from  Dallas.  Competitive  incentive 
package  to  qualified  physician. 

Contact:  Jim  Truitt. 


EAST  TEXAS 

Medical  staff  of  100-bed  hospital  seeks  ortho- 
pedic surgeon  for  referral  area  of  approximately 
50,000.  Attractive  community  of  14,000  with 
strong,  diversified  economy.  Excellent  fishing 
and  hunting.  One  hour  from  Dallas.  Competitive 
incentive  package  to  qualified  physician. 
Contact:  Barry  Strittmatter. 


OTOLARYNGOLOGY 


D/FW  METROPLEX 

BC  ENT  seeks  associate  for  busy  practice  in 
affluent  NE  Tarrant  County  community  On 
campus  with  modern  hospital  Excellent 
schools  and  quality  of  life. 

Contact:  Vicki  Truitt. 


PEDIATRICS 


NORTHEAST  TEXAS 

Dynamic  group  of  American  trained,  BC 
pediatricians  seek  fourth  associate  for  group 
practice  in  attractive  community  of  27,000 
(referral  area  150,000)  Progressive,  family- 
oriented  community  with  strong,  diversified 
economy:  excellent  schools.  Social  and  recrea- 
tional opportunities  abound.  Modern  hospitals. 
Shared  call:  excellent  income  and  benefits:  ear- 
ly partnership  Contact:  Vicki  Truitt 


FORT  WORTH 

Medical  staff  in  well  established  metroplex 
hospital  seeks  BE/BC  pediatrician  to  establish 
nucleus  of  single  specialty  group  Solo  prac- 
tice option  also  available  Competitive  incen- 
tive package  from  hospital  and  medical  staff 
support  will  be  offered  to  qualified  candidates. 
Contact:  Barry  Strittmatter 


D/FW  METROPLEX 

Young  American  trained,  BC  pediatrician  seeks 
associate  for  practice  in  affluent  suburban  com- 
munity in  the  heart  of  thriving  0/FW.  Office  on 
campus  with  modern  hospital.  Excellent 
schools  and  quality  of  life. 

Contact:  Vicki  Truitt. 


PULMONARY  MEDICINE 


WEST  TEXAS 

Five  man  group  of  American  trained,  board  cer- 
tified internists  seeks  compatible  pulmonary 
medicine  associate.  Community  of  100,000 -k 
Office  adjacent  to  modern  250-bed  hospital. 
Shared  call,  excellent  income  and  benefits.  Full 
associate  status  in  second  year 
Contact:  Jim  Truitt. 


DIAGNOSTIC  RADIOLOGY 


D/FW  METROPLEX 

BC  Radiologist  seeks  associate  for  hospital  bas- 
ed practice  in  affluent  NE  Tarrant  County  com- 
munity Modem  hospital  Excellent  schools  and 
quality  of  life  Contact:  Vicki  Truitt. 


RHEUMATOLOGY 


NORTHEAST  TEXAS 

Medical  staff  of  regional  medical  center  seeks 
board  certified  rheumatologist  to  establish  ser- 
vice in  referral  area  of  at  least  150,000,  Refer- 
rals from  seven  orthopedic  surgeons  and 
approximately  90  other  physicians  in  the  com- 
munity. Strong  economy,  excellent  schools: 
many  recreational  and  social  opportuntles 
Modem  hospitals  Generous  incentive  package 
to  qualified  physician  Contact:  Vicki  Truitt 


UROLOGY 


D/FW  METROPLEX 

Recently  trained,  BC  urologist  seeks  associate 
for  practice  in  affluent  NE  Tarrant  County  com- 
munity. On  campus  with  modern  hospital 
Competitive  incentive  prackage  to  qualified  can- 
didate. Excellent  schools  and  quality  of  life. 
Contact:  Vicki  Truitt. 


Classified 

Advertising 


Opportunities  Available 

Academic/Government 

The  University  of  Texas  at  Austin  is  seeking  a Physician- 
General  Medicine.  Requires  a Doctoral  degree  in 
medicine;  residency  training  and  board  eligible  or  board 
certified  in  family  practice,  pediatrics  or  internal 
medicine;  experience  in  direct  patient  care;  and  currently 
licensed  to  practice  medicine  in  the  State  of  Texas.  Work 
hours  are  between  8 am  and  6 pm,  but  may  vary.  Posi- 
tion available  September  1 , 1990.  This  a nine  month 
position  annually  (September  through  May).  Qualified 
applicants  should  send  a curriculum  vitae  by  September 
30,  1990  to  Melinda  McMichael  M.D.,  RO.  Box  7339, 
University  Station,  Austin,  TX  78713. 

Anesthesiologists 

Anesthesiologist-Texas  Gulf  Coast  — Another  Anesthesi- 
ologist is  needed  to  establish  practice  in  the  Texas  Gulf 
Coast  community  of  Beaumont.  Successful  candidate 
will  provide  one  third  of  the  coverage  in  the  24-hour 
labor  and  delivery  unit  established  in  September  1988. 
Fee-for-service  with  an  extremely  generous  income  guar- 
anteed; Send  CV  to;  Gordon  Cra\wford.  Manager,  Pro- 
fessional Relations.  Humana  Inc.,  Dept.  1 1-9B,  500 
West  Main  Street,  Louisville,  KY  40201  -1438.  Or  call  Toll 
Free  1-800-626-1590. 


Dermatology 

Dermatologists  — Locum  Tenens  wanted  for  Dermatol- 
ogy practice  in  Houston.  Send  CV  and  Information  to 
Dermatology.  11301  Fallbrook,  Suite  212,  Houston 
Texas.  77065.  713  955-7546. 

Emergency  Medicine 

Needed;  Emergency  physicians,  North  Central  Texas  area, 
full  and  part-time.  For  an  application  call  81 7 336-8600 
or  write  Emergency  Medicine  Consultants,  PA;  1 525 
Merrimac  Circle,  Suite  107,  Fort  Worth,  TX  76107. 


EMERGENCY 

PHYSICIANS 

Full-time  or  part-time 
M.D.’s  and  D.O.’s 
Some  Directorships  open 

♦Work  in  Texas... 
♦Excellent  Salary... 
♦Liability  Insurance... 

CALL  NOW 

EMERGENCY 
ASSOCIATES 
INCORPORATED 
1-800-242-3776 


Emergency  Physician  — Local  Houston  ER  group  needs 
experienced  ER  physician.  Fee-for-service  with  guaran- 
tee. Contact  Greater  Houston  Emergency  Physicians 
Associates,  PO.  Box  7445,  Houston,  TX  77248;  713 
869-6235. 


EmCare 

GOVERNMENT  SERVICES,  INC. 

Family  Practice  - Internal  Medicine  — 
Emergency  Medicine 
Qualified  Physicians  Being  Recruited 
For  Opportunities  Offering 

Competitive  Guaranteed  Income  with  Fee  for 
Service  Income  Potential 
Professional  Liability  Insurance 
Excellent  Health,  Life  and  Disability  Insurance  for 
Full-Time  Independent  Contractors 
On-site  Administrative  and  Support  Personnel  Provided  by  EGSI 
Billing  and  Corporate  Support  Provided 

For  additional  information  on  opportunities  and  locations  contact 

Glenn  W.  Farmer 
Director 

Catherine  M.  Dawson 
Assistant  Director 

1-800-527-2145 

EGSI,  1717  Main  Street,  Suite  5200 
Dallas,  Texas  75201 
214/761-9200 


San  Angelo  — Outstanding  opportunity  in  minor  emer- 
gency/family practice  clinics.  Guaranteed  $100,000  for 
4-day  week,  13  hr.  days,  50  weeks/year.  Profit  sharing 
above  guarantee.  Gontact  Wayne  Williams,  MD,  915 
942-861 1 , Shamrock  Clinics.  4208  College  Hills,  San 
Angelo,  TX  76904, 

Texas:  Emergency  Medicine,  Dallas/Fort  Worth  and  East 
and  West  Texas  — full-time  and  part-time  positions  avail- 
able with  EmCare,  a progressive  physician-oriented 
group  committed  to  excellence  in  emergency  medicine. 
Opportunities  include  staff  and  directorship  positions,  in 
high  volume,  Level  1 Trauma  Centers,  as  well  as  smaller 
community  hospitals.  We  offer  very  desirable  geographic 
locations  including  the  Dallas/Fort  Worth  area.  East 
Texas,  Amarillo.  Greenville,  Abilene,  Houston/Galveston, 
Longview,  Waco,  Tyler,  and  Athens.  Competitive  com- 
pensation rates  range  from  $86,000  to  $200,000  annu- 
ally. Positions  are  also  available  for  primary  care  physi- 
cians in  clinic  settings  in  Amarillo.  Contact  Ruth  Hargrove 
Dean  or  Kay  Brienzi,  EmCare,  Inc.,  1717  Main  Street, 
Suite  5200,  Dallas,  TX  75201 ; 800  527-2145  or  214 
761-9200. 

TEXAS:  Full-time  and  part-time  emergency  department 
positions  available  at  224  bed  hospital.  Recreational  area 
north  of  Dallas.  Excellent  compensation  including  mal- 
practice insurance.  Benefit  package  available  to  full-time 
physicians.  Contact;  Emergency  Consultants,  Inc.,  2240 
S.  Airport  Blvd,  Room  29,  Traverse  City,  Ml  49684;  1- 
800-253-1 795  or  in  Michigan  1 -800-632-3496. 

Southeastern  Texas:  Part-time  emergency  department 
and  ambulatory  care  positions  available  in  the  Hous- 
ton/Beaumont areas.  Position(s)  offer  flexible  scheduling, 
competitive  compensation  package  including  malprac- 
tice insurance.  Contact:  Emergency  Consultants,  Inc., 
2240  South  Airport  Road,  Room  29,  Traverse  City,  Ml 
49684;  1 -800-253-1795  or  in  Michigan  1 -800-632- 
3496. 

Austin,  Texas  — Physician(s)  needed  for  full  time,  part 
time,  weekdays,  weekends  to  staff  a free  standing 
urgent  care  center.  Remuneration  commensurate  with 
experience.  Send  CV  and  application  request  to  Austin 


Medicenter,  c/o  Sheila  Twyman,  Medical  Administrator, 
6343  Cameron  Rd.,  Austin.  TX  78723  or  call  512-467- 
2052. 

Tyler  — Modern  minor  emergency/ambulatory  care  cen- 
ters seeking  well-rounded  practitioner  for  expansion. 
Generous  modified  tee-for-sen/ice  income  package  with 
superior  professional  liability  insurance  included.  Must 
have  good  experience  in  family  medicine.  Industrial 
medicine  experience  helpful.  Send  CV  or  call  Donald  L. 
Erickson,  M.d.,  Taylor  Medical  Centers,  3800  Paluxy, 

Ste.  440,  Tyler,  TX  75703,  214  534-1331 . 

Abilene  — Modern  physician-managed  minor  emergency 
centers  seeking  well-rounded  practitioner  due  to  over- 
seas transfer.  Generous  modified  fee-for-service  income 
package  with  superior  professional  liability  insurance 
included.  Stable  physician  team.  Must  have  good  experi- 
ence in  family  medicine.  Industrial  medicine  experience 
helpful.  Send  CV  or  call  Keith  D.  Williams,  M.D.,  Medical 
Director,  or  Jackie  Hall,  Abilene  Minor  Emergency  Clin- 
ics, 3305  North  Third,  Suite  304,  Abilene,  TX  79603  915 
676-3023. 

Kilgore,  Texas:  Two  full  time  positions,  each  guaranteed 
$1 1 0,000  for  fifty  weeks  at  fifty-four  hours  per  week. 

E.R.  staffed  on  rotating  basis  from  6:00  p.m.  to  6:00 
a.m.  Monday  through  Friday  for  a total  of  108  hours  per 
week.  Call  room  with  cable  TV  provided  tor  hours  when 
E.R  is  not  busy.  Backup  coverage  provided  by  local 
medical  staff.  E.R.  annual  volume  approximately  6,000. 
Located  in  East  Texas  piney  woods  with  excellent  hunt- 
ing and  fishing.  Cultural  and  sports  events  at  Kilgore  Col- 
lege (4600  students).  Please  send  CV  to  C.E.O,  Laird 
Hospital,  1612  Henderson  Blvd.,  Kilgore,  TX  75662  or 
phone  214  984-3502. 

Endocrinologist 

Endocrinologist-Texas  Gull  Coast  — A young,  board- 
certified  Endocrinologist  practicing  in  Beaumont  is  now 
seeking  an  associate  to  join  his  growing  practice.  He  is 
currently  director  of  the  newly  expanded,  25-bed  Dia- 
betes Unit  at  our  250-bed  hospital  and  also  has  privi- 
leges at  two  other  local  hospitals  with  an  additional  856 
beds.  The  extensive  referral  base  includes  a large  area  of 
southeast  Texas  and  southwest  Louisiana  with  a total 
population  of  300,000.  This  practice  is  1 00%  endocrinol- 
ogy and  diabetes.  Candidates  with  interest  in  Pediatric 
Endocrinology  are  especially  welcome.  For  more  infor- 
mation on  this  attractive  opportunity,  send  your  curricu- 
lum vitae  to:  Manager,  Professional  Relations.  Humana 
Inc..  Dept.  1 1 -9E,  500  West  Main  Street,  Louisville,  KY 
40201  -1438.  Or  call  Toll  Free  1 -800-626-1590. 


Family  Practice 

Excellent  opportunity  for  family  practitioner  in  Hamlin, 
Texas,  a community  of  over  3,000  population  with  a 
large  drawing  area.  Modern  clinic  and  well  equipped 
twenty-five  bed  hospital.  Unique  compensation  package. 
Enjoy  a more  relaxed  life  style  in  West  Texas.  Contact: 
Chuck  Latham,  Administrator,  Hamlin  Memorial  Hospital. 
RO.  Box  387,  Hamlin,  TX  79520;  915  576-3646. 

Weli-established  reputable  multispecialty  clinic  is  seeking 

a family  practice  physician,  preferably  American  gradu- 
ate. Clinic  located  in  a thriving  industrialized  area  30  min- 
utes from  Houston  and  15  minutes  from  Galveston. 

Close  proximity  to  excellent  educational  facilities,  univer- 
sities, colleges  and  recreational  areas.  May  begin  imme- 
diately. Excellent  salary,  income  proportional  to  effort. 
Please  forward  C.V.  or  contact  Dr.  Cochrane,  Beeler- 
Manske  Clinic,  RO.  Box  3333,  Texas  City,  TX  77592- 
3333;  409  948-8521  (Collect). 

BE/BC  Family  Practitioner  needed  to  join  single  specialty 
group  in  Texas  Hill  Country.  Send  CV  to  Box  767,  TEXAS 
MEDICINE,  1801  N.  Lamar,  Austin,  TX  78701 . 
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East  Texas  — Family  Physician  needed  for  community  of 
approximately  3CX)0  (referral  area  15.000).  Shared  call 
with  three  other  family  physicians-weekdays  only.  Finan- 
cially sound,  22-bed  hospital  in  quiet  community,  located 
near  recreational  mecca.  Attractive  community,  good 
schools  and  friendly  people.  Contact:  Administrator,  RO. 
Box  471 , Trinity.  TX  75862.  409  594-3541 . 


Locum  Tenens 


INTERIM  PHYSICIANS 

of  Texas 


1-800-531-1122 

“PRN  Physician  Staffing  Since  1982” 


Family  Practice,  Victoria,  Texas  — Two  opportunities, 
partnership  or  associate.  Must  do  OB.  Established  call 
group.  Negotiable  income  guarantee,  malpractice  and 
office  space  offered  first  year.  273-bed  hospital.  Lovely 
town  offers  fine  arts,  excellent  schools.  University  of 
Houston;  all  faiths  represented.  Please  send  C.V.  to  Anita 
Patterson,  HealthTrust,  Inc.,  4525  Harding  Road, 
Nashville,  TX  37205  or  call  1 -800-825-3463. 

Dallas,  Texas  — BE/BC  family  practitioner  needed  to  join 
2 young,  aggressive  busy  FP's.  $96K  minimum  1st  year 
guarantee.  Send  CV;  Doctor's  Office,  4333  N.  Josey 
Lane  #100,  Carrollton,  TX  75010. 

Wanted  — Physician  to  assume  solo  practice  in  a small 
Central  Texas  Community  between  Waco  and  Temple. 
Modern  clinic  designed  as  a two  physician  office.  A guar- 
anteed financial  package  is  available.  Please  contact 
Paul  Kitchens,  RPh,  Moody  Medical  Clinic  Association, 
Inc,  P.O.  Box  252.  Moody,  Tx  76557  or  call  817  853- 
2125. 

Family  Practitioner  (BC/BE)  to  associate  with  F.R  with 
busy  Family  Practice  including  OB.  Small  town  of  8,000 
(D.A.  20,000).  Forty-five  minutes  south  of  San  Antonio. 
Compensation  exceeds  $100,000.  Contact:  Oscar 
Garza  M.D.,  322  Berry  Ranch  Road,  Pearsall.  TX  78061 . 
512  334-4142. 


General  Practice 

Austin  State  Schooi  — Generai  Physician  — Seeking  Gen- 
eral Physician  to  join  very  compatible  medical  staff  (Neu- 
rology, Family  Practice,  and  P^iatrics)  to  provide  ser- 
vices to  persons  with  mental  retardation.  Must  be 
licensed  to  practice  medicine  in  Texas,  plus  four  (4)  years 
of  experience.  Board  certification  may  be  accepted  in 
lieu  of  experience.  Prefer  U S or  Canadian  Training. 
Annual  Salary  $65,000.  Apply  to  Austin  State  School  “A 
Residental  Facility  for  the  Developmentally  Disabled" 
WHERE  PEOPLE  STILL  CARE;  ^cellent  Retirement 
Benefits;  1 3-i-  Holidays  per  year;  Employer  Paid  Insur- 
ance to  $2.1 23/year;  Paid  FICA  to  $965/year.  P O Box 
1269,  2203  W,  35th  Street,  Austin,  TX  78767  (512)  371  - 
6008.  An  Equal  Opportunity  Employer. 

Internal  Medicine 

Internal  Medicine/Occupational  Medicine/Family  Practice 

— Major  company  seeks  a full-time  clinician  to  work  in 
downtown  Houston  facility.  Prefer  Board  Certification. 


Regular  working  hours  (7:30-4:15)  and  competitive 
salary  and  fringe  benefits.  Send  C.V.  to  Joyce  Butler,  P.O. 
Box  2227,  Houston,  Texas  77252,  or  call  (713)  754- 
4304. 

Internal  Medicine  — East  Texas  — Growing  Gulf  Coast 
community.  Join  young  board  certified  internist  in 
expanding  practice.  Attractive  call;  competitive  income. 
Patrick  Schmidt,  250  Regency  Court,  Waukesha.  Wl 
53186.  1-800-338-7107 

Internist  withAxithaut  subspecialty  interests.  BC/BE  to 
join  19  physician  multispecialty  group  with  five  Internists. 
Southeast  Missouri  rural  city  of  1 7,500.  No  PPO,  HMD. 
Low  taxes,  A nice  PRO.  Contact  Administrator,  Ferguson 
Medical  Group,  1012  North  Main  Street,  Sikeston,  MO 
63801, 314  471-0330. 

A Prosperous  and  well-established  22-physician  multi- 
specialty group  serving  an  eight-county  area  of  rural 
southeast  Texas  has  an  excellent  opportunity  for  an 
internist.  The  group  is  an  independent,  fee-for-sen/ice 
entity  offering  an  attractive  salary  and  benefits.  No  initial 
investment  required  by  the  physician.  If  interested,  con- 
tact William  Schlotter  at  1-800-333-6153  or  send  cur- 
riculum vitae  to  Brenham  Clinic  Association.  600  North 
Park,  Brenham.  TX  77833. 

Attractive  Incentives  to  assist  in  establishing  practice 
provided  by  Hospital  and  community  for  Board 
eligible/certified  physician.  Small  city  of  1 1 ,000  which  is 
located  10  miles  from  city  of  72,000  and  east  (2  hour 
drive)  of  Dallas.  Excellent  facilities  and  equipment.  Kilgore 
College  (4600  students)  has  all  major  college  sports  pro- 
grams and  brings  cultural  activities.  Located  in  East 
Texas  pine  forest  with  excellent  hunting,  fishing,  and 
other  outdoor  recreational  activities.  Please  send  CV  to 
C.E.O..  Laird  Hospital,  1612  Henderson  Blvd.,  Kilgore. 

TX  75662  or  phone  214  984-3505. 

Texas  — Variety  of  practice  styles  possible.  Community 
of  85,000  requires  additional  internists  due  to  the  depar- 
ture of  2 IM's  to  pursue  fellowship  training.  Excellent 
financial  package,  modern  office  within  the  adjacent 
medical  arts  building,  business  start-up  assistance,  com- 
petitive first-year  guarantee  with  no  payback  required, 
relocation/interview  expense,  to  mention  a few.  Practice 
solo,  association,  or  practice  jointly  with  a friend.  Com- 
munity located  in  the  Rio  Grande  Valley.  45  minutes  form 
South  Padre  Island.  Excellent,  affordable  housing  avail- 
able, local  golf  courses.  Modern,  180-bed  hospital  with 
MRI,  excellent  lab  services  and  the  latest  in  diagnostic 
capability.  Contact:  Kieth  Roberts.  Quorum  Health 
Resources,  Inc.,  P.O.  Box  24347,  Nashville.  TN  37202. 
1-800-233-1470. 


OB/GYN 

Houston  Suburb-Partnership.  Established,  respected  BC 
Obstetrician  desires  patient-oriented  BE/BC  OB/GYN  to 
join  practice  catering  to  professional  clientele.  Practice 
averages  18-25  deliveries  a month.  3 major  GYN  cases 
weekly,  turning  away  2-3  patients  daily.  Competitive 
salary  first  year,  malpractice,  other  benefits,  leading  to 
partnership.  Utilize  modern  242  bed,  JCAHO  accredited 
facility.  LDR  concept,  six  surgical  suites,  laser  capable 
with  medical  arts  building  adjacent  to  hospital.  Houston 
offers  numerous  cultural/recreational  amenities.  Noted  as 
a major  medical  community,  multi-university  city.  For  fur- 
ther information,  contact:  Steve  McLean,  Quorum  Health 
Resources,  P.O.  Box  24347,  Nashville.  TN  37202,  1- 
800-233-1470,  615  340-5843. 

OB/GYN  to  join  another  established  OB/GYN  within  a well- 
established,  expanding  multi-specialty  group  in  a choice 
rural  area  of  central  Texas.  Salary  with  an  incentive  bonus 
opportunity.  Excellent  benefits.  Independent  fee-for-ser- 
vice  22-physician  group  with  drawing  area  of  100,000+. 
Send  curriculum  vitae  or  call  William  Schlotter,  Brenham 
Clinic  Association.  600  North  Park,  Brenham,  TX  77833, 
or  call  1-800-333-6153. 


Attractive  Incentives  to  assist  in  establishing  practice 
provided  by  Hospital  and  community  for  Board 
eligible/certified  physician.  Small  city  of  1 1 .000  which  is 
located  10  miles  from  city  of  72,000  and  East  (2  hour 
drive)  of  Dallas.  Excellent  facilities  and  equipment.  Kilgore 
College  (4600  students)  has  all  major  college  sports  pro- 
grams and  brings  cultural  activities.  Located  in  East 
Texas  pine  forest  with  excellent  hunting,  fishing  and  other 
outdoor  recreational  activities.  Please  send  CV  to  C.E.O.. 
Laird  Hospital,  1612  Henderson  Blvd..  Kilgore  Tx  75662 
or  phone  214  984-3502. 

Orthopedics 

Orthopedic  Surgeon  to  join  group  with  6 orthopods.  Estab- 
lished practice  in  North  Houston  suburbs.  Excellent 
opportunity  with  salary  plus  incentive  bonuses  and  paid 
benefit  package.  Send  resume  to:  Doctors.  P.O.  Box 
1200,  #115,  Humble,  Texas  77347. 

Orthopaedic  Surgery  — BC/BE.  Lucrative  solo  and  group 
opportunities  in  Pasadena  and  Conroe,  TX.  Income  guar- 
antee, malpractice  and  office  space  provided  first  year. 
For  more  information,  please  send  C.V.  to  Anita  Patter- 
son, HealthTrust,  Inc.,  4525  Harding  Road,  Nashville,  TX 
37205  or  call  1 -800-825-3463. 

Texas  Gulf  Coast-Orthopedic  Surgeon  — A busy,  two-man 
group  in  Beaumont  is  now  seeking  to  add  a third  mem- 
ber. This  group  has  a thriving  and  expanding  sports 
medicine  clinic.  For  more  information,  send  your  CV  to: 
Gordon  Crawford,  Professional  Relations,  Humana  Inc.. 
Dept.  1 19-F..  500  West  Mam  Street.  Louisville.  KY 
40201-1438.  Or  call  Toll-Free  1 -800-626-1590. 


Pediatrics 

Pediatrician  — Vacation  area  near  the  ocean  and  Mex- 
ico. Enjoy  practice  in  a modern,  spacious,  custom  built 
clinic  with  lab.  x-ray.  Pleasant  hours,  good  beginning 
salary,  ownership  possible.  Contact  Adele  Bromiley.  MD, 
2335  Central  Blvd.,  Brownsville.  TX  78520;  512  546- 
3126. 

Texas  BC/BE  Pediatrician  to  join  busy,  seven  man  group  in 
Corpus  Christi  Gulf  Coast  Metroplex.  Competitive  salary, 
incentives,  benefits;  knowledge  of  Spanish  preferred. 
Contact:  Edgar  Cortes,  M.D..  3435  S.  Alameda.  Corpus 
Christi,  TX  7841 1 ; 51 2-855-7346. 

A Well  Established  And  Expanding  multi-specialty  group  in 
a choice  rural  area  of  central  Texas  wishes  to  add  a pedi- 
atrician to  two  established  pediatricians  within  the  group. 
Salary  with  incentive  opportunity.  Excellent  benefits. 
Independent  fee-for-service.  A 22-physician  group  with 
drawing  area  of  100,000+.  Send  curriculum  vitae  or  call 
William  Schlotter,  Brenham  Clinic  Association,  600  North 
Park,  Brenham,  TX  77833,  or  call  1 -800-333-6513. 

Texas  Pediatrician  — Unique  opportunity  for  a pediatri- 
cian in  offices  next  to  our  new  replacement  hospital  in 
the  high-growth  section  of  Abilene,  TX.  Immediate  refer- 
rals and  attractive  financial  assistance.  Abilene  is  the 
heart  of  a 22 -county  trade  area  and  is  home  to  three  uni- 
versities and  Dyess  AFB.  Send  CV  to:  Manager,  Profes- 
sional Relations.  Humana  Inc.,  Dept.  1 1 -9D.  500  West 
Main  Street,  Louisville,  KY  40201  -1 438.  Or  call  Toll-Free 
1-800-626-1590. 

Primary  Care  Physicians 

We  Seek  Qualified  Primary  Care  Physicians  for  Nationwide 
Opportunities.  Register  by  Sending  CV  or  Call  in 
Confidence:  Annashae  Corporation,  6593  Wilson  Mills 
Road,  Cleveland,  OH  44143-3404;  1-800-245-2662, 
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OF  AMERICA 


FAMILY  PRACTICR 


T-1129  FP  - Several  premier  family 
practice  opportunities  exist  and  will  con- 
tinue to  develop  around  Tyler,  Texas. 
These  no-risk,  all-costs-covered  oppor- 
tunities offer  a liberal  compensation 
package  in  an  outpatient  environment 
that  is  lucrative  and  expanding.  These 
opportunities  are  affiliated  with  and 
sponsored  by  Tyler’s  350-bed  regional 
healthcare  center. 

T-1120  FP  - Dallas  suburb  offers  family 
practice  associate/partnership  opportu- 
nity to  a BE/BC  candidate  who  seeks  no 
OB,  excellent  third-party  reimburse- 
ment in  a rapidly  expanding  affluent 
area. 

T-1125  FP/EM  - Modem  urgent  care 
center  in  an  affluent  area  of  Amarillo, 
Texas,  needs  family  practice/emergency 
medicine  physician.  This  highly  suc- 
cessful practice  offers  salary  and  incen- 
tives, no  ER  or  hospital  call,  no  Medi- 
caid, and  regular  hours. 

T-960  FP  - Family  practice  group  in 
large  multispecialty  clinic,  adjacent  to 
240-bed  hospital,  needs  family  practitio- 
ner to  join  their  thriving  practice.  Pre- 
mium compensation  and  bonus  incen- 
tives. Located  in  community  of 90,000  in 
west  central  Texas. 

T-1028  FP  - Excellent  family  practice 
opportunities  in  a beautiful  southwest 
Texas  city  of  40,000.  OB  is  preferred 
since  coverage  is  provided  by  5 other 
family  practitioners  and  malpractice  pre- 
miums are  very  reasonable.  Guaranteed 
income  and  benefits  being  offered. 

T-1061  FP  - Premier  5-person  family 
practice  group  seeks  physician  to  join 
their  highly  successful  practice  that  of- 
fers very  competitive  income  and  unlim- 
ited productivity  incentives.  Nearby 
prestigious  360-bed  hospital  fully  sup- 
ports the  needs  of  this  expanding  group 
clinic  located  in  Amarillo,  Texas. 

T-1061- A FP  - 2 well-established  fam- 
ily practitioners  each  seeking  associates 
to  eventually  become  partners  in  their 
successful,  growing  practices.  Excellent 
third-party  reimbursement,  balanced  pa- 
tient mix,  competitive  income  guarantee 
and  incentive  plan  offered  in  Amarillo. 

T-1056  FP  - Solo  or  partnership  family 
practice  position  available  in  an  affluent 
community  located  1 hour  southwest  of 
Houston.  A fully  equipped,  modem 


Recruitment  • Planning  • Consulting 


practice  suite  is  connected  to  the  60-bed 
regional  medical  center.  Guaranteed  in- 
come and  excellent  cross  coverage. 

1137  FP  - Family  practice  position  avail- 
able in  northern  suburb  of  Fort  Worth, 
Texas,  in  well-established  clinic  that  is 
expanding. 

Call  Andy  Johns 


INTERNAL 

MEDICINE 


T-1125  IM  - Northwest  Texas  - An  ex- 
cellent opportunity  for  a BE/BC  internist 
to  join  a well-established  group  located  in 
northwest  Texas.  Associate  with  five  (5) 
prominent  physicians  - three  (3)  inter- 
nists, one  ( 1 ) pulmonologist,  and  one  ( 1 ) 
endocrinologist.  Highly  competitive 
first-year  guaranteed  income/benefit 
package  which  includes  a productivity 
incentive  and  leads  to  full  partnership. 

Call  Wes  Gardner 


MEDICINE 

SUBSPECIAUriES 


Cardiology 

T-1097  CD  - Houston  - Two  very  busy 
and  well-established  invasive/non-inva- 
sive  cardiologists  affiliated  with  a 905- 
bed  hospital  system  seek  an  associate. 
Residence  is  in  a community  with  all  the 
cultural  and  educational  amenities  af- 
forded most  major  cities,  plus  a bonus  of 
prime  residential  and  recreational  areas. 

Call  Wes  Gardner 

Nephrology 

T-1125  NEPH  - Northwest  Texas  - Op- 
portunity for  a BE/BC  nephrologist  to  set 
up  a hospital-based  private  practice  with 
an  academic  appointment  in  Amarillo, 
Texas.  This  will  be  a full-time  appoint- 
ment at  Texas  Tech  University  School  of 
Medicine.  Highly  competitive  salary/ 
benefit  guarantee  the  first  year  with  ex- 
cellent income  in  subsequent  years. 

Call  Wes  Gardner 

Oncology 

1136  ONC  - West  Texas  - Prominent, 
well-respected  oncologist  located  in  a 
community  of  200,000,  serving  approxi- 
mately one  million,  seeks  BE/BC  associ- 
ate/partner. Affiliation  with  a modem, 
progressive  715-bed  hospital  including 


an  outpatient  cancer  treatment  center. 
Hospital  offers  all  state-of-the-art  equip- 
ment and  full  radiation  therapy  services. 
Excellent  and  highly  competitive  salary 
compensation  and  benefits  leading  to 
full  partnership. 

962  ONC  - Twenty  minutes  from  DFW 
airport.  An  excellent  opportunity  exists 
for  an  oncologist  or  hematologist/on- 
cologist to  establish  practice  in  a lovely 
community  of  250,000  adjacent  to  Dal- 
las/Ft. Worth.  This  opportunity  offers 
affiliation  with  a progressive  287-bed 
hospital  that  will  provide  an  excellent 
income  guarantee  and  cross-coverage 
arrangements.  Downtown  Dallas  is  30- 
40  minutes  away  and  Ft.  Worth  is  only  20 
minutes  away. 

Call  Rita  Mullins 

Pulmonology 

T-1077  PUL  - Coastal  Texas  - An  ex- 
cellent opportunity  exists  for  a BE/BC 
pulmonologist  to  join  a busy,  well-estab- 
lished group  located  in  suburban  Hous- 
ton. There  is  a built-in  referral  base  due  to 
affiliation  with  a prestigious  expanding 
multispecialty  group  represented  by  the 
following  specialties:  cardiology,  fam- 
ily practice,  gastroenterology,  infectious 
diseases,  internal  medicine,  rheumatol- 
ogy and  surgery.  Primary  hospital  affili- 
ation with  a 580-bed  full-service  facility 
featuring  a combined  32-bed  ICU/CCU, 
complete  pulmonary  function  lab,  exer- 
cise testing  and  state-of-the-art  equip- 
ment. 

Call  Wes  Gardner 

Radiology 

T-1134R  - Dallas  Area  - Radiologist 
needed  for  busy  practice  at  a 49-bed 
community  hospital  approximately  35 
miles  from  Dallas.  Services  include  CT, 
angiography,  ultrasound  and  nuclear 
medicine. 

Call  Anita  Bowles 


()B/(iYN 


T-1021  OB/GYN  - West  Texas  - 28- 
member  multispecialty  group  seeks  a 
fourth  OB/GYN  associate.  Community 
of  approximately  100,000;  office  build- 
ing situated  directly  adjacent  to  modem 
and  progressive  240-bed  hospital.  Ex- 
tremely competitive  financial  package 
with  full  partnership  at  the  end  of  the  first 
year. 

Call  toll  free 


Physician  Services 


OF  AMERICA 


T-1025  OB/GYN  - Houston  Area  - 40- 
bed  hospital  situated  in  a community  of 
approximately  15,(X)0,  with  a service 
area  population  of 35,000,  seeks  a BE/BC 
obstetrician.  Cross  coverage  and  poten- 
tial association  is  available  with  existing 
OB/GYN;  30  minutes  access  to  the  beau- 
tiful Gulf  of  Mexico.  Attractive  financial 
package  with  tremendous  future  growth 
potential. 

T-1107  OB/GYN  - Houston  Area  - 60- 
bed  hospital  situated  in  a community  of 
approximately  18,000  seeks  a BE/BC 
OB/GYN  to  establish  new  independent 
practice  with  phenomenal  immediate 
growth  potential.  Attractive  financial 
package  provided  with  cross  coverage 
available  locally.  Inside  45  minutes  to 
Houston. 

T-1120  OB/GYN  - Dallas  Area  - 50-bed 
hospital  located  approximately  25  min- 
utes from  downtown  Dallas  seeks  two 
BE/BC  OB/GYNs.  Community  of 
15,000  with  a service  area  population  of 
25,000.  Prestigious  university  hospital 
affiliation.  Competitive  package  is  of- 
fered. Immediate  availability  desired. 

Call  Joyce  Campbell 


PEDIATRICS 


T-1120  PED  - Grapevine  - Outstanding 
opportunity  to  join  a thriving  board-certi- 
fied pediatrician  affiliated  with  the  pres- 
tigious Baylor  system.  Since  Grapevine 
is  located  20  miles  from  both  Dallas  and 
Ft.  Worth,  small-town  charm  is  coupled 
with  all  of  the  amenities  of  the  metroplex. 

Call  Marc  W.  Kundler 


PSYCHIATRY 


T-1035  PSY  - Community  hospital  in 
suburb  of  a metropolitan  city  seeks  one  of 
two  BE/BC  general  psychiatrists  to  es- 
tablish private  practice  in  service  area. 
Opportunity  for  two  psychiatrists  who 
would  like  to  establish  a partnership  or 
association.  Facility  currently  offers  in- 
patient programs  for  adults  and  adoles- 
cents and  a total  of  66  beds.  Very  com- 
petitive benefit  package  and  assistance  in 
practice  stait-up  are  being  offered. 

Call  Ed  Boles 


SURGERY 


Orthopedics 

T-1029  ORS  - Expanding  two-man 
practice  located  in  suburban  north  Hous- 
ton near  Kingwood  seeks  third  BE/BC 
associate.  Competitive  financial  pack- 
age. Easy  access  to  Houston’s  prime  resi- 
dential and  recreational  areas. 

T - 1040  ORS  - Southwest  Houston  - Ma- 
jor not-for-profit  healthcare  system  seeks 
BE/BC  orthopedic  surgeon  with  training 
and/or  extensive  experience  in  the  opera- 
tive management  of  trauma.  Hospital- 
based,  salaried  position.  Full  support  of 
orthopedic  staff. 

T-1 108  ORS  - Northwest  Houston  - New 
175-bed  acute  care  hospital  affiliated 
with  a not-for-profit  healthcare  system 
seeks  BE/BC  orthopedist  to  associate 
with  an  established  practitioner.  Busy 
urban  practice.  Shared  call  and  overhead. 
Competitive  financial  package  available. 

T-1101  ORS  - Southwest  Texas  - Suc- 
cessful 93-bed  acute  care  hospital  located 
in  a charming  and  historic  community  of 
40,000  seeks  second  orthopedic  surgeon. 
Outdoor  sportsmen’s  paradise  offering 
excellent  hunting,  fishing,  and  water 
sports.  Competitive  financial  package. 

Call  Aaron  Risen 

1154  ORS  - Attractive  private  practice 
opportunity  associated  with  a progres- 
sive 49-bed  acute  care  hospital  within  30- 
40  minutes  of  Dallas.  Economically  di- 
verse community  with  an  encatchment 
area  of  over  1 8,000.  Cross  coverage  from 
another  well-established  orthopedic  sur- 
geon. The  hospital  is  affiliated  with  Bay- 
lor Healthcare  System. 

Call  Susan  Panther 

Otolaryngology 

T-1131  OTO  - Dallas/Fort  Worth  Met- 
roplex - Busy  general  otolaryngologist 
located  only  20  miles  from  both  Dallas 
and  Fort  Worth  seeks  BE/BC  associate/ 
partner.  Affiliation  with  Baylor 
Healthcare  System.  Located  in  an  eco- 
nomically diverse  and  growing  area. 

Call  Aaron  Risen 

Plastic  Surgery 

T-1046  PS  - There  is  a private  practice 
opportunity  to  join  a well-established 


board-certified  plastic  surgeon  affiliated 
with  a 200-bed  general  acute  care  facil- 
ity in  an  attractive  suburb  of  Houston. 
This  plastic  surgeon  draws  from  an  en- 
catchment area  of  over  250,000.  A BE/ 
BC  plastic  surgeon  with  hand  fellowship 
plus  broad  base  practice  interest  is  re- 
quired. 

Call  Susan  Panther 

Urology 

T-1021  U - Multispecialty  group  seeks 
BE/BC  urologist  to  replace  retiring 
member  of  urology  department.  Group 
is  associated  with  a 220-bed  acute  care 
facility  serving  a central  Texas  commu- 
nity of  90,000  with  a service  area  popu- 
lation of  150,000.  Candidate  with  an 
interest  in  infertility  and/or  female  urol- 
ogy would  complement  the 
department’s  current  orientation. 

T-1120  U - Not-for-profit  community 
hospital  seeks  BE/BC  urologist  to  join 
its  medical  staff  of  35  physicians.  This 
advanced,  high  quality,  comprehensive 
medical  and  surgical  care  facility  is  ag- 
gressively expanding  its  services  and 
medical  staff  in  order  to  meet  the  needs 
of  a growing  community.  Located  in  a 
suburban  area  of  a major  metropolitan 
center.  Good  schools,  stable  economy, 
and  future  growth  of  this  area  are  indica- 
tive of  a tremendous  practice  opportu- 
nity. 

T-11601J  -East  Texas  community  hos- 
pital seeks  a BE/BC  urologist  to  join 
local  urologist  before  his  retirement  to 
allow  a transitional  period.  This  facility 
boasts  a full-service  acute  care  capabil- 
ity, as  well  as  an  intermediate  nursing 
care  facility.  Community  offers  an  out- 
standing family  environment. 

Call  Ed  Boles 

Cardiovascular  Surgery 

T-l  194  CVS  - Busy,  well-trained  triple- 
boarded  cardiovascular  surgeon  located 
in  Lubbock,  Texas,  seeks  an  associate/ 
partner  well  versed  in  peripheral  vas- 
cular thoracic  and  open-heart  surgery. 
This  opportunity  boasts  affiliation  with 
two  prestigious  tertiary-care  hospitals 
offering  the  full  spectrum  of  cardiovas- 
cular services  including  state-of-the-art 
equipment,  cardiac  rehab,  and  an  active 
open-heart  program. 

Call  Jim  Farrar  or  Aaron  Risen 


1-800-626-1857 


Suite  250,  Browenton  Place  • 2000  Warrington  Way  • Louisville,  KY  40222 
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Radiology 

Radiologist  — Part-time  or  half-time  position  available. 
Must  be  board  certified  and  have  Texas  license.  Ideal  for 
semi-retirement  in  resort/retirement  area  in  South  Texas 
on  Mexican  border  near  Gulf  of  Mexico.  Contact  Max 
Roeder,  MD,  1315  E.  6th  St.,  Weslaco.  TX  78596. 


Rheumatology 

College  Station,  TX-Rheumatologist  — A rheumatologist  is 
needed  in  College  Station,  home  of  Texas  A&M,  \A/here 
referrals  are  currently  leaving  the  community.  For  more 
information,  call  Toll-Free  1-800-626-1590,  or  send  your 
CV  to:  Gordon  Crawford.  Manager,  Professional  Rela- 
tions. Dept.  1 1 -9C,  500  West  Main  Street,  Louisville,  KY 
40201-1438 

Urology 

Urologist-Texas  Gulf  Coast  — A well  established,  board- 
certified  Urologist  in  Beaumont  (service  area  300,000)  is 
now  seeking  an  associate.  Opportunity  to  take  over  this 
long-time  practice  in  near  future.  Send  CV  to:  Manager, 
Professional  Relations,  Flumana  Inc.,  Dept.  II-9A,  500 
West  Main  Street.  Louisville,  KY  40201-1438.  Or  call  Toll 
Free  1-800-626-1590. 


Other  Opportunities 

Positions  Available  — Seeking  BC/BE,  general  internist. 
HEM/ON,  PS,  endocrinologist  to  join  an  established  mul- 
tispecialty (non-prepaid)  clinic  in  South  Central  Texas. 
Contact  Leroy  W.  Kitch,  Administrator,  Skinner  Clinic, 

124  Dallas  St.,  San  Antonio.  TX  78205. 


PRIVATE  PRAaiCE  OPPORTUNiTiES 

(In  all  speciatties) 

Texas  & Sunbell  States 


Call  1-800-264-4560 


Houston  785-3722 
or  send  CV  11140  Westheimer 
Suite  144 

Houston,  TX  77042 


Reuben 
B r o n s t e i n 

& Associates 


South  Texas  Multlspeclalty  Group  — 10  physician  group  in 
San  Antonio.  Excellent  practice  opportunities  for  BC/BE 
physicians:  OBG,  pediatrics,  FP.  Well-established  25 
year  old  practice  rapidly  expanding  into  multispecialty 
group  due  to  increased  patient  base.  Design  award-win- 
ning new  facility  offering  complete  lab,  x-ray.  family  prac- 
tice, general  surgery,  cardiology,  PM  & R,  and  ophthal- 
mology sen/ices  already  established.  Texas  licensed  and 
Medicare  certified  out-patient  surgery  center  on  site. 
Enlarging  present  facility  and  will  open  satellite  office  in 
future.  Guaranteed  salary  and  competitive  benefits 
including  professional  liability,  administrative  and  staff 
support,  affiliation  with  large  community  hospitals,  and 
call  sharing  opportunities.  Requires  well-rounded  abilities 
in  both  out-patient  and  hospital  practice.  Dedication  to 
high  quality,  excellent  patient  empathy  and  communica- 
tion skills  mandatory.  Leadership  skills  and 
entrepreneurial  interest  in  practice  desirable.  Tremen- 
dous gro\Arth  potential.  Send  CV  references  and  current 
photo  to  Cyndi  Padilla,  Administrator,  Gonzaba  Medical 
Group,  720  Pleasanton  Road,  San  Antonio,  TX  78214. 

General  Surgeon  — Board  Certified,  sought  to  establish 
private  practice  associated  with  99-bed  hospital  in  West 
Texas  town  of  12,000  plus.  Income  guarantee  and  other 
financial  incentives  are  available.  Contact:  Thomas  R. 
Hochwalt,  CEO.  Cogdell  Memorial  Hospital,  Cogdell 
Center,  Snyder.  TX  79549;  915  573-6374. 

Expanding  17-physician  multi-specialty  group  has  excel- 
lent opportunity  for  an  Anesthesiologist.  We  offer  a high 
first-year  salary  in  addition  to  benefits  with  no  first-year 


expenses.  If  interested,  send  CV  to  Malone  and  Hogan 
Clinic,  1501  West  1 1th,  Big  Spring,  TX  79720  or  call 
Susan  Hawkins,  Director  of  Personnel,  at  1 -800-262- 
6361. 

Critical  Care  Medicine  — Opportunity  for  board  eligible  or 
board  certified  critical  care  trained  physician  to  join  the 
ecu  director  of  a 420  bed  medical  center  located  in  the 
lower  Rio  Grande  Valley  contiguous  to  the  Texas  Gulf 
Coast.  Practice  will  be  50%  critical  care  and  50%  pul- 
monology or  internal  medicine.  Contact:  AD  Box  #763, 
TEXAS  MEDICINE,  1801  N.  Lamar,  Austin,  TX  78701. 


WANTED: 

Physician  willing  to  establish  a practice  of 
family  medicine,  who  is  willing  to  relocate 
to  the  Texas  Panhandle  Area.  Nice  office 
space  and  guaranteed  financial  package  is 
available.  Practice  is  located  in  Spearman, 
Texas  which  is  the  county  seat  of  Hansford 
County. 

Agriculture,  oil  and  ranching  are  the  primary 
industries.  The  school  system  is  excellent  and 
the  quality  of  life,  particularly  for  a family  is 
excellent. 

If  interested  send  C.V.  or  call  Albert 
LaRochelle,  Hospital  Administrator, 
Hansford  County  Hospital,  707  S.  Roland, 
Spearman,  TX  79081.  Phone  806-659-2535. 


Cardiology  — East  Texas  — Join  four  board  certified  car- 
diologists in  a growing  and  established  practioe.  All  pro- 
cedures; outstanding  income.  Patrick  Schmidt,  Fox  Hill 
Associates,  250  Regency  Court,  Waukesha,  Wl  531 86, 
1-800-338-7107 

General  Surgery  — East  Texas  — Unlimited  financial 
potential  in  growing  Gulf  Coast  community  of  25,000. 
Call  sharing;  well  equipped  205  bed  hospital.  Patrick 
Schmidt,  250  Regency  Court,  Waukesha,  Wl  53186,  1 - 
800-338-7107. 

Neurologist  to  join  multispecialty  group  in  north  Houston 
suburbs.  Guaranteed  base  salary  with  incentive  bonuses 
and  paid  benefit  package.  Send  resume  to  Neurologist, 
PC.  Box  1200,  #115,  Humble,  Texas  77347. 

Greater  Houston  — ENT  needed  to  establish  practice  next 
to  our  1 91  -bed  hospital  in  Baytown,  20  miles  east  of 
Houston.  Unlimited  potential,  referrals  going  to  Houston. 
Six  figure  income  guarantee,  marketing  support  and 
other  amenities.  For  more  information  send  CV  to;  Man- 
ager, Professional  Relations,  Humana  Inc.,  Dept.  11-8, 

500  W.  Main  Street,  Louisville,  KY  40201-1438.  Or  call 
TOLL-FREE  1-800-626-1590. 

Position  Available:  Seeking  BC/BE  Family  Practice,  Gen- 
eral Internist,  Endocrinologist,  OB/GYN  to  join  estab- 
lished multi-specialty  clinic.  Excellent  benefits  and  guar- 
antee. Send  CV  to  Leroy  W.  Kitch,  Administrator,  Skinner 
Clinic,  124  Dallas  St.,  San  Antonio,  TX  78205. 

Physician  for  STD  Clinic.  Clinical/administrative  responsi- 
bilities. Progressive  metropolitan  health  department.  Lib- 
eral fringe  benefits.  No  nights/weekends/  call.  Salary 
$57,252-$68,700  range.  Liability  covered.  Contact  Mau- 
rice Porto,  MD,  332  W.  Commerce,  San  Antonio,  TX 
78285,  512  299-8792. 

Lubbock  State  School  — Staff  physician  with  current 
Texas  license.  Excellent  benefits;  40  hour  workweek, 
malpractice  protection,  paid  holidays,  vacation/sick 
accruals,  retirement,  tax  sheltered  income  program. 
Salary  negotiable.  Includes  augmentation.  Contact  Liz 
Smitten,  Director  of  Human  Resources,  Lubbock  State 
School,  P.  O.  Box  5396,  Lubbock,  TX  79417-5396.  806 
763-7041.  EOE. 


Family  Practice,  Pediatrics,  Internal  Medicine,  OB/GYN, 
Orthopaedic  Surgeon,  BC/BE,  to  join  19  physician  multi- 
specialty group.  Southeast  Missouri  rural  city  of  17,500. 
No  PPO,  HMO.  A nice  PRO.  Low  taxes.  Excellent  salary 
and  fringe  benefits.  Contact  Administrator,  Ferguson 
Medical  Group,  1012  North  Main  Street,  Sikeston,  MO 
63801, 314  471-0330. 

Full  Time  Travel  Required  (one  year  minimum).  Health 
research  organization  needs  Physicians  for  National 
Health  and  Nutrition  Examination  Survey  sponsored  by 
the  U.S.  Public  Health  Service.  Individuals  will  be  part  of 
a large  medical  team  conducting  health  examinations  in 
government  examination  centers  traveling  to  68  areas  of 
the  U.S.  through  1993.  Physicians  must  be  licensed  in 
one  state.  Oompetitive  salary,  paid  malpractice,  per 
diem,  car,  four  weeks  paid  vacation  per  year,  holidays, 
and  health,  life,  dental,  disability  insurance  offered.  Call 
Beverly  Geline  at  800-937-8281 , ext.  8248.  Westat,  Inc., 
Rockville,  Maryland,  EOE/M/F/V/H. 

General  Physician  III  — Needed  to  administer  health  ser- 
vice activities  for  on  campus  clients.  Must  have  Texas 
Medical  License,  plus  six  years  of  licensed  medical  prac- 
tice. Salary  range  up  to  $87,000/yr.  Contact:  Personnel, 
San  Angelo  State  School,  RO.  Box  38,  Carlsbad,  TX 
76934.  915  465-4391.  EEOC. 

Infectious  Disease  Specialist-Coliege  Station  — There  Is 
now  an  attractive  Private  Practice  opportunity  for  an 
Infectious  Disease  Specialist  in  College  Station.  The 
medical  staff  of  our  hospital  there  has  requested  that  an 
Infectious  Disease  Specialist  establish  practice  there  as 
referrals  are  now  leaving  the  community.  Generous  finan- 
cial and  marketing  assistance  will  be  provided  in  helping 
to  establish  this  new  service.  For  further  information, 
send  your  CV  to:  Gordon  Crawford,  Manager,  Profes- 
sional Relations,  Humana  Inc.,  Dept.  11-9G,  500  West 
Main  Street,  Louisville,  KY  40201-1438.  Or  call  Toll-Free 
1-800-626-1590. 

We  are  Seeking  a board  eligible/board  certified  Neurolo- 
gist, an  Orthopedic  Surgeon,,  or  a Neuro  Surgeon  for 
our  growing  family  care  medical  practice  in  Houston,  TX. 
We  offer  a competitive  salary,  paid  benefits,  paid 
expenses,  bonuses  and  a partnership  opportunity  for  the 
right  individual.  Please  respond  by  C.V.  or  telephone  to: 
Advanced  Rehab  Systems,  81 1 West  21st  Street,  Hous- 
ton, TX  77008.  713  880-9193,  Attn:  Destiny. 

Bilingual  Physicians  — Join  the  largest  Hispanic  Multi- 
specialty Clinic  in  the  economic  star  of  the  southwest- 
Houston,  Texas.  Opportunities  are  available  in  Family 
Practice,  Internal  Medicine,  Surgery,  Pediatrics  and 
OB/GYN  to  help  treat  the  1 5 New  Patients  seen  every 
day.  Enjoy  excellent  living,  educational  and  social  sur- 
roundings while  you  prosper  with  the  growth  of  the  Latin 
American  Medical  & Surgical  Clinics.  Call  Damien  Price 
at  71 3 694-6553  for  complete  details. 


EXCELLENT  PRACTICE  OPPORTUNITY. 

Two  physician  practice  looking  for  third 
partner  in  Bryan/Coilege  Station,  Texas. 
Population  approximately  100,000  with 
drawing  area  of  250,000.  Send  curriculum 
vitae  to  Central  Texas  Heart  Center,  1301 
Memorial  Drive,  Bryan,  Texas  77802. 


Texas  Coast.  200-r  bed  hospital  seeking  physicians  spe- 
cializing in;  internal  medicine,  family  practice,  gastroen- 
terology and  radiology.  Competitive  salary  packages  and 
benefits.  Excellent  medical  community.  For  information 
contact  Mr.  Jenkins  at  1 -800-933-091 1 . 

East  Texas-Booming  Economy  — New  JCAHO  Hospital- 
Requires  Enhanced  Medical  Staff.  Needs:  Urologist,  two 
Family  Practice  with  OB,  General  Surgeon.  Practices 
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already  established.  Phone  214  342-3960  or  send 
resume  to  Hospital  Administrator,  PO.  Box  106,  Wlnns- 
boro,  TX  75494 


Correctional  Facilities-Several 
locations,  full-time  Physicians,  63K-84K, 
Psychiatrist  82K-129K.  Excellent 
Benefits,  Texas  Lie.  Huntsville,  Rusk, 
Gatesville,  Palestine,  Amarillo,  Marlin, 
Houston  area.  Inquiries:  TDC,  Bx  99 
Pers.  Annex,  Huntsville,  TX  77342 
(409)  294-2755. 


For  Sale  or  Lease 


Medical  Equipment 

Ultrasounds  — Linear,  Sector  and  Dual.  X-ray,  cell-coun- 
ters (QBC),  chemistry  aniyz,  fiber-optic  scopes  and 
much,  much  more.  MedExchange  214  824-5040  FAX 
214  823-9428.  Buy  * Sell  * Service. 

TENS  UNITS  for  pain  control  — wholesale  to  medical  doc- 
tors. orthopedic  surgeons,  physical  therapy  departments 
and  hospitals.  Lifetime  guarantee  — if  not  satisfied  may 
return.  $125.00  each  no  minimum  order.  Usual  retail 
price  $450.00  to  $700.00.  Tracy  Zimmerman,  Tensco, 
Telephone  713  446-1605  FAX  713  540-1582. 

Office  Space 

For  sale  or  lease:  4000  sq.  foot  medical  office  building 
Seton  vicinity  . . . Austin  Retina  Associates.  Call  512 
451-0236. 

For  lease:  Stand  alone  office  for  one  or  two  physicians  in 
hospital  district.  Metropolitan  area.  North  Texas.  Owner 
plans  missionary  sabbatical.  Reply  to  Ad  Box  #768, 
TEXAS  MEDICINE,  1801  N.  Lamar,  Austin,  TX  78701 . 

Medical  office  space  for  lease,  adjacent  to  hospital.  Flexi- 
ble lease  options  range  from  full  use  of  office  and  staff, 
with  computerized  billing,  to  half  day  office  use  only. 
Terms  negotiable.  512  477-3282. 

For  Sale  — 5500  sq.  foot  medical  office  building  near 
Dallas-  Fort  Worth  area.  Ninety  percent  occupied  with  5- 
10  year  leases.  Contact  AD  Box  #769,  Texas  Medicine, 
1801  N.  Lamar,  Austin,  TX  78701 . 


Practices 

Selling  Your  Practice?  We  offer  on-site  appraisals,  prac- 
tice brokerage,  physician  recruiting,  and  partnership  buy- 
in  services.  We  can  help  you  make  the  right  decisions. 

For  a free  brochure,  call  or  write:  Practice  Dynamics,  P.O. 
Box  821398,  Houston,  TX  77282:  713  531-091 1 or  1- 
800-933-091 1 . 

For  Sale:  Large,  firmly  established,  family  practice. 
Located  in  DFW  mid  cities  area.  If  interested  in  further 
details,  please  contact  Ad  Box  #760,  TEXAS  MEDICINE, 
1801  N.  Lamar,  Austin,  TX  78701 . 

N.E.  Fort  Worth  Suburb  (Watauga)  — Completely  equipped 
for  2 doctors  — ind.  xray.  Treadmill  avail.  Call  J.  McNeff, 
MD@  81 7 831 -0321 

Family  Practice,  Solo  Physician  retiring  from  a well  estab- 
lished rural  practice  in  South  Texas.  Excellent  location  45 
minutes  from  Houston.  Sportsmans  paradise.  Contact 
Dr.  Raul  Nadal  409  267-3118. 

Prestigious  OB/GYN  Practice  for  sale.  Partnership  located 
in  West  Houston.  Partnership  buy-in  potential  within  one 
year.  Contact:  R.  Holden,  RH  Medical  Group,  Inc,  2470 
Gray  Falls,  Suite  290  Houston,  TX  77077  713  496-7777. 
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Business  and  Financial 
Services 

Physician’s  signature  loans  to  $50,000.  Up  to  seven 
years  to  repay.  No  prepayment  penalties.  Prompt,  cour- 
teous service.  Competitive  fixed  rate.  Physicians  Service 
Association,  Atlanta,  Georgia.  Toll  free  1 -800-241-6905. 
Serving  MDs  for  over  1 0 years. 

Selling  Your  Practice?  We  offer  on  site  appraisals,  prac- 
tice brokerage,  physician  recruiting,  and  partnership  buy- 
in  services.  We  can  help  you  make  the  right  decisions. 
For  a free  brochure,  call  or  write:  Practice  Dynamics,  P.O. 
Box  821398,  Houston,  Tx  77282:  713  531-0911. 

Continuing  Education 


FLEX-SPEX-FMGEMS 
EXAM  PREPARATION 

November  1990.  One  week  Intensive  Course, 
Norfolk,  Virginia.  Basic-Clinical  Sciences  New 
programs  Component  1,11  cluster  cases. 
Review  Center,  P.  O.  Box  767,  Friendswood, 
TX  77546.  713-482-8597 


CARIBBEAN  MEDICAL  MEETINGS 

Nov.  10-17, 1990  Cayman  Brae,  Cayman  Islands 
Feb.  2-9, 1991  Bonaire,  Dutch  Caribbean 
25  Cat.  I CME  Credits  - Scuba  Diving  Program 

^nc. 


CALL  1-800-733-1660 


Advertising  Rates  & Data:  Regular  classified  advertising 
sells  tor  $2.00  per  word,  minimum  25  words  or  $50,  per 
issue.  We  do  not  count  articles  (a,  an,  the).  Display 
classified  advertising  sells  for  $95  per  column  inch,  per 
month.  A variety  of  typefaces,  logos,  and  borders  may 
be  used  in  display  classified  ads.  Ad  box  numbers  can 
be  substituted  for  formal  addresses  upon  request  at  no 
extra  cost.  Name  and  address  of  ad  box  number  listings 
cannot  be  given  out  unless  specific  permission  to  do  so 
has  been  given.  The  advertising  office  will  not  contact  ad 
box  number  holders  except  by  mail.  Federal  laws  pro- 
hibit references  to  race,  color,  religion,  sex,  natural  origin, 
or  age  unless  bona  fide  occupational  qualifications.  Copy 
deadline  is  the  1st  of  the  month  preceding  publication. 
Send  copy  to  Mark  Bizzell,  Classified  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  TX  78701. 
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IF  YOU’RE  NOT 


ITALLAWAE 


A little  reminder  from  the  Environmental  Defense  Fund 
that  if  you’re  not  recycling,  you’re  throwing  away  a lot  more 
than  just  your  trash. 

You  and  your  community  can  recycle.  Write  the  Environ- 
mental Defense  Fund  at:  EDF-Recycling,  257  Park  Avenue 
South,  New  York,  NY  10010,  for  a free  brochure  that  will  tell 
you  virtually  everything  you 
need  to  know  about  recycling. 

© 1988  KDF 


Specify  Adjunctive 


® 


INIIMMlil  M M.O. 


Each  capsule  contains  5 mg  cblordiazepoxide  HCland  2.5  mg  clidinium 
bromide. 

Please  consult  complete  prescribing  information,  a summary  of  which  follows: 


* 


Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows: 

"Possibty”  eflfective:  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer 
and  in  the  treatment  of  the  irritable  bowel  ^mdrome  (irritable  colon,  spastic 
colon,  mucous  colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign  bladder  neck 
obstruction;  hypersensitivity  to  cblordiazepoxide  HCl  and/or  clidinium  Br. 
Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants,  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e.g , operating  machinery,  driving). 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congeni- 
tal malformations  as  su^ested  in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy.  Advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation 
ofbenzodiazepines  (see  Drug  Abuse  and  Dependence). 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  effective  amount 
to  preclude  ataxia,  oversedation,  confusion  (no  more  than  2 capsules/day  initially; 
increase  gradually  as  needed  and  tolerated) . Though  generally  not  recommended, 
if  combination  therapy  with  other  psychotropics  seems  indicated,  carefulfy  con- 
sider pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO  inhib- 
itors, phenothiazines.  Observe  usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions  reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective  measures  necessary. 
Variable  eflfects  on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  not  established.  Inform  patients 
to  consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with  either  com- 
pound alone  reported  vrith  Librax.  When  cblordiazepoxide  HCl  is  used  alone, 
drowsiness,  ataxia,  confusion  may  occur,  especialfy  in  elderly  and  debilitated; 
avoidable  in  most  cases  by  proper  dosage  adjustment,  but  also  occasionally 
observed  at  lower  dosage  ranges.  Syncope  reported  in  a few  instances.  Also 
encountered:  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irreg- 
ularities, nausea  and  constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent,  generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranuloctytosis) , jaundice,  hepatic  dysfunction  reported  occasionally 
with  cblordiazepoxide  HCl,  making  periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy.  Adverse  effects  reported  with  Librax  typical 
of  anticholinergic  agents,  i e , dryness  of  mouth,  blurring  of  vision,  urinary  hesi- 
tancy, constipation.  Constipation  has  occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmofytics  and/or  low  residue  diets. 

I>rug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with 
barbiturates  and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlor- 
diazepoxide;  more  severe  seen  after  excessive  doses  over  extended  periods;  milder 
after  taking  continuously  at  therapeutic  levels  for  several  months.  After  extended 
therapy,  avoid  abrupt  discontinuation  and  taper  dosage.  Carefulfy  supervise 
addiction-prone  individuals  because  of  predisp)Osition  to  habituation  and 
dependence. 


Roche  Products 


P.l.  02S8 


Roche  Products  Inc. 
Manati.  Puerto  Rico  00701 


In  IBS,*  when  it's  brain  versus  bowel, 


TX 


Tb  insist  on 
the  brand, 
be  sure  to 
si^  on  the 
"Dispense 
® Written" 
liiffi  ofyour 
prescription. 


IT’S  TIME 
HHITHE 
PEAaMAKER 


In  irritable  bowel  syndrome,*  intestinal 
discomfort  will  often  erupt  in  tandem  with 
anxiety— launching  a cycle  of  brain/bowel 
conflict.  Make  peace  with  Librax.  Because  of 
possible  CNS  effects,  caution  patients  about 
activities  requiring  complete  mental  alertness. 

* Librax  has  been  evaluated  as  possibly  effective 
as  adjunctive  therapy  in  the  treatment  of  peptic 
ulcer  and  IBS. 


Specify  Adjunctive 


Each  capsule  contains  5 mg  chlordiazepox  ide 
HCl  and  2.5  mg  clidinium  bromide. 


Copyright  © 1989  by  Roche  Products  Inc.  All  rights  reserved. 


Please  see  summary  of  prescribing  information  on  adjacent  page. 


YOCON' 

YOHIMBINE  HCI 


OescripUon:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-1 6a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon*  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications;  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warnli^:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.''2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. ^ ^ 

Dosage  and  Administration;  Experimental  dosage  reported  in  treatment  of 
erectile  impotence,  ^ 'S  '*  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.  3 
How  Applied:  Oral  tablets  of  Yocon'*^  1/12  gr.  5.4  mg  in 


bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 

References: 
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3.  Weekly  Urological  Clinical  letter,  27:2,  July  4, 

1983. 

4.  A.  Morales  etal..  The  Journal  of  Urology  128; 

45-47, 1982. 

Rev.  1/85 


AVAILABLE  AT  PHARMACIES  NATIONWIDE 

PALISADES 

PHARMACEUTICALS,  INC. 


219  County  Road 
Tenafly,  New  Jersey  07670 

(201)  569-8502  1-800-237-9083 


READ  THIS. 

No  matter  what  shape  you're  in. 

Thick  and  thin,  young  and  old, 
hundreds  of  thousands  of  Ameri- 
cans strain,  sprain  or  perma- 
nently injure  their  bodies  trying 
to  slow  the  hands  of  time. 

Tb  avoid  the  pain,  physical  ther- 
apists recommend  the  following 
tips— for  aging  athletes  and 
young  “weekend  warriors”  alike. 

Be  realistic.  If  you  haven’t  exer- 
cised regularly  since  you  were  a 
kid,  don’t  at- 
tempt to  pick- 
up where  you 
left  off.  From 
age  20  on, 
bodies  lose  a 
little  muscu- 
lar flexibility 
and  strength 
each  year. 

Warm  up,  cool 
down.  Start  exercising  slowly. 
You  should  be  perspiring  lightly 
before  you  begin  strenuous  exer- 
cise. End  your  workout  with  a 
period  of  slower  activity. 

Listen  to  your  body.  If  you  feel 
pain,  stop  exercising  and  seek 
help.  The  sooner  your  problem  is 
treated,  the  sooner  you  can  get 
moving  again! 

Mix  it  up.  Practice  several  activi- 
ties instead  of  one.  You’ll  decrease 
the  chances  of 
injury  caused 
by  repetition, 
increase  the 
number  of 
muscles  you 
condition,  and 
help  stave  off 
boredom. 

Consult  a 
health  care  professional  to  help 
you  design  the  program  that  fits 
your  body. 


A PUBLIC  SERVICE  MESSAGE  FROM  THE 
AME  RICAN  PHYSICAL  THERAPY  ASSOCIATION 

Don’t  get  to  know  us  the  hard  way:  For 
more  information  about  how  to  to  teike 
good  care  of  your  body,  write:  FOR 
EVERY  BODY,  APTA,  RO.  Box  37257, 
Washington,  DC  20013. 


When 
you  give 

blood 
you  give 

anotiier 

birthday 

another 

anniversary 

another 

laugh, 

anoffier 

hug, 

another 

chance. 


+ 

American  Red  Cross 

Please  gKe  blood. 


STPAUL 

1 MEDICAL  CENTER 


CONTINUING 

MEDICAL 

EDUCATION 


INFECTIONS  IN  SURGERY 

Surgical  Infections  - Antibiotics  - Host  Responses  to  Sepsis 

Saturday,  September  15  - Dallas 


THE  15th  ANNUAL 
INFECTIOUS  DISEASES  SEMINAR 

Selected  Issues  in  Infectious  Diseases  - HIV  Infection 

Friday  & Saturday,  October  5 & 6 - Dallas 

THE  PSYCHIATRIC  IMPLICATIONS  OF  AIDS 

Psychopharmacology  - Psychotherapy  - Impact  on  Families 

Saturday,  November  10  - Dallas 


PRACTICE  UPDATE  ’90 

Contemporary  Clinical  Issues  for  the  Family  Practitioner 

Saturday,  December  8 - Dallas 


For  additional  program  and  registration  information,  please  contact: 

Continuing  Medical  Education 
St.  Paul  Medical  Center 
5909  Harry  Hines  Boulevard 
Dallas,  Texas  75235 

214/879-3789 


Courses 

October 

Cardiology 

Oct  1-4,  1990 

Clinical  Electrocardiography:  Cardio- 
vascular Board  Review.  Indianapolis. 

Fee  $445,  American  College  of  Cardiol- 
ogy members;  $510,  nonmembers.  Cate- 
gory 1,  AMA  Physician’s  Recognition 
Award;  23.5  hrs.  Contact  ACC,  Extra- 
mural Programs,  Dept  5080,  Washing- 
ton, DC  20061-5080  (301)  897-5400, 
ext  228 

Oct  11-12,  1990 

Interventional  Cardiology:  Aspirations 
for  the  1 990s.  Ritz-Carlton  Flotel, 
Boston.  Fee  $325,  American  College  of 
Cardiology  members;  $375,  non-mem- 
bers. Category  1,  AMA  Physician’s 
Recognition  Award;  13.5  hrs.  Contact 
ACC,  Extramural  Programs,  Dept  5080, 
Washington,  DC  20061-5080  (301) 
897-5400,  ext  228 

Oct  18-20,  1990 

Cardiology  Update  1990.  Carmel,  Calif. 
Fee  $410,  American  College  of  Cardiol- 
ogy members;  $480,  non-members.  Cat- 
egory 1,  AMA  Physician’s  Recognition 
Award;  1 1 hrs.  Contact  ACC,  Extramu- 
ral Programs,  Dept  5080,  Washington, 
DC  20061-5080  (301)  897-5400,  ext 
228 

Oct  18-20,  1990 

The  Contemporary  Treatment  of 

Myocardial  Ischemia.  Santa  Fe,  NM. 

Fee  $365,  American  College  of  Cardiol- 
ogy members;  $430,  non-members.  Cat- 
egory 1,  AMA  Physician’s  Recognition 
Award;  16.5  hrs.  Contact  ACC,  Extra- 
mural Programs,  Dept  5080,  Washing- 
ton, DC  20061-5080  (301)  897-5400, 
ext  228 


CME  / Continuing 
Education  Directory 


Oct  25-27,  1990 

New  Techniques  and  Concepts  in  Car- 
diology. Hyatt  Regency  Hotel,  Washing- 
ton, DC.  Fee  $410,  American  College  of 
Cardiology  members;  $475,  non-mem- 
bers. Category  1,  AMA  Physician’s 
Recognition  Award;  18  hrs.  Contact 
ACC,  Extramural  Programs,  Dept  5080, 
Washington,  DC  20061-5080  (301) 
897-5400, ext  228 

Computer  Applications 

Oct  27,  1990 

GRATEFUL  MED:  Easy  Access  Tech- 
niques. Austin,  Tex.  Fee  $50.  Category 
1,  AMA  Physician’s  Recognition  Award; 
3 hrs.  Contact  Miriam  Blum,  Texas 
Medical  Association  Library,  1801  N 
Lamar  Blvd,  Austin,  TX  78701  (512) 
477-6704, ext  193 

Emergency  Medicine 

Oct  1-2,  1990 

Getting  Control:  Effective  Procedure 
and  Diagnosis  Coding  for  Emergency 
Medicine.  Boston.  Contact  American 
College  of  Emergency  Physicians,  PO 
Box  619911,  Dallas,  TX  75261-9911 
(1-800)  798-1822  or  (214)  550-091 1 

Oct  18-22,  1990 
Essential  Topics  in  Emergency 
Medicine.  Washington,  DC.  Contact 
American  College  of  Emergency  Physi- 
cians, PO  Box  619911,  Dallas,  TX 
75261-9911  (1-800)  798-1822  or  (214) 
550-0911 

Oct  25-26,  1990 

Advanced  Trauma  Life  Support.  Tem- 
ple, Tex.  Fee  $475.  Category  1,  AMA 
Physician’s  Recognition  Award;  17  hrs. 
Contact  Susan  Hughes,  Office  of  Con- 
tinuing Medical  Education,  Scott  & 
White  Memorial  Hospital,  2401  S 31st 
St,  Temple,  TX  76508  (817)  774-4083 


Oct  26-27,  1990 

Sixth  Annual  Emergency  Medicine 
Review.  San  Antonio,  Tex.  Fee  $250. 
Category  1,  AMA  Physician’s  Recogni- 
tion Award;  12  hrs.  Contact  Susan 
Hughes,  Office  of  Continuing  Medical 
Education,  Scott  & White  Memorial 
Hospital,  2401  S 31st  St,  Temple,  TX 
76508  (817)  774-4083 

Endocrinology 

Oct  5-6,  1990 

Therapeutic  Controversies  in  Diabetes 
Management.  Marriott  Medical  Center 
Hotel,  Houston.  Contact  Carol  Soroka, 
Baylor  College  of  Medicine,  Office  of 
Continuing  Education,  One  Baylor 
Plaza,  Houston,  TX  77030  (713)  798- 
6020 

Oct  19-20,  1990 

Fifth  Annual  Diabetes  Center  Clinical 
Symposium.  La  Mansion  Del  Rio  Hotel, 
San  Antonio,  Tex.  Fee  $125.  Category 
1,  AMA  Physician’s  Recognition  Award; 
7.5  hrs.  Contact  Donna  Torbet,  Centers 
of  Excellence  Humana  Hospital,  8026 
Floyd  Curl  Dr,  San  Antonio,  TX  78229 
(512) 692-8257 

Family  Practice 

Oct  24-28,  1990 

Family  Medicine  for  the  90s.  Marriott 
Astrodome  Hotel,  Houston.  $425. 

A AFP  Prescribed  Hrs  and  Category  1, 
AMA  Physician’s  Recognition  Award; 

38  plus  6 optional  hrs.  Contact  Char- 
lotte Heffler,  Texas  Academy  of  Family 
Physicians,  PO  Box  9802,  Box  677, 
Austin,  TX  78766  (512)  451-8237 
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Gastroenterology 

Oct  5-6,  1990 

Review  of  Current  Issues  in  Gastroin- 
testinal Disease.  Westin  Hotel,  Dallas. 
Fee  $300.  Category  1,  AMA  Physician’s 
Recognition  Award;  1 1 hrs.  Contact 
Rose  Bayles,  Office  of  Continuing  Edu- 
cation, The  University  of  Texas  South- 
western Medical  Center,  5323  Harry 
Hines  Blvd,  Dallas,  TX  75235  (214) 
688-2166 

General  Medicine 

Oct  5-6,  1990 

1 5th  Annual  Infectious  Diseases  Semi- 
nar. Grand  Kempinski  Hotel,  Dallas.  Fee 
$150,  both  days;  $95,  one  day.  Category 
1,  AMA  Physician’s  Recognition  Award; 
12  hrs.  Contact  Diane  Pitkin,  Continu- 
ing Medical  Education,  St  Paul  Medical 
Center,  5909  Harry  Hines  Blvd,  Dallas, 
TX  75235  (214)  879-3789 

Oct  19-20,  1990 

Sixth  Annual  Women’s  Health  Care. 
Texas  A&M  College  of  Medicine,  Col- 
lege Station,  Tex.  Fee  $150.  Category  1, 
AMA  Physician’s  Recognition  Award;  8 
hrs.  Contact  Susan  Hughes,  Office  of 
Continuing  Medical  Education,  Scott  &c 
White  Memorial  Hospital,  2401  S 31st 
St,  Temple,  TX  76508  (817)  774-4083 

Oct  20-21,  1990 

The  Skin  From  A to  Z.  University  of 
California,  San  Francisco.  Contact 
Extended  Programs  in  Medical  Educa- 
tion, UCSF,  Rm  C-124,  San  Francisco, 
CA  94143  (415)  476-4251 

Oct  26,  1990 

Family  and  Forgiveness  Conference.  St 
Mary  of  the  Plains  Hosp,  Lubbock,  Tex. 
Contact  Vicki  Hollander,  Office  of  Con- 
tinuing Medical  Education,  Texas  Tech 
University  Health  Sciences  Center,  Lub- 
bock, TX  (806)  743-2929 


Oct  26,  1990 

Storytelling  and  Spirituality:  Recovery 
from  Alcoholism  and  Other  Disorders. 
St  Mary  of  the  Plains  Hosp,  Lubbock, 
Tex.  Fee  $20.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  6 hrs.  Con- 
tact Vicki  Hollander,  Office  of  Continu- 
ing Medical  Education,  Texas  Tech 
University  Health  Sciences  Center,  Lub- 
bock, TX  79430  (806)  743-2929 

Gerontology 

Oct  5-6,  1990 

Medical  and  Social  Aspects  in  Caring 
for  Alzheimer’s  Victims.  The  University 
of  Texas  Southwestern  Medical  Center, 
Dallas.  Fee  $100.  Category  1,  AMA 
Physician’s  Recognition  Award;  10  hrs. 
Contact  Julia  Laudenberg,  UTSMC, 
5323  Harry  Hines  Blvd,  Dallas,  TX 
75234 (214) 688-2166 

Internal  Medicine 

Oct  20-21,  1990 

Internal  Medicine  Update  1990.  Rui- 
doso,  NM.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  6 hrs.  Con- 
tact Deana  Bernard,  Providence 
Memorial  Hosp,  Education  Dept,  2001 
N Oregon,  El  Paso,  TX  79902  (915) 
542-6284 

Oncoiogy 

Oct  4-6,  1990 

Pheresis  Conference.  Houston.  Contact 
Jeff  Rasco,  The  University  of  Texas 
M.D.  Anderson  Cancer  Center,  Confer- 
ence Services,  Box  131,  1515  Holcombe 
Blvd,  Houston,  TX  77030  (713)  792- 
2222 

Orthopedic  Surgery 

Oct  25-27,  1990 

Orthotics  and  Prosthetics.  Dallas.  Fee 
$225.  Contact  Ann  Carlton,  PT,  The 
University  of  Texas  Southwestern  Medi- 
cal Center,  5323  Harry  Hines  Blvd,  Dal- 
las, TX  75235  (214)  688-3525 


Otoiaryngology 

Oct  13-14,  1990 
Endoscopic  Sinus  Surgery:  Eighth 
Course.  Dallas.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  13  hrs.  Con- 
tact Rose  Bayles,  Continuing  Education, 
The  University  of  Texas  Southwestern 
Medical  Center,  5323  Harry  Hines 
Boulevard,  Dallas,  TX  75234  (214) 
688-2166 

Oct  19-20,  1990 

Laser  Surgery  and  Safety  in  Otolaryn- 
gology. Galveston,  Tex.  Fee  $1,000. 
Category  1,  AMA  Physician’s  Recogni- 
tion Award;  16  hrs.  Contact  Linda 
Williams,  The  University  of  Texas  Medi- 
cal Branch,  Office  of  Continuing  Educa- 
tion, Rte  J-34,  7101  Shearn  Moody 
Plaza,  Galveston,  TX  77550  (409)  761- 
2934 

Preventive  Medicine 

Oct  17-19,  1990 

5th  National  Conference  on  Chronic 
Disease  Prevention  and  Control.  Westin 
Hotel  Renaissance  Ctr,  Detroit.  Fee  $25. 
Contact  Jack  Friel,  Center  for  Chronic 
Disease  Prevention  and  Health  Promo- 
tion, Center  for  Disease  Control,  1600 
Clifton  Rd,  NE,  Mail  Stop  A37, 

Atlanta,  GA  (404)  639-1750 

Radiology 

Oct  26-28,  1990 

Diagnostic  Radiology  Update.  Double- 
tree  Hotel,  Dallas.  Fee  $350.  Category 
1,  AMA  Physician’s  Recognition  Award; 
18  hrs.  Contact  Dolly  Christensen,  Dept 
of  Radiology,  The  University  of  Texas 
Southwestern  Medical  Center,  5323 
Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)  590-8613 
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Surgery 

Oct  19-20,  1990 

Surgery  Update  1990.  Marriott  Medical 
Center,  Houston.  Eee  $300  practition- 
ers; $40  residents  and  fellows.  Contact 
Carol  Soroka,  Baylor  College  of 
Medicine,  Office  of  Continuing  Educa- 
tion, One  Baylor  Plaza,  Houston,  TX 
77030  (713)  798-6020 

Urology 

Oct  25-27,  1990 

Bladder  Cancer.  Atlanta.  Eee  $275, 
American  Urological  Association  mem- 
bers; $375,  non-members.  Category  1, 
AMA  Physician’s  Recognition  Award; 

16  hrs.  Contact  Alice  Henderson,  AUA, 
Inc,  Office  of  Education,  6750  W Loop 
South,  Ste  900,  Bellaire,  TX  77401 
(713)  665-7500 

October-February, 

1990 

Risk  Management 

Eor  information  on  the  following 
courses,  contact  Kim  Koschemann, 
Texas  Medical  Association,  Department 
of  Practice  Management  Services,  1801 
N Lamar  Blvd,  Austin,  TX  78701  (512) 
477-6704. 

Risk  Prevention  Skills 
Oct  3,  1990,  San  Antonio 
Nov  7,  1990,  Houston 
Nov  8,  1990,  Dallas 

TMA  VIP  Risk  Management  Series 

Oct  18,  1990,  Austin 

Oct  22,  1990,  San  Antonio 

Nov  1,  1990,  Tyler 

Nov  7,  1990,  Amarillo 

Nov  8,  1990,  Lubbock 

Nov  15,  1990,  Corpus  Christi 

Nov  28,  1990,  Dallas 

Nov  29,  1990,  Ft  Worth 

Dec  6,  1990,  Houston 

Dec  16,  1990,  Beaumont 


For  information  on  the  following 
courses,  contact  Rosemary  Gafner,  EdD, 
Medical  Risk  Management,  Inc  (for- 
merly Paracommunications,  Inc,)  2500 
City  West  Blvd,  Ste  300,  Houston,  TX 
77030  (713)  789-3375 

Forensic  Obstetrics 
Oct  6,  1990,  Dallas 
Oct  13,  1990,  Austin 
Oct  24,  1990,  Fort  Worth 
Oct  26,  1990,  Abilene 
Nov  2,  1990,  Amarillo 
Nov  9,  1990,  Houston 
Nov  17,  1990,  Waco 

Medico-Legal  Issues  in  Medical  Risk 

Management 

Oct  7,  1990,  Dallas 

Oct  14,  1990,  Austin 

Oct  27,  1990,  Abilene 

Nov  3,  1990,  Amarillo 

Nov  10,  1990,  Houston 

Feb  23,  1991,  Corpus  Christi 

Principles  of  Medical  Risk  Management 

for  Physicians 

Oct  6,  1990,  Dallas 

Oct  13,  1990,  Austin 

Oct  24,  1990,  Fort  Worth 

Oct  26,  1990,  Ahilene 

Nov  2,  1990,  Amarillo 

Nov  9,  1990,  Houston 

Nov  17,  1990,  Waco 

Jan  19,  1991,  Dallas 

Feb  9,  1991,  Houston 

Feb  23,  1991,  Corpus  Christi 

Techniques  of  Reducing  the  Frequency 
of  Medico-Legal  Lawsuits  Using  Para- 
communications and  Neurolinguistics 
Sept  8,  1990,  Lubbock 
Oct  7,  1990,  Dallas 
Oct  14,  1990,  Austin 
Oct  23,  1990,  Fort  Worth 
Oct  27,  1990,  Abilene 
Nov  3,  1990,  Amarillo 
Nov  10,  1999,  Houston 
Jan  19,  1991,  Dallas 
Feb  9,  1991,  Houston 
Feb  22,  1991,  Corpus  Christi 


Quality  Assurance  and  Proper  Charting 

in  Medical  Risk  Management 

Sept  8,  1990,  Lubbock 

Oct  7,  1990  Dallas 

Oct  14,  1990,  Austin 

Oct  27,  1990,  Houston 

Oct  27,  1990,  Abilene 

Nov  3,  1990,  Amarillo 

Nov  10,  1990,  Houston 

For  information  on  the  following 
course,  contact  Timothy  J.  O’Toole, 
American  Physicians  Insurance 
Exchange,  1301  Capital  of  Texas  Hwy, 
Ste  B-320,  Austin,  TX  78746-9981  (1- 
800)  252-3628  or  (512)  328-1520 

A Practical  Approach:  Physician  Loss 
Control  and  Risk  Management 
Oct  25,  1990,  El  Paso 

November 

AIDS 

Nov  10,  1990 

Psychiatric  Implications  of  AIDS. 

Grand  Kempinski  Hotel,  Dallas.  Fee 
$95.  Category  1,  AMA  Physician’s 
Recognition  Award;  7 hrs.  Contact 
Diane  Pitkin,  Continuing  Medical  Edu- 
cation, St  Paul  Medical  Center,  5909 
Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)  879-3789 

Allergy 

Nov  1-3,  1990 

Clinical  Allergy  for  the  Practicing 
Physician.  St  Louis.  Contact  Cathy 
Caruso,  Office  of  Continuing  Medical 
Education,  Washington  University 
School  of  Medicine,  660  S Euclid,  St 
Louis,  MO  63110  (314)  325-9862 
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Computer  Applications 

Nov  4-7,  1990 

Symposium  on  Computer  Applications 
in  Medical  Care.  Washington,  DC.  Con- 
tact The  George  Washington  University 
Medical  Center,  Office  of  Continuing 
Medical  Education,  2300  K St,  NW, 
Washington,  DC  20037 

Emergency  Medicine 

Nov  2-3,  1990 

Trauma/Critical  Care  Management:  Dis- 
aster to  Rehabilitation.  Dallas.  Eee 
$425.  Category  1,  AM  A Physician’s 
Recognition  Award;  14  hrs.  Contact 
Continuing  Education,  The  University 
of  Texas  Southwestern  Medical  Center, 
5323  Harry  Hines  Boulevard,  Dallas, 
TX  75235  (214)  688-2166 

Nov  5-6,  1990 

Advanced  Cardiac  Life  Support.  Tem- 
ple, Tex.  Fee  $175.  Category  1,  AMA 
Physician’s  Recognition  Award;  13  hrs. 
Contact  Susan  Hughes,  Office  of  Con- 
tinuing Medical  Education,  Scott  & 
White  Memorial  Hospital,  2401  S 31st 
St,  Temple,  TX  76508  (817)  774-4083 

Nov  8-9,  1990 

Advanced  Trauma  Life  Support.  Tem- 
ple, Tex.  Fee  $475.  Category  1,  AMA 
Physician’s  Recognition  Award;  17  hrs. 
Contact  Susan  Hughes,  Office  of  Con- 
tinuing Medical  Education,  Scott  & 
White  Memorial  Hospital,  2401  S 31st 
St,  Temple,  TX  76508  (817)  774-4083 

Endocrinology 

Nov  2-3,  1990 

Update  on  Thyroid  Disease,  1990. 

Hyatt  Regency  Embarcadero,  San  Fran- 
cisco. Fee  $150.  Category  1,  AMA 
Physician’s  Recognition  Award;  1 1.5 
hrs.  Contact  University  of  California 
San  Francisco,  Extended  Programs  in 
Medical  Education,  Rm  C-124,  San 
Francisco,  CA  94143-0742  (415)  476- 
4251 


Nov  8-10,  1990 

Diabetes  Update.  Galveston,  Tex.  Fee 
$275.  Category  1,  AMA  Physician’s 
Recognition  Award;  12  hrs.  Contact 
Gayle  Norris,  Office  of  Continuing  Edu- 
cation, Rte  J-34,  The  University  of 
Texas  Medical  Branch,  Shearn  Moody 
Plaza  #7101,  Galveston,  TX  77550 
(409)  761-4706 

General  Medicine 

Nov  30-Dec  1,  1990 
Gastroenterology  for  Primary  Care.  San 
Antonio,  Tex.  Fee  $250.  Category  1, 
AMA  Physician’s  Recognition  Award; 

12  hrs.  Contact  Susan  Hughes,  Office  of 
Continuing  Medical  Education,  Scott  & 
White  Memorial  Hospital,  2401  S 31st 
St,  Temple,  TX  76508  (817)  774-4083 

Internal  Medicine 

Nov  2-3,  1990 

Update  in  Sexually  Transmitted  Dis- 
eases. The  University  of  Texas  South- 
western Medical  Center,  Dallas.  Fee 
$80.  Category  1,  AMA  Physician’s 
Recognition  Award;  13  hrs.  Contact 
Rose  Bayles,  Continuing  Education, 
UTSMC,  5323  Harry  Hines  Blvd,  Dal- 
las, TX  75234  (214)  688-2166 

Neurology 

Nov  17-18,  1990 

Plexus  II:  The  Neurobiology  of  Aggres- 
sion. Austin,  Tex.  Fee  $285;  $325  after 
September  1.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  12  hrs.  Con- 
tact Healthcare  Rehabilitation  Center, 
1106  Dittmar  Road,  Austin,  TX  78745 
(1-800)  252-5151 


Obstetrics  and  Gynecology 

Nov  6-10,  1990 

Contemporary  Issues  and  Practices  in 
Ob-Gyn.  Westin  Hotel,  Dallas.  Fee 
$550  complete  course;  $400  basic 
course.  Category  1,  AMA  Physician’s 
Recognition  Award;  36  hrs.  Contact 
June  Bovill,  Continuing  Education,  The 
University  of  Texas  Southwestern  Medi- 
cal Center,  5323  Harry  Hines  Blvd,  Dal- 
las, TX  75235  (214)  688-2166 

Nov  8-9,  1990 

Update  in  Pelvic  and  Vaginal  Surgery. 
San  Antonio,  Tex.  Fee  $375.  Category 
1,  AMA  Physician’s  Recognition  Award; 
12  hrs.  Contact  Susan  Hughes,  Office  of 
Continuing  Medical  Education,  Scott  & 
White  Memorial  Hospital,  2401  S 31st 
St,  Temple,  TX  76508  (817)  774-4083 

Oncology 

Nov  3-7,  1990 

Cancer  in  the  Nervous  System.  Westin 
Galleria  Hotel,  Dallas.  Contact  Jeff 
Rasco,  The  University  of  Texas  M.D. 
Anderson  Cancer  Center,  Conference 
Services,  Box  131,  1515  Holcombe 
Blvd,  Houston,  TX  77030  (713)  792- 
2222 

Orthopedic  Surgery 

Nov  3-4,  1990 

Hand  Surgery  Regiottal  Review  Course. 
Baylor  University  Medical  Center,  Dal- 
las. Fee  $225  practitioners;  $125  resi- 
dents. Category  1,  AMA  Physician’s 
Recognition  Award;  12  hrs.  Contact 
Deb  Flanders,  Office  of  Continuing  Edu- 
cation, Baylor  University  Medical  Cen- 
ter, 3500  Gaston  Ave,  Dallas,  TX  75246 
(214)  820-2317 

Nov  30-Dec  1,  1990 
The  McKenzie  Approach  to  Low  Back 
and  Neck  Pain.  Dallas.  Contact  Rose 
Bayles,  Continuing  Education,  The  Uni- 
versity of  Texas  Southwestern  Medical 
Center,  5323  Harry  Hines  Boulevard, 
Dallas,  TX  75235  (214)  688-2166 
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Otolaryngology 

Nov  8-10,  1990 

Temporal  Bone  Mini  Course  Series. 
Galveston,  Tex.  Fee  $500,  practitioners; 
$400,  residents.  Category  1,  AMA 
Physician’s  Recognition  Award;  20  hrs. 
Contact  Gayle  Norris,  Office  of  Contin- 
uing Education,  Rte  J-34,  The  Univer- 
sity of  Texas  Medical  Branch,  Shearn 
Moody  Plaza  #7101,  Galveston,  TX 
77550  (409)  761-4706 

Nov  16-17,  1990 

Endoscopic  Sinus  Surgery.  Galveston, 
Tex.  Fee  $575,  full  course;  $275,  lec- 
ture. Category  1,  AMA  Physician’s 
Recognition  Award;  16  hrs.  Contact 
Gayle  Norris,  Office  of  Continuing  Edu- 
cation, The  University  of  Texas  Medical 
Branch,  Rte  J-34,  Shearn  Moody  Plaza 
#7101,  Galveston,  TX  77550  (409) 
761-4706 

Pediatrics 

Nov  2-3,  1990 

I4th  Annual  Pediatric  Postgraduate 
Conference.  Lubbock,  Tex.  Contact 
Vicki  Hollander,  Office  of  Continuing 
Medical  Education,  Texas  Tech  Univer- 
sity Health  Sciences  Center,  Lubbock, 
TX  79430  (806)  743-2929 

Psychiatry 

Nov  4-6,  1990 

Psychiatric  Update  Conference  for 
Physicians.  Halifax,  Nova  Scotia.  Cate- 
gory 1,  AMA  Physician’s  Recognition 
Award;  20  hrs.  Contact  Dr  Alan 
Buchanan,  102-180  W Broadway,  Van- 
couver, BC  V5Z  4C9  (604)  922-3570 

Nov  7-12,  1990 

Acute  and  Chronic  Infections  Affecting 
Brain  Dysfunction  and  Behavior.  Van- 
couver, British  Columbia.  Category  1, 
AMA  Physician’s  Recognition  Award; 
20.5  hrs.  Contact  Ann  McCormick, 
Southern  California  Neuropsychiatric 
Institute,  6794  La  Jolla  Blvd,  La  Jolla, 
CA  92037  (619)  454-2102 


Nov  9-11,  1990 

Group  Therapy  Symposium.  Sir  Francis 
Drake  Hotel,  San  Francisco.  Contact 
Extended  Programs  in  Medical  Educa- 
tion, Rm  C-124,  University  of  Califor- 
nia School  of  Medicine,  San  Francisco, 
CA  94143  (415)  476-4251 

Nov  16-18,  1990 
Psychiatric  Update  Conference  for 
Physicians.  Vancouver,  British  Columbia. 
Category  1,  AMA  Physician’s  Recogni- 
tion Award;  20  hrs.  Contact  Dr  Alan 
Buchanan,  102-180  W Broadway,  Van- 
couver, BC  V5Z  4C9  (604)  922-3570 

Sports  Medicine 

Nov  10-17,  1990 

Medicine  of  Diving.  Tiara  Beach  Hotel, 
Cayman  Islands,  British  West  Indies.  Fee 
$500.  Category  1,  AMA  Physician’s 
Recognition  Award;  25  hrs.  Contact 
Helen  Turcotte  Davis,  Medical  Semi- 
nars, Inc,  One  Elm  Place,  Ste  204, 

1 1 107  Wurzbach  Rd,  San  Antonio,  TX 
78230 

Urology 

Nov  15-17,  1990 

Pediatric  Urology.  Omni  Hotel,  San 
Diego.  Fee  $275,  American  Urological 
Association  members;  $375,  non-mem- 
bers. Category  1,  AMA  Physician’s 
Recognition  Award;  16.5  hrs.  Contact 
Alice  Henderson,  AUA,  Inc,  Office  of 
Education,  6750  W Loop  South,  Ste 
900,  Bellaire,  TX  77401  (713)  665- 
7500 


December 

Family  Practice 

Dec  8,  1990 

Family  Practice  Update  1 990.  Grand 
Kempinski  Hotel,  Dallas.  Fee  $95.  Cate- 
gory 1,  AMA  Physician’s  Recognition 
Award;  7 hrs.  Contact  Diane  Pitkin, 
Continuing  Medical  Education,  St  Paul 
Medical  Center,  5909  Harry  Hines  Blvd, 
Dallas,  TX  75235  (214)  879-3789 

Oncology 

Dec  4-7,  1990 

Growth  Factors  of  Normal  and  Cancer 
Cells.  Westin  Galleria  Hotel,  Houston. 
Contact  Jeff  Rasco,  The  University  of 
Texas  M.D.  Anderson  Cancer  Center, 
Conference  Services,  Box  131,  1515 
Holcombe  Blvd,  Houston,  TX  77030 
(713)  792-2222 

Urology 

Dec  7-9,  1990 

Erectile  Dysfunction  Update  1 990. 

Hyatt  Regency  Capitol  Hill,  Washing- 
ton, DC.  Fee  $275,  American  Urological 
Association  members;  $375,  non-mem- 
bers. Category  1,  AMA  Physician’s 
Recognition  Award;  16  hrs.  Contact 
Alice  Henderson,  AUA,  Inc,  Office  of 
Education,  6750  W Loop  South,  Ste 
900,  Bellaire,  TX  77401  (713)  665- 
7500 

January 

Family  Practice 

Jan  11-12,  1991 

Advances  in  Family  Medicine.  Houston. 
Contact  Lila  Lerner,  Baylor  College  of 
Medicine,  Office  of  Continuing  Educa- 
tion, One  Baylor  Plaza,  Houston,  TX 
77030  (713)  798-6020 
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Jan  20-25,  1991 

Taking  Care  of  Yourself,  Taking  Care  of 
Your  Family,  Taking  Care  of  Your 
Patients.  Beaver  Run  Resort,  Bracken- 
ridge,  Colo.  Fee  $250,  Texas  Academy 
of  Family  Physicians  members;  $300, 
TAFP  non-members.  Contact  Charlotte 
Heftier,  TAFP,  8733  Shoal  Creek, 

Austin,  TX  78758  (512)  451-8237 

Obstetrics  and  Gynecology 

Jan  24-26,  1991 

Diseases  of  the  Vulva  and  Vagina.  Dou- 
bletree Hotel  at  Post  Oak,  Houston.  Fee 
$500  practitioners;  $250  non-Baylor 
residents  and  fellows.  Category  1,  AM  A 
Physician’s  Recognition  Award;  20  hrs. 
Contact  Carol  Soroka,  Baylor  College  of 
Medicine,  Office  of  Continuing  Educa- 
tion, One  Baylor  Plaza,  Houston,  TX 
77030  (713)  798-6020 

Oncology 

Jan  11-12,  1991 

8th  Annual  Western  Regional  Oncology 
Conference.  El  Paso,  Tex.  Contact 
Deana  Bernard,  Providence  Memorial 
Hosp,  Education  Dept,  2001  N Oregon, 
El  Paso,  TX  79902  (915)  452-6284 

Jan  12,  1991 

Update  of  Carcinoma  of  the  Thyroid. 
The  University  of  Texas  M.D.  Anderson 
Cancer  Center,  Houston.  Contact  Jeff 
Rasco,  The  University  of  Texas  M.D. 
Anderson  Cancer  Center,  1515  Hol- 
combe Blvd,  Houston,  TX  77030  (713) 
792-2121 

Psychiatry 

Jan  18-20,  1991 

Psychiatric  Update  Conference  for 
Physicians.  Toronto.  Category  1,  AM  A 
Physician’s  Recognition  Award;  20  hrs. 
Contact  Dr  Alan  Buchanan,  102-180  W 
Broadway,  Vancouver,  BC  V5Z  4C9 
(604) 922-3570 


February 

Emergency  Medicine 

Feb  23-24,  1991 
High  Risk  Cases  in  Emergency 
Medicine.  Dallas.  Contact  American 
College  of  Emergency  Physicians,  PO 
Box  6 1 99 1 1 , Dallas,  TX  7526 1-991  1 
(1-800)  798-1822  or  (214)  550-0911 

Internal  Medicine 

Feb  22-23,  1991 

Infectious  Diseases  Symposium.  El  Paso, 
Tex.  Contact  Deana  Bernard,  Provi- 
dence Memorial  Hosp,  Education  Dept, 
2001  N Oregon,  El  Paso,  TX  79902 
(915)  452-6284 

Neurology 

Feb  15-17,  1991 

24th  Annual  Recent  Advances  in  Neu- 
rology. San  Francisco.  Category  1,  AM  A 
Physician’s  Recognition  Award;  15  hrs. 
Contact  the  University  of  California, 
Extended  Programs  in  Medical  Educa- 
tion, Rm  C-124,  San  Francisco,  CA 
94143-0742  (415)  476-4251 

Orthopedic  Surgery 

Feb  6-10,  1991 

Texas  Orthopedic  Pathology  Workshop. 
Dallas.  Contact  June  Bovill,  Continuing 
Education,  The  University  of  Texas 
Southwestern  Medical  Center,  5323 
Harry  Hines  Boulevard,  Dallas,  TX 
75235  (214) 688-2166 

Pathology 

Feb  14-17,  1991 

9th  Annual  Cytopathology  Review 
Course.  Doubletree  Hotel  at  Post  Oak, 
Houston.  Contact  Lila  Lerner,  Baylor 
College  of  Medicine,  Office  of  Continu- 
ing Education,  One  Baylor  Plaza,  Hous- 
ton, TX  77030  (713)  798-6020 


Preventive  Medicine 

Feb  21-23,  1991 

Annual  Cancer  Prevention  Conference. 
Westin  Galleria  Hotel,  Houston.  Con- 
tact Jeff  Rasco,  The  University  of  Texas 
M.D.  Anderson  Cancer  Center,  Confer- 
ence Services,  Bo.x  131,  1515  Holcombe 
Blvd,  Houston,  TX  77030  (713)  792- 
2222 

Urology 

Feb  9-19,  1991 

Genitourinary  Pathology  and  Radiol- 
ogy. Dearborn,  Mich.  Fee  $225.  Cate- 
gory 1,  AMA  Physician’s  Recognition 
Award;  25  hrs.  Contact  Alice  Hender- 
son, American  Urological  Association, 
Inc,  Office  of  Education,  6750  W Loop 
South,  Ste  900,  Bellaire,  TX  77401 
(713) 665-7500 

Feb  17-21,  1991 

Female  Urology.  Cancun,  Mexico.  Fee 
$275,  American  Urological  Association 
members;  $375,  non-members.  Cate- 
gory 1,  AMA  Physician’s  Recognition 
Award;  16  hrs.  Contact  Alice  Hender- 
son, AUA,  Inc,  Office  of  Education, 
6750  W Loop  South,  Ste  900,  Bellaire, 
TX  77401  (713)  665-7500 

March 

General  Practice 

Mar  2,  1991 

Pulmonary  Disease  Update.  Dallas.  Fee 
$95.  Category  1,  AMA  Physician’s 
Recognition  Award;  7 hrs.  Contact 
Diane  Pitkin,  Continuing  Medical  Edu- 
cation, St  Paul  Medical  Center,  5909 
Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)  879-3789 

Mar  16,  1991 

Cancer  Update  1991.  San  Antonio,  Tex. 
Contact  Peggy  Brown,  Baptist  Memorial 
Hospital  System,  1 1 1 Dallas  St,  San 
Antonio,  TX  78205  (512)  222-8431, 
ext  5435 
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Mar  16,  1991 

Geriatrics  for  the  Primary  Care  Physi- 
cian. Dallas.  Fee  $95.  Category  1,  AMA 
Physician’s  Recognition  Award;  7 hrs. 
Contact  Diane  Pitkin,  Continuing  Medi- 
cal Education,  St  Paul  Medical  Center, 
5909  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214)  879-3789 

Obstetrics  and  Gynecology 

Mar  11-12,  1991 

Advances  in  Obstetrics  and  Gynecology. 
Houston.  Contact  Holly  Fort,  Baylor 
College  of  Medicine,  Office  of  Continu- 
ing Education,  One  Baylor  Plaza,  Hous- 
ton, TX  77030  (713)  798-6020 

Physical  Medicine  and  Rehabilitation 

Mar  11-12,  1991 

Comprehensive  Review  Course  in  Phys- 
ical Medicine  and  Rehabilitation.  Hous- 
ton. Fee  $450.  Contact  Carol  Soroka, 
Baylor  College  of  Medicine,  Office  of 
Continuing  Education,  One  Baylor 
Plaza,  Houston,  TX  77030  (713)  798- 
6020 

Ophthalmology 

Mar  15-17,  1991 

The  Cullen  Eye  Course.  Houston.  Con- 
tact Lila  Lerner,  Baylor  College  of 
Medicine,  Office  of  Continuing  Educa- 
tion, One  Baylor  Plaza,  Houston,  TX 
77030  (713)  798-6020 

Plastic  Surgery 

Mar  9-11,  1991 

Eighth  Annual  Texas  Rhinoplasty  Sym- 
posium. Dallas.  Contact  Rose  Bayles, 
Continuing  Education,  The  University 
of  Texas  Southwestern  Medical  Center, 
5323  Harry  Hines  Boulevard,  Dallas, 
TX  75235  (214)  688-2166 


Psychiatry 

Mar  7-10,  1991 

Psychiatric  Update  Conference  for 
Physicians.  Whistler,  British  Columbia. 
Category  1,  AMA  Physician’s  Recogni- 
tion Award;  20  hrs.  Contact  Dr  Alan 
Buchanan,  102-180  W Broadway,  Van- 
couver, BC  V5Z  4C9  (604)  922-3570 

Video  Programs  for  CME  Credit 

American  Medical 
Television 

American  Medical  Television  is  shown 
every  Sunday  10  am-12  Noon  EST  on 
the  Discovery  Channel.  Instructions  for 
obtaining  Category  1 credit  are  pro- 
vided during  the  programming.  Contact 
Melissa  Shear,  American  Medical  Asso- 
ciation, Division  of  Communications 
and  Radio,  Television  and  Film  Services, 
535  N Dearborn  St,  Chicago,  IL  60610 
(312)  645-4393.  AMA  Video  Clinic 
tapes  also  are  available  on  loan  from  tbe 
Texas  Medical  Association’s  Library. 
Contact  Carolyn  Thompson,  TMA 
Library,  1801  N Lamar  Blvd,  Austin, 

TX  78701  (512)  477-6704,  ext  195 

September 

September  9,  1990,  10  am-11  am 
Suicide 

This  AMA  videoclinic  presents  methods 
for  detecting  suicidal  risk  and  guidelines 
for  its  treatment  and  referral.  Experts 
discuss  the  role  of  biological  testing  and 
instruments.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  2 hours 


September  9,  1990,  11  am-ll:30  am 
Nutrition  in  Preventive  Medicine 
The  average  American  diet  is  related  to 
six  of  the  10  leading  causes  of  death  in 
America.  This  program  explores  the  role 
of  nutrition  in  preventing  disease  and 
provides  physicians  with  guidelines  for 
incorporating  nutrition  counseling  into 
their  practice.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  0.50  hours. 

September  9,  1990,  11:30  am-12  noon 
Parkinson’s  Implant  Study 
Provides  a case  study  of  the  transplanta- 
tion of  a patient’s  own  adrenal  cortex 
tissue  into  their  brain  as  a source  of 
dopamine  to  slow  or  stop  the  progres- 
sion of  Parkinson’s  disease.  Also 
explores  the  role  of  state-of-the-art 
imaging  techniques  in  increasing  the 
precision  of  this  technique.  Category  1, 
AMA  Physician’s  Recognition  Award; 
0.50  hours. 

$eptember  16,  1990,  10  am-11  am 
Highlights  of  the  1 990  International 
AIDS  Conference 

September  16,  1990,  11  am-ll:30  am 
Obesity:  Understanding  and  Treating 
the  Patient 

Increased  attention  to  the  weight  loss 
industry  is  changing  the  focus  on  obesity 
from  a cosmetic  issue  to  a medical  issue. 
This  AMA  Update  explores  the  current 
obstacles  facing  obese  patients  and 
offers  effective  methods  of  intervention 
that  stress  a multi-disciplinary  approach 
to  the  treatment  of  this  disease.  Cate- 
gory 1,  AMA  Physician’s  Recognition 
Award;  0.50  hours. 

September  16,  1990  11:30  am-12  noon 
Clinical  Depression:  Age  and  Gender 
Related  Issues 

This  program  focuses  on  depression,  as 
presented  at  the  1990  meeting  the 
American  Psychiatric  Association,  dis- 
cusses diagnosis  and  pharmacology. 
Other  topics  include  chronic  fatigue  syn- 
drome, suicide,  and  other  current  topics 
in  psychiatry. 
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September  23,  1990  10  am-1 1:00  am 
AMA  Special  Report 

September  23,  1990,  11  am-1 1:30  am 
/V  Beta  Blockade  in  Acute  MI 
This  AMA  Update  explores  the  different 
therapeutic  options  in  cases  of  acute  MI, 
with  particular  emphasis  on  the  use  of 
IV  Beta  blockage  therapy.  Provides  a 
close  look  at  the  indications  and  con- 
traindications, dosage,  administration 
and  management  of  potential  adverse 
reactions.  Category  1,  AMA  Physician’s 
Recognition  Award;  0.50  hours. 

September  23,  1990,  1 1:30  am-12  noon 
Healthier  Youth  by  the  Year  2000 
This  program  provides  highlights  of  lat- 
est initiatives  in  caring  for  the  problems 
of  adolescents  as  presented  at  the  AMA 
Adolescent  Health  Conference.  Includes 
an  outline  of  the  AMA  program  “Kids 
Against  Tobacco,”  tips  on  the  effective 
community  programs  for  teens,  and 
adolescents  speaking  out  on  important 
issues. 

September  30,  1990,  10  am-1 0:30  am 
Silent  Suffering:  Allergic  Rhinitis 
Upper  respiratory  infections  afflict  over 
41  million  Americans,  yet  misconcep- 
tions about  this  disease  continue  to 
inhibit  both  physicians  and  their 
patients.  This  program  will  dispel  the 
myths  of  allergic  rhinitis  and  outline 
effective  allergy  management  programs. 
Category  1,  AMA  Physician’s  Recogni- 
tion Award;  0.50  hours. 

September  30,  1990,  10:30  am-11  am 
AMA  Special  Report 

September  30,  1990,  11  am-12  noon 
Washington  Medical  Rounds. 

October 

October  7,  1990,  10  am-1 1:00  am 
Highlights  from  the  1 990  International 
AIDS  Conference 


October  7,  1990,  1 1 am-1 1:30  am 
IV  Beta  Blockade  in  Acute  MI 
This  AMA  Update  explores  the  different 
therapeutic  options  in  cases  of  acute  MI, 
with  particular  emphasis  on  the  use  of 
IV  Beta  blockage  therapy.  Provides  a 
close  look  at  the  indications  and  con- 
traindications, dosage,  administration, 
and  management  of  potential  adverse 
reactions.  Category  1,  AMA  Physician’s 
Recognition  Award;  0.50  hours. 

October  7,  1990,  11:30  am-12  noon 
GI  Considerations  in  NSAIDS 

Teleconference 
Network  of  Texas 

For  information  on  programming 
offered  through  the  Teleconference  Net- 
work of  Texas  contact  Kathy  Dick,  The 
University  of  Texas  Health  Sciences 
Center,  7703  Floyd  Curl  Dr,  San  Anto- 
nio, TX  78284-7978  (512)  567-2700. 

October 

Oct  4,  1990 

Pulmonary  Function  Interpretations. 
Category  1,  AMA  Physician’s  Recogni- 
tion Award;  1 hr. 

Oct  18,  1990 

Pleural  Effusion.  Category  1,  AMA 
Physician’s  Recognition  Award;  1 hr. 

November 

Nov  1,  1990 

Malpractice:  Understanding  the 
Patient’s  Predisposition  to  Sue.  Category 
1,  AMA  Physician’s  Recognition  Award; 
1 hr. 

Nov  15,  1990 

Risk  Reduction:  New  Approaches,  Part 
I.  Category  1,  AMA  Physician’s  Recog- 
nition Award;  1 hr. 


December 

Dec  6,  1990 

Risk  Reduction:  New  Approaches,  Part 
II.  Category  1,  AMA  Physician’s  Recog- 
nition Award;  1 hr. 

Dec  20,  1990 

Evaluation  and  Management  of  the 
AIDS  Patient,  Part  I.  Category  1,  AMA 
Physician’s  Recognition  Award;  1 hr. 

January 

Jan  3, 1991 

Evaluation  and  Management  of  the 
AIDS  Patient,  Part  II.  Category  1,  AMA 
Physician’s  Recognition  Award;  1 hr. 

Jan  17,  1991 

Upper  Respiratory  Tract  Infections. 
Category  1,  AMA  Physician’s  Recogni- 
tion Award;  1 hr. 

VHS  Videotape 
Programs  from  the 
TMA  Library 

Following  are  recently  added  titles  to 
the  Texas  Medical  Association  Library 
videotape  collection.  Contact  Carolyn 
Thompson,  TMA  Library,  1801  N 
Lamar  Blvd,  Austin,  TX  78701  (512) 
477-6704,  e.xt  195. 

Diagnosis  and  Treatment  of  Infectious 
Diseases:  Five  Cases,  NCME  Tape 
#S74.  49  minutes.  Network  for  Contin- 
uing Medical  Education,  1990. 

Specialists  in  infectious  diseases  and 
pharmacology  explore  treatment  options 
for  five  common  diseases:  pneumonia, 
febrile  neutropenia,  urinary  tract  infec- 
tions, skin  and  soft  tissue  infections,  and 
meningitis.  Discusses  methods  used  to 
identify  bacterial  etiologies  and  how  to 
select  proper  antimicrobials  for  treatment. 
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Practice  Management 
Workshops 

The  following  practice  management 
workshops  and  seminars  are  sponsored 
by  the  Texas  Medical  Association.  Eor 
further  information,  contact  the  Depart- 
ment of  Practice  Management  Services, 
Texas  Medical  Association,  1801  N 
Lamar  Blvd,  Austin,  TX  78701  (512) 
477-6704. 

September 

Marketing  Techniques  for  a Successful 
Practice 

Sept  1 1,  1990,  Dallas 
Sept  12,  1990,  Houston 
Sept  13,  1990,  San  Antonio 

Understanding  and  Improving  3rd 

Party  Reimbursement 

Sept  18,  1990,  Houston 

Sept  19,  1990,  Et  Worth 

Sept  21,  1990,  Dallas 

Sept  27,  1990,  San  Antonio 

October 

Risk  Prevention  Skills 
Oct  3,  1990,  San  Antonio 

Understanding  and  Improving  3rd 

Party  Reimbursement 

Oct  2,  1990,  College  Station 

VIP  Risk  Management  Series 
Oct  18,  1990,  Austin 
Oct  22,  1990,  San  Antonio 

November 

How  To  Get  Started  in  Medical  Practice 

Nov  6-7,  1990,  Lubbock 

Nov  8-9,  1990,  Dallas 

Nov  28-29,  1990,  Houston 

Nov  30-Dec  1,  1990,  Temple 


Risk  Prevention  Skills 
Nov  7,  1990,  Dallas 
Nov  8,  1990,  Houston 

VIP  Risk  Management  Series 
Nov  1,  1990,  Tyler 
Nov  7,  1990,  Amarillo 
Nov  8,  1990,  Lubbock 
Nov  15,  1990,  Corpus  Christ! 

Nov  28,  1990,  Dallas 
Nov  29,  1990,  Et  Worth 

December 

How  to  Run  a More  Profitable  Practice 

Dec  6,  1990,  Dallas 

Dec  7,  1990,  Austin 

Dec  11,  1990,  Houston 

Dec  12,  1990,  San  Antonio 

VIP  Risk  Management  Series 
Dec  6,  1990,  Houston 
Dec  16,  1990,  Beaumont 

Calendar  of  Meetings 

•Denotes  Texas  meeting 

September 

Sept  4-8,  1990,  Orlando,  Ela 
American  Group  Practice  Association 
Annual  Meeting 

Contact  AGFA,  1422  Duke  St,  Alexan- 
dria, VA  22314  (703)  838-0033 

Sept  7-9,  1990,  Austin,  Tex 
•Texas  Society  of  Anesthesiologists 
Annual  Meeting 

Contact  Ann  Becker,  1905  N Lamar 
Blvd,  Ste  107,  Austin,  TX  78705  (512) 
477-6704 

Sept  9-13,  1990,  San  Diego 
American  Academy  of  Otolaryngology 
(Head  and  Neck  Surgery)  Annual 
Meeting 

Contact  A AO,  1101  Vermont  Ave,  NW, 
Washington,  DC  20005  (202)  289-4607 


Sept  13-16,  1990,  Fort  Worth,  Tex 
•Texas  Pediatric  Society  Annual  Meeting 
Contact  Mary  Greene,  TPS,  1801  N 
Lamar  Blvd,  Austin,  TX  78701  (512) 
477-6704 

Sept  15,  1990,  Austin,  Tex 

•Texas  Medical  Association  Fall  Leadership 
Conference 

Contact  Jon  Hornaday,  TMA,  Depart- 
ment of  Special  Services,  1801  N Lamar 
Blvd,  Austin,  TX  78701  (512)  477-6704 

Sept  16-19,  1990,  San  Francisco 
American  College  of  Emergency  Physi- 
cians Annual  Meeting 
Contact  ACEP,  PO  Box  619911,  Dallas, 
TX  75261-9911  (214)  550-0911 

Sept  21-23,  1990,  Chicago 

Society  of  Thoracic  Surgeons  Annual 

Meeting 

Contact  STS,  1 1 1 E Wacker  Dr, 

Chicago,  IL 

Sept  21-27,  1990,  Nashville,  Tenn 
American  College  of  Radiology  Annual 
Meeting 

Contact  ACR,  1891  Preston  White  Dr, 
Reston,  VA  22091  (713)  648-8900 

Sept  29  -Oct  2,  1990,  San  Antonio,  Tex 
•Texas  Surgical  Society  Annual  Meeting 
Contact  John  W.  Roberts,  MD,  2401  S 
31st  St,  Temple,  TX  76508  (817)  774- 
2760 

October 

Oct  6-11,  1990,  Dallas 
•American  Academy  of  Family  Physi- 
cians Annual  Meeting 
Contact  AAFP,  1740  W 92  St,  Kansas 
City,  MO  64114,  (816)  333-9700 

Oct  7-12,  1990,  San  Francisco 
American  College  of  Surgeons  Annual 
Meeting 

Contact  ACS,  55  E Erie  St,  Chicago,  IL 
60611  (312)  664-4050 


118 


Texas  Medicine  Volume  86  No.  9 September  1990 


CME  / Contiruiiiig  Fdiicatioii  Directory 


Oct  10-13,  1990,  Colorado  Springs, 
Colo 

Western  Society  of  Allergy  and 
Immunology  Annual  Scientific  Session 
Contact  Becky  Smith,  WSAI,  Oregon 
Health  Sciences  University,  3181  SW 
Sam  Jackson  Park  Rd,  L329,  Portland, 
OR  97201  (503)  279-8531 

Oct  10-13,  1990,  Boston 
American  Academy  of  Clinical  Psychia- 
trists Annual  Meeting 
Contact  AACP,  PO  Box  3212,  San 
Diego,  CA  92103  (619)  298-4782 

Oct  14-17,  1990,  Nashville,  Tenn 
Southern  Medical  Association  Annual 
Scientific  Assembly 

Contact  SMA,  35  Lakeshore  Dr,  Birm- 
ingham, AL  35209  (800)  423-4992 

Oct  19-23,  1990,  Las  Vegas 
American  Society  of  Anesthesiologists' 
Scientific  Meeting 

Contact  ASA,  515  Busse  Hwy,  Park 
Ridge,  IL  60068  (312)  825-5586 

Oct  20-26,  1990,  Dallas 
•American  Society  of  Clinical  Patholo- 
gists Annual  and  Scientific  Meeting 
Contact  ASCP,  2100  W Harrison  St, 
Chicago,  IL  60612  (312)  738-1336 

Oct  21-26,  1990,  Phoenix 
American  Academy  of  Physical 
Medicine  and  Rehabilitation  Annual 
Meeting 

Contact  AAPMR,  122  S Michigan  Ave, 
Ste  1300,  Chicago,  IL  60603-6107 
(312) 922-9366 

Oct  22-26,  1990,  Toronto 
American  College  of  Chest  Physicians 
Annual  Meeting 

Contact  ACCP,  911  Busse  Hwy,  Park 
Ridge,  IL  60068  (312)  698-2200 


Oct  24-28,  1990,  Chicago 
American  Academy  of  Child  Psychiatry 
Annual  Meeting 

Contact  AACP,  3615  Wisconsin  Ave, 
NW,  Washington,  DC  20016  (202)  966- 
7300 

Oct  28-Nov  1,  1990,  Atlanta 
American  Academy  of  Ophthalmology 
Annual  Meeting 

Contact  AAO,  PO  Box  7424,  San  Fran- 
cisco, CA  94120  (415)  561-8500 

Oct  29-31,  1990,  San  Francisco 
American  College  of  Gastroenterology 
Annual  Meeting 

Contact  ACG,  13  Elm  St,  Manchester, 
MA  01944  (508)  927-8330 

Oct  29-Nov  3,  1990,  Seattle 
American  Rheumatism  Association  Sci- 
entific Meeting 

Contact  ARA,  17  Executive  Park  Dr, 
NE,  Ste  480,  Atlanta,  GA  30329  (404) 
633-3777 

November 

Nov  1-2,  1990,  Houston 
•Texas  Society  of  Internal  Medicine 
Annual  Meeting 

Contact  Donna  Parker,  1801  N Lamar 
Blvd,  Austin,  TX  78701  (512)  477-6704 

Nov  2-4,  1990,  Houston 

•Texas  Society  of  Psychiatric  Physicians 

Annual  Meeting 

Contact  Debbie  Sundberg,  400  W 15th 
St,  Ste  619,  Austin,  TX  78701  (512) 
478-0605 

Nov  8-10,  1990,  San  Juan,  Puerto  Rico 
Southern  Thoracic  Surgical  Association 
Annual  Meeting 

Contact  STSA,  1 1 1 E Wacker  Dr, 
Chicago,  IL  60601  (312)  644-6610 


Nov  9,  1990,  Washington,  DC 
American  Society  of  Cytology  Annual 
and  Scientific  Meeting 
Contact  ASC,  1015  Chestnut  St,  Ste 
1518,  Philadelphia,  PA  19107  (215) 
922-3880 

Nov  13-16,  1990,  Hilton  Head  Island, 
SC 

American  College  of  Physician  Execu- 
tives National  Institute  on  Health  Care 
Leadership  and  Management 
Contact  ACPE,  4890  W Kennedy  Blvd, 
Ste  200,  Tampa,  FL  33609-2575  (1-800) 
562-8088 

Nov  12-15,  1990,  Dallas 
•American  Heart  Association  Annual 
Meeting 

Contact  AHA,  7320  Greenville  Ave, 
Dallas,  TX  75231  (214)  373-6300 

Nov  16-17,  1990,  Austin,  Tex 

•Texas  Medical  Association  House  of 
Delegates  Interim  Session 

Contact  Sharon  Walker  (House  of 
Delegates  business)  or  Mrs  Dale  Willi- 
mack  (meeting  facilities  and  housing), 
TMA,  1801  N Lamar  Blvd,  Austin,  TX 
78701  (512)  477-6704 

Nov  25-30,  1990,  Chicago 
Radiological  Society  of  North  America 
Scientific  Meeting 

Contact  RSNA,  1415  W 22nd  St,  Tower 
B,  Oak  Brook,  IL  60521  (312)  558- 
1770 

December 

Dec  1-6,  1990,  Atlanta 
American  Academy  of  Dermatology 
Annual  Meeting 

Contact  AAD,  1567  Maple  Ave,  PO  Box 
3116,  Evanston,  IL  60204-3116  (312) 
869-3954 

Dec  2-5,  1990,  Orlando,  Fla 
American  Medical  Association  House  of 
Delegates  Interim  Session 
Contact  AM  A,  5 12  N State  St,  Chicago, 
IL  60610  (312)  464-5000 
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Just  rub  in  some  sunscreen. 

Using  a sunscreen  of  SPF 15 
or  higher  will  help  protect  you 
from  harmful  sunrays  that 
cause  skin  cancer.  So  will 
wearing  hats,  covering  your 
arms  and  legs,  sitting  in  the 
shade,  or  going  indoors. 


In  short,  almost  anything 
you  do  to  reduce  your  exposure 
to  the  sun  will  improve  your 
chances  of  avoiding  America’s 
most  common  form  of  cancer. 

So  when  you  go  out  into 
the  sun,  play  it  safe.  And  don’t 
get  burned. 


Don’t^tBurned 


AMERICAN 

CANCER 

SOOETY’ 


Letters 


Stings  and  bites  revisited 

I would  like  to  correct  an  error  in 
the  original  article  and  the  editorial 
on  the  episode  of  nephrotic  syn- 
drome associated  with  fire  ant 
“bites”  (March  1990  issue  of  Texas 
Medicine). 

Fire  ants  sting.  The  immune  reac- 
tions cited  are  caused  by  the  unique 
venom  of  the  imported  fire  ant 
which,  in  many  people,  causes  an 
immediate  wheal  and  flare,  followed 
by  a vesicle  and  then  a sterile  pus- 
tule. The  bite  of  the  fire  ant  rarely 
causes  any  reaction. 

The  authors  and  editorialists 
write  brilliantly  about  the  nephrotic 
syndrome,  and  their  references  are 
replete  with  nephrotic  syndrome 
following  a bee  sting,  as  well  as  a 
variety  of  immune  reactions  result- 
ing from  insect  stings.  Apparently, 
the  “front  end”  and  the  “rear  end” 
of  the  ant’s  anatomy  are  not  rele- 
vant to  these  authors.  The  truth  of 
the  matter  is,  they  are  of  extreme 
importance. 

As  one  who  has  studied  ants  for 
40  years,  and  the  imported  fire  ant 
for  over  20  years,  I am  more  than 
casually  interested.  Most  recently, 
several  documented  cases  of  fire  ant 
sting  deaths  in  this  state  demon- 
strate the  danger  of  the  sting. 

Frank  K.  James,  Jr,  MD 


Authors’  response 

We  appreciate  Dr  James’  assistance 
with  our  semantics  and  anatomy. 

His  contributions  to  the  medical  lit- 
erature ( 1 ) on  the  subject  of  fire  ant 
stings  have  been  instrumental  in 
educating  physicians  about  the 
severity  of  this  problem.  Readers 
interested  in  an  excellent  general 
review  of  reactions  to  imported  fire 
ants  are  directed  to  a recent  publica- 
tion (2). 

David  B.  Engler,  MD;  J.  Andrew  Grant,  MD 

Division  of  Allergy  &:  Clinical  Immunology, 
The  University  of  Texas  Medical  Branch  at 
Galveston,  Room  409,  Clinical  Science 
Building,  G62,  Galveston,  TX  77550-2780. 

References 
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Survey  of  fatal  anaphylactic  reactions  to 
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Fire  Ant  Subcommittee  of  the  American 
Academy  of  Allergy  and  Immunology.  ] 
Allergy  Clin  Immunol.  1989;  84{2): 
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2.  Lockey  RF.  The  imported  fire  ant: 
immunopathologic  significance.  Hasp 
Pract.  1990;  25(3):  109-1 12,  115-124. 


Author’s  response 

From  personal  experience,  fire  ants 
both  bite  (tenaciously)  and  sting, 
but  much  to  my  chagrin.  Dr  James 
is  quite  right.  The  end  effects  we 

discussed  in 
our  arti- 
^ cle  were 
V indeed 
from  the 


sting  and  not  from  the  bite.  In  spite 
of  years  of  education,  the  vernacular 
still  sneaks  out  and,  although 
appearing  less  erudite,  hopefully  I 
am  still  understood. 

Gregory  P.  Swanson,  MD 

Scott  &C  White  Clinic,  2401  South  31st  Street, 
Temple,  TX  76508. 


Risk  management  issue 

The  May  1990  issue  of  Texas 
Medicine  is  one  of  the  best  ever  pub- 
lished. 

The  timeliness,  helpful  content, 
the  experience  and  reputation  of  the 
authors  along  with  pertinent  practi- 
cal recommendations  make  this  an 
issue  to  be  read  and  followed  by  all 
physicians. 

Sam  A.  Nixon,  MD 

Director,  Division  of  Continuing  Education, 
The  University  of  Texas  Health  Science 
Center  at  Houston,  1 100  Holcombe,  Room 
1501,  PO  Box  20367,  Houston,  TX  77225. 


I have  been  reading  through  the 
May  issue  of  Texas  Medicine.,  and  I 
shall  probably  continue  to  read  it 
for  some  days  yet  to  come.  There  is 
a wealth  of  good  information  con- 
tained in  this  issue,  as  you  well 
know. 

Congratulations  on  putting 
together  a useful  tool  for  your  mem- 
bership. 

Robert  J.  Miller 

Vice  President,  The  Medical  Protective 
Company,  5814  Reed  Road,  Fort  Wayne, 
Indiana  46885. 
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Letters 


Alprazolam  withdrawal 

A colleague  recently  called  my  atten- 
tion to  a case  report,  “Death  follow- 
ing suspected  alprazolam  seizures,” 
published  in  your  January  1990 
issue,  as  evidence  of  the  danger  in 
using  alprazolam  in  patients  with 
cardiovascular  disease.  I find  the 
conclusions  and  the  title  of  the  arti- 
cle to  be  misleading.  While  nobody 
will  ever  know  exactly  the  reason 
for  this  patient’s  demise,  the  likeli- 
hood that  it  resulted  from  too  rapid 
a withdrawal  from  alprazolam 
seems  remote.  Such  a syndrome 
exists  with  abrupt  discontinuation 
of  alprazolam,  but  one  would  cer- 
tainly be  suspicious  of  alprazolam 
withdrawal  as  a primary  cause  of 
seizures  during  tapering  over  a 3- 
week  period. 

There  are  more  logical  explana- 
tions for  the  patient’s  seizures  relat- 
ing to  inadequate  medication.  The 
patient  was  known  to  be  taking 
alprazolam  as  well  as  butabarbital 
when  she  entered  the  hospital.  The 
latter  was  apparently  discontinued, 
or  rather,  not  continued,  in  the  hos- 
pital and,  1 day  later,  the  patient 
had  a seizure  despite  being  with- 
drawn for  only  1-2  days  and  receiv- 
ing 2 mg  lorazepam  on  day  1.  The 
relatively  long  half  life  of  these 
drugs  makes  alprazolam  withdrawal 
a remote  possibility  for  the  first 
seizure.  The  alprazolam  was  contin- 
ually tapered,  and  no  additional 
anti-seizure  medication  was  added 
despite  this  episode.  Three  weeks 
later,  after  3 weeks  of  tapering,  the 
patient  had  another  seizure;  this 
article  blames  this  seizure  on  a 
reduction  of  the  alprazolam  dosage 
(the  drug  was  not  completely  dis- 
continued). Fundamentally,  this  is 
not  sound  reasoning. 


Apparently,  no  additional  medi- 
cation was  given  to  the  patient  fol- 
lowing this  second  seizure  and,  12 
hours  later,  the  patient  had  a third 
seizure  during  which  she  had  car- 
diovascular collapse  from  which  she 
could  not  be  resuscitated.  This  col- 
lapse was  primarily  manifested  by 
hemodynamic  failure  with  the 
patient  in  normal  sinus  rhythm.  In 
view  of  this  severe  coronary  disease 
and  mitral  stenosis  discovered  at 
autopsy,  as  well  as  the  enzymes  in 
the  serum,  it  would  appear  likely 
that  the  patient  suffered  an  acute 
myocardial  infarction.  The  failure  to 
find  a thrombosis  at  autopsy  is  not 
uncommon  with  routine  autopsies 
of  acute  myocardial  infarction.  Also, 
the  patient  died  too  soon  to  demon- 
strate any  myocardial  infarction 
signs  on  histology.  Thus,  the  postu- 
late of  an  arrhythmia  occurring  dur- 
ing seizure  which  spontaneously 
converted  is  not  necessary;  indeed,  it 
is  unlikely.  In  the  overall  scheme  of 
common  drug  withdrawal  problems, 
this  patient  was  much  more  likely  to 
have  suffered  from  the  acute  with- 
drawal of  metoprolol  superimposed 
on  severe  coronary  disease.  This 
withdrawal  was  complete  and 
occurred  on  day  17,  which  makes  it 
more  compatible  with  the  fatal 
episode.  This  paper  should  alert  one 
to  the  fact  that  beta-adrenergic 
agents  should  not  be  withdrawn  and 
“replaced”  with  other  anti-hyper- 
tensive agents  abruptly;  it  is  possible 
that  the  beta-adrenergic  agent  may 
be  also  fulfilling  another  function  as 
in  this  case  (ie,  treatment  of  coro- 
nary disease).  It  should  also  be 
pointed  out  that  the  urine  drug 
screen  shows  that  the  patient  had 
been  on  barbiturates,  which  were 
also  acutely  withdrawn,  and  this 
may  well  have  contributed  to  the 


initial  seizure  as  well  as  the  later 
seizures. 

As  the  authors  point  out,  with- 
drawal seizures  have  been  docu- 
mented with  alprazolam.  They  have 
not  been  described  late  in  the  drug’s 
tapering  schedule.  They  have  not 
been  reported  while  a patient  is  still 
receiving  0.5  mg  of  the  drug  twice 
daily.  This  report  is  misleading. 

Mark  L.  Entman,  MO 

Professor  of  Medicine  and  Biochemistry, 
Chief,  Section  of  Cardiovascular  Sciences, 
Department  of  Medicine,  and  Research 
Director,  The  DeBakey  Heart  Center,  Baylor 
College  of  Medicine,  One  Baylor  Plaza, 
Houston,  TX  77030. 


Letters  may  be  published  at  the  discretion  of 
the  editor  and  editorial  advisors.  Letters 
submitted  for  publication  must  be  typed 
double-spaced,  must  not  exceed  500  words 
in  length,  and  must  be  submitted  in 
duplicate.  A few  references,  preferably  less 
than  five,  may  be  included.  A signed 
copyright  assignment  must  be  included.  All 
letters  are  subject  to  editing  and  abridgment. 
Letters  represent  the  opinions  of  the  authors 
and  do  not  necessarily  reflect  the  policies  of 
the  Texas  Medical  Association 
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American  Physicians  Insurance  Exchange 

MALPRACTICE 

Ifs  an  allegation  that  can  happen  to  anyone. 


You  don't  have  to  stand  alone! 


We  wrote  the  book  on  malpractice  insurance. 
We  started  writing  professional  liability 
insurance  over  12  years  ago,  when  the  other 
insurance  companies  were  looking  for  a way  out. 

Why?  Because  we’re  100%  owned  and 
controlled  by  dentists  and  physicians.  We 
know  you  can’t  operate  your  practice  without 
malpractice  insurance. 


We  know  a good  insurance  company  must 
insure  all  specialties.  And  we  have  never 
settled  a claim  without  an  insured’s  written 
consent.  We  believe  that  you  shouldn’t  have 
to  stand  alone.  If  you’re  concerned  about  your 
insurance  company’s  commitment  to  you, 
give  us  a call  today. 


1301  Capital  of  Texas  Highway,  Suite  #B-300 
Austin,  Texas  78746 
(512)  328-1520 


Nationwide  1-800-252-3628 


In  San  Antonio: 

Bill  Sweet 
(512)  525-0152 


NEW  SCOTT  & WHITE  MEDICAL  STATE  - 1990 


John  K.  Blevins,  M.D.  - Board  Certified  - Pediatrics. 

University  of  Texas  Medical  Branch  - Galveston 
Norbert  R Braeuer,  M.D.  - Board  Certified  - Radiology. 
University  of  Texas  Southwestern  Medical  School  - Dallas 
R Bruce  Buechler,  M.D.  - Board  Certified  - Otolaryngology. 
University  of  Texas  Health  Science  Center  ■ San  Antonio 
John  B.  Carter,  M.D.  - Board  Certified  - Anesthesiology. 
University  of  Texas  Medical  Branch  - Galveston 
R Douglas  Davis,  M.D.  - Board  Certified  - Ophthalmology. 
University  of  Texas  Health  Science  Center  - Houston 
Charles  J.  Foulks,  M.D.  - Board  Certified  - Internal  Medicine/ 
Nephrology.  University  of  Tennessee  College  of  Medicine 
Sammy  A.  Gammenthaler,  M.D.  - Board  Certified  - Internal 
Medicine/Cardiovascular  Diseases.  Loma  Linda  University  Sctmol 
of  Medicine 

Beatriz  M.  Hall,  M.D.  - Board  Eligible  - Internal  Medicine. 

University  of  Texas  Health  Science  Center  - Houston 

Lewis  R Hutchinson,  M.D.  - Board  Certified  - Otolaryn-gology. 

Texas  A&M  University  College  of  Medicine 

Brian  M.  Knieriem,  O.D.  - National  Board  of  Optometry. 

University  of  Alabama  School  of  Optometry 


Geraldine  K.  Koehler,  D.D.S.  - University  of  Maryland 

School  of  Dental  Surgery  - Baltimore 

D.  Matthew  Lynch,  D.P.M.  - Board  Eligible  - Podiatric 

Surgery.  Ohio  College  of  Podiatric  Medicine 

W.  Samuel  May,  Jr.,  M.D.  - Board  Certified  - Anesthesiology. 

University  of  Iowa  College  of  Medicine 

Janie  S.  McMillion,  M.D.  - Board  Eligible  - Anesthesiology. 

University  College  of  Medicine 

John  W.  Measel,  Jr.,  Ph.D.-Chief,  Section  of  Immunology, 
Division  of  Clinical  Pathology.  University  of  Oklahoma 
Robert  A.  Probe,  M.D.  - Board  Certified  - Orthopedics. 
University  of  Texas  Southwestern  Medical  School  - Dallas 
Charles  Richard  Roberson,  M.D.  - Board  Eligible  - 
Anesthesiology.  University  of  Texas  Medical  Branch  - Galveston 
Kyle  H.  Smith,  M.D.  - Board  Eligible  - Ophthalmology. 
University  of  Texas  Health  Science  Center  - San  Antonio 
R D.  Tu^le,  M.D.-Board  Certified-Otolaryngology.  Univer- 
sity of  Tennessee  College  of  Medicine. 

Lori  L.  Wick,  M.D.  - Board  Eligible  - Pediatrics.  Texas  A&M 
University  College  of  Medicine 

Paul  A.  Wright,  M.D.  - Board  Certified  - Orthopedic  Surgery. 
University  of  Kansas  College  of  Medicine 


SCOTT&WHITE 


TEXAS  A&M  UNIVERSITY 

OCOLLEGEfMEDICINE 

COLLEGE  STATION  ‘TEMPLE 


UPCOMING  CME  COURSES 


September  20,  21 

The  Inn  at  Scott  & White,  Temple 
17th  ANNUAL  PERINATAL  SEMINAR 

September  28-29 

Hyatt  Regency  Hotel,  San  Antonio 

NEUROLOGY  FOR  THE  PRIMARY  CARE  PHYSICIANS 


November  30,  December  1 
Plaza  San  Antonio,  San  Antonio 

GASTROENTEROLOGY  FOR  THE  PRIMARY  CARE  PHYSICIAN 
November  8,  9 

Plaza  San  Antonio,  San  Antonio 

4TH  ANNUAL  UPDATE  IN  PELVIC  AND  VAGINAL  SURGERY 


October  19,  20 

Texas  A&M  vs.  Baylor  Football  Weekend 
Texas  A&M  College  of  Medicine  Campus 
ANNUAL  WOMEN’S  HEALTH  CARE  FOR  PRIMARYPHYSICIAN 


For  more  information  or  to  register: 

Office  of  Continuing  Medical  Education, 

Scott  and  White,  2401  S.  31st  Street,  Temple,  TX  76508 
(817)  774-2350 


Scott  & White  Memorial  Hospital  & Clinic 


2401  South  31st  Street,  Temple,  TX  76508 
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Don't  overlook  the  least  expensive 

way  to  finance  a car. 


Autoflex  Medical  Leasing  is  Texas'  largest 
auto  leasing  company  and  has  been  the  choice 
of  physicians  all  over  Texas  since  1982.  Our 
20,000  foot  auto  leasing  supercenter  is 
designed  to  save  you  time  as  well  as  money. 

Just  one  phone  call  to  1-800-634-0304  and 
you  are  in  touch  with  our  exclusive 
"FLEXLEASE,"  an  auto  lease  which  offers  no 
down  payment,  no  security  deposit,  lower 
monthly  payments,  free  rent  cars  and  much, 
much  more.  You  pick  out  the  car  of  your 
choice  and  we  will  deliver  it  to  your  home  or 
office  the  next  day!  Sound  simple?  It  is! 

Asjitoflex 

(l  e a s i n g) 


Since  tax  reform,  there  are  no  advantages 
to  owning  a car.  The  interest  write  offs  on 
automobile  loans  have  been  eliminated.  The 
investment  tax  credit  may  no  longer  be 
taken.  Sales  tax  is  no  longer  deductible.  These 
are  just  a few  of  the  reasons  to  contact  the 
professionals  at  Autoflex  Leasing. 

Autoflex  Leasing  offers  closed  end  leases 
on  any  new  car,  truck  or  van  so  don't 
overlook  the  least  expensive  way  to  finance  a 
car!  For  your  next  vehicle,  whether  you  buy 
or  lease,  choose  the  company  who  set  the 
standard  for  automobile  leasing,  choose 
Autoflex  Leasing. 

CONTACT:  LOUIS  MURAD 


1-800-634-0304 


212  W.  Spring  Valley  • Richardson,  TX  75081  • 214-234-1234 


1-800-252-9318 

YOUR  HOTLINE 
FOR  TMAIT 
INSURANCE 
ANSWERS 


We  know  that  insurance  can  be  com- 
plicated and  confusing.  You  and  your 
staff  have  more  important  things  to  do 
than  worry  about  your  personal  and 
staff  insurance.  That’s  why  TMAIT 
has  an  INSURANCE  HOTLINE  to 
simplify  things. 

Just  call  1-800-252-9318  any  weekday 
between  8:15  a.m.  and  5:15  p.m. 

You’ll  get  a friendly  TMAIT  insurance 
specialist  who  can  usually  answer  your 
questions  immediately.  If  they  can’t, 
they’ll  get  the  answer  and  promptly 
call  you  back. 

Your  INSURANCE  HOTLINE  is  just 
one  more  valuable  member  service. 

TMAIT  offers  you  Safety,  Financial 
Stability,  Excellent  Service  and 
Reliability. 


TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 


Created  and  endorsed  by  the  Texas  Medical  Association 


Tex 


TexasMedical 

Association 


1901  NORTH  LAMAR  BLVD 
AUSTIN,  TEXAS  78705 
1-800-252-9318 
IN  AUSTIN  476-6551 
FAX;  512/469-9336 


Underwritten  by  PRUCO  Ule  Insurance  Comp.tny  of  Texas, 
a SLibsidiary  of  The  PRUDENTIAL. 
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but  not  all  the  struggles  are 
visible.  Cover  illustration  by 
Cooke  Photographies. 

40 


Upfront 

TMA  launches  “A  Legacy  of  Caring”  . . . TMA  staff  view  Texas  medicine  up  close  . . . 
red  ribbons  mark  Drug-Free  America  Week  . . . Friends  of  the  Library 
support  acquisitions  . . . House  of  Delegates  poised  for  action  . . . 

and  more  brief  items 6 


Commentary:  “Never  ending,  still  beginning  . . .” 

By  Marilyn  M.  Baker 9 


People 

Newsmakers  . . . Obituaries 14 


Public  Health 


Council  chairman  sounds  warning  about 
border  health  . . . some  Texas  children  face 
harsh  life  . . . alerts  from  the  Consumer  Prod- 
uct Safety  Commission  . . . committee  urges 
asking  about  blood  donations . . . Alzheimer’s 
disease  drug  trials  . . . call  for  cancer  award 
nominations 22 


Medical  Economics 

More  premium  discounts  listed  ...  an  update  on 
GPCis . . . nursing  home  reforms  take  effect . . . 
discharging  patients  quicker  and  sicker . . . 
and  more 26 


Funding  Medicaid:  the  crisis  that  won’t  go  away 

By  Kathy  Trombatore 29 


Sometimes  just  talking  helps:  at  the  table  with  TMA 
and  Medicare 

By  Ken  Ortolon 


2 


Texas  Medicine  Volume  86  No.  10  October  1990 


October  1990 


Senators  consider  advance  directives  about  iife  support . . . 
lawmakers,  physicians  preview  legislative  agenda  . . . HCFA  concludes  CLIA 
comment  period  . . . proposal  ensures  access  through  liability  reform  . . . 
and  more  items 


56 


Science  and  Education 

Baylor  opens  hearing  research  frontiers  . . . MEDLINE  pilot  program  continues  . . . 
touring  the  human  body  at  Harris  County  Medical  Society  . . . 

pick  up  on  Heart  Rx  package  ...  and  more  62 


Legacy 

"fearing 


Law 

Chiropractors  ask  ‘what’s  in  a name?’ . . . TMA  puts  transfer  law  to 
constitutional  test . . . reservists:  contact  your  insurance  carrier . . . 

liability  coverage/privileges:  how  much  is  enough?  66 


“A  Legacy  of  Caring”: 
Planning  for  the  future 

TMA  launches  a plan  to  fund 
programs  to  improve  the  health 
of  the  people  of  Texas  and 
future  generations  of  Texans. 

6 


Directors’  and  officers’  liability 

By  Helene  Alt  Thompson 68 


The  Journal 

Immunization  status  of  chronically  ill  children 

By  John  J.  Fraser,  Jr,  MD 76 

Anemia  of  chronic  disease:  a review  of  pathogenesis 

By  Damian  P.  DeRienzo,  Abdus  Saleem,  MD 80 

Cardiac  surgery  for  inmates  in  the  Texas  Department  of  Corrections 

By  Thomas  V.  Bilfinger,  MD;  Vincent  R.  Conti,  MD 84 


Te?i 


TexasMcdical 

Association 


CME/Continuing  Education  Directory  102 


PHYSICIANS  CARING  FOR  TEXANS 


Letters 


111 


Texas  Medicine  Volume  86  No.  10  October  1990 


3 


Volume  86,  October  1990 


Help  elect  the  Court 
You  support  with 
our  Free  campaign 
^ materials! 


2'/4”  X 3V2” 
CARD 


— For  Your  Use — °'’ 

Free!  I^tient  Awareness  Cards, 
Posters  & Door-Hangers* 

■ FILL  OUT  AND  MAIL  THIS  ORDER  FORM  OR 
CALL  TEXPAC  AT  512/474-1812 


I will  give  these 
free  Supreme 
Court  campaign 
materials  to  my 
patients  to 
sharpen  their 
awareness  of 
the  ‘90  Texas 
Supreme  Court 
races. 


YES!  Please  send  me: 

Pocket  Cards: 

□ 250  0500  01,000 

Posters/Yard  Signs: 

□ 5 DIO  DOther  


Dear  Patient  Post  Cards: 

□ 50  □lOO  □Other  

Door  Hangers: 

□ 25  □50  □Other  


Please  print  name  & full  address: 


MAIL  TO:  TEXPAC, 
1905  N.  LAMAR  BLVD., 
AGSTIM,  TX  78705 


To  defray  costs,  contributions  of 
$10  to  $25  are  graciously  accepted. 

Paid  for  by  Texas  Medical  Political  Action  Committee, 

1905  N.  Lamar  Blvd.,  Austin,  Texas  78705 

Contributions  to  TEXPAC  are  not  deductible  as  

charitable  contributions  for  federal  income  tax  purposes. 


Board  of  Publication 
Drue  O.D.  Ware,  MD, 

Fort  Worth,  Chairman 
Harold  R.  High,  MD,  Cuero,  Vice  Chairman 
Byron  L.  Howard,  MD,  Dallas,  Secretary 
Alan  C.  Baum,  MD,  Houston 
E.  Rubin  Bernhard,  Jr,  MD,  San  Antonio 
J.  Forrest  Fitch,  MD,  McAllen 
James  M.  Graham,  MD,  Austin 
Ted  L.  Rankin,  MD,  Longview 
Victor  J.  Weiss,  Jr,  MD,  San  Antonio 
William  Gordon  McGee,  MD,  El  Paso,  TMA  President 
Sam  A.  Hixon,  MD,  Houston,  TMA  President  Elect 
Max  C.  Butler,  MD,  Houston,  TMA  Past  President 
Betty  P.  Stephenson,  MD,  Houston,  Secretary/Treasurer 
Mark  J.  Kubala,  MD,  Beaumont,  Speaker  of  the  House 
Bernard  W.  Palmer,  MD,  San  Antonio, 

Vice-Speaker  of  the  House 

Executive  Vice  President 
Robert  G.  Mickey,  Austin 

Division  of  Medical  Information 
Marilyn  M.  Baker,  Director 

Editorial  Staff 

1801  N Lamar  Blvd,  Austin  78701 
Telephone  (512)477-6704 

Rae  Vajgert,  Managing  Editor 
Donna  B.  Jones,  Associate  Editor  for  Special 
Reports,  Law,  Legislation 
Jim  Busby,  Associate  Editor  for  Public  Health 
in  Texas  and  Science  News 
Kathy  Trombatore,  Associate  Editor  for  Medicai 
Economics  / Production  Manager 
Karen  Saffeli  Phipps,  Administrative  Staff  Assistant 

Advertising  Staff 

1801  N Lamar  Blvd,  Austin  78701 

Telephone  (512)  477-6704,  ext  214 

Judi  T.  Cantor,  Advertising  Director 
Mark  Bizzeli,  Classified  Manager 
Liz  Cook,  Advertising  Representative 
Judy  Moore,  Advertising  Representative 
MARC,  National  Advertising  Representative, 
1-800-535-6558 

Design  and  Art  Direction 
Fuller  Oyal  & Stamper,  Inc,  Austin 

Editorial  Committee 

John  A.  Mangos,  MD,  San  Antonio,  Chairman 

Peter  C.  Canizaro,  MD,  Luhhock 

Noble  W.  Doss,  Jr,  MD,  Austin 

Marvin  Forland,  MD,  San  Antonio 

Frank  H.  Gardner,  MD,  Galveston 

G.  Richard  Holt,  MD,  San  Antonio 

Michael  Joseph  Krentz,  MD,  Dallas 

Ronald  R.  Lacy,  MD,  Amarillo 

Parviz  Malek-Ahmadi,  MD,  Lubbock 

Martin  N.  Raber,  MD,  Houston 

Alice  L.  Smith,  MD,  Dallas 

Giro  V.  Sumaya,  MD,  San  Antonio 

David  A.  Swanson,  MD,  Houston 

Luther  B.  Travis,  MD,  Galveston 

Surendra  K.  Varma,  MD,  Lubbock 

Subscriptions 

1801  N Lamar  Blvd,  Austin  78701  c/o  Finance  Office 

Texas  Medicine  (ISSN  0040-4470)  is  published  monthly  by 
the  Texas  Medical  Association,  1801  N.  Lamar  Blvd, 
Austin,  TX  78701. 

Subscription  rates  are:  Members,  $16  per  year; 
nonmembers  and  institutions,  $20  per  year;  foreign,  $24 
US  currency;  single  copy,  $2  plus  $0.16  sales  tax. 

Second  class  postage  paid  at  Austin,  Texas. 

POSTMASTER:  Send  address  changes  to 
Texas  Medicine,  1801  N Lamar  Blvd,  Austin,  TX  78701. 

The  articles  published  in  Texas  Medicine  represent  the 
opinions  of  the  authors,  and  do  not  necessarily  reflect  the 
official  policy  of  the  Texas  Medical  Association. 

Publication  of  an  advertisement  is  not  to  be  considered  an 
endorsement  or  approval  by  the  Texas  Medical  Association 
of  the  product  or  service  involved. 

Copyright  © 1990  hy  the  Texas  Medical  Association. 
Owned  and  issued  monthly  by  tbe  Association. 

POSTMASTER:  Please  direct  correspondence  to 
Rae  Vajgert,  Managing  Editor,  1801  N Lamar  Blvd,  Austin, 
TX  78701. 


VBPA 


4 


Texas  Medicine  Volume  86  No.  10  October  1990 


Successful 
rehabilitation 
after  a brain  injury 
requires  a delicate 
balance  of  the  body, 
the  mind  and 
the  human  spirit. 


Learning  to  lead  a full  and  productive  lile 
after  a brain  injury  represents  an  extraordi- 
nary challenge.  At  Wami  Springs,  our  brain 
injury  program  not  only  aeldresses  the  tradi- 
tional functional  recovery  of  the  patient,  but 
also  includes  a unique  focus  on  the  recovery 
of  the  mind  and  spirit  - a critical  aspect  of 
recovery  which  is  all  too  often  overlooked  in 
many  programs.  Because  for  any  human 
being,  the  ability  to  function  must  he  nur- 
tured in  tandem  with  the  ability  to  feel,  to 
strive,  to  dream,  to  hope,  to  dare  to  experi- 
ence pleasure,  meaning  and  purpose  in  life. 
Warm  Springs  brings  this  balance  to  the 
rehabilitation  process  in  every  way.  Our  brain 
injury  program  utilizes  a transdisciplinary 
approach  that  offers  each  patient  a fully 
integrated  spectrum  of  resources  for  spiritual 
as  well  as  physical  healing.  In  this  way,  he  or 
she  builds  the  foundation  for  as  richly  reward- 
ing and  meaningful  lifetime  as  it  is  possible  to 
achieve.  Warm  Springs  provides  a complete 
continuum  of  care  from  coma  to  community 
re-entry.  To  learn  more  about  our  unique 
approach,  call  us. 


Warm  Springs 
Rehabilitation  Hospitals 


Gonzales,  TX  800/792-WARM,  512/672-6592 
San  Antonio,  TX  800/451-1350,  512/691-0100 


“A  Legacy  of  Caring”: 
planning  for  the  future 

Since  it  was  organized  in  1853,  the 
Texas  Medical  Association  has  been 
concerned  with  the  health  of  Texans. 

Because  of  that  concern,  the 
TMA  created  the  Texas  Medical 
Association  Education  and  Research 
Foundation,  a nonprofit  corporation 
entitled  to  receive  tax-deductible, 
charitable  contributions  to  support 
its  activities. 

Now,  nearly  a quarter  century 
later,  that  foundation  is  the  vehicle 
for  A Legacy  of  Caring  — a formal 
development  program  to  seek  con- 
tributions for  programs  in  public 
health  and  in  medical  information 
and  education. 

Its  initial  goal  is  to  build  a $2 
million  endowment  fund  that  will 
generate  sufficient  interest  income  to 
provide  for  the  expansion  and  devel- 
opment of  programs  that  will  im- 
prove the  health  care  of  the  people 
of  Texas  and  future  generations  of 
Texans. 

Why  has  the  Texas  Medical  Asso- 
ciation initiated  A Legacy  of  Caring? 

Because  there  are  public  health 
conditions  in  our  state  that  cry  out 
for  action: 

• Texas’  rate  of  teenage  pregnan- 
cies tops  the  list,  and  adolescents 
face  other,  deadlier,  health  risks 
from  AIDS,  drugs  and  alcohol, 
and  lack  of  effective  access  to 
programs  and  counseling.  The 
TMA  plans  to  examine  the 
efficacy  of  adolescent  health  care 
services,  both  public  and  pri- 
vate. Needs  will  be  assessed, 
and  a model  developed  to  deal 
with  them. 


Upfront 


• Tobacco’s  macabre  legacy  is  no 
less  than  14%  of  all  deaths  in  the 
state.  An  “Anti-Tobacco  Cam- 
paign” will  increase  awareness  of 
public  health  hazards  of  tobacco 
and  enhance  the  physician’s  role 
in  prevention  and  cessation  of 
tobacco  use. 

• AIDS.  Texas  has  the  fifth  highest 
number  of  cases  in  the  nation, 
and  more  than  5,000  have  died. 
With  appropriate  funding,  the 
TMA  can  start  a physician  AIDS 
education  program  for  rural  and 
small  county  medical  societies, 
prepare  special  AIDS  education 
materials,  and  start  a consulta- 
tion referral  service  for  physi- 
cians who  have  contracted 
HIV/AIDS  to  help  them  deal  with 
resultant  social,  emotional,  and 
professional  problems. 

• Border  Health.  While  one  part  of 
Texas  glitters  as  the  “Third 
Coast”  in  the  starbright  media 
sphere,  its  border  land  — and 
water  — reek  of  Third  World 
poverty,  pollution,  and  disease. 
An  action  plan  to  address  border 
health  problems  is  being  devel- 
oped; in  addition,  a “Border 
Health  Project  Fund”  is  needed 
to  finance  immunizations  and 
provide  for  water  hookups  and 
installation  of  adequate  sewage 
facilities. 


In  addition  to  public  health  pro- 
grams, medical  information  and 
education  require  attention  to  assure 
that  fast-developing  knowledge  and 
technology  is  both  understood  by, 
and  available  to,  physicians  and 
their  patients: 

• Continuing  Medical  Education. 
TMA  will  expand  its  continuing 
medical  education  program, 
focusing  on  priority  topics 
defined  by  studies  of  physician 
needs. 

• Information  Response  System.  A 
year-round  telephone  hotline  is 
proposed  to  deliver  up-to-date 
information  to  the  health  care 
community  and  to  the  general 
public. 

• Maintaining  Quality  of  Care. 
Pilot  programs  are  being  devel- 
oped to  help  medical  staffs  in 
small  and  rural  hospitals  address 
quality  and  utilization  concerns, 
and  to  make  the  most  of  resources 
for  carrying  out  quality  assur- 
ance responsibilities. 

• Medicine  and  Health  Careers. 
With  emphasis  on  recruitment  of 
minority  students,  a model  edu- 
cation program  is  proposed  to 
educate  students  about  careers  in 
medicine  and  other  health  fields. 
Another  program  would  provide 
medical,  scientific,  and  health 
education  for  students,  faculty, 
and  counselors  at  secondary  and 
post-secondary  schools. 

• Patient  Access  to  Health  Care  in 
Rural  and  Other  Underserved 
Areas.  Two  programs  have  been 
planned.  One  would  expand  the 
physician  recruitment  and  place- 
ment service  to  target  physicians 
in  rural  and  underserved  areas. 
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A Legacy  of  Caring:  State  Campaign  Steering  Committee 


Max  C.  Butler,  MD 

Campaign  Chairman 
Houston 

Wm.  Gordon  McGee,  MD 

El  Paso 

Jesse  D.  Cone,  MD 

Odessa 

Ted  H.  Forsythe,  MD 

Lubbock 

E.  Rubin  Bernhard,  Jr,  MD 

San  Antonio 

Victor  J.  Weiss,  Jr,  MD 

San  Antonio 


Joaquin  G.  Cigarroa,  Jr,  MD 

Laredo 

Mario  E.  Ramirez,  MD 

Rio  Grande  City 

San  A.  Nixon,  MD 

Houston 

E.  Don  Webb,  MD 

Houston 

Joseph  M.  Abell,  MD 

Austin 

Mark  J.  Kubala,  MD 

Beaumont 

Ted  L.  Rankin,  MD 

Longview 


Byron  L.  Howard,  MD 

Dallas 

Margie  B.  Peschel,  MD 

Fort  Worth 

Drue  D.D.  Ware,  MD 

Fort  Worth 

Mrs  M.  Wyatt  Haisten 

Beaumont 

Mrs  Richard  Ballard 

McAllen 

C.  Lincoln  Williston,  CAE 

Special  Advisor 
Austin 


The  other  aims  to  provide  ser- 
vices to  rural  and  indigent 
patients. 

• Public/Patient  Communication. 
TMA  proposes  to  produce  a 
health  newspaper  and  a collec- 
tion of  health  materials  specific 
to  Texans’  health  concerns.  It 
will  be  attractive,  and  will  com- 
municate effectively,  credibly,  and 
accurately  to  influence  behavior 
in  a positive  way. 

• History  of  Medicine  in  Texas. 
One  project  will  preserve  and 
publish  a history  of  medicine  in 
Texas  from  1953  to  the  present. 

A State  Campaign  Steering  Com- 
mittee has  been  appointed  to 
provide  general  direction  and  active 
management  of  the  campaign.  Mem- 
bers of  the  steering  committee  are 
listed  in  this  section.  In  addition, 
local  campaign  committees  are  being 
organized  to  provide  wider  member 
participation  in  both  planning  and 
implementation  of  the  campaign  at 
the  local  level. 

In  the  next  few  months  Texas 
physicians  will  hear  more  about  the 
“A  Legacy  of  Caring”  campaign  and 
the  programs  it  seeks  to  support. 


Commentary 

We  can  add  a healthy 
glow  to  Texas’  future 

Max  Butler,  MD,  Houston,  Chairman,  State 
Campaign  Steering  Committee 

• Every  two  minutes,  two  teenagers  become 
pregnant. 

• Fourteen  percent  of  all  deaths  in  Texas 
can  be  traced  to  smoking  tobacco. 

• In  Texas’  border  cities.  Third  World  health 
conditions  taint  water  in  aquifers 
designed  by  geology  rather  than  politics. 

As  important  as  they  are,  these 
few  items  only  brush  the  surface  of 
the  significant  health  problems  in 
our  state.  And  it  is  to  address  those 
problems  that  the  Texas  Medical 
Association  has  launched  A Legacy 
of  Caring  Campaign. 

The  purpose  of  the  campaign  is 
to  raise  funds  for  programs  that 
have  great  potential  to  enhance  the 
health  of  Texas’  citizens. 

Toward  that  objective,  the  TMA 
has  created  a formal  development 
program  to  seek  contributions  through 

Max  Butler,  MD, 
Houston,  is  chairman 
of  the  State  Campaign 
Steering  Committee 
for  A Legacy  of  Caring. 


the  Texas  Medical  Association  Edu- 
cation and  Research  Foundation  for 
programs  in  public  health  and  in 
medical  information  and  education. 

The  initial  goal  is  to  build  a $2 
million  endowment  fund  within  the 
foundation  that  will  generate  inter- 
est income  to  provide  a stable  finan- 
cial base  for  the  expansion  and 
development  of  TMA-sponsored 
programs  that  will  improve  the 
health  care  of  the  people  of  Texas 
and  future  generations  of  Texans. 

As  the  campaign  moves  forward, 
you  will  see  and  hear  more  about  its 
activities;  every  TMA  member  will 
have  an  opportunity  to  participate. 

The  accompanying  article  pro- 
vides additional  details  about  the 
campaign  and  the  programs  it  seeks 
to  support.  Steering  committee 
members  have  been  named,  and 
campaign  committees  representing 
broad  geographical  areas  are  being 
organized. 

I am  excited  about  this  opportu- 
nity to  help  create  a vital,  responsive 
legacy  for  the  citizens  of  Texas.  We 
have  a terrific  opportunity,  and  with 
all  of  us  working  together,  we’ll 
make  the  most  of  it! 
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TMA  staff  members  visit  Texas 
Medicai  Center 

Leaving  Austin  early  enough  to 
catch  the  dawn  somewhere  south- 
east of  Bastrop,  55  Texas  Medical 
Association  staff  members  embarked 
on  a 2-day  educational  journey  to 
the  Texas  Medical  Center  August 
7-8. 

By  the  time  they  got  to  Houston, 
they  were  ready  to  do  justice  to  the 
luncheon  served  in  the  Harris  County 
Medical  Society  offices.  Afterward, 
they  heard  from  the  society’s  presi- 
dent, toured  its  facilities,  and  met  its 
staff,  then  visited  The  University  of 
Texas  Health  Science  Center. 

Staff  members  are  professionals 
in  their  own  fields  — for  example, 
computers,  economics,  business, 
library  science  — but  few  have  spent 
much  time  in  medical  schools  or  in 
clinical  or  research  facilities.  “The 
trip  was  designed  give  them  a better 
sense  of  the  scientific  side  of 
medicine,”  said  Bob  Mickey,  TMA’s 
executive  vice  president. 

“I  thought  it  was  wonderful,” 
said  Sherry  Ransom,  membership 
administration  manager.  “Many 
staff  members  are  interested  in 
medicine.  Seeing  the  trauma  center 
and  being  out  on  the  Life  Flight 
launch  pad  really  reinforced  that 
interest  and  gave  us  a better  under- 
standing of  what  doctors  face  on  a 
day-to-day  basis,  and  what  medicine 
can  do  for  people.” 

The  next  day,  the  group  toured 
The  University  of  Texas  M.D. 
Anderson  Cancer  Center  and  Baylor 
College  of  Medicine. 

“I  did  not  realize  the  schools  — 
well,  the  whole  Texas  Medical  Cen- 
ter facilities  — were  that  big,”  said 
Johnnie  Boyd,  director  of  TMA’s 
Printing  and  Mailing  Department.  “I 


mail  to  all  the  doctors  there,  but  it’s 
just  amazing  to  go  through  it  and 
comprehend  the  sheer  physical  size 
of  the  place  . . . and  the  doctors 
were  so  intensely  interested  in  and 
dedicated  to  what  they  were  doing. 
That  made  me  feel  confident  that 
they  do  a good  job.” 

“In  our  daily  work,  we  are  some- 
what removed  from  the  life  experi- 
ences that  prepare  an  individual  for 
a career  in  medicine,”  said  Lawanda 
Hartman,  director  of  TMA’s  Medi- 
cal Education  Department  and 
chairman  of  the  staff  committee  that 
planned  the  trip. 

“Our  hosts  went  out  of  their  way 
to  share  an  up-close-and-personal 
view  of  how  medical  education  and 
the  advances  in  medical  sciences  and 
technology  translate  into  quality 
health  care  delivery.  We  appreciate 
their  time  and  energy  in  making  this 
an  enjoyable  learning  experience,” 
she  added. 


Friends  of  the  Library  heip 
fund  acquisitions 

The  letters  change  frequently  on  the 
discreet  bulletin  board  just  inside  the 
library  door. 

From  Amarillo;  . . this  infor- 
mation is  of  vital  importance  in  the 
care  of  a patient  of  mine.  ” 

From  Midland;  “Thank  you  for 
the  book.  I used  this  book  as  a ref- 
erence in  a malpractice  suit  which 
was  settled  in  my  favor.  ” 

From  Mission;  “The  articles  you 
sent  on  granuloma  inguinale  were 
very  appropriate.  May  I congratu- 
late you  on  your  excellent  profes- 
sional knowledge.  ” 

Some  neatly  typed,  some  spilled 
hastily  across  scratch  pad  sheets,  the 
letters  to  the  Texas  Medical  Associa- 


tion Library  come  from  across  the 
state  and  say  in  different  ways,  “You 
helped  me.  Thank  you.” 

Librarians  respond  to  more  than 
40  requests  like  these  from  TMA 
members  every  day.  They  answer 
specific  medical  reference  and  direc- 
tory questions;  provide  computer- 
ized bibliographies  on  medical  sub- 
jects; select  and  scan  articles  and 
books  from  the  collection,  and 
choose  specific  materials  to  be  sent 
to  members. 

Part  of  the  Library’s  support 
comes  from  the  Friends  of  the 
Library  — individuals  who  con- 
tribute in  amounts  ranging  from  $25 
(Active)  to  $1,000  (Life  Patrons). 
Other  donation  levels  are  $50  (Sus- 
taining), $100  (Subscribing),  and 
$500  (Patron).  For  gifts  of  $50  or 
more,  a bookplate  will  placed  in  a 
new  book  acquired  by  the  library, 
and  inscribed  with  the  name  of  the 
person  honored  or  commemorated 
and  the  name  of  the  donor. 

The  $8,000  to  $10,000  donated 
by  Friends  of  the  Library  are  added 
to  an  endowment  fund  to  help  pay 
for  more  than  30%  of  the  library’s 
annual  book  acquisitions. 

Gifts  are  tax  deductible  as  chari- 
table contributions.  Honor  and 
memorial  gifts  are  acknowledged 
with  a card  notifying  the  appropri- 
ate person  of  the  gift. 

Donations  may  be  sent  to  the 
Texas  Memorial  Medical  Library 
Association,  1801  North  Lamar 
Blvd,  Austin,  TX  78701.  For  addi- 
tional information  about  Friends  of 
the  Library  or  about  the  extensive 
library  services,  write  to  the  associa- 
tion, or  call  the  TMA  Library,  (512) 
477-6704,  ext  190. 
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Commentary 

“Never  ending,  still 
beginning  ...” 

Marilyn  M.  Baker 

Director,  Division  of  Medical  Information 

Rae  Vajgert,  managing  editor  of 
Texas  Medicine  since  1983,  retired 
September  30  after  nearly  30  years 
of  service  to  the  Texas  Medical 
Association.  Mrs  Vajgert  was  a 
loyal,  dedicated  member  of  the  asso- 
ciation staff,  providing  thoughtful 
advice  and  guidance  to  the  many 
authors  with  whom  she  worked 
closely  over  the  years.  She  was 
devoted  to  producing  a high  quality, 
well-edited  scholarly  journal  for  the 
members  of  the  Texas  Medical  Asso- 
ciation — and  the  challenge  was 
enormous.  Working  quietly  and 
thoughtfully  with  the  editorial  com- 
mittee, she  met  the  challenge. 


Change  was  occurring  all 
around  medicine  at  an  almost 
frightening  rate.  In  fact,  the 
world  of  medicine  changed 
dramatically  from  the  time 
Mrs  Vajgert  first  joined  the 
staff  in  1955  right  out  of 
The  University  of  Texas  at 
Austin  — Medicare  was 
barely  a twinkle  in  any- 
one’s eye,  although  the 
spectre  of  socialized 
medicine  had  long  been 
around.  Medical  tech- 
nology, the  climate  for 
the  practice  of  medicine, 
and  new  understanding  of  many  dis- 
eases have  taken  place  during  that 
time.  In  the  midst  of  change,  she  was 
a voice  of  calm,  continuing  to  seek 
the  best  possible  ways  to  communi- 
cate important  information  to  Texas 
doctors  who  had  increased  in  num- 
ber from  7,300  in  1955  to  29,000  in 
1990. 

Mrs  Vajgert  originally  came  to 
TMA  as  an  assistant  editor  under 
Harriet  Cunningham,  a long-time 
managing  editor  of  the  publication, 
then  called  the  Texas  State  Journal 
of  Medicine.  As  with  all  staff  mem- 
bers then  and  now,  she  assumed 
multiple  responsibilities.  Not  only 
did  she  devote  time  to  editing,  writ- 
ing, and  technical  preparation  of  the 
journal,  she  had  responsibilities  for 
the  association’s  annual  session  pro- 
gram, which  was  then  in  the  journal 
department,  and  for  the  Constitu- 
tion and  Bylaws  of  the  association. 
Later  she  assumed  responsibility  as 
TMA’s  resource  person  in  scientific 
affairs,  and  for  many  years  was  staff 
for  the  Council  on  Scientific  Affairs, 
along  with  service  as  the  assistant 
executive  editor  of  Texas  Medicine. 


Texas  Medicine 
Managing  Editor 
Rae  Vajgert  retired 
September  30 


Now  this  might  seem  to  be 
enough  responsibility  for  any  one 
person,  but  Rae  also  had  another 
life.  She  raised  three  children,  Linda, 
Laura,  and  Dennis,  and  served  her 
own  professional  discipline  by  con- 
tributing her  talents  to  the  Interna- 
tional Association  of  Business  Com- 
municators. Her  personal  interests 
are  wide  and  range  from  animals  to 
gems  to  rocks.  She  is  an  avid  reader 
with  immense  curiosity  about  a wide 
variety  of  subjects,  and  a very  spe- 
cial understanding  and  love  for 
books  of  all  types. 

Mrs  Vajgert’s  good  sense  of 
humor,  common  sense,  and  compas- 
sion will  be  missed  by  all  of  us.  But 
there  is  good  news  for  her.  She  plans 
to  devote  enormous  blocks  of  time 
to  her  grandchildren  Shawn,  1 1 
months,  and  Erika,  5 months.  Now, 
with  that  riveting  ability  she  has  to 
bring  alive  Tigger  and  his  friends  in 
Winnie  the  Pooh,  “Grandmother 
Rae”  can  instill  her  immense  love  of 
literature  and  curiosity  about  small 
things  everywhere  to  her  grandchil- 
dren and  travels  with  her  husband 
Don,  a psychologist  with  the  Austin 
State  Hospital. 

Rae  — from  all  your  friends  and 
the  staff  of  the  Texas  Medical  Asso- 
ciation — a fond  farewell  and  best 
wishes  for  a wonderful  new  life! 
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Construction  proceeds  apace  on 
the  Texas  Medical  Association’s 
new  headquarters  at  15th  and 
Guadalupe  Streets  in  Austin.  The 
building  will  be  completed  next 
summer.  Designed  by  HKS  Inc.  of 


Dallas,  the  1D-story  office  tower 
will  include  six  floors  of  office 
space  and  four  floors  of  parking. 
The  interior  architect  is  RTG/Part- 
ners  Inc.  of  Austin;  Trammell 
Crow  is  the  project  manager. 


Wear  your  red  ribbon  — Support  Drug-Free  America 

Putting  medicine  in  the  forefront  of  the  fight  against 
drug  abuse,  the  Texas  Medical  Association  and  the 
Texas  Medical  Association  Auxiliary  are  jointly  sponsor- 
ing Drug-Free  America  Week  in  Texas  October  21-28. 

Auxiliary  chapters  have  been  asked  to  implement  the 
program  in  their  local  areas,  and  physicians  will  be 
asked  to: 

• Feature  the  “Join  Me  — Fm  Drug  Free”  brochures 
and  hot-line  cards  in  their  offices.  The  cards  provide 
toll-free  telephone  numbers  that  teenagers  can  use  in 
crisis  situations. 

• Wear  the  red  ribbon  signifying  Drug-Free  America 
Week,  and  ask  their  staff  members  to  wear  the  rib- 
bons. 

• Speak  to  a school  group  on  preventing  drug  abuse. 

• Be  available  to  the  media  and  other  groups  as  a 
resource  and  spokesperson  on  the  drug  problem  and 
prevention. 


In  addition,  a new  statewide 
event  during  the  week,  “Health 
Break,”  will  offer  opportunities 
for  physicians  to  participate. 

These  will  be  local  events 
designed  to  emphasize  healthy 
lifestyle  activities  that  provide 
an  alternative  to  drug  use. 

“The  TMA  Auxiliary 
became  involved  in  the  Red 
Ribbon  Campaign  last  year,” 
said  LaFon  Ditzler,  Temple, 
state  chairman  of  the  campaign.  “It 
was  an  all-out  campaign  that  our  immediate  past  presi- 
dent, Betty  Haisten  of  Beaumont,  put  into  effect.” 

At  press  time,  the  TMA  Auxiliary  office  had  filled 
orders  from  37  auxiliaries  for  1,485,932  red  ribbons. 

For  additional  information,  physicians  may  contact 
their  county  medical  auxiliary  or  Auxiliary  headquarters 
in  Austin  at  (512)  477-6704,  ext  160  or  162. 
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House  of  Delegates  readies  for 
Nov  16-17  meeting 

The  Texas  Medical  Association’s 
House  of  Delegates  will  meet 
November  16-17  at  the  Hyatt 
Regency  Austin  Hotel. 

The  legislative  and  policymaking 
body  will  adopt  priorities  for  the 
coming  year;  the  proposed  priorities 
are  shown  elsewhere  on  this  page. 

Immediately  following  the  open- 
ing session  on  Friday  afternoon,  ref- 
erence committees  will  meet  to  con- 
sider reports  from  the  association’s 
boards,  councils,  committees,  and 
sections,  and  resolutions  from 
county  medical  societies. 

At  press  time,  the  Council  on 
Public  Health  anticipated  submitting 
comprehensive  reports  on  adolescent 
health  care  in  Texas,  and  the  Ad 
Hoc  Committee  on  Financing  and 
Availability  of  Health  Insurance 
planned  to  present  findings  on  the 
access  barriers  to  obtaining  afford- 
able health  insurance  in  Texas. 

In  addition,  the  Task  Force  on 
Indigent  Health  planned  to  submit 
its  report  to  the  House. 

All  members  of  TMA  are  wel- 
come to  attend  and  participate  in 
hearings  of  the  reference  commit- 
tees. Subject  areas  of  the  reference 
committees  will  be  Constitution  and 
Bylaws,  financial  and  organizational 
affairs,  medical  education,  public 

Mark  J.  Kubala, 

MO,  Beaumont, 

Speaker  of  the 
House  of 
Delegates. 


health  and  scientific  affairs,  and 
socioeconomics.  Because  most  of  the 
legislative  items  to  be  presented  at 
this  session  are  informational,  they 
will  be  assigned  to  the  various  refer- 
ence committees  according  to  subject. 

Reference  committees  will  report 
their  findings  and  recommendations 
to  the  delegates  Saturday  morning, 
November  17. 

October  15  is  the  deadline  for 
submitting  resolutions  to  the  House 
of  Delegates. 

Additional  details  about  the 
meeting  are  available  from  Sharon 
Walker,  Texas  Medical  Association, 
1801  N Lamar  Blvd,  Austin,  TX 
78701,  (512)  477-6704,  ext  152. 

Proposed  1991  Texas  Medical 
Association  Priorities 

The  House  of  Delegates  will  con- 
sider the  following  items,  proposed 
by  the  Board  of  Trustees  as  priorities 
for  1991,  during  its  November 
16-17  meeting  in  Austin. 

Legislative,  Socioeconomic,  Regulatory 
and  Judicial 

1.  Promote  and  serve  as  advocate 
for  access  to  affordable  health 
care.  Promote  financial  access  to 
care  as  a complement  to  physical 
access  and  availability. 

2.  Oppose  federal  intervention  into 
medicine. 

3.  Represent  and  advocate  for  the 
profession  of  physicians  and  their 
patients. 

4.  Maintain  the  quality  of  care  by 
improving  the  climate  for  the 
practice  of  medicine. 


Strategies: 

1.  Improve  grassroots  communica- 
tions to  physicians  and  others. 

2.  Improve  grassroots  political  sup- 
port and  legislative  activities. 

3.  Maintain  increased  membership. 

4.  Build  coalitions  to  achieve  objec- 
tives. 

5.  Help  patients  and  physicians 
understand  restrictions  in  man- 
aged care  plans  and  the  role  of 
third-party  payors. 

Education 

1.  Promote  access  to  health  care 
through  physician  education, 
continuing  medical  education, 
and  manpower  supply. 

2.  Take  proactive  stance  supporting 
humane  use  of  animals  in  bio- 
medical research. 

3.  Attract  young  physicians  as  mem- 
bers and  participants. 

4.  Provide  projections  on  health 
data  for  policy  and  legislative 
activities. 

Strategies: 

1.  Maintain  and  enhance  liaison 
with  state  agencies,  health  orga- 
nizations and  institutions. 

2.  Recruit  medical  students,  resi- 
dents, and  young  physicians  and 
involve  them  in  TMA  activities. 

3.  Continue  to  develop  and  improve 
communication  and  education 
programs  to  accomplish  these 
objectives. 

PuMic  Health,  Science,  Standards 

1.  Promote  access  and  serve  as 
advocate  on  key  concerns  (border 
health,  trauma  system-statewide. 
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Medicaid,  mental  health  — espe- 
cially children,  homeless). 

2.  Provide  education/information  on 
key  concerns  (tobacco  use,  sub- 
stance abuse,  wellness  promo- 
tion/disease prevention,  science). 

3.  Undertake  public  health  initia- 
tives on  AIDS,  environment, 
immunizations,  and  adolescents. 

4.  Serve  as  source  and  authority  on 
ethics  (bioethics,  death  and 
dying). 

Strategies: 

1.  Continue  to  build  border  states 
network  and  link  adjacent  state 
medical  societies  in  the  area  of 
public  health  and  scientific 
affairs. 

2.  Position  TMA  as  a public  health 
and  scientific  affairs  resource  for 
the  AMA,  the  Texas  Legislature, 
the  US  Congress,  and  other 
groups. 

3.  Bring  visibility  to  public  health 
and  science  issues  in  the  public 
arena  through  the  media  and 
other  organizations. 

4.  Continue  to  develop  coalitions 
with  state  and  local  agencies  with 
related  public  health  and  science 
priorities. 

5.  Utilize  the  scientific  cadre  as  a 
resource  for  the  media  and  TMA 
legislative  affairs  area. 

6.  Continue  to  build  linkage 
between  public  and  private  orga- 
nizations to  address  public  health 
and  science  problems  (using  the 
border  conference  and  network 
as  a model). 


Parkway  MRI 


150  W.  Parker  Rd.,  Suite  107 
Houston,  TX  77076 
713/692-3330 

Excellence  in  Magnetic  Resonance  Imaging 

Our  new  magnet  is  the  unique  open  design  which  will  accommodate  oversized 
patients  rejected  from  other  centers,  and  is  tolerable  to  those  patients  who  are 
claustrophobic  in  the  large  closed  design  units.  This  concept  is  new  and  we  are  the 
only  ones  in  Houston  to  have  one.  Please  call  713-692-3330  for  more  information 
about  our  noiseless  open  design  unit  or  for  scheduling  of  appointments.  We  offer 
flexible  scheduling  of  appointments,  24  hours  a day,  7 days  a week. 


Christmas  Collection 

1990 

OCTOBER  19,  20  8c  21 

Adam's  Mark  Hotel  Exhibition  Hall 
Westheimer  at  Briarpcuk 


Friday,  October  19  10am.to6p.in. 
Saturday,  Onlober  20  10amto6p.m 
Sunday,  October  21  lO  am  to  6 p.m 


Unique  Shopping  Opportunity 
Show  Tickets  available  at  door  $5.00  deductible  donation 

Presented  by:  Harris  County  Medical  Society  Auxiliary. 
Proceeds  will.  Establish  a Health  Education  Resource  Center  tor  H.LS.D., 
Fund  Nursing  Scholarships  and  Support  Community  Health  Programs 
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Before  You  Buy  Any  New  Car 

GET  A 
SECOND 
OPINION!  T,, 

Its  as  easy 


H No  down  payment/ 
No  security  deposit 


as  dialing 


l-SOO-S-APPLE-S 

2 7 7 5 3 


Closed  end  lease 


H Trade  Ins/We  will  purchase 
your  present  vehicle 

B Delivered  to  your 
home  or  office 


APPLE 

Medical  Leasing 


H Service  assistance  program 
including  FREE  Rental  Car 

B Additional  insurance 
protection  for 
theft  and  collision 


725  Lamar  Blvd.  E • Arlington,  Texas  76011 

Metro  (817)  46L3236 


MEMBER 


NVLA 


National  Vehicle 
Leasing  Association 


Newsmakers 

Charles  M.  Balch,  MD,  Houston  general 
surgeon  and  head  of  the  division  of 
surgery  at  The  University  of  Texas 
M.D.  Anderson  Cancer  Center,  has 
been  elected  president-elect  of  the 
Society  of  Surgical  Oncology. 

Milton  V.  Davis,  MD,  Kaufman  thoracic 
surgeon  and  past  president  of  the 
Texas  Medical  Association,  has  been 
elected  1990-1991  president  of  the 
Organization  of  State  Medical  Asso- 
ciation Presidents. 

Gerald  D.  Dodd,  Jr,  MD,  diagnostic  radiol- 
ogist and  head  of  the  division  of 
diagnostic  imaging  at  The  University 
of  Texas  M.D.  Anderson  Cancer 
Center,  has  been  elected  national 
president-elect  of  the  American  Can- 
cer Society. 

Herbert  L.  DuPont,  MD,  professor  and 
director  of  the  division  of  infectious 
diseases,  and  Kenneth  K.  Wu,  MD,  direc- 
tor of  the  division  of  hematology/ 
oncology,  have  been  appointed  vice- 
chairmen  of  the  department  of  inter- 
nal medicine  at  The  University  of 
Texas  Medical  School  at  Houston. 
They  join  Frank  C.  Arnett,  MD,  professor 
and  director  of  the  division  of 
rheumatology,  who  was  announced 
vice-chairman  of  the  department 
earlier  this  year. 

Helmuth  Goepfert,  MD,  chairman  of  the 
department  of  head  and  neck  sur- 
gery at  The  University  of  Texas  M.D. 
Anderson  Cancer  Center,  has  been 
elected  president  of  the  American 
Society  for  Head  and  Neck  Surgery. 


Dscar  M.  Guillamondegui,  MD,  deputy 
chairman  of  the  department  of  head 
and  neck  surgery  at  The  University 
of  Texas  M.D.  Anderson  Cancer 
Center,  has  been  elected  president- 
elect of  the  Society  of  Head  and 
Neck  Surgeons. 

Robert  W.  Guynn,  MD,  executive  director 
of  the  Harris  County  Psychiatric 
Center  and  professor  and  chairman 
of  the  department  of  psychiatry  and 
behavioral  sciences  at  The  Univer- 
sity of  Texas  Medical  School  at 
Houston,  has  been  named  president- 
elect of  the  Houston  Psychiatric 
Society. 

William  Patrick  Jennings,  MD,  Houston 
occupational  medicine  specialist,  has 
been  named  director  of  the  Family 
Health  Care  Center  at  The  Univer- 
sity of  Texas  Medical  School  at 
Houston. 

James  A.  Johnson,  MD,  Cleburne  intern- 
ist, was  chosen  “Doctor  of  the 
Month”  for  June  by  Walls  Regional 
Hospital. 

Mark  J.  Kubala,  MD,  Beaumont  neuro- 
logical surgeon  and  Speaker  of  the 
House  of  Delegates  of  the  Texas 
Medical  Association,  has  been 
elected  to  the  board  of  directors  of 
the  American  Association  of  Neuro- 
logical Surgeons. 

John  W.  Meyer,  MD,  Hondo  family  prac- 
titioner, has  been  appointed  by  the 
Texas  Organization  of  Rural  and 
Community  Hospitals  (TORCH) 
Board  of  Directors  to  serve  as  a 
board  advisor. 

Retired  Burnet  family  practitioners 

Peggy  J.  Newman,  MD,  Billy  B.  Ozier,  MD, 

and  Ray  L.  Shepperd,  MD,  were  honored 


recently  by  the  residents  of  Burnet 
for  their  years  of  dedication  and  ser- 
vice to  the  community. 

F.  David  Prentice,  MD,  Houston  emer- 
gency medicine  specialist,  has  been 
awarded  the  1990  Paul  V.  Ledbetter 
MD  Medical  Professional  Volunteer 
Award  by  the  American  Heart  Asso- 
ciation, Texas  Affiliate,  at  their 
Annual  Awards  Dinner. 

Richard  S.  Ruiz,  MD,  chairman  of  oph- 
thalmology at  The  University  of 
Texas  Medical  School  at  Houston 
and  director  of  the  Hermann  Eye 
Center,  was  selected  a Father  of  the 
Year  by  The  Houston  Chronicle  and 
Foley’s  Department  Stores. 

Richard  W.  Smalling,  MD,  associate  pro- 
fessor of  cardiology  at  The  Univer- 
sity of  Texas  Medical  School  at 
Houston,  has  been  selected  to 
receive  a Distinguished  Service 
Award  from  the  American  Heart 
Association.  As  a recipient  of  this 
award,  a 1990-1991  research  grant 
will  also  be  named  in  his  honor. 

Jay  Stein,  MD,  professor  and  chairman 
of  medicine  at  The  University  of 
Texas  Health  Science  Center  at  San 
Antonio,  has  been  presented  with 
the  Southern  Society  for  Clinical 
Investigation’s  Founders  Medal.  Dr. 
Stein,  a kidney  specialist,  holds  the 
Dan  F.  Parman  Chair  in  Medicine  at 
the  health  science  center. 
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Jack  D.  Waller,  MD,  practicing  dermatol- 
ogist and  associate  professor  of  clin- 
ical dermatology  at  the  Amarillo 
campus  of  the  Texas  Tech  Medical 
School,  has  been  elected  president  of 
the  American  College  of  Cryosurgery 
for  1991-1992  at  their  annual  meet- 
ing in  New  Orleans.  The  American 
College  of  Cryosurgery  is  a world- 
wide organization  representing  mul- 
tiple cryosurgery  specialties. 

Nicolas  E.  Walsh,  MD,  has  been  appointed 
professor  and  chairman  of  the  physi- 
cal medicine  and  rehabilitation 
department  at  The  University  of 
Texas  Health  Science  Center  at  San 
Antonio. 

J.  Taylor  Wharton,  MD,  chairman  of  the 
department  of  gynecology  at  The 
University  of  Texas  M.D.  Anderson 
Cancer  Center,  has  been  elected 
president-elect  of  the  American 
Radium  Society. 

Obituaries 

Lee  Joseph  Alexander,  MD,  81;  Pensacola, 
Florida;  Tulane  University  School  of 
Medicine,  1934;  died  June  15,  1990. 

Milton  Edwin  Alwis,  MD,  72;  San  Antonio; 
University  of  Tennessee  Center  for 
Health  Science,  Memphis,  1943; 
died  July  15,  1990. 

Carter  N.  Anderson,  Jr,  MD,  75;  Tyler;  The 
University  of  Texas  Medical  Branch 
at  Galveston,  1944;  died  July  3, 
1990. 


Clarence  Edward  Brown,  MD,  65;  Burleson; 
Baylor  University  College  of  Medi- 
cine, 1953;  died  June  12,  1990. 

Benigno  Capote,  MD,  69;  Grand  Prairie; 
Havana  University,  Cuba,  1943; 
died  June  20,  1990. 

Nathaniel  Lee  Dubberly,  Jr,  MD,  64;  Level- 
land;  Southwestern  Medical  School, 
1960;  died  July  13,  1990. 

Hamilton  Faith  Ford,  MD,  81;  Galveston; 
The  University  of  Texas  Medical 
Branch  at  Galveston,  1931;  died 
July  21,  1990. 

Edgar  Leonard  Frazell,  MD,  82;  San  Anto- 
nio; The  University  of  Texas  Medi- 
cal Branch  at  Galveston,  1931;  died 
February  8,  1990. 

Frank  Cunningham  Golding,  MD,  89;  El 

Paso;  University  of  Colorado  Medi- 
cal Center,  1930;  died  July  5,  1990. 

John  Randolph  Hall,  MD,  77;  San  Anto- 
nio; Washington  University  College 
of  Medicine,  St.  Louis,  1939;  died 
July  12,  1990. 

Sidney  Baron  Hardy,  MD,  84;  Houston; 
The  University  of  Texas  Medical 
Branch  at  Galveston,  1932;  died 
July  16,  1990. 

Carl  August  Nau,  MD,  86;  Lubbock;  Rush 
University  Medical  College,  Chicago, 
1933;  died  June  6,  1990. 

Thomas  Jackson  Pennington,  MD,  71; 

Nacogdoches;  The  University  of 
Texas  Medical  Branch  at  Galveston, 
1942;  died  May  27,  1990. 


Herbert  Edward  Roensch,  MD,  94;  Bellville; 
The  University  of  Texas  Medical 
Branch  at  Galveston,  1919;  died 
June  28,  1990. 

John  Thomas  Sullivan,  MD,  52;  Arlington; 
Tulane  University  School  of  Medi- 
cine, 1967;  died  July  14,  1990. 

Houston  Russell  Wade,  MD,  56;  San  Anto- 
nio; McMaster  University  Medical 
School,  1973;  died  June  18,  1990. 

Stephen  Weisz,  MD,  87;  Dallas; 
Friedrich-Wilhelms  University, 
Berlin,  1925;  died  July  17,  1990. 


Integrated  Medical  System 


Sales  • Installation  * Training  • Support 
Medical  Office  Management  Software 


Claimstronic  Software 

Patient  information  • Claims  • State- 
ments • A/R  • Reports  • Multi-com- 
pany • Multi-doctor  • Electronic 
Claims  • Graphs/Charts  • Word  Proc- 
essor. 


Billing  Service  (DFW  Area) 

Full  Service  • Fax  machine  provided 
Answer  patients  and  insurance  com- 
panies inquiries  • Statements  • Follow 
up  on  claims  • All  reports  • Monthly 
meetings 


2225  KRandol  Mitt 
Suite  305 
Arlington,  TX  76011 
(817)  640-9860 
FAX  (817)  649-3383 


Texas  Medicine  Volume  86  No.  10 


October  1 990 


15 


Todaji; 
women  can 

have  it  all. 
Exciting  careers, 

loving  families, 
and  heart  attacks. 

Heart  attack  is  by  far  the  biggest  killer  of  American  women,  claiming  nearly 
250,000  lives  each  year.  But  there  is  hope.  Thanks  to  AHA-supported  research 
and  educational  efforts,  millions  of  women  have  learned  how  to  reduce  their  risk. 
And  you  can,  too,  by  calling  or  writing  your  nearest  American  Heart  Association. 


American  Heart 
Association 


This  space  proN  tded  as  a public  ser\  ice 


cokinetics  ol  zidovudine  in  children,  6 months  through  12  years  o1  age,  are  similar  to  those  observed  in  adult 
patients 

ADVERSE  REACTIONS:  The  trequency  and  severity  ot  adverse  events  associated  with  the  use  ol  zidovudine 
are  greater  In  patients  with  more  advanced  intection  at  the  time  ol  initiation  ot  therapy.  The  tollowing  tables 
summarize  the  relative  incidence  ol  hematologic  adverse  events  observed  in  the  placebo-controlled  clinical  studies 
by  severity  ol  HIV  disease  present  at  the  start  ol  treatment 


Asymptomatic 

HIV  Intection 
Study  (n  = 1338) 

Granulocytopenia  (<750/mm’) 

Anemia  (Hgb<8  g/dL) 

Zidovudine 

Placebo 

Zidovudine 

Placebo 

1500  mg^ 

500  mg 

1500  mg^ 

500  mg 

CD4S500 

6 4% 
(n=457) 

1.8% 

(n=453) 

OD 

6 4% 
(n=457) 

1 1% 
(n=453) 

0.2% 

(n=428) 

Early  Symptomatic 
HIV  Disease 
Study  (n  = 713) 

Granulocytopenia  (<750/mm’) 

Anemia  (Hgb<8  g/dL) 

Zidovudine 

1200  mg 

Placebo 

Zidovudine 

1200  mg 

Placebo 

CD4>200 

4%(n=361) 

1%(n=352) 

4%(n=361) 

0%(n=352) 

Advanced 
Symptomatic  HIV 
Disease  Study 
(n=281) 

Granulocytopenia  (<750/mm') 

Anemia  (Hgb<7.5  g/dL) 

Zidovudine 

1500  mg^ 

Placebo 

Zidovudine 

1500  mg^ 

Placebo 

CD4>200 

CD4<200 

10%(n=30) 
47%(n  = 114) 

3%(n=30) 
10%(n  = 107) 

3%(n=30) 
29%(n  = 114) 

0%(n  = 30) 
5%(n  = 107) 

•Three  times  the  currently  recommended  dose  in  asymptomatic  patients 


The  anemia  reported  in  patients  receiving  zidovudine  appeared  to  be  the  result  ol  Impaired  erythrocyte  matura- 
tion as  evidenced  by  increased  macrocytosis  (MCV)  while  on  drug. 

The  HIV-inlecled  individuals  participating  in  these  clinical  trials  often  had  baseline  symptoms  and  signs  ot  HIV 
disease  and/or  experienced  adverse  events  at  some  lime  during  study  . It  was  often  ditticull  to  distinguish  adverse 
events  possibly  associated  with  zidovudine  administration  from  underlying  signs  of  HIV  disease  or  intercur- 
rent illnesses.  The  following  table  summarizes  clinical  adverse  events  or  symptoms  which  occurred  in  at  least 
5%  olall  patients  with  advanced  HIV  disease  treated  with  zidovudine  in  the  original  placebo-controlled  study 
Ol  the  items  listed  in  the  table,  only  severe  headache,  nausea,  insomnia  and  myalgia  were  reported  at  a signiticanlly 
greater  rale  in  zidovudine  recipients 


Percentage  (%)  ot  Patients  with  Clinical  Events  in  the  Advanced  HIV  Disease  Study 

Zidovudine 

Placebo 

Zidovudine 

Placebo 

(n=144) 

(n  = 137) 

(n=144) 

(n  = 137) 

Adverse  Event 

% 

% 

Adverse  Eveni 

% 

% 

BODY  AS  A WHOLE 

MUSCULOSKELETAL 

Asthenia 

19 

18 

Myalgia 

8 

2 

Diaphoresis 

5 

4 

NERVOUS 

Fever 

16 

12 

Dizziness 

6 

4 

Headache 

42 

37 

Insomnia 

5 

1 

Malaise 

8 

7 

Paresihesia 

6 

3 

GASTROINTESTINAL 

Somnolence 

8 

9 

Anorexia 

11 

8 

RESPIRATORY 

Diarrhea 

12 

18 

Dyspnea 

5 

3 

Dyspepsia 

5 

4 

SKIN 

Gl  Pam 

20 

19 

Rash 

17 

15 

46 

18 

Vomiting 

6 

3 

SPECIAL  SENSES 

Taste  Perversion 

5 

8 

Clinical  adverse  events  which  occurred  in  less  than  5%  ot  all  patients  treated  with  zidovudine  in  the  advanced 
HIV  study  are  listed  below.  Since  many  ot  these  adverse  events  were  seen  in  placebo-treated  patients  as  well 
as  zidovudine  recipients,  their  possible  relationship  to  the  drug  is  unknown 


Body  as  a whole:  body  odor,  chills,  edema  ol  the  lip,  tiu  syndrome,  hyperalgesia,  back  pain,  chest  pain, 
lymphadenopalhy 
Cardiovascular:  vasodilation 

Gasiroinleslinal.  constipation,  dysphagia,  edema  ot  the  longue,  eructation,  llalulence,  bleeding  gums, 
rectal  hemorrhage,  mouth  ulcer 
Musculoskeletal:  arthralgia,  muscle  spasm,  tremor,  twitch 

Nervous  anxiety,  contusion,  depression,  emotional  lability,  nervousness,  syncope,  loss  ot  mental  acuity, 
vertigo 

Respiratory:  cough,  epistaxis,  pharyngitis,  rhinitis,  sinusitis,  hoarseness. 

Skin:  acne,  pruritus,  urticaria 
Special  senses,  amblyopia,  hearing  loss,  photophobia 
Urogenital  dysurla,  polyuria,  urinary  trequency.  urinary  hesitancy 
Subsequent  to  the  initial  trial,  sensitization  reactions,  including  anaphylaxis  in  one  patient . have  been  reported 
in  individuals  receiving  zidovudine  therapy 

All  unexpected  events  and  expected  events  ol  a severe  or  lite-Ihreatening  nature  were  monitored  in  the  placebo- 
controlled  studies  in  early  HIV  disease  and  asymptomatic  HIV  intection  Data  concerning  the  occurrence  ot  ad- 
ditional signs  or  symptoms  were  also  collected  No  distinction  was  made  in  reporting  events  between  those 
possibly  associated  with  the  administration  ot  the  study  medication  and  those  due  to  the  underlying  disease 
The  tollowing  tables  summarize  all  those  events  reported  at  a statistically  significant  greater  incidence  for 
zidovudine  recipients  in  these  studies 


Percentage  (%)  ot  Patients  with  Clinical  Events  in  the  Early  Symptomatic  HIV  Disease  Study 

Adverse  Event 

Zidovudine  (n=361)  % 

Placebo  (n=352)  % 

BODY  AS  A WHOLE 

Asthenia 

69 

62 

GASTROINTESTINAL 

Dyspepsia 

6 

1 

Nausea 

61 

41 

Vomiting 

25 

13 

Percentage  (%)  ot  Patients  with  Clinical  Events" 

in  an  Asymptomatic  HIV  Infection  Study 

Adverse  Event 

1500  mg 

500  mg 

Zidovudine*** 

Zidovudine 

Placebo 

(n=457)  % 

(n=453)  % 

(n=428)  % 

BODY  AS  A WHOLE 

Asthenia 

10.1 

8 6"" 

5.8 

Headache 

58  0"" 

62.5 

52  6 

Malaise 

55.6 

53.2 

44.9 

GASTROINTESTINAL 

Anorexia 

19  3 

20  1 

10  5 

Constipation 

8 1 

6 4"" 

3 5 

Nausea 

57  3 

51  4 

29  9 

Vomiting 

16  4 

17  2 

9 8 

NERVOUS 

Dizziness 

20  8 

17  9** 

15  2 

•Reported  in  2 5%  of  study  population 
••Not  statistically  signilicani  versus  placebo 
••Three  times  the  currently  recommended  dose  in  asymptomatic  patients 


The  following  events  have  been  reported  in  patients  treated  with  zidovudine  seizures,  myopathy,  nail  pigmen- 
tation . changes  in  liver  function  tests  They  may  also  occur  as  part  ot  the  underlying  disease  process  As  such, 
the  relationship  between  these  events  and  the  use  ot  zidovudine  is  uncertain 
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TMA  council  chairman  warns 
of  Texas  public  health  crisis 

The  Texas-Mexico  border  is  a “way 
station  to  a better  life”  for  those 
looking  for  work  in  the  United 
States,  but  it  is  also  a pipeline  for 
disease  that  could  affect  areas  far 
beyond  the  border  and  Texas,  Lau- 
rance  N.  Nickey,  MD,  told  TMA 
leaders  and  guests  in  August.  But  the 
border  health  problem  is  only  one 
facet  of  the  public  health  crisis  that 
will  run  out  of  control  in  Texas  if 
the  state’s  leaders  fail  to  take  action 
soon,  he  said. 

Dr  Nickey  is  chairman  of  the 
TMA  Council  on  Public  Health  and 
was  keynote  speaker  at  a summer 
legislative  planning  session  spon- 
sored by  TMA’s  Council  on  Legisla- 
tion and  the  Texas  Medical  Political 
Action  Committee  (TEXPAC). 

“Tens  of  thousands  of  Texans  are 
living  in  third-world  conditions 
along  the  border,  and  as  the  popula- 
tion continues  to  move  north,  so 
will  these  conditions,”  Dr  Nickey 
said.  Washington,  Illinois,  and  Ohio 
already  are  experiencing  epidemics 
with  roots  in  Mexico,  he  said. 

“There  is  no  doubt  that  we  are  at 
a crossroads  in  public  health,”  Dr 
Nickey  said,  citing  a convergence  of 
ominous  circumstances,  such  as  the 
re-emergence  of  serious  diseases,  the 
“synergistic  effect”  of  illnesses  such 
as  AIDS  and  intravenous  drug 
abuse,  strained  Texas  economy,  and 
litigious  environment  for  medical 
practice. 

While  health  problems  are 
mounting,  however,  Texas  continues 
to  rank  48th  in  per  capita  funding 
for  public  health  services,  he  said. 
“We  can’t  afford  it,  many  will  say.  I 
say  we  can’t  afford  not  to  address 


Public  Health 


Excerpts  from  Dr  Nickey’s 
keynote  address 

• By  the  end  of  1989,  Texas  had 
reported  8,488  AIDS  cases. 

• The  incidence  of  AIDS  among 
teenagers  has  increased  by  40% 
in  the  past  5 years. 

• The  incidence  of  syphilis  has 
increased  by  about  37%  over  the 
past  2 years. 

• The  incidence  of  chlamydia  has 
increased  by  24%  over  the  same 
period. 

• Texas  has  the  highest  teenage 
pregnancy  rate  in  the  US. 

• Houston  has  twice  the  national 
rate  of  tuberculosis. 

• Texas  ranks  48th  in  US  maternal 
and  child  health  expenditures. 


• Texas  hospitals  are  closing  their 
emergency  rooms  due  to  cost  and 
liability.  Houston  now  has  only 
one  trauma  center. 

• This  year  more  than  30,000  Tex- 
ans will  die  of  tobacco-related  ill- 
ness. 

• In  1901,  36,000  people  lived 
along  the  Texas-Mexico  border. 
Now  more  than  6 million  live 
there. 

• 300,000  to  400,000  persons 
along  the  border  have  no  potable 
water. 

• Each  day  24  million  gallons  of 
untreated  sewage  are  dumped 
into  the  Rio  Grande  from  Nuevo 
Laredo. 

• An  estimated  300  million  border 
crossing  occur  each  year  between 
Texas  and  Mexico. 


tbe  issue.  Did  you  know  that  Texas 
is  losing  money  by  not  taking 
advantage  of  federal  matching 
funds?  Texas  is  last  in  drawing  fed- 
eral dollars  to  the  state.” 

The  solution  will  require  “a  com- 
mitment to  comprehensive  school 
health  education”  to  prevent  cancer, 
substance  abuse  problems,  and 
STDs,  he  said.  “The  Texas  Educa- 
tion Agency  has  the  curriculum.  We 
now  need  the  political  commitment 
to  get  the  independent  school  dis- 
tricts to  adopt  it.” 

Dr  Nickey  emphasized  the  need 
for  a comprehensive  assessment  of 
health  needs  in  Texas  and  called  for 
creative  solutions  involving  “a  pub- 
lic/private network.” 

“Can  we  meet  the  challenge?” 

Dr  Nickey  asked.  “I  think  we  can, 
but  it  will  take  new  approaches. 


innovative  solutions.  It  will  certainly 
take  . . . the  leadership  of  the  Texas 
Medical  Association  and  its  physi- 
cian members  and  the  leadership  of 
our  representatives  in  Austin.” 

“If  we  do  not  act  surely  and 
swiftly,  the  myriad  of  problems  I 
have  sketched  may  escape  our  abil- 
ity to  deal  with  them.” 

Hogg  Foundation  report 
describes  harsh  life  for  many 
Texas  children 

Texas  Children,  a 40-page  report 
released  this  summer,  paints  a stark 
picture  of  poverty,  teenage  parent- 
ing, low-birth-weight  infants,  and 
child  abuse  in  Texas.  But  although  it 
catalogs  problems  of  children  in 
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Texas,  the  report  also  offers  tough 
recommendations  for  improvement 
in  health,  education,  child  care,  and 
family  support.  The  report  also 
calls  for  creation  of  the  Texas  Insti- 
tute for  Children  and  Families, 
which  among  other  things  would 
support  research,  disseminate  infor- 
mation, study  policies,  and  attempt 
to  meet  children’s  needs  with  avail- 
able programs. 

Published  by  the  Hogg  Founda- 
tion for  Mental  Health,  the  report 
was  prepared  by  the  foundation’s 
16-member  Commission  on  the 
Mental  Health  of  Children  and 
Their  Families.  That  commission 
worked  for  2 years  to  develop  the 
report,  which  draws  from  56  refer- 
ences for  a number  of  grim  facts. 

For  example:  almost  a quarter  of  all 
Texas  children  live  in  poverty,  15% 
of  all  babies  are  born  to  mothers 
with  no  prenatal  care,  and  more 
than  half  of  youth  under  age  18 
have  no  health  insurance. 

To  obtain  the  report,  send  $3  to 
the  Hogg  Foundation  for  Mental 
Health,  Publications  Division,  PO 
Box  7998,  Austin,  TX  78713-7998. 

Consumer  Product  Safety 
Commission  issues  warnings, 
information 

Consumers  interested  in  recent  prod- 
uct recalls  and  possible  hazards 
associated  with  products  can  receive 
information  from  an  automated 
message  center  provided  by  the  US 
Consumer  Product  Safety  Commis- 
sion. To  receive  recorded  informa- 
tion, call  (800)  638-CPSC  [(800) 
638-2772].  For  USCPSC  publica- 
tions, write: 


Publications  Request 
Office  of  Information  and  Public  Affairs 
US  Consumer  Product  Safety  Commission 
Washington,  DC  29207. 

Here  are  samples  of  available 
USCPSC  alerts  and  information: 

Deadly  necklaces,  string 

A July  alert  issued  by  the  US  Con- 
sumer Product  Safety  Commission 
(USCPSC)  warns  that  “strings, 
cords,  necklaces,  and  other  items 
tied  around  the  neck”  pose  life- 
threatening  hazards  to  children. 

Since  1985,  the  alert  states,  34  chil- 
dren less  than  2 years  old  have  been 
strangled  by  items  tied  or  placed 
around  the  neck.  Of  those  reported, 
21  “involved  pacifiers  tied  around 
the  child’s  neck,”  four  were  associ- 
ated with  necklaces,  and  the  remain- 
der involved  other  cords  or  strings. 

“Usually,  a string  or  cord  around 
a child’s  neck  became  caught  on 
some  product  (such  as  a crib  corner 
post,  furniture,  or  doorknob),” 
according  to  the  USCPSC  warning. 
“In  other  cases,  a string  or  cord 
became  tightly  wrapped  or  twisted 
around  the  child’s  neck.” 

“Never  tie  pacifiers,  necklaces, 
toys,  or  other  items  around  a child’s 
neck,”  the  warning  continues. 
“Never  leave  cords  of  any  kind  near 
an  infant.  Take  off  bibs  or  other 
clothing  tied  around  a child’s  neck 
before  putting  the  child  in  a crib.” 

Nursery  safety 

A free  booklet  to  help  parents  select 
nursery  furniture,  toys,  and  supplies 
is  available  from  the  US  Consumer 
Product  Safety  Commission 
(USCPSC).  The  18-page  booklet 
(The  Safe  Nursery:  A Booklet  to 
Help  Avoid  Injuries  from  Nursery 
Furniture  and  Equipment)  covers 
selection  and  use  of  cribs,  crib  toys. 


gates  and  enclosures,  high  chairs, 
rattles,  and  more. 

The  booklet  is  filled  with  specific 
safety  suggestions  and  sprinkled 
with  information  about  injuries.  For 
example.  The  Safe  Nursery  points 
out  that  “more  infants  die  every  year 
in  accidents  involving  cribs  than 
with  any  other  nursery  product.” 

To  order  the  booklet,  write  to 
Publications  Requests,  US  Consumer 
Product  Safety  Commission,  Wash- 
ington, DC  20207.  Ask  for  USCPSC 
publication  number  202. 

Drowning  hazards 

The  USCPSC  and  the  Coalition  for 
Container  Safety  have  started  a cam- 
paign to  inform  the  public  that 
buckets  and  liquids  may  be  a deadly 
combination  for  young  children. 

According  to  a USCPSC  tele- 
phone announcement,  more  than 
100  small  children  have  drowned  in 
buckets  in  the  past  5 years.  Some 
buckets  associated  with  drowning 
contained  only  a few  inches  of  liq- 
uid, the  announcement  states.  In  a 
typical  scenario,  curious  children  fell 
into  unattended  mop  buckets  and 
were  unable  to  pull  themselves  out. 
As  a result,  USCPSC  and  the  Coali- 
tion for  Container  Safety  advise  that 
small  children  should  never  be  left 
alone  with  any  large  container  of 
liquid  and  that  liquid  should  be 
emptied  after  use. 

Children  typically  were  from  8 to 
12  months  old,  but  ages  ranged 
from  4 months  to  2 years,  according 
to  USCPSC. 

The  product  safety  commission 
says  a free  warning  sticker  and 
brochure  on  bucket-related  drown- 
ings  may  be  ordered  by  calling  (800) 
BUCKET5  1(800)  282-5385). 
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TMA  committee  ‘strongly 
endorses’  question  about 
blood  donation 

Physicians  who  ask  patients  whether 
they  have  ever  donated  blood  stand 
to  gain  a great  deal  of  information 
about  a patient’s  medical  past,  says 
TMA’s  Committee  on  Blood  Banking. 

The  committee’s  conclusion  was 
triggered  by  a New  England  Journal 
of  Medicine  letter  published  earlier 
this  year,  which  urged  physicians  to 
ask  about  blood  donation  while  tak- 
ing patients’  medical  histories.  The 
letter  points  out  that  an  “affirmative 
response  instantly  conveys  a wealth 
of  useful  medical  data”  about  the 
patient’s  physical  condition,  includ- 
ing vital  signs  and  hemoglobin  con- 
centrations. If  the  patient’s  blood 
passed  screening  for  transfusion, 
then  the  patient  must  have  received 
negative  test  results  for  HIV-I, 
HTLV-I,  hepatitis  B,  and  syphilis, 
the  letter  states. 

Daniel  J.  Ladd,  MD,  chairman  of 
TMA’s  Committee  on  Blood  Banking, 
adds  that  any  donations  made  since 
May  1990  should  also  have  received 
screening  for  hepatitis  C. 

If  a blood  donation  has  been 
refused  by  a blood  bank,  however, 
other  obvious  questions  arise:  does 
the  patient  have  a history  of  cancer, 
bleeding  abnormalities,  malaria,  or 
intravenous  drug  use  or  other  risk 
factors  for  HIV  infection.  Dr  Ladd 
says. 

The  letter,  which  appeared  in  the 
January  11,  1990,  issue  of  New 
England  Journal  of  Medicine,  also 
notes  that  asking  about  blood  dona- 
tion allows  physicians  to  encourage 
appropriate  blood  donation. 

Dr  Ladd  says  the  Committee  on 
Blood  Banking  “strongly  endorses” 
suggestions  made  in  the  letter. 


Baylor  opens  Alzheimer’s 
disease  drug  trials 

Researchers  at  Baylor  College  of 
Medicine  department  of  neurology 
are  seeking  volunteers  to  participate 
in  tests  of  physostigmine  and 
SQ29852,  drugs  they  hope  will 
reduce  memory  problems  of  Alz- 
heimer’s disease. 

An  announcement  of  the  study 
calls  for  patients  at  least  50  years  of 
age  who  have  early-stage  Alzhei- 
mer’s disease  but  who  are  otherwise 
in  good  health. 

Call  (713)  798-6660  for  addi- 
tional information  about  the  study 
and  patient  requirements. 


Texas  Cancer  Council  calls  for 
Gib  Lewis  award  nominations 

The  Texas  Cancer  Council  is  accept- 
ing nominations  for  the  Gibson  D. 
Lewis  Awards  for  Excellence  in  Can- 
cer Control.  The  awards  will  be  pre- 
sented to  persons  who  have  made 
significant  strides  in  fighting  cancer 
in  Texas. 

The  Texas  Cancer  Council  says 
the  awards  will  be  presented  in  each 
of  six  categories  of  achievement: 
overall,  physician,  nursing,  research, 
public  service,  and  public  education. 

To  obtain  a nomination  form, 
write  the  Texas  Cancer  Council,  PO 
Box  12097,  Austin,  TX  78711,  or 
call  (512)  463-3190.  Nominations 
must  be  postmarked  by  November 
1,  1990. 


1990  Annual  Meeting 

of  tfie 

Texas  Society  of 

Inlernol  Medicine 

and  the 

Texas 

Scientific 

Meeting 

in  association  with 
the  American  College 
of  Physicians/Texas 
Academy  Chapter 

AlClP 

(9  Category  1 
Credits  Available) 

November  1 -2,  1 990 
J.W,  Marriott-Galleria 
Houston,  Texas 

Texas  Scientific  Meeting 
registration  information 
call:  (713)  790-9418 

for  TSIM  membership 
information  call: 

(412)  477-6704 
ext.  234 
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key  to  a lasting,  successful  partnership  is  trust. 


Entrusting  the  protection  of  your  medical  practice  to  an  insurer  is  one 
the  most  important  business  decisions  you  will  make.  Your  future  may  be 
affected  by  die  choice  you  make  today.  Sobering  statistics  indicate  that  yoir 
could  be  involved  in  a liability  claim  or  lawsuit  during  the  course  of  your 
medical  career.  You  need  a strong  partner  like  TMLT. 


It  makes  good  sense  to  team  up  with 
^TMLT.  Your  concerns  are  our  concerns.  We 
^y^  j^ery  seriously  the  protection  of  your 
Upcal  practice,  providing  assurance  and 
claims  defense  with  individual 


, complex  legal  environment, 
msures  your  health  care  lia- 
ot  watch  from  the 


Remember  that  a liability  coverage  con- 
tract is  only  as  good  as  the  intent  and  integ- 
rity of  the  organization  who  offers  that  cov- 
erage. Pick  TMLT,  a strong  partner  you  can 
trust. 

Contact  us  to  learn  more  about 
care  liability  protection  plans  for  ii 
als  and  groups,  prior  acts 
mium  payment  options 
quarterly  and  aiunial, 
is.  Let  lif : 


TMLT 


TEXAS  MEDICAL  LIABILITYTRUST  ' 

P.O.  Box  14746  Austin,  Texas  78761 

“A  health  care  liability  claim  trust  created  by  the  Texas  Medical  Association.’ 

Statewide  Services  Center:  1-800-580-TMLT 


Medical  Economics 


Two  more  carriers  list 
premium  discounts 

Add  two  more  professional  liability 
insurance  carriers  to  those  that  have 
had  premium  discounts  approved.  In 
August,  American  Physicians  Insur- 
ance Exchange  (API)  and  Continen- 
tal Casualty  Company  (CNA)  re- 
ceived approval  from  the  State 
Board  of  Insurance  for  their  dis- 
count rates. 

A news  article  in  last  month’s 
Texas  Medicine  (p  64)  listed  the  dis- 
counts of  five  other  insurance  carri- 
ers, and  suggested  ways  to  evaluate 
a carrier’s  discount. 

Physicians  should  keep  in  mind 
that  for  some  companies  the  higher 
the  policy  limits  and  the  longer  the 
policies  have  been  in  force,  the  lower 
the  discount  rates  will  be. 

The  discounts  are  part  of  a state 
liability  indemnification  program 
created  by  the  Omnibus  Health  Care 
Rescue  Act,  passed  as  House  Bill  18 
by  the  71st  Texas  legislature. 

For  more  information  on  the  dis- 
counts, contact  Judy  Sheppard  at 
API,  (512)  328-0888,  or  Bobby 
Robinson  at  CNA,  (312)  822-5327. 


GPCI  update:  where  are 
they  now? 

Good  news  for  Texas  physicians  is 
spelled  out  in  a letter  that  Sen  Lloyd 
Bentsen  (D-Texas)  has  shared  with 
TMA.  The  letter,  a response  to  Sen 
Bentsen  from  Gail  Wilensky,  PhD, 
administrator  of  the  Health  Gate 
Financing  Administration  (HGFA), 
addresses  the  use  of  “gap  filling” 
payment  areas,  one  of  the  problems 
relating  to  the  geographic  adjust- 
ments to  be  used  during  the  imple- 


Premium  discounts  for  policies  with  limits  of  $100,000/$300,000. 


Claims-made  Insurers: 

$100,000  Indemnity 

$25,000  Indemnity 

FP  with 
Delivery  * 

Emergency 

Room 

Obstetrics 

All  Other 
Specialties 

American  Physicians 

Insurance  Exchange  (API) 

11-39% 

11-39% 

11-39% 

11% 

Continental  Casualty  Company  (CNA) 

24% 

52% 

52% 

24% 

* $100,000  indemnity  applies  only  to  claims  involving  obstetrical  services. 


mentation  of  the  Medicare  Fee 
Schedule  in  1992. 

A recent  series  of  Texas  Medicine 
articles  (July  1990,  pp  68-74) 
pointed  out  that  the  Geographic 
Practice  Cost  Index  (GPCI),  when 
applied  in  Texas,  will  unfairly 
reduce  Medicare  payments  to  some 
Texas  physicians. 

One  of  the  reasons  for  this  reduc- 
tion is  a technical  problem  based  on 
Medicare’s  use  of  overlapping  pay- 
ment areas.  The  areas,  or  “super- 
localities,” were  created  as  a gap- 
filling device  in  the  early  days  of 
Medicare  when  many  localities  did 
not  have  enough  specialists  to  allow 
the  creation  of  fee  profiles.  For 
example,  there  are  no  separate  pre- 
vailing charge  limits  for  orthopedic 
services  furnished  by  orthopedists  in 
the  Galveston  payment  locality. 
Instead,  these  physicians’  claims  are 
processed  through  the  payment 
locality  for  Northeast  Rural  Texas. 

“This  gap-filling  will  not  be  nec- 
essary under  the  Medicare  Fee 
Schedule,”  wrote  Dr  Wilensky.  The 
letter  also  states  that  since  a national 
relative  value  will  be  established  for 
every  physicians’  service  and  a GPGI 
will  be  established  for  every  existing 
geographic  locality,  a fee  schedule 
amount  will  be  established  for  every 


service  for  every  locality.  Even  if  a 
service  was  never  previously  ren- 
dered in  a specific  locality,  a fee 
schedule  amount  will  be  established. 
“Thus,  we  plan  to  instruct  our  carri- 
ers to  discontinue  the  use  of  these 
gap-filling  ‘super-localities’  for  com- 
puting fee  schedule  payment 
amounts  effective  in  1992,”  the  let- 
ter continued. 

“This  is  great  news  for  Texas 
doctors,”  says  Louis  J.  Goodman, 
PhD,  director  of  TMA’s  Division  of 
Medical  Economics.  “We  are 
pleased  with  HCEA’s  response  to 
this  part  of  the  problem.  Now  we 
must  turn  our  attention  to  insuring 
the  quality  of  the  data  base  on 
which  the  GPGIs  will  be  based.” 

New  member  service  tracks 
business  and  travel  expense 

A credit  card  that  can  help  control 
business  and  travel  expenses  is  the 
newest  member  service  from  Texas 
Medical  Association.  MasterCard® 
BusinessCard™  allows  you  to  pro- 
vide cards  to  your  staff  members 
and  effectively  track  their  individual 
expenses  with  special  individualized 
monthly  reports. 
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The  card  is  offered  through 
Maryland  Bank  National  Association, 
which  coordinates  the  TMA  Gold 
MasterCard®  program  that  many 
TMA  members  are  familiar  with. 

The  BusinessCard™  helps  keep 
business  expenditures  separate  from 
personal  charges,  eases  cash  flow  by 
allowing  you  to  make  monthly  pay- 
ments of  as  little  as  3%  of  the  total 
balance  due,  and  provides  compre- 
hensive reports  detailing  your 
expenditures  by  month.  It 
offers  the  same 


'X 


interest  rate 
(17.9%)  for 
purchases  or 
cash  advances. 

The  card’s  other 
special  features 
include  more 

payment  op-  — 7 

tions,  access  to  ^ 

a travel  ser-  " ^ yy 

vice,  card  man-  ^ ^ 

agement  informa- 
tion, and  individualized  service. 

For  more  information  about 
MasterCard®  BusinessCard™,  call 
TMA’s  Practice  Management  Ser- 
vices Department,  (512)  477-6704, 
ext  350. 

Avis  increases  free  liabiiity 
coverage  for  TMA  members 

Avis  now  offers  enhanced  public  lia- 
bility insurance  through  the  car 
rental  program  that  TMA  coordi- 
nates with  Avis.  When  you  rent  a 
car  from  Avis,  you  are  automatically 
covered  with  $100,000  / $300,000  / 
$25,000  liability  insurance.  For 
more  information  on  the  car  rental 
program,  contact  TMA’s  Practice 
Management  Services  Department, 
(512)477-6704,  ext  350. 


Nursing  home  reforms  take 
effect  this  month 


Recent  squabbles  between  nursing 
home  owners  and  Texas  welfare 
officials  over  Medicaid  rates  (see 
article,  pp  29-31)  focused  attention 
on  new  federal  requirements  for 
patient  care  in  long-term  care  facili- 
ties, which  took  effect  October  1. 

The  requirements  are  the  result 
of  the  Omnibus  Budget  Reconcilia- 
tion Act  of  1987  (OBRA  ’87),  which 
mandated  major  reforms  in  long- 
term care  facilities  that  partici- 
pate in  Medicare  and  Medicaid. 

’ Delays  by  the  Health  Care 
Financing  Administration  in 
developing  specific  regulations 
for  some  provisions  of  the  law 
hindered  implementation  of 
the  new  standards.  As  a result, 
many  of  the  provisions  did  not 
become  effective  until  this 
month. 

Sandy  Derrow,  president  of  the 
Texas  Association  of  Homes  for  the 
Aging,  points  out  that  most  provi- 
sions of  the  nursing  home  law  per- 
tain to  services  to  enhance  the  qual- 
ity of  life  for  nursing  home  residents. 
“OBRA  ’87  nursing  home  reforms 
are  the  most  far-reaching  changes 
affecting  the  quality  of  care  since  the 
inception  of  Medicare  and  Medi- 
caid,” she  says. 

Provisions  of  the  reforms  that  are 
of  special  interest  to  the  medical 
community  include  resident  rights, 
physician  services,  nurse-aide  train- 
ing, quality  assessment  and  assur- 
ance, and  the  pre-admission  and 
annual  resident  review. 


Resident  rights 

This  section,  which  outlines  the  per- 
sonal rights  of  the  residents,  states 
that  a resident  must  be  informed  of 


these  rights  both  orally  and  in  writ- 
ing in  a language  that  is  understood 
by  the  resident.  Personal  rights 
address  specific  issues,  including  free 
choice,  grievances,  residents’ 
finances,  freedom  from  restraints, 
privacy,  access  and  visitation  rights, 
accommodation  of  needs,  examina- 
tion of  survey  results,  rights  of 
incompetent  residents,  use  of  psy- 
chopharmacologic  drugs,  retention 
of  personal  possessions,  rights  to 
safety  and  proper  care,  and  transfer 
and  discharge  rights. 

Physician  services 

The  regulations  guarantee  physician 
services  for  each  nursing  home  resi- 
dent. Before  an  individual  can  be  ad- 
mitted to  a nursing  facility,  a physi- 
cian must  approve  this  action. 
Following  admission,  each  resident 
must  remain  under  a physician’s  care. 

To  enhance  the  quality  of  care  in 
nursing  facilities,  OBRA  ’87  man- 
dates that  each  nursing  facility  des- 
ignate a physician  to  serve  as  its 
medical  director. 

J.  Howard  Frederick,  MD,  chair- 
man of  TMA’s  Committee  on  Aging 
and  Fong-Term  Care,  says  the 
reforms  encourage  more  involve- 
ment by  physicians.  “I  agree  with 
the  Joint  Commission  on  Accredita- 
tion of  Healthcare  Organizations 
and  the  American  Medical  Directors 
Association  that  strengthening  the 
role  of  the  medical  director  in  long- 
term care  institutions  would  greatly 
improve  the  quality  of  care  rendered 
by  those  institutions,”  he  says. 

The  medical  director  is  responsi- 
ble for  the  implementation  of  resi- 
dent care  policies,  including  admis- 
sions, transfers,  and  discharges; 
infection  control;  physician  privi- 
leges and  practices;  responsibilities 
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of  non-physician  health  care  work- 
ers; emergency  care;  and  resident 
assessment  and  care  planning.  The 
medical  director  also  is  accountable 
for  policies  relating  to  accidents  and 
incidents;  ancillary  services  such  as 
laboratory,  radiology,  and  pharmacy; 
use  of  medications;  use  and  release 
of  clinical  information;  utilization 
review;  and  overall  quality  of  care. 

Additionally,  the  medical  director 
assumes  responsibility  for  the  coor- 
dination of  medical  care  in  the  facil- 
ity, by  assuring  that  visits  by  or  to 
medical  consultants  occur  as  needed. 

Specific  guidelines  are  outlined 
for  physicians.  Each  nursing  home 
visit  requires  that  the  attending 
physician  review  the  resident’s  total 
program  of  care;  write,  sign,  and 
date  progress  notes;  and  sign  all 
orders. 

Visits  to  residents  of  skilled  nurs- 
ing facilities  (reimbursed  by  Medi- 
care) must  be  made  at  least  once 
every  30  days  for  the  first  90  days 
after  admission;  thereafter  at  least 
one  visit  must  be  made  every  60 
days.  In  other  nursing  facilities,  the 
resident  must  be  visited  every  30 
days  for  the  first  90  days  after 
admission;  then  at  least  one  visit 
every  90  days  is  required.  If  the 
physician’s  visit  occurs  not  later 
than  10  days  after  the  visit  was 
required,  it  is  considered  timely. 

Nurse  aide  training 

Since  nurse  aides  play  a pivotal  role 
in  the  quality  of  care  in  nursing 
homes,  the  reforms  detail  special 
requirements.  The  provision  requires 
all  nurse  aides  hired  on  or  after 
October  1,  1990,  to  successfully 
complete  a minimum  of  75-hours 
training  in  a state-approved  course 


within  4 months  of  being  hired. 
Nurse  aides  employed  prior  to  that 
date  must  have  passed  a competency 
evaluation  test  as  specified  in  the 
regulations. 

Quality  assessment  and  assurance 

The  reforms  specify  that  quality 
assessment  and  assurance  are  to  be 
addressed  through  a committee  con- 
sisting of  a physician  designated  by 
the  facility,  the  director  of  nursing 
services,  and  three  members  from 
the  facility’s  staff.  The  committee 
must  meet  at  least  quarterly  to  iden- 
tify issues  and  to  develop  and  imple- 
ment plans  to  correct  deficiencies. 

Preadmission  Screening  and  Annual 
Resident  Review 

This  requirement,  known  as  PASARR, 
states  that  all  individuals  who  apply 
to  a nursing  home  for  admission 
must  be  screened  for  mental  illness 
or  mental  retardation  to  determine 
whether  there  is  a need  for  treat- 
ment that  cannot  be  provided  by  the 
facility.  The  provision  also  requires 
all  persons  who  have  resided  in  a 
nursing  facility  for  less  than  30 
months  to  be  reviewed  annually  for 
mental  illness  or  mental  retardation. 

This  controversial  regulation  was 
implemented  on  January  1,  1989, 
even  though  federal  guidelines  had 
not  been  published.  As  a result,  the 
Texas  Health  Care  Association  and 
ARA  Living  Centers  filed  a lawsuit 
against  the  Texas  Department  of 
Health,  Texas  Department  of  Hu- 
man Services,  and  the  Texas  Depart- 
ment of  Mental  Health-Mental 
Retardation.  The  Texas  Association 
of  Homes  for  the  Aging  later  joined 
in  the  lawsuit.  An  injunction  that 
prevented  the  federal  government 
from  penalizing  nursing  homes  that 
admit  mentally  ill  or  mentally  re- 


tarded persons  who  may  need  treat- 
ment that  cannot  be  provided  by 
that  facility  was  granted  in  Eebruary 
1989  and  is  still  in  effect. 

Quicker  and  sicker:  are 
Medicare  beneficiaries  getting 
appropriate  medicai  care? 

The  Prospective  Payment  System 
(PPS)  has  succeeded  in  slowing  the 
increase  in  Medicare  expenditures 
for  hospital  inpatient  care,  but  poli- 
cymakers and  providers  agree  that, 
in  return,  patients  are  being  dis- 
charged “quicker  and  sicker.” 

However,  both  Health  Care 
Einancing  Administration  (HCEA) 
officials  and  the  Prospective  Pay- 
ment Assessment  Commission 
(PROPAC)  assert  that  cost  contain- 
ment has  been  achieved  without 
serious  discernible  effects  on  access 
to  care  or  quality  of  care. 

But,  these  public  reassurances  are 
belied  by  research  findings  of 
HCFA’s  own  private  contractors. 

Eor  example,  the  Rand  Corpora- 
tion found  that  the  number  of  patients 
discharged  with  at  least  one  instabil- 
ity had  risen  from  54%  prior  to  PPS 
to  82%  after  PPS.  This  study  cau- 
tions that  “gains  in  in-hospital  out- 
comes may  be  forfeited  by  prema- 
ture discharge  of  patients”  under  PPS. 

Another  report  prepared  for 
HCEA  concluded  that  Medicare 
beneficiaries  are  sicker  on  admission 
and  are  discharged  with  greater  need 
for  subacute  care,  yet  providers  are 
finding  it  difficult  to  respond  to  the 
increased  demand  for  these  services. 
According  to  the  report,  “Many 
Medicare  patients  experience  inade- 
quate post-hospital  community  care. 
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and  it  is  not  unusual  for  such  patients 
to  suffer  adverse  health  outcomes.” 

Several  studies  have  shown  that 
readmission  and  complication  rates 
have  worsened  since  PPS.  These 
findings  are  not  surprising:  since 
hospitals  are  paid  per  case,  there  are 
incentives  to  discharge  early  or  to 
generate  two  relatively  short  and 
profitable  stays  under  PPS,  in  place 
of  one  relatively  long  and  unprofit- 
able episode. 

The  longer  hospitalizations  have 
been  replaced  by  nursing  home  care, 
outpatient  visits,  and  increased  drug 
therapy  for  Medicare  beneficiaries. 
As  these  services  increase,  the  bene- 
ficiary is  increasingly  at  risk  of 
becoming  Medicaid  eligible.  This 
phenomenon  of  “Medicaid  spend- 
down”  increases  the  squeeze  on  the 
Medicaid  program,  which  in  Texas 
is  in  a state  of  near-collapse. 

While  PROPAC  asserts  there  is 
no  evidence  of  substantial  or  system- 
atic changes  in  access  to  inpatient 
care  or  the  quality  of  care  for  Medi- 
care beneficiaries,  its  latest  report  to 
Congress  recommends  more  re- 
search to  improve  measurement  of 
access  and  quality. 

The  US  House  of  Representa- 
tives’ Committee  on  Government 
Operations  further  recommends  that 
HCFA  begin  an  intensive  review  of 
the  post-hospital  care  given  Medi- 
care patients  to  determine  the  ade- 
quacy of  facilities  and  treatment,  for 
the  purpose  of  recommending  to  the 
Congress  measures  to  improve  the 
effectiveness  and  resources  of  care 
after  discharge. 


Funding  Medicaid: 
the  crisis  that  won’t 
go  away 

Kathy  Trombatore 

Associate  editor  for  medical  economics 

“Pm  not  going  to  stop  seeing  my 
current  Medicaid  patients,  but  if  this 
problem  continues,  I will  have  no 
choice  but  to  refuse  to  see  new 
ones,”  says  Waco  pediatrician 
Harvey  Spark. 

When  Dr  Spark,  who  chairs  the 
Medicaid  workgroup  of  TMA’s 
Council  on  Socioeconomics,  talks 
about  the  Medicaid  fiscal  crisis  that 
abruptly  halted  payments  to  physi- 
cians in  August,  he  echoes  the  senti- 
ment of  many  Texas  doctors. 

With  a practice  where  the  per- 
centage of  patients  on  Medicaid 
varies  day  to  day  from  40%  to 
80%,  he  represents  those  physicians 
whose  practices  were  hardest  hit  by 
the  payment  cutoff.  Providers  learned 
on  August  6,  1990,  that  Medicaid 
payments  for  services  provided  after 
July  24,  1990,  would  be  suspended 
until  certain  fund  transfers  within 
the  Texas  Department  of  Human 
Services  (TDHS)  could  be  autho- 
rized later  that  month.  (See  “How 
the  Medicaid  crisis  unfolded,”  p 30.) 

But  what  Dr  Spark  and  others 
most  worry  about  is  the  potential 
“ripple  effect”  of  the  crisis.  What 
will  happen  if  doctors  lower  the  per- 
centage of  Medicaid  patients  they 
see  or  if  they  are  unable  to  accept 
Medicaid  patients  altogether?  Where 
will  patients  receive  care  when  the 
pool  of  providers  shrinks  while  the 
number  of  eligible  patients  expands? 

And  what  will  happen  if  (or 
when,  as  many  predict)  the  money 
runs  out  again? 


Losing  the  faithful 

The  fact  that  interrupted 
payments  could  discour- 
age physicians  from 
accepting  Medicaid 
patients  troubles  Senator 
j Chet  Brooks  (D-Pasadena), 

who  paraphrased  the  well-known 
assessment  of  the  Medicaid  pro- 
! gram,  “Slow  pay.  Low  pay.  And 
now,  no  pay.” 

“Over  the  past  few  years,  Texas 
has  made  significant  progress  in 
improving  access  to  health  care  for 
! low-income  women,  children,  and 
! families,”  said  Sen  Brooks.  “But,  the 
inadequacy  of  payment,  unnecessary 
delays,  and  now  the  potential  for  no 
j reimbursement  at  all,  puts  us  in 
j jeopardy  of  losing  the  faithful  ones 
j who  have  been  serving  Medicaid 
j clients  for  years  and  also  the  new 
I ones  who  are  finding  the  program  to 
be  unreliable.” 

Mr  Mike  Dabbs,  director  of 
quality  assurance  and  utilization 
review  at  TMA  asserts  there  already 
was  a gap  in  access  to  care.  “We 
really  don’t  know  what  the  ripple 
effect  will  be,  but  there  is  no  surplus 
of  doctors  who  see  Medicaid 
patients,”  he  says. 

It  is  a truism  that  physicians  are 
not  in  the  Medicaid  program  to 
make  money.  “At  best  they  may  be 
meeting  their  overhead  costs  if  they 
have  a very  frugal  operation,”  said 
Mr.  Dabbs.  “In  most  cases,  it’s  prob- 
ably running  about  5%  to  10%  less 
than  overhead  costs.” 

And  Texas  physicians  also  pro- 
vide a significant  amount  of  outright 
free  care.  TMA’s  1989  physician  sur- 
vey revealed  that  Texas  physicians 
serve  at  least  1.9  million  patients  per 
year,  or  an  average  of  95  per  physi- 
cian per  year,  without  payment. 
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How  the  Medicaid  crisis  unfoided 

When  the  National  Heritage  Insurance  Company  (NHIC), 
which  holds  the  contract  to  make  Medicaid  payments  to 
physicians,  hospitals  and  other  providers,  announced 
August  3,  1990,  that  it  was  halting  payments  because  the 
Texas  Department  of  Human  Services  (TDHS)  owed  it 
$117  million  in  premium  payments,  it  was  just  the  next 
step  in  a long  march  that  had  begun  at  least  2 years  earlier. 


The  short  version  of  the  story  is  that  a combination 
of  federally-mandated  and  state-approved  increases  in 
Medicaid  eligibility  had  used  up  all  funds  allocated  for 
Medicaid  in  the  fiscal  year  1990,  which  ended  August 
31,  1990. 

Following  is  a time  line  of  the  major  developments  in 
the  Medicaid  crisis. 


September  1988  and  September  1989  — 

the  Texas  Legislature  approved  two 
major  increases  in  the  number  of 
pregnant  women  and  children  who 
qualified  for  Medicaid.  TDHS  also 
simplified  the  eligibility  forms  and 
implemented  an  “integrated  eligibil- 
ity system”  that  resulted  in  increases 
in  eligibility  both  for  Medicaid  and 
other  department  programs. 

January  1990  — TDHS  first  announced 
a potential  deficit  in  FY  1990,  but 
acknowledged  that  the  figures  were 
based  on  very  preliminary  data. 

March  1990  — TDHS  adjusted  its  pro- 
jection to  $255  million,  but  did  not 


request  an  appropriation  from  the 
Legislature  because  the  department 
hoped  to  use  some  lapsed  funds 
available  in  other  TDHS  programs. 
Also  during  the  early  months  of 
1990,  Mr  Ron  Lindsey,  the  new 
TDHS  commissioner,  took  steps  to 
reduce  administrative  costs.  The 
changes  were  projected  to  save  $16 
million  to  $18  million. 

April  1, 1990  — a federally  mandated 
change  raised  the  income  eligibility 
cap  for  children  and  pregnant 
women  to  133%  of  poverty.  TDHS 
asked  physicians  and  hospitals  to 
accept  these  new  patients  but  to 
delay  billing  the  department  until 


August  1,  1990,  because  their  com- 
puter had  not  been  re-programmed. 

May  1990  — While  the  Legislature  was 
in  special  session,  TDHS  again 
revised  its  deficit  projection  down- 
ward and  increased  its  projection  of 
lapsed  funds,  which  left  a total  of 
only  $60  million  deficit  with  $32 
million  being  state  funds.  The 
Legislature  passed  Senate  Bill  11, 
which  provided  an  increased  appro- 
priation, the  authority  to  transfer 
lapsed  funds  with  final  approval 
from  the  Legislative  Budget  Board 
(LBB),  and  authorized  moving  some 
1991  funds  into  1990  to  meet  the 
shortfall. 


Raising  the  reimbursements 

Fred  L.  Merian,  MD,  chairman  of 
TMA’s  Council  on  Socioeconomics 
and  a Medicaid  provider  in  Yoakum, 
said  Medicaid  reimbursement  must 
be  increased  significantly  to  keep 
physicians  in  the  program.  “I  don’t 
think  doctors  expect  to  be  paid  their 
full  fees,”  he  said,  “but  they  should 
be  paid  enough  to  cover  their  costs 
and  some  amount  of  profit  and 
that’s  not  happening  now.  And 
Medicaid  must  reduce  the  hassles 
involved  in  getting  reimbursed.” 

In  late  August,  Texas  Medicaid 
director  Donald  L.  Kelley,  MD,  af- 
firmed the  department’s  commit- 
ment to  restoring  the  remaining  bal- 
ance of  a 10%  cut  from  1986.  Three 
percent  of  the  cut  was  restored  last 
year  and  another  1.5%  was  rein- 
stated last  month. 

“The  TDHS  Board  has  already 
agreed  to  ask  the  Legislature  for 
funding  to  reinstate  the  remaining 


5.5%  budgetary  adjustment  factor 
in  the  first  year  of  the  next  bien- 
nium,” said  Dr  Kelley.  “Another  ini- 
tiative very  high  on  my  list  of  priori- 
ties is  to  review  the  rates  that  we 
pay  to  pediatricians  and  family  prac- 
titioners for  primary  care-type  ser- 
vices, similar  to  the  way  that  we 
reviewed  the  rates  for  obstetrical 
services.”  (TDHS  increased  Medi- 
caid delivery  rates  twice  during  the 
last  2 years,  to  the  current  minimum 
of  $666.67  for  vaginal  and  $777.78 
for  cesarean-section  deliveries.) 

Dr  Kelley  also  mentioned  the  de- 
partment’s plans  to  study  the  Re- 
source Based  Relative  Value  Scale  in 
the  next  biennium  to  see  if  it  would 
be  beneficial  to  use  in  setting  rates. 

Facing  tbe  next  crisis 

While  Sen  Brooks  promises  his  sup- 
port for  overall  improvements  in  the 
Medicaid  program,  including  raising 


reimbursement  rates  for  providers, 
talk  of  improvements  is  tempered  by 
TDHS’s  deficit  problems,  which 
show  no  signs  of  abating. 

Indeed,  in  August,  TDHS 
Commissioner  Ron  Lindsey  indi- 
cated that  the  Medicaid  program 
will  need  an  additional  $340  million 
in  state  funds  by  April  1,  1991,  to 
meet  its  obligations. 

But  time  is  short  to  avert  another 
major  Medicaid  funding  crisis. 

“With  the  Legislature  starting  in 
mid-January  and  Medicaid  expect- 
ing to  run  out  of  funds  on  April  1, 
we  won’t  have  much  time  to  find  a 
solution,”  said  a spokesperson  in 
Sen  Brooks’  office.  “And  there’s  no 
reason  to  believe  the  problem  won’t 
grow  even  larger  over  the  next  few 
months.” 

Any  repair  to  the  department’s 
1991  budget  in  January  is  only  a 
partial  solution.  Mr  Lindsey  reported 
to  the  Legislative  Budget  Board  in 
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June  1990  — TDHS  and  NHIC  rene- 
gotiated the  premiums  paid  to 
NHIC,  out  of  which  NHIC  pays 
claims.  The  renegotiation,  carried 
out  according  to  the  contract 
between  TDHS  and  NHIC,  resulted 
in  higher  premiums  to  cover  changes 
that  had  significantly  increased 
claims  expenditures. 

July  1990  — NHIC  actuaries  projected 
a shortfall,  because  TDHS  had  not 
been  paying  the  full  premiums  as 
negotiated.  But  when  TDHS  sought 
to  transfer  $124  million  in  lapsed 
funds  to  make  up  a deficit  in  the 
Medicaid  program,  two  things 
threatened  to  delay  or  block  the 
transfer. 

First,  the  LBB  reminded  the 
department  that  the  transfer  could 
not  be  made  without  the  advance 
approval  of  the  governor  and  the 
10-member  budget  board,  which 
was  not  scheduled  to  meet  until 
August  24,  1990. 

Second,  nursing  home  owners, 
who  had  in  June  filed  a federal  law- 


late August  that  his  agency  would 
require  an  additional  $1.5  billion  in 
state  funds  for  the  1992-1993  bien- 
nium just  to  keep  doing  what  the 
law  requires  it  to  do.  To  do  what  the 
agency  would  like,  he  said,  would 
take  another  $2.5  billion. 

Guessing  at  numbers  and  people 

An  accurate  estimate  of  the  size  of 
the  fiscal  problem  is  what  all  parties 
say  is  required.  But  getting  that  esti- 
mate is  a central  difficulty. 

“The  department  really  missed 
the  boat  on  its  projections  [for  the 
deficit  in  1990],”  said  Sen  Brooks. 
“We  need  to  remedy  the  problems  in 
the  data  base,  because  it’s  those  pro- 
blems that  have  consistently  given  us 
wrong  projections  both  for  money 
and  for  people  we’re  to  serve.” 

But  Medicaid’s  Dr  Kelley  points 
out  how  difficult  it  is  to  plan  when 
the  federal  government  keeps  ex- 


suit against  TDHS  for  increased 
reimbursement  rates,  vowed  to  fight 
the  transfer,  which  included  about 
$45  million  in  lapsed  nursing  home 
funds. 

August  3, 1990  — The  Medicaid  pro- 
gram’s budget  shortfall  reached  cri- 
sis stage  when  NHIC  announced 
that  payments  for  services  provided 
after  July  24,  1990,  would  be  sus- 
pended until  the  LBB  met. 

Immediately  upon  learning  of  the 
payment  suspension,  TMA  and 
physicians  around  the  state  began 
contacting  legislators  and  members 
of  the  LBB  to  express  outrage  and  to 
explain  the  severe  problems  the  pay- 
ment delay  would  create  both  for 
physicians  and  patients. 

August  13, 1990  — The  Senate  Health 
and  Human  Services  Committee, 
chaired  by  Senator  Chet  Brooks  (D- 
Pasadena),  held  an  emergency  hear- 
ing to  investigate  the  problem. 
Among  those  testifying  was  Antonio 
Falcon,  MD,  who  spoke  on  behalf 


panding  eligibility  after  the  states’ 
budgets  are  set.  “It  makes  it  very 
hard  to  accurately  project,”  says  Dr 
Kelley.  “It  boils  down  to  who  has 
the  best  crystal  ball.” 

The  sheer  size  of  the  budget 
alone  makes  projections  chancy. 
“Consider  that  TDHS’s  1993  budget 
is  almost  $9  billion,  of  which  more 
than  $4.5  billion  is  for  Medicaid,” 
says  Dabbs.  “A  1%  error  in  project- 
ing is  a $90  million  error  one  way  or 
another.  And  I don’t  think  the 
agency  can  project  within  a 1% 
margin  of  error.” 

Maintaining  medicine’s  roie 

During  the  next  few  crucial  months, 
Louis  J.  Goodman,  PhD,  director 
of  TMA’s  Division  of  Medical  Eco- 
nomics, says  the  association  will 
continue  to  press  hard  for  increased 
reimbursement  rates.  “The  Medicaid 
program  simply  must  receive  ade- 
quate funding,  and  they  must  use 


of  TMA.  In  his  Rio  Grande  City 
family  practice.  Dr  Falcon  and  his 
partners  see  an  average  of  60 
Medicaid  patients  a day. 

August  15, 1990  — Lt  Gov  Bill  Hobby, 
who  chairs  the  LBB,  successfully 
intervened  in  negotiations  between 
TDHS  and  the  Texas  Health  Care 
Association  and  the  Texas  Assoc- 
iation of  Homes  for  the  Aging  to 
settle  the  court  suit  over  increased 
reimbursements  and  the  attempt  by 
the  nursing  home  associations  to 
block  the  transfer  of  $45  million 
needed  to  cover  part  of  the  Medi- 
caid shortfall. 

Under  terms  of  the  settlement, 
TDHS  raised  nursing  home  rates  by 
$5.05  a day  effective  September  1, 
1990. 

August  18, 1990  — With  anticipation  of 
LBB  approval  of  the  funds  transfer, 
NHIC  began  paying  claims  from 
reserves.  The  expected  approval  for 
the  transfer  came  at  the  LBB’s  meet- 
ing on  August  24,  1990. 


those  funds  in  the  most  efficient  and 
fairest  manner  to  ensure  improved 
access  to  care  and  the  continued 
support  of  Texas  physicians.” 

Dr  Kelley  is  quick  to  acknowl- 
edge the  support  of  physicians  and 
to  call  for  a continued  partnership. 
“My  hope  is  that  we’re  all  on  the 
same  team,  we  all  have  the  same 
goal,”  he  said.  “Let’s  just  do  what 
we  have  to  do  to  get  the  job  done.” 

And  what  will  happen  if  (or 
when)  the  money  runs  out  again? 

“One  good  thing  that  will  proba- 
bly happen  again  is  that  Texas 
physicians  will  be  ringing  their  legis- 
lators’ phones  off  the  hook,”  said 
Dr  Goodman.  “There  really  is  no 
replacement  for  even  a few  doctors 
around  the  state  calling  or  writing  to 
say,  ‘This  is  what  this  crisis  means  to 
me  and  my  patients.’” 
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Sometimes  just  talking 
helps:  at  the  table  with 
TMA  and  Medicare 

Ken  Ortolon 

TMA  Public  Relations  Assistant 

William  Strinden,  MD,  received  an 
$807.50  check  from  Medicare.  And 
he  was  angry. 

The  payment  was  for  surgery  in- 
volving the  transfer  of  healthy  mus- 
cle tissue  from  a woman’s  abdomen 
to  replace  dead  tissue  irradiated  fol- 
lowing a radical  mastectomy.  It  had 
taken  8 hours  and  required  two  sur- 
geons. But,  the  fee  paid  by  Medicare 
was  less  than  a tenth  of  the  normal 
fee  for  such  services. 

Dr  Strinden  appealed  the  carrier’s 
decision  but  got  nowhere.  “I  got  so 
frustrated  dealing  with  Medicare 
because  they  just  stonewall  you,”  he 
says. 

That  changed,  however,  when 
members  of  the  Texas  Medical  Asso- 
ciation Council  on  Socioeconomics 
and  Division  of  Medical  Economics 
staff  took  the  Lufkin  plastic  sur- 
geon’s case  to  the  carrier  during  a 
regular  meeting  with  Medicare  of- 
ficials. Following  the  May  meeting, 
the  carrier  agreed  to  increase  Dr 
Strinden’s  reimbursement  to 
$4,601.80.  They  also  agreed  to  add 
a procedure  code  to  his  profile  and 
increased  the  allowed  fee  for  another 
procedure  from  $35  to  $927. 

Dr  Strinden’s  case  is  among 
dozens  of  Medicare  reimbursement 
problems  and  policy  issues  that 
TMA  representatives  discuss  with 
Medicare  at  regular  “carrier  meet- 
ings.” In  the  2 years  since  those 


meetings  were  initiated,  TMA  has 
accomplished  a great  deal,  including 
development  of  a Medicare  patient 
consent  waiver  form  and  reductions 
in  the  number  of  “medically  unnec- 
essary” letters  sent  to  physicians. 
Many  problems  similar  to  Dr 
$trinden’s  also  have  been  resolved. 

Not  all  problems  are  resolved  as 
easily  as  Dr  Strinden’s,  but  Medi- 
care’s willingness  to  address  the 
problems  is  a testament  to  the  rap- 
port between  TMA  and  the  carrier. 

“I  think  we  get  exceptional 
understanding,”  says  John  Selby, 
MD,  of  Lubbock,  who  chaired  the 
Council  on  Socioeconomics  when 
the  meetings  began  in  1988.  “We’ve 
seen  a lot  of  improvement  in  their 
approach  and  attitude.  We’ve  had  a 
spirit  of  real  cooperation.” 

The  carrier  meetings  began  in 
1988  after  the  Health  Care  Financ- 
ing Administration  tried  to  recoup 
some  $13.5  million  in  Medicare 
payments  from  Texas  physicians  and 
patients.  At  that  time.  Medicare  was 
sending  out  as  many  as  200  “medi- 
cally unnecessary”  letters  to  physi- 
cians each  day.  In  search  of  help,  the 
physicians  turned  to  TMA. 

“We  started  the  meetings  because 
of  the  number  and  type  of  letters  we 
were  getting  from  doctors,”  says 
Lou  Goodman,  PhD,  director  of  the 
TMA  Division  of  Medical  Economics. 
“We  were  getting  hundreds  of  calls 
and  letters,  all  on  the  same  topic.” 

While  TMA  always  had  main- 
tained a good  relationship  with  the 
Medicare  carrier,  some  tension  was 
apparent  as  representatives  of  the 
two  organizations  sat  down  for  their 
initial  discussions  on  August  26,  1988. 

“The  first  couple  of  meetings  were 
quite  hostile,”  Dr  Goodman  says. 
“They  were  defensive  about  why  we 
were  challenging  their  decisions.” 


However,  Aubrey  Godfrey,  MD, 
associate  medical  director  for  the 
carrier,  says  company  officials  were 
supportive  of  the  regular  meetings 
from  the  beginning.  He  points  out 
he  regularly  had  attended  Council 
on  $ocioeconomics  meetings  to  dis- 
cuss Medicare  issues  with  TMA 
leaders,  and  the  company  and  TMA 
already  had  a good  working  rela- 
tionship. 

“We  want  doctors  to  understand 
our  policies  and  TMA  helps  do 
that,”  he  says.  “We’ve  tried  to  be 
responsive  to  the  physicians  of  Texas.” 

Despite  the  tensions,  the  results 
are  positive.  That  first  meeting  led  to 
TMA’s  development  of  the  patient 
consent  waiver  form,  under  which 
patients  agree  to  pay  for  services  if 
Medicare  determines  the  services  in 
unassigned  claims  are  “medically 
unnecessary.” 

And  the  success  stories  continue. 
“Medically  unnecessary”  letters 
have  been  cut  from  more  than  200 
per  day  to  less  than  50.  And  pay- 
ment policies  have  been  better 
defined  for  such  things  as  compre- 
hensive hospital  visits  and  concur- 
rent care. 

David  Marcus,  PhD,  director  of 
the  TMA  Health  Care  Financing 
Department,  says  the  reason  for  the 
success  is  rapport. 

“TMA  is  victorious  in  cases 
where  individual  doctors’  direct 
appeals  have  failed  because  of  rela- 
tionships that  have  developed 
through  the  meetings  and  the  level  at 
which  they  are  conducted,”  he  says. 

Representing  the  Medicare  car- 
rier at  the  May  meeting  were  Dr 
Godfrey  and  Gwyn  Harwell,  MD, 
vice  president,  medical  director;  Bar- 
bara Harvey,  director  of  staff  ser- 
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vices;  and  Leah  Ann  Embry,  director 
of  medical  review/program  integrity. 
Representing  TMA  were  Dr  Selby, 
current  Council  on  Socioeconomics 
Chairman  Fred  Merian,  MD,  and 
staff  members  Goodman,  Marcus 
and  Pat  Coffey,  physician  reimburse- 
ment specialist. 

“We  bring  attention  to  these  mat- 
ters at  a level  where  we  can  get 
things  done,”  Dr  Marcus  says.  “If 
they  say  ‘This  is  the  rule,’  we  can 
say  ‘Why  is  it  the  rule?  Where  did  it 
come  from?’  That  kind  of  exchange 
cannot  occur  in  a physician’s  deal- 
ings with  a claims  reviewer.  These 
meetings  take  place  in  a completely 
different  atmosphere.” 

Dr  Strinden’s  case  is  a good 
example.  He  had  appealed  through 
regular  channels  twice  and  failed. 

“In  2 years  of  dealing  with  Medicare 
and  getting  totally  inadequate  reim- 
bursements, I had  never  gotten  any- 
where,” he  says.  “I  would  appeal 
and  reappeal  and  just  meet  with  a 
brick  wall.” 

He  was  thrilled  at  TMA’s  success 
in  pressing  his  case,  although  he 
notes  the  $4,600  he  received  still 
was  far  less  than  the  usual  amount  a 
private-pay  patient  would  have  been 
charged  for  such  a procedure. 

Besides  benefiting  the  physician, 
such  victories  also  establish  prece- 
dents, says  Dr  Merian,  a Yoakum 
family  physician. 

“These  meetings  force  the  carrier 
to  do  things  the  same  way  all  the 
time,”  Dr  Merian  says.  “It  makes 
them  be  consistent.  Once  we  get 
rules  established,  they  have  to  live 
by  them.” 


A defense 
against  cancer 
can  be  cooked  up 
in  your  kitchen. 


Dr  Selby  adds  that  Medicare 
officials  “are  just  as  anxious  as  we 
are  to  do  things  right.  They  are  will- 
ing to  meet  with  us  and  confront 
these  problems,  and  I believe  they 
appreciate  our  doctors’  concerns 
being  funneled  through  one  source.” 

Medicare  officials  echo  that  senti- 
ment. 

“We  feel  these  have  been  very 
productive  meetings,”  Dr  Godfrey 
says.  “They  give  us  an  opportunity 
to  be  sure  that,  when  TMA  brings 
questions  to  us,  we  have  appropriate 
policies  to  address  them.  They  also 
help  keep  us  informed  when  we 
have  a problem  processing  claims.” 

Many  specific  problems  have 
been  resolved  through  the  meetings, 
but  the  most  important  thing  TMA 
is  working  on  is  getting  Medicare  to 
base  its  actions  on  medical,  rather 
than  economic  decisions.  Dr  Good- 
man says. 

“Many  of  those  ‘medically 
unnecessary’  letters  were  just  eco- 
nomic decisions  based  on  computer 
matches  with  no  medical  basis  at 
all,”  Dr  Goodman  says.  “We’re 
pleased  with  our  progress  in  this 
area  but  we  must  maintain  our  vigil 
over  Medicare  to  assure  that  its 
decisions  are  medical-review  driven 
instead  of  dollar  driven.” 


There  is  evidence 
that  diet  and  cancer 
are  related.  Some 
foods  may  promote 
cancer,  while  others 
protect  you  from  it. 

Foods  related  to  low- 
ering the  risk  of  cancer 
of  the  larynx  and  esoph 
agus  all  have  high 
amounts  of  carotene,  a 
form  of  Vitamin  A 
which  is  in  canta- 
loupes, peaches,  broc- 
coli, spinach,  all  dark 
green  leafy  vegeta- 
bles, sweet  potatoes, 
carrots,  pumpkin, 
winter  squash,  and 
tomatoes,  citrus  fruits  and 
brussels  sprouts. 

Foods  that  may  help  reduce  the 
risk  of  gastrointestinal  and  respira- 
tory tract  cancer  are  cabbage, 
broccoli,  brussels  sprouts,  kohl- 
rabi, cauliflower. 

Fruits,  vegetables  and  whole- 
grain  cereals  such  as  oat- 
meal, bran  and  wheat 
may  help  lower  the 
risk  of  colorectal 


cancer. 

Foods  high  in  fats, 
salt-  or  nitrite-cured 
foods  such  as  ham, 
and  fish  and  types  of 
sausages  smoked  by  traditional 
methods  should  be  eaten  in 
moderation. 

Be  moderate  in  consumption 
of  alcohol  also. 

A good  rule  of  thumb  is  cut 
down  on  fat  and  don’t  be  fat. 
Weight  reduction 
may  lower  cancer 
risk.  Our  12-year 
study  of  nearly  a 
million  Americans 
uncovered  high 
cancer  risks  partic- 
ularly among  people 
40%  or  more  overweight. 

Now,  more  than  ever,  we 
know  you  can  cook  up  your 
own  defense  against  cancer.  So 
eat  healthy  and  healthy. 


I 


No  one  faces 

cancer  alone. 

AAAERIO^N  CANCER  SOQETY® 
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Practice 

Management 

Workshops 

It  takes  smart  decisions  to  develop  a 
successful  practice.  Where  to  go  to  school^ 
What  to  specialize  in?  Where  to  set  up 
practice  - and  what  type  of  practice?  Now 
make  the  decision  that  will  help  keep  your 
practice  successful  — use  the  Texas  Medical 
Association  Advantage. 

Your  Association  provides  a senes  of 
workshops  designed  to  make  a difference  in 
the  future  success  of  your  practice.  Whe- 
ther you're  a new  physician  establishing  a 
practice,  geanng  up  for  retirement,  or 
somewhere  in  between  — TMA  has  the 
workshop  to  meet  your  needs. 

This  fall,  TMA  offers  a selection  ol 
workshops  to  keep  your  practice  fiscally  fit! 
Attend  one  or  all  of  these  financially 
focused  workshops: 

Tax  Strategies  for  the 
1990’s 

One  Day  Workshop 

Specially  designed  for  doctors  in  pnvate 
and  part-time  practice  who  want  to  know 
the  latest  in  tax  strategies  and  planning 
techniciues. 

Learn  how  to; 

• Employ  the  latest  in  tax  planning 
techniques  and  strategies  to  maximize 
your  deductions 

• Challenge  your  tax  advisor  to 
become  more  aggressive... safely 

• Develop  a foolproof  tax  documenta- 
tion system  that  includes  soundly 
constructed  supporting  records 

• Forecast  your  tax  liability  more  suc- 


cessfully with  innovative  approaches 
that  will  put  more  money  in  your 
pocket  at  the  end  of  ever)'  tax  year 

Program  Highlights: 

• “Audit  Proof’  your  tax  records 

• Maximize  your  deductible  entertain- 
ment expenses 

• Combine  personal  pleasure  with 
business  travel 

• Hire  and  lease  from  relatives 

• Get  your  maximum  business  auto- 
mobile deductions 

• IRS  audits 

Dates/Locations: 

October  10,  1990  Houston 

October  1 1,  1990  San  Antonio 

October  12,  1990  Dallas 

Asset  Protection  and 
Estate  Preservation 

A Half-Day  Workshop 

Today,  you  must  spend  time  not  only 
accumulating  wealth,  but  also  knowing 
how  to  protect  it.  Asset  Protection  and 
Estate  Preserv'ation  is  designed  as  a lirst  step 
toward  preserv'ing  your  net  worth. 

Some  assets  are  statutonly  protected 
from  creditors,  others  are  not.  You  need  to 
know  the  difference,  as  well  as  the  steps  to 
take  in  titling  assets  to  maximize  legal 
options.  This  course  will  outline  a 
coordinated  approach  to  maximizing  future 
retirement  income  and  minimizing  estate 
and  income  taxes. 

Program  Highlights: 

• Which  assets  are  truly  protected  in 
the  event  of  a malpractice  judgement? 

• How  you  can  protect  assets  that 
would  not  othenvise  be  protected 
from  malpractice  suits? 

• What  is  the  best  way  to  shift  and  keep 
control  of  assets  and  maintain  an 


income  stream? 

• After  you  have  protected  assets 
lawsuits,  how  do  you  minimize 
federal  income  tax? 

Dates/Locations: 

October  18  and  20,  1990 
October  27,  1990  He 

TMA  1990  VIP  Risl 
Management  Sene; 

Afternoon  Workshops 

A special  nsk  management  senes  f 
Very'  Important  Professionals  - the  me 
office  support  staff.  TMA  1990  VIP  Ri 
Management  Series  covers  the  two  mi 
important  areas  ol  communication  fo 
medical  staff  interpersonal  relations  a 
procedural  skills.  During  the  seminar 
staff  can  personally  assess  their  skills  I 
areas  of  growth. 

Program  Highlights: 

• The  new  medical  climate  - bein 
team  player 

• Personal  relations  skills 

• Body  language  and  its  impact 

• Friendly  chitchat:  is  it  appropri: 

• Telephone  logging  and  presenb 

• Release  forms:  what  is  required'. 

• Case  studies  and  the  latest  mal- 
practice statistics  involving  mec 
office  staff 


Dates/Locations: 

October  18 

October  22 

San  A 

November  1 

November  7 

Ai 

November  8 

Lu 

November  15 

Corpus ' 

November  28 

November  29 

Ft. 

December  6 

Hi 

December  13 

Bea 

Retirement  Plans  for 
w the  1990’s 

ig  Seminars 

'se  evening  seminars  are  designed  for 
|ians,  their  spouses  and  office 
,,ers  who  need  infomiation  about 
ig  the  t^pe  of  retirement  plan  best 
for  the  mdivadual  practice  or  group. 

im  Highlights: 

dow  to  simplify  the  retirement  plan 
brocess  while  keeping  cost  under 
I'ontrol 

aductary  liability:  You  can't  eliminate 
t,  but  you  can  control  it 
Strategies  for  successful  investing:  It's 
impler  than  you  think 
|<eeping  your  assets  safe  in  the  event 
j)f  bankruptcy 

iTocations: 


ober  2 
:ober  3 
fober  23 
j.ober  24 
j.ober  25 


Dallas 
Ft.  Worth 
Austin 
San  Antonio 
Houston 


1^  Financial  Aspects  of 
Contractual 
Arrangements 

f-Day  Workshop 

you  contract  sacay?  As  a physician, 
faced  with  evaluating  a variety  of 
cts  that  impact  your  practice 
lally — hospital  recruitment 
rents;  group  emplo}Tnent  contracts 
anaged  care  contracts, 
ir  ability  to  effectively  evaluate  the 
lal  aspects  of  contracts  requires  that 
ive  up-to-date  fee  schedules  and  you 
the  right  questions  to  ask. 
s special  workshop  will  give  you  the 


questions  to  ask  and  the  answers  you  want 
to  hear. 

Program  Highlights 

• Hospital  recruitment  agreements 
Profit  versus  non-profit  hospitals 
Financial  aspects  of  contract 
Recruitment  incentives 

Tax  effects  of  income  guarantee  and 
repayment 

• Group  employment  contracts 
Financial  and  other  provisions  of  the 
contract 

Tax  relationships 
Practice  buy-in  provisions 

• Managed  care  contracts 
Evaluating  a contract 
Financial  impact  on  the  practice 
Maximizing  managed  care 
reimbursements 

DatesAocations 

November  8,  1990  Houston 


To  register,  call  TMA 
Department  of  Practice 
Management  Services:  (512)  477- 
6704,  Ext.  350. 
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TexasMedical 

Association 


PHYSICIANS  CARING  FOR  TEXANS 


There  are  more  new 
issues  facing  Cardiology 
than  ever  before. 


The 

American 

Journal 

of 

Cardiology 


)79  C«ran«r)'  Artcrf  tMw«M  627  Card)o*nyap«thiF 
6)2 


58)  Ph.rm*oto., 

60)  C«nt»tUve  H«art  Faikirr  M2  LMorial 
614  Valvular  Heart  Oneaw  645  Brtrt  Report* 

a TORHC  MCOiCAi.  iOUMNAL  CAHNERS  PUBCtSHINQ  COMRAHT 


With  24  regular  issues  plus  single  subject  supple- 
ments, The  American  Journal  of  Cardiology  is  the 
world's  leading  provider  of  peer-reviewed  original, 
clinical  editorial  concerned  with  the  diagnosis  and 
treatment  of  cardiovascular  disease. 

Ensure  your  participation! 

Call  this  toll  free  number: 

1 (800)637-6073. 

First-time  subscribers  pay 
only  $19.90 


<D 


Cahners  Publishing  Company,  Health  Care  Group 

A Division  of  Reed  Publishing  USA 
249  West  1 7th  Street,  New  York,  NY  1 001 1 


A BRIGHT  IDE^ 
IN  MILD  TO  MODERAT 
HYPERTENSION 


%% 


180-mg  Calan  SR...once-daily,  single-agent  therapy 

• Efficacy  proven  comparable  to  240  mg^ 

• 24-hour  control  with-once-daily  dosing'* 

• Low-dose,  well-tolerated'  therapy' 

A more  economical  choice* 


•Total  daily  dosages  above  240  mg  should  be  administered  in  divided 
doses.  Calan  SR  should  be  administered  with  food. 

■Constipation,  which  Is  easily  mahaged  ih  most  patieots,  is  the  most 
commohly  reported  side  effect  of  Calan  SR. 

■Price  comparison  versus  240-mg  Calan  SR. 

Please  see  next  page  of  this  advertisemeht  for  refereoces  and  a brief 
summary  of  prescribing  information. 


180mg 

Airnr\/omil  |_jQl/<[drr^LI 


SUSTAINED-RELEASE  CAPLETS 


Consistent  with  1988  JNC  recommendation... 

The  1988  report  of  the  Joint  National  Committee  on  Detection,  Evaluation, 
and  Treatment  of  High  Blood  Pressure  recommends  that  blood  pressure 
be  controlled  "...with  the  fewest  drugs  at  their  lowest  dose...."^ 


When  you  want  high 
single-agent  efficacy  in  a 
lower  dose,  prescribe... 


SUSTAINED-RELEASE  CAPLETS 


A BRIGHT  IDEA 

in  verapamil  SR  therapy 


References: 

1.  Data  on  file,  G.D.  Searle  & Co.  2. 1988  Joint  National  Committee: 

The  1988  report  of  the  Joint  National  Committee  on  Detection, 

Evaluation,  and  Treatment  of  High  Blood  Pressure,  Arch  Intern  Med 
1988:148:1023-1038. 

BRIEF  SUMMARY 

Contraindications:  Severe  LV  dysfunction  (see  Warnings),  hypotension  (systolic  pressure 
< 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syndrome  (if  no  pacemaker  is  present),  2nd-  or 
3rd-degree  AV  block  (if  no  pacemaker  is  present),  atrial  flutter/fibrillation  with  an  accessory 
bypass  tract  (eg,  WPW  or  LGL  syndromes),  hypersensitivity  to  verapamil. 

Warnings:  Verapamil  should  be  avoided  in  patients  with  severe  LV  dysfunction  (eg,  ejection 
fraction  < 30%)  or  moderate  to  severe  symptoms  of  cardiac  failure  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta-blocker.  Control  milder  heart  failure 
with  optimum  digitalization  and/or  diuretics  before  Calan  SR  is  used.  Verapamil  may  occasionally 
produce  hypotension  Elevations  of  liver  enzymes  have  been  reported.  Several  cases  have  been 
demonstrated  to  be  produced  by  verapamil.  Periodic  monitoring  of  liver  function  in  patients  on 
verapamil  is  prudent.  Some  patients  with  paroxysmal  and/or  chronic  atrial  flutter/fibrillation  and 
an  accessory  AV  pathway  (eg,  WPW  or  LGL  syndromes)  have  developed  an  increased  antegrade 
conduction  across  the  accessory  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  or  ventricular  fibrillation  after  receiving  I.V.  verapamil  (or  digitalis).  Because 
of  this  risk,  oral  verapamil  is  contraindicated  in  such  patients.  AV  block  may  occur  (2nd-  and 
3rd-degree,  0 8%).  Development  of  marked  Ist-degree  block  or  progression  to  2nd-  or  3rd- 
degree  block  requires  reduction  in  dosage  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy.  Sinus  bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema  and^r  severe 
hypotension  were  seen  in  some  critically  ill  patients  with  hypertrophic  cardiomyopathy  who  were 
treated  with  verapamil. 

Precautions:  Verapamil  should  be  given  cautiously  to  patients  with  impaired  hepatic  function 
(in  severe  dysfunction  use  about  30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients 
should  be  monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  overdosage. 
Verapamil  may  decrease  neuromuscular  transmission  in  patients  with  Duchenne's  muscular 
dystrophy  and  may  prolong  recovery  from  the  neuromuscular  blocking  agent  vecuronium.  It  may 
be  necessary  to  decrease  verapamil  dosage  in  patients  with  attenuated  neuromuscular  transmis- 
sion. Combined  therapy  with  beta-adrenergic  blockers  and  verapamil  may  result  in  additive 
negative  effects  on  heart  rate,  atrioventricular  conduction  and/or  cardiac  contractility;  there  have 
been  reports  of  excessive  bradycardia  and  AV  block,  including  complete  heart  block.  The  risks 
of  such  combined  therapy  may  outweigh  the  benefits.  The  combination  should  be  used  only 
with  caution  and  close  monitoring.  Decreased  metoprolol  clearance  may  occur  with  combined 
use.  Chronic  verapamil  treatment  can  increase  serum  digoxin  levels  by  50%  to  75%  during  the 
first  week  of  therapy,  which  can  result  in  digitalis  toxicity.  In  patients  with  hepatic  cirrhosis, 
verapamil  may  reduce  total  body  clearance  and  extrarenal  clearance  of  digitoxin.  The  digoxin 
dose  should  be  reduced  when  verapamil  is  given,  and  the  patient  carefully  monitored.  Verapamil 
will  usually  have  an  additive  effect  in  patients  receiving  blood-pressure-lowering  agents.  Disopyr- 
amide  should  not  be  given  within  48  hours  before  or  24  hours  after  verapamil  administration. 


Concomitant  use  of  flecainide  and  verapamil  may  have  additive  effects  on  myocardial  contractility, 
AV  conduction,  and  repolarization.  Combined  verapamil  and  quinidine  therapy  in  patients  with 
hypertrophic  cardiomyopathy  should  be  avoided,  since  significant  hypotension  may  result. 
Concomitant  use  of  lithium  and  verapamil  may  result  in  a lowering  of  serum  lithium  levels  or 
increased  sensitivity  to  lithium.  Patients  receiving  both  drugs  must  be  monitored  carefully. 
Verapamil  may  increase  carbamazepine  concentrations  during  combined  use.  Rifampin  may  reduce 
verapamil  bioavailability.  Phenobarbital  may  increase  verapamil  clearance.  Verapamil  may  increase 
serum  levels  of  cyclosporin.  Concomitant  use  of  inhalation  anesthetics  and  calcium  antagonists 
needs  careful  titration  to  avoid  excessive  cardiovascular  depression.  Verapamil  may  potentiate 
the  activity  of  neuromuscular  blocking  agents  (curare-like  and  depolarizing):  dosage  reduction 
may  be  required.  Adequate  animal  carcinogenicity  studies  have  not  been  performed.  One  study 
in  rats  did  not  suggest  a tumorigenic  potential,  and  verapamil  was  not  mutagenic  in  the  Ames 
test  Pregnancy  Category  C.  There  are  no  adequate  and  well-controlled  studies  in  pregnant 
women.  This  drug  should  be  used  during  pregnancy,  labor,  and  delivery  only  if  clearly  needed. 
Verapamil  is  exaeted  in  breast  milk;  therefore,  nursing  should  be  discontinued  during  verapamil 
use. 

Adverse  Reactions:  Constipation  (7.3%),  dizziness  (3.3%),  nausea  (2.7%),  hypotension  (2.5%), 
headache  (2.2%),  edema  (1.9%),  CHE,  pulmonary  edema  (1.8%),  fatigue  (1.7%),  dyspnea  (1.4%), 
bradycardia:  HR  < 50/min  (1.4%),  AV  block:  total  r,2°,3°  (1.2%),  2°  and  3°  (0.8%),  rash 
(1.2%),  flushing  (0.6%),  elevated  liver  enzymes.  The  following  reactions,  reported  in  1.0%  or 
less  of  patients,  occurred  under  conditions  where  a causal  relationship  is  uncertain:  angina 
pectoris,  atrioventricular  dissociation,  chest  pain,  claudication,  myocardial  infarction,  palpitations, 
purpura  (vasculitis),  syncope,  diarrhea,  dry  mouth,  gastrointestinal  distress,  gingival  hyperplasia, 
ecchymosis  or  bruising,  cerebrovascular  accident,  confusion,  equilibrium  disorders,  insomnia, 
muscle  cramps,  paresthesia,  psychotic  symptoms,  shakiness,  somnolence,  arthralgia  and  rash, 
exanthema,  hair  loss,  hyperkeratosis,  macules,  sweating,  urticaria,  Stevens- Johnson  syndrome, 
erythema  multiforme,  blurred  vision,  gynecomastia,  increased  urination,  spotty  menstruation. 
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American  Physicians  Insurance  Exchange 

MALPRACTICE 

Ifs  an  allegation  that  can  happen  to  anyone. 


You  don’t  have  to  stand  alone! 


We  wrote  the  book  on  malpractice  insurance. 
We  started  writing  professional  liability 
insurance  over  12  years  ago,  when  the  other 
insurance  companies  were  looking  for  a way  out. 

Why?  Because  we’re  100%  owned  and 
controlled  by  dentists  and  physicians.  We 
know  you  can’t  operate  your  practice  without 
malpractice  insurance. 


We  know  a good  insurance  company  must 
insure  all  specialties.  And  we  have  never 
settled  a claim  without  an  insured’s  written 
consent.  We  believe  that  you  shouldn’t  have 
to  stand  alone.  If  you’re  concerned  about  your 
insurance  company’s  commitment  to  you, 
give  us  a call  today. 


1301  Capital  of  Texas  Highway,  Suite  #B-300 
Austin,  Texas  78746 
(512)  328-1520 


Nationwide  1-800-252-3628 


In  San  Antonio: 

Bill  Sweet 
(512)  525-0152 


The  modt  vuibie  ctadh  in  an 
election  io  between  candidates. 
However,  a conversation  with 
political  cons ultants  George 
Shipley  and  Karl  Rove 
reveals  a number  of  underlying 
strategic  conflicts  as  Texas 
approaches  the  November  6 
general  election. 


George  Shipley,  PhD,  i)  president 
of  Shipley  e3  Aooociateo,  Inc,  a 
public  opinion  reoearch  and  con- 
sulting group.  He  served  as  spe- 
cial assistant  to  US  Senator 
Lloyd  Bentsen  from  1974  through 
1977.  He  is  a former  Congres- 
sional Fellow  of  the  American 
Political  Science  Association  and 
a member  of  the  American  and 
International  Associations  of 
Political  Consultants.  In  1988, 
he  served  as  national  strategist 
and  communications  director  for 
the  presidential  campaign  of  Sen 
Al  Gore,  Jr.  He  is  an  adjunct  fac- 
ulty member  at  the  Lyndon 
Ba  ines  Johnson  School  of  Public 
Affairs  at  The  University  of 
Texas  at  Austin. 

Karl  Rove  i)  president  of  Karl 
Rove  + Company,  a direct  mar- 
keting firm  specialising  in 
fundraising  and  membership  pro- 
grams for  political  candidates 
and  nonprofit  groups.  Pre- 
viously, he  has  served  as  deputy 
executive  assistant  and  special 
assistant  for  administration  to 
Texas  Gov  William  P.  Clements, 
Jr;  deputy  director  of  the  Texas 
Governor  Clements  Committee; 
assistant  to  George  Bush  and 
executive  director  of  the  Fund  for 
Limited  Government;  adminis- 
trative aide  to  Texas  Rep  Fred 
Agnich  (R-Dallas);  and  finance 
director  of  the  Republican  Party 
of  Virginia.  He  aUo  has  experi- 
ence as  the  executive  assistant  to 
the  co-chairman  and  special 
assistant  to  the  chairman. 
Republican  National  Committee; 
leguilative  aide  to  Congressman 
Richard  Mallary  (R-Vermont); 
and  executive  director.  College 
Republican  National  Committee. 

Texas  Medical  Associa- 
tion ’s  Director  of  Public  Affairs 
Kim  Ross  moderates  this  discus- 
sion of  the  November  6 general 
election. 
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Straight  ticket 

vs 

SPLIT  TICKET 

Mr  RjOd,t:  Do  you  foresee  in  the  general 
election  in  November  a polarization 
along  party  lines  or  is  there  a growing 
middle  ground  of  ticket  splitters? 

Mr  Rove:  I think  it  will  appear  to  be 
ticket  splitting,  and  there  will  be  a 
substantial  amount  of  that,  but  there 
also  will  be  an  increase  in  partisan 
voting  as  a large  number  of  Republi- 
cans who  voted  in  Presidential  years, 
but  not  in  non-Presidential  years, 
come  to  the  polls. 

Mr  Rodd:  Part  of  the  Republican  strat- 
egy, I think,  is  to  bring  a portion  ot 
the  Presidential-year  voters  back  into 
the  arena.  Part  of  the  Democratic 
strategy  will  simply  be  to  get  the 
Democrats  out  to  vote. 

Dr  Shipley:  No,  the  Democratic  game 
plan  will  be  to  simply  make  very,  very 
strong  appeals  based  on  issues  that 
are  persuasive  to  “swing  voters,”  par- 
ticularly in  the  suburbs.  You’ll  see 
those  issues  introduced  in  the  latter 
part  of  the  campaign  by  the  Demo- 
cratic candidates. 

Mr  Rove:  I ’d  make  two  obseiwations. 
One  is  that  the  Republican  strategy  is 
to  try  to  find  polarizing,  value-based 
issues  that  will  divide  people  from 
their  normal  allegiance,  especially  in 
the  rural  parts  of  the  state.  That’s 
already  begun.  Second,  the  Republi- 
cans have  a big  advantage  with 
incumbent  Phil  Gramm  for  the  US 
Senate  and  Clayton  Williams  for  gov- 
ernor at  the  top  of  the  ticket  to  set 
those  themes.  The  Democrats  lack  at 
least  hall  of  that  strong  top-of-the- 
ticket  combination,  with  a veiy  weak 


Glossary 

Choice  iddue:  The  issues  surrounding  abortion. 

CoattaiL:  A candidate’s  ability  to  benefit  from  another’s  political  prestige. 

Direct  mail:  Mail  campaigns  directed  to  very  narrow,  clearly  defined 
audiences. 

Down-ballot  raced:  The  races  printed  in  the  lower  portions  of  the  election 
ballot. 

Platform:  A declaration  of  principles  on  which  a party  stands  and  on 
which  it  appeals  for  support. 

Pocketbook  iddued:  Issues  relating  to  financial  gain  or  loss. 

Predidential-eUction-year  Republicand:  Voters  who  support  Republicans  in 
the  race  for  President  of  the  United  States,  but  who  tend  to  vote  less  in 
off-year  elections  for  governor  and  statewide  offices. 

Revenue  enhancement:  Taxes. 

Soundbite:  The  audio  track  of  a radio  or  television  interview. 

Straight  ticket:  Voting  for  all  the  candidates  from  one  party. 

Ticket  dplitterd  (dwing  voterd):  Voters  who  support  candidates  from  all  par- 
ties, voting  for  a Democrat  in  one  race  and  a Republican  in  another 
race,  etc. 

Top-of-the-ticket  raced:  The  races  that  are  printed  at  the  top  of  the  election 
ballot  and  tend  to  be  the  first  in  which  the  voter  selects  a Democrat  or 
Republican  or  other  party  affiliation.  Voting  for  a certain  party  at  the 
top  ot  the  ticket  may  increase  the  chances  a voter  will  stay  with  the 
party  on  other  elections  on  the  ballot. 


senatorial  candidate  in  Hugh  Parmer. 
That  makes  it  difficult  for  them  to  get 
started  early  in  setting  the  theme,  and 
October  may  just  be  too  late. 

This  is  a weird  election  in  the  sense 
that  people  are  not  paying  that  much 
attention  to  it.  On  one  hand,  I think 
they’re  making  early  and  relatively 
concrete  decisions  vis-a-vis  the  top-of- 
the-ticket  races.  They’ve  decided  the 
race  is  over,  and  they’re  going  to  vote 
for  Phil  Gramm  or  Hugh  Parmer  for 
the  US  Senate.  But  they  haven’t  paid 
that  much  attention  down  the  ballot. 

Issues 

vs 

PERSONALITIES 

MrRodd:  What  are  the  issues  up  and 
down  the  ballot?  What  issues  are 
driving  the  candidates? 


Dr  Shipley:  There  are  generally  two 
sets  of  issues.  The  Republican  issues 
will  involve  what  Karl  described  as 
social  values,  and  they  will  argue 
social  desirability  and  so  forth.  Con- 
sistent with  that  argument  there  will 
be  a series  of  debates,  I suppose,  on 
the  issues  that  apply  not  only  to  jobs 
and  public  education  — whether  we 
should  in  some  sense  privatize  educa- 
tion — there  will  also  be,  I think,  a 
veiy  healthy  debate  in  Texas  this  fall 
over  the  environment.  There  will  also 
be  a debate  over  ethics  again,  as  we 
had  in  the  primary.  And  I think  there 
could  be  other  debates  of  that  nature, 
as  issues  come  to  the  surface. 

For  example,  on  the  abortion  ques- 
tion, I think  we ’ll  have  a very  serious 
debate.  The  Republicans  will  argue 
for  parental  consent,  the  Democrats 
will  argue  for  a woman’s  right  to  pri- 
vacy. And  there  will  be  legitimate 
points  of  view  on  both  sides. 
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Karl  Rove 


George  Shipley 


Mr  Rove:  We  re  entering  a new  era  In 
Texas  politics.  For  at  least  the  last  20 
years,  we’ve  had  seriously  contested 
senatorial  races,  and  lor  the  last  12 
years  we’ve  had  seriously  contested 
gubernatorial  contests.  Now  we’re 
getting  into  a situation  where  we  have 
seriously  contested  down-ballot  races 
for  lieutenant  governor,  attorney  gen- 
eral, and  so  forth.  It  will  be  difficult 
for  Democrats  and  Republicans  alike 
to  grapple  with  this  new  situation. 
What  we  are  having  is  a lot  of  cam- 
paigns below  the  veiy  top  of  the  ballot 
that  will  be  personality-based.  It  has 
some  to  do  with  this  or  that  appro- 
priate policy  choice.  It  has  more  to  do 
with  this  or  that  aspect  of  the  candi- 
date’s character. 


At  stake  in 
November 

On  November  6,  Texans  go  to 
the  polls  to  elect  the  state’s  gov- 
ernor, lieutenant  governor, 
attorney  general,  comptroller, 
state  treasurer,  commissioner  of 
the  general  land  office,  commis- 
sioner of  agriculture,  and  a rail- 
road commissioner. 

They  will  select  the  150 
members  of  the  Texas  House  of 
Representatives,  16  state  sena- 
tors, the  chief  justice  of  the 
state  Supreme  Court,  two 
Supreme  Court  justices,  five 
judges  to  serve  on  the  Court  of 
Criminal  Appeals,  and  seven 
members  of  the  State  Board  of 
Eiducation. 

They  also  will  elect  emis- 
saries to  Washington,  DC:  a 
United  States  senator  and  27 
representatives. 


Dr  Shipley:  It  might,  unless  there  are 
certain  emergent  themes,  and  this  is 
one  of  those  years  when  there  could 
well  be  certain  emergent  themes.  No 
one  needs  to  recite  the  evidence  of  oil 
spills  in  Galveston  Bay  to  discuss  the 
lackadaisical  attitude  of  the  Texas 
state  government  toward  environmen- 
tal issues.  And  both  parties  heretofore 
have  mentioned  our  failure  to  manage 
spills.  I think  the  spill  Itself  will  fur- 
ther heighten  the  public’s  awareness 
of  air  and  water  pollution.  The  envi- 
ronmental bag  of  issues  today  clearly 
resonates  with  swing  voters.  And 
you’ll  see  Democrats,  whether  they’re 
candidates  for  governor  or  land  com- 
missioner or  attorney  general,  talking 
very  seriously  about  some  very  pro- 
gressive environmental  politics. 

Also,  there  will  be  a number  of 
Republicans  who  will  take  up  that 
issue.  Ultimately,  I think  some  of  the 
candidates  will  agree  on  proposals  like 
criminal  sanctions  for  polluters,  cor- 
porate liability,  and  other  things. 

Mr  Rove:  I agree  with  George  that 
there  may  be  these  emergent  new 
issues,  but  I disagree  that  the  princi- 
pal one  will  be  the  environment. 

There  has  already  been  one  issue 
that’s  emerged  in  a very  dramatic 
fashion  because  It  ’s  one  of  the  two  or 
three  components  that  propelled  Clay- 
ton Williams  to  the  front,  and  that’s 
drugs.  Also,  as  you  get  into  the  fall 
and  school  tax  bills  start  being  esti- 
mated and  start  arriving,  we  ll  see  the 
tax  Issue  pop  back  up  on  the  agenda. 

The  size  and  cost  of  government  Is 
going  to  re-emerge.  It’s  never  really 
gone  away,  but  it’s  going  to  re-emerge 
In  force  this  fall.  There’s  a concern 
with  education  with  regard  to  the 
quality  we  re  getting  for  the  money  we 
put  in.  Neither  one  of  these  campaigns 
Is  likely  to  focus  on  the  quality  issue, 
to  say,  "Here  are  my  concrete  Ideas 


Kim  Rom 


about  quality.  ” But  we  re  likely  to  see 
one,  perhaps  both,  campaigns  say, 

"We  re  spending  too  much  for  what 
we’re  getting.” 

Dr  Shipley:  I think  the  education  issue 
will  be  sharpened.  Clayton  Williams 
has  said  essentially  the  mechanisms  of 
private  competition  — school  vouch- 
ers, tuition  vouchers,  and  other  priva- 
tization devices  — will  create  a com- 
petitor to  the  public  school  system. 
Ann  Richards  will  argue  we  don’t  pay 
teachers  enough,  we  don’t  help  admin- 
istrators do  what  we  pay  them  to  do. 

Health  care 

vs 

THE  8-SECOND 
SOUNDBITE 

Mr  Rom:  There’s  a virtual  meltdown  of 
the  healthcare  delivery  system  in  th  is 
country,  certainly  in  this  state.  We 
border  Mexico,  where  the  incidence 
of  disease  is  profoundly  higher,  and 
germs  don’t  recognize  geopolitical 
barriers.  Yet,  health  care  is  not  on  the 
candidates’  agendas.  Is  that  due  to 
similarities  in  their  approaches,  or  Is  It 
because  it  Is  competing  with  "pocket- 
book"  issues? 

Mr  Rove:  The  competition  question 
does  come  into  play.  Also,  in  large 
measure,  it  Is  because  the  healthcare 
issue  is  not  one  that  can  be  easily  con- 
densed into  a 30-second  television 
spot  or  an  8-second  soundbite  that  in 
turn  will  galvanize  people.  The  health 
issue  Is  complex. 

To  a large  extent,  people  seem  to 
have  an  unarticulated  sense  of  what 
needs  to  be  done.  The  winning  candi- 
date is  usually  the  one  who,  intention- 
ally or  unintentionally,  seizes  upon 
that  agenda.  We  need  to  do  something 
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A CLOSER  LOOK  AT  THE  TEXAS  HOUSE 

OF  Representatives  elections 


Fifty-four  unopposed  incumbents  and  7 unopposed 
candidates  for  open  seats  are  Democrats,  guaran- 
teeing that  in  1991,  at  least  61,  or  40%,  of  the  mem- 
bers of  the  Texas  House  of  Representatives  will 
represent  the  party.  In  1989,  the  House  had  93 
Democratic  members  and  57  Republican  members. 


about  drugs  and  along  comes  a guy 
that  says,  “Let’s  go  out  and  have  them 
bust  rocks,”  and  that  strikes  a reso- 
nant chord. 

Dr  Shipley:  Again,  1 disagree.  We 
talked  about  some  issues  that  will 
emerge  later  in  the  campaign.  1 think 
you’ll  find  a Democratic  candidate 
beginning  to  address  the  healthcare 
crisis  in  Texas.  1 think  you’ll  find  the 
candidates  talking  about,  for  example, 
significant  reforms  in  health  and  dis- 
ability and  life  insurance.  You  will  see 
a number  of  candidates  saying  it’s 
time  to  get  tough  on  insurance  fraud. 
You’ll  see  arguments  for  the  regula- 
tion of  insurance.  There  will  be  argu- 
ments related  to  the  value  that  con- 
sumers get  out  of  insurance,  and  I 
think  that  will  be  the  first  part  of  a 
debate  in  this  state  over  health  care, 
as  to  what  we  re  going  to  do,  not  only 
on  insurance,  but  also  on  indigent 
health  care,  on  hospital  regulations, 
and  a wide  variety  of  things. 


The  healthcare  issue  is  in  many 
ways  the  utility  issue  of  the  1990s  in 
this  state.  It  will  transcend  this  elec- 
tion, and  it  will  go  further  as  there  is 
increasing  competition  for  the  so- 
called  healthcare  dollar. 

Mr  Rove:  I ’m  not  certain  that  I ’d  neces- 
sarily characterize  those  issues  you 
talked  about  as  new  issues.  We’ve  had 
an  ongoing  discussion  in  this  state 
about  liability  and  access  to  insurance 
and  about  the  cost  of  insurance  versus 
the  benefits  received.  I’m  not  certain 
there’s  necessarily  much  that’s  new, 
exciting,  or  potentially  different. 

Dr  Shipley:  I think  it’s  different.  I think 
you’ll  find  candidates  openly  calling 
for  criminal  sanctions  on  insurance 
executives  who  mismanage  their  com- 
panies. 

Mr  Rove:  That’s  a prediction? 

Dr  Shipley:  Yeah. 


One  party 

vs 

TWO  PARTIES 

vs 

NO  PARTY 

Mr  Rom:  You  both  poll  extensively, 
and  you  look  at  polls  both  nationally 
and  in  the  state.  Can  you  characterize 
where  the  Democrats,  Republicans, 
and  the  so-called  Independents  are  on 
the  big  issues  and  their  perceptions  on 
health  Issues? 

Dr  Shipley:  The  largest  political  party 
in  Texas  is  composed  of  those  who  are 
not  affiliated  with  the  organized  par- 
ties. But,  If  you  assigned  political 
labels,  you’d  find  almost  40%  of  the 
electorate  would  describe  themselves 
as  Republicans  of  one  stripe  or 
another,  and  an  equal  number  of 
Democrats.  There’s  been  a clear  shift, 
a significant  erosion  of  self-described 
Democrats  in  this  state,  particularly  in 
rural  portions  of  the  state.  But  as  new 
issues  have  come  forth,  some  people 
who  have  described  themselves  as 
independents  or  leaning  Republican 
would  tend  to  take  Democratic 
choices.  This  is  particularly  true 
among  suburban  women  on  the 
choice  Issue.  So  you  could  character- 
ize some  of  it  as  realignment,  or  some 
of  it  as  decomposition,  or  the  ’departi- 
sanization,”  if  you  will,  of  politics  in 
some  ways. 

Mr  Rove:  As  recently  as  25  years  ago. 
Republicans  were  outnumbered  In 
public  opinion  surveys  by  64%  to  7%. 
So  for  there  to  be  parity  between  the 
parties  today  is  a very,  very  significant 
change  in  Texas  politics,  and  the 
acceleration  of  that  change  in  the  last 


POLITICAL  DEATH  AND  TAXES  AND 
HEALTH  CARE 

“Talk  about  taxes  is  instant  death  for  politicians,”  Texas  Medical  Associa- 
tion’s Director  of  Public  Affairs  Kim  Ross  observes.  “The  polls  show  that 
the  public  knows  the  healthcare  system  is  in  disrepair,  they  know  that 
people  are  going  without  care.  It’s  affecting  them  personally,  and  they 
want  to  remedy  it,  but  they  don’t  want  any  more  money  spent  on  the  sys- 
tem.” 

Political  consultant  Karl  Rove  explains  the  dichotomy: 

“I  think  there’s  cynicism  among  the  average  American  with  regard  to 
the  cost  of  government.  If  you  probe  voters  and  say,  ’How  much  do  you 
think  out  of  every  dollar  of  that  expense  is  wasted?’  the  typical  response  is 
35,  45,  50  cents  out  of  every  dollar.  There’s  just  a very  strong  sense  that 
the  government  doesn’t  need  any  more  money  because  it’s  got  plenty 
already  and  It’s  wasting  a bunch  of  it.  We  can  argue  all  day  long  whether 
that’s  true  or  not,  but  that’s  the  perception.” 
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10  to  12  years  has  been  enormous.  If 
you  look  at  it,  even  12  years  ago  in 
1978,  when  Bill  Clements  was  elected 
governor.  Democrats  outnumbered 
Republicans  by  over  3 to  1 in  the 
polls.  And  in  12  years  we  basically 
now  have  parity.  1 think  we  re  likely 
to  see  the  Republicans  continue  to 
grow  and  perhaps  in  the  ’90s  move 
into  a majority  position. 

Mr  Rom;  What  caused  this  change? 

Mr  Rove;  Conservative  Democrats 
moved  into  voting  occasionally  for 
Republicans,  then  moved  into  self- 
described  independent  status,  and 
then  some  ended  up  moving  into  the 
Republican  column.  We  also  have  an 
influx  of  new  voters  coming  to  Texas 
from  other  states  where  they  used  to 
vote  Republican.  And  then  finally, 
we  ’ve  had  the  growth  of  younger  vot- 
ers who  came  of  age  when  they  knew 
only  two  national  figures  representing 
Democrats  and  Republicans,  and 
those  were  Jimmy  Carter  and  Ronald 
Reagan,  and  Reagan  was  far  more 
successful  and  attractive  than  Carter. 
Those  three  things  have  combined  to 
help  parity. 

Dr  ShipUy;  The  in-migration  of  Texas, 
the  so-called  “boomer”  generation, 
and  the  Reagan  experience  generated 
what  Republicans  would  call  sort  of  a 
Republican  hook.  The  long-term 
demographics  in  Texas  might  be  sub- 
stantially different  from  that.  Whether 
Texas  is  in  the  midst  of  realignment  is 
an  argument  the  political  scientists 
can  and  will  debate  for  some  years. 


Restoring  order  in  the  State 
Supreme  Court 

With  the  1988  election,  a coalition  of  medicine,  business,  agriculture,  and 
industry  successfully  pushed  the  Texas  Supreme  Court  from  a liberal  posi- 
tion so  far  left  it  has  been  described  as  “a  plaintiff’s  paradise”  to  a more 
conservative,  centrist  position.  The  Texas  Medical  Political  Action  Com- 
mittee (TEXPAC)  hopes  to  continue  the  trend  to  the  right  in  the  1990 
election. 

The  nine  justices  of  the  Supreme  Court  are  elected  to  staggered  6-year 
terms,  and  this  year  voters  will  select  the  chief  justice  and  two  justices. 
Democrat  Oscar  H.  Mauzy  and  Republican  Tom  Phillips  are  vying  for  the 
chief  justice  seat.  Phillips  is  the  incumbent.  Democrat  Gene  Kelly  faces 
Republican  John  Cornyn  111  in  the  race  for  place  1.  Running  for  place  2 
on  the  court  are  Democrat  Bob  Gammage  and  Republican  Charles  Ben 
Howell.  TEXPAC  has  endorsed  Phillips,  Cornyn,  and  Gammage. 

In  1988,  five  of  the  six  candidates  endorsed  by  TEXPAC  were  elected 
following  an  extensive  grassroots  campaign.  Setting  the  theme  for  the 
effort  were  pocket  cards  listing  the  “clean  slate”  reform  candidates.  Texas 
Medical  Association  Public  Affairs  Director  Kim  Ross  estimates  that  the 
liberal  candidates,  with  substantial  support  from  Texas  trial  lawyers,  out- 
spent  the  “clean  slate  ” campaign  by  at  least  four  to  one.  Since  1976, 
according  to  Mr  Ross,  claims  and  personal  injury  lawyers  had  been  pour- 
ing money  into  the  Supreme  Court  races  and  “handpicking”  sympathetic 
justices.  In  1987,  the  television  news  magazine  “60  Minutes”  drew  national 
attention  to  the  situation  by  raising  the  question,  “Is  justice  for  sale  in 
Texas?” 

During  this  time,  the  court  handed  down  a number  of  decisions  that 
wounded  the  state’s  liability  laws: 

• Cavnar  V Quality  Control  Parking.  Plaintiff  can  receive  compound  interest 
from  date  of  injury. 

• Peteroon  v Shuldo.  Doctors  can  be  sued  for  malpractice  without  expert 
testimony  on  local  medical  standards. 

• Whitworth  V Bynum.  You  can  be  sued  by  any  guest  in  your  car. 

• LiicolI  V United  Stateo.  Abolished  1977  Texas  medical  malpractice  liability 
limits. 

“The  victory  that  we  won  in  88  was  sweet,  but  we’ve  already  enjoyed  it 
as  long  as  we  can  enjoy  it,”  says  TEXPAC  Chairman  Alan  C.  Baum,  MD, 
Houston.  “The  adversaries  that  we’ve  had  in  the  past  are  going  to  be  there 
again  in  1990.  This  is  a time  for  us  to  move  forward  from  the  victories  that 
we  had  in  ’88  and  show  the  people  of  this  state  that  medicine  is  in  the  ball 
game  for  the  long  run.  The  Supreme  Court  decisions  that  have  gone 
against  us  have  been  won  on  four-to-five  votes.  This  year’s  elections  give 
us  a chance  to  restore  balance.” 


NOTE:  Neither  TMA  nor  AMA  will  favor  or  duadvantage  anyone  haoed  on  the 
anioiinto  or  failure  to  make  contrihutiono.  Federal  law  prohihito  TEXPAC  from 
receiving  donatiomi  from  other  than  members  of  TMA  and  their  immediate  families. 
All  donatiomi  from  other  than  members  of  TMA  and  their  immediate  familieo  will  he 
returned  forthwith.  Contributions  to  TEXPAC  are  not  deductible  as  charitable  con- 
tributions for  federal  income  tax  purposes. 


Texas  Medicine  Volume  86  No.  10  October  1990 


45 


A POLITICIAN’S  VIEW  OF  HEALTH 
CARE  ISSUES 

It’s  unlikely  that  candidates  of  either  party  will  take  complex  healthcare 
issues  to  the  general  public.  If  the  topics  are  discussed,  they  probably  will 
be  boiled  down  into  simplistic  terms  and  presented  as  insurance  issues. 
Why  this  avoidance  technique? 

Political  consultant  George  Shipley,  PhD,  speculates: 

“The  health  issue  ultimately  is  one  that  politicians  fear.  It  involves  rev- 
enue discussions  of  an  enormous  proportion,  and  a candidate  in  this  state 
will  not  discuss  what  is  euphemistically  known  as  ‘revenue  enhancement.’ 
To  argue  those  things  m the  election  environment  is  a tough  proposition 
indeed.  It’s  not  an  issue  that  politicians  of  either  party  feel  comfortable  in 
addressing. 

“There’s  also  simply  a lack  of  information  about  the  crisis  that  our 
health  care  system  is  in.  The  politicians  of  both  parties  dislike  dealing  with 
those  problems  unless  they  are  forced  on  them.’’ 


Supreme  Court 

CANDIDATES 

vs 

CLUTTERED 

BALLOT 

MrRx)d,i:  Give  US  a picture  ol  where 
the  state  Supreme  Court  races  are 
with  the  electorate,  and  where  you 
think  they  might  end  up. 

Mr  Rove:  To  some  degree  they’re  in 
roughly  the  same  situation  they  were 
in  1988.  If  the  election  were  held 
today,  the  likelihood  is  that  the  trial 
lawyer  candidate  — Oscar  Mauzy  — 
would  stand  a very  good  chance  of 
winning  the  race  against  Tom  Phillips 
for  Supreme  Court  chief  justice.  But 
with  the  help  ot  people  in  the  medical 
community  and  just  average,  ordinary 
Texans  who  are  incensed  about  the 
court’s  bad  reputation,  resources  are 
being  put  together  and  in  the  last  3 or 
4 weeks,  through  organized  campaign 
efforts  and  grassroots  efforts,  we  ll  get 
the  message  across:  II  they  want  fair- 
ness, balance,  and  integrity,  then  it’s 
Phillips.  If  they  want  to  surrender 
control  of  the  court  to  a small  group 
ol  multimillionaire  personal  injury 
lawyers  who’ll  win  every  time,  then 
it’s  Mauzy. 

Dr  Shipley:  We  do  have  an  unusual  sit- 
uation again  this  year,  in  that  in  the 
state  Supreme  Court  race  John 
Cornyn  faces  an  opponent  named 
Gene  Kelly  — the  same  name  as  the 
dancer  — who  has  never  tried  a law- 
suit, who  simply  referred  a few  family 
law  cases  to  a few  friends,  and  won 
the  Democratic  primary  on  a fluke 
because  of  his  name.  Bob  Gammage, 
Democratic  nominee,  distinguished 
judge,  faces  Charles  Ben  Howell,  who 
very  narrowly  defeated  Justice  Raul 
Gonzalez  in  1988.  And  Tom  Phillips 


of  course,  faces  trial  lawyers  candidate 
Oscar  Mauzy,  who  might  hide,  so  to 
speak,  in  the  confusion  of  these  races. 

So,  unfortunately,  it’s  a very  tough 
race  to  win  simply  because  of  the  clut- 
ter on  the  ballots,  and  because  of  the 
political  environment  our  candidate  or 
our  judge  has  to  traverse.  That’s  one 
of  the  great  failings  of  our  system. 

Mr  Rove:  People  don’t  know  much 
about  the  candidates  for  the  state 
Supreme  Court.  They  haven’t  paid 
much  attention  to  them.  They  don’t 
know  about  all  the  Issues.  They  aren’t 
able  to  sort  out  all  the  names  and  faces 
easily,  and  it  boils  down  to  the  last  30 
days  when  people  say,  “Okay,  I’ve 
decided  about  this.  I’ve  decided  about 
that.  Now  I’m  down  to  the  Supreme 
Court.  Who  do  I vote  for?  ” 

Mr  Row:  Where  do  all  of  these  unde- 
cided voters  live?  Can  you  pin  them 
down  to  a geographic  area  or  a demo- 
graphic? 

Mr  Rove:  They  are  surprisingly  across 
the  board,  geographically.  They  tend 
to  be  slightly  more  female  than  male, 
but  that’s  nothing  extraordinarily  new 
or  different. 

Mr  Rom:  How  do  you  get  to  them? 

Mr  Rove:  Unfortunately,  television.  It  ’s 
very  expensive. 


Mr  Rom:  Direct  mail  doesn’t  get  to 
them? 

Mr  Rove:  Direct  mail  is  becoming  a 
more  and  more  useful  tool.  The  utility 
of  direct  mail  is  that  you  speak  to  a 
specific  audience.  Both  parties  this 
year,  but  especially  Republicans,  have 
campaigns  that  will  produce  lists  of 
undecided  or  swing  voters.  The 
Republicans  have  been  building  a 
voter  list  since  1982,  and  they  have 
been  carefully  cataloguing  the  results 
of  literally  millions  of  phone  calls  that 
have  been  placed  through  their  phone 
banks.  We  can  say,  “This  person  is  a 
Democrat  who  backed  Phil  Gramm  in 
1984,  then  Clements  In  ’86.  How  do 
they  stand  this  year?’’  That’s  enor- 
mously useful. 

TOP  OF  THE 
BALLOT 
VS 

TOP  OF 
THE  BALLOT 

Mr  Rom:  Do  you  see  any  coattails? 

Mr  Rove:  Yes.  In  fact,  I think  there’s  a 
deliberate  effort  on  Gramm’s  part  to 
extend  his  coattails.  If  Phil  Gramm 
wanted  to  win  this  thing  as  big  as  pos- 
sible, he  would  not  be  doing  the  things 
he’s  doing.  He’s  trading  percentage 
points  for  victories  down  the  ballot. 
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A CLOSER  LOOK  AT  THE 

Texas  Senate  elections 


Sixteen  of  the  31  Texas  Senate  seats  will  be 
decided  in  the  November  election.  Six  of 
the  unopposed  incumbents  are  Democrats, 
d he  candidates  for  six  open  seats  include 
one  unopposed  Democrat  and  one  unop- 
posed Republican. 


Let  me  give  you  an  example.  In  the 
14th  Congressional  district,  Greg 
Laughlin  is  the  incumbent  Democrat 
and  Joe  Dial’s  the  Republican  chal- 
lenger. Phil  Gramm  has  made  18  cam- 
paign appearances  for  Joe  Dial,  as  of 
August.  Gramm  has  campaigned 
extensively  with  down-ballot  state- 
wide candidates.  Republican  legisla- 
tive candidates  in  targeted  districts. 
And  while  the  gains  are  not  going  to 
be  as  big  as  they  were  in  1984,  there'll 
be  a significant  number  of  down-bal- 
lot victories  in  which  Republican  can- 
didates will  say,  "I  won  because  Phil 
Gramm  helped.” 

MrRodd:  Like  Kay  Bailey  Hutchison, 
the  Republican  candidate  for  state 
treasurer? 

Mr  Rove:  Kay  Hutchison  is  a great 
example.  Rick  Perry,  the  Republican 
candidate  for  commissioner  of  agricul- 
ture, is  another  example.  Phil  Gramm 
has  taken  a special  interest  in  them, 
and  he’s  doing  all  he  can  to  help  them. 

MrRodd:  Even  though  Democrat  Bob 
Bullock  has  a large  margin  over 
Republican  Rob  Mosbacher  in  the 
race  for  lieutenant  governor,  will  that 
still  come  back  around,  or  what? 

Mr  Rove;  I think  Bullock  is  going  to 
have  a very  tight  contest.  The  August 
9 Texas  poll  is  going  to  have  it  at 
43/36,  a 7-point  advantage  for  Bul- 
lock. Mosbacher  will  probably  spend 
more  money  in  the  final  45  days  of  the 
election  than  Bullock  will,  and  I think 
it’s  going  to  be  a very  competitive 
race.  I would  not  discount  the  fact 
that  Bullock  is  clearly  the  strongest 
candidate  the  Democrats  have  at  the 


top  of  the  ballot.  He’s  stronger,  in  fact, 
than  Ann  Richards,  but  having  said 
that,  he’ll  still  have  a tough  race. 

It  goes  back  to  starting  off  at  the 
top  of  the  Democratic  ticket  with  a 
weak  candidate  for  the  US  Senate  in 
Hugh  Parmer,  and  then  you  have 
Republican  Clayton  Williams  with  an 
1 1 -point  lead  over  Democrat  Ann 
Richards.  Phil  Gramm  is  going  to  get 
close  to  60  or  above  60  percent,  even 
with  the  strategy  of  trading  votes  for 
coattails,  and  that’s  going  to  have  an 
impact  down  the  line. 

This  time  around  I think  you’re 
also  going  to  find  a number  of  Repub- 
lican candidates  who  are  competi- 
tively funded.  Mosbacher  is  one. 
Buster  Brown,  running  for  attorney 
general,  is  another.  Kay  Hutchison, 
Rick  Periy,  Tom  Phillips,  all  of  those. 

They’re  potential  dangers  for  the 
Democrats  down  the  ballot  in  parts  of 
the  state.  El  Paso  might  be  an  exam- 
ple. Republicans  are  not  seriously 
contested  for  county  offices,  and 
they’re  not  contesting  the  congres- 
sional seats.  With  poor  top-of-the- 
ticket  appeal  and  no  serious  chal- 
lenges to  their  local  officeholders,  the 
Democrats  are  almost  at  the  point  of 
being  dispirited  and  saying,  ’’That’s  it, 
let’s  not  put  out  the  big  effort.”  In 
some  areas,  like  West  Texas  and  the 
South  Plains,  Democrats  are  saying, 
’’I’m  going  for  Phil,  I’m  going  for 
Clayton  — Why  not  the  rest?”  and 
you  get  a freefall. 

It’s  like  1988,  when  we  won  three 
Supreme  Court  races  for  the  Republi- 
cans and  railroad  commissioner,  and 
that  was  driven  by  George  Bush.  I 
suspect  Phil  Gramm  and  Clayton 
Williams  can  do  as  well. 


High  turnout 

vs 

LOW  TURNOUT 

Mr  Ro.m:  what  do  you  think  the 
turnout  will  be  in  the  fall? 

Mr  Rove:  Right  now  we  have  roughly 
8.2  million  registered  voters.  It’s  likely 
to  get  up  to  8.4,  8.5  by  election  day. 
We  could  conceivably  approach, 
roughly,  a 4-million-voter  turnout, 
which  would  be  large  for  a non-Presi- 
dential  race. 

Mr  Ro.m:  Is  that  due  to  the  sheer  vol- 
ume of  money  and  effort  being  spent 
at  the  top  of  the  ballot? 

Mr  Rove:  To  some  degree  it’s  that.  If 
you  go  back  to  one  of  the  premises 
here,  one  of  the  Republican  strategies 
that’s  been  pushed  for  a year  and  a 
half  is  to  generate  higher  turnout 
among  Presidential  election-year 
Republicans.  These  people  vote  in 
Presidential  years,  but  not  in  non- 
Presidential  years.  Also,  the  Te.xas 
electorate  is  getting  slightly  older,  the 
number  of  people  who  are  35  years 
and  40  years  of  age  and  more  is  get- 
ting slightly  higher,  and  people  in  this 
age  group  are  more  likely  to  vote. 

Mr  Rod.<:  George? 

Dr  Shipley;  The  most  likely  expectation 
is  around  3.1  to  3.2  million  voters  in 
the  fall.  It  will  depend  on  the  tenor  of 
the  governor’s  campaign,  whether  it 
amounts  to  the  political  equivalent  of 
a nuclear  exchange.  If  that  happens,  it 
could  depress  turnout  slightly. 

Mr  Rodv:  You  think  a dirty  campaign 
would  discourage  turnout,  rather  than 
enhance  It? 
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Health  planks  in  the  platforms 


Both  the  Democratic  and  Republi- 
can 1990  platforms  address  a num- 
ber ol  medical  and  health  issues. 
However,  the  documents  are  not 
necessarily  reliable  predictors  ol  can- 
didates’ positions  on  the  issues. 

TEXPAC  Chairman  Alan  C. 
Baum,  MD,  Houston,  observes, 
“There  have  been  candidates  who 
have  said  that  they  endorse  the  plat- 
form, but  seem  to  have  their  own 
interpretations  of  what  those  words 
mean.  It  provides  general  guidelines, 
it  speaks  to  set  a tone,  and  maybe  to 
show  what  the  party’s  priorities  are.” 

Political  consultant  Karl  Rove 
agrees.  “While  platforms  are  a useful 
guide  to  the  views  of  the  party 
activists  who  attend  conventions, 
they  are  less  useful  when  it  comes  to 
predicung  the  legislative  priorities  of 
the  candidates,”  he  says.  “They  are 
best  taken  as  broad,  general  guides 
to  the  themes  and  attitudes  of  the 
party’s  campaign.” 

The  Republicans: 

• support  more  vigorous  enforce- 
ment of  DWI  (driving  while 
intoxicated)  laws; 

• support  legislation  extending  the 
open  container  law  prohibiting 
alcoholic  beverages  while  driving 
to  include  all  occupants  of 
vehicles; 

• support  maximum  jail  sentences 
without  parole.  Including  consid- 
eration of  capital  punishment  for 
sellers,  manufacturers,  and 
importers  of  illegal  drugs; 


' support  economic  sanctions  and 
“all  action  necessary”  against  any 
foreign  country  that  helps  manu 
facture  and  distribute  illegal 
drugs  or  harbors  any  drug 
traffickers; 

support  tort  reform,  including 
caps  on  noneconomic  damages 
and  provisions  allowing  defen- 
dants to  recover  damages  for 
frivolous  and  unmerited  lawsuits; 
support  teaching  a balanced  view 
of  the  origin  of  life  in  Texas  pub- 
lic schools; 

support  teaching  abstinence  in 
every  public  school  sex  educa- 
tion/health course  as  the  only  safe 
and  healthy  means  of  preventing 
sexually  transmitted  diseases, 
spread  of  the  AIDS  virus,  and 
illegitimate  pregnancies; 
oppose  school-based  clinics  that 
dispense  condoms  and  contracep- 
tives and  that  refer,  aid  in,  or 
advise  minors  to  have  abortions; 

' support  the  unborn  child’s  funda- 
mental individual  right  to  life, 
which  cannot  be  infringed  upon 
except  when  the  mother’s  physi- 
cal life  is  in  danger; 
support  parental  consent  before 
an  abortion  can  be  performed  on 
a minor; 

' oppose  the  use  of  public  revenues 
and/or  facilities  for  abortion  or 
abortion-related  services; 

' oppose  financial  kickbacks  for 
abortion  referrals; 

' oppose  experimentation  with 
human  fetal  tissue  and  the  use  of 
human  fetal  tissue  or  organs  for 
experimentation  or  commercial 
sale; 


’ support  including  infection  with 
HIV,  AIDS  related  complex,  as 
well  as  “full-blown  AIDS”  on  the 
list  with  other  reportable  diseases 
such  as  syphilis  and  gonorrhea; 

' support  notification  by  the 
county  authority  of  the  spouse,  if 
any,  of  such  an  infected  person, 
and  the  use  of  the  routine  tech- 
niques to  conquer  syphilis  and 
gonorrhea,  such  as  reporting  and 
contact  tracing; 

' oppose  mandatory  participation 
in  any  type  of  universal  health 
care  scheme; 

' support  the  immediate  elimina- 
tion of  the  Medicare  reimburse- 
ment differential  for  rural  and 
urban  hospitals. 

The  Democrats: 

’ support  cost  effective  programs 
providing  prenatal  care,  indigent 
health  care,  and  the  Women, 
Infants,  and  Children  (WIC) 
nutrition  program; 

' support  expansion  of  prenatal 
and  basic  health  care  services  to 
two-parent  households; 

' support  full  reproductive  rights 
and  full  access  to  choice  and  fam- 
ily planning  services  and  infor- 
mation for  all  citizens; 

' support  access  to  confidential 
reproductive  health  care  and 
family  life  education  to  prevent 
adolescent  pregnancy; 

' support  enhancement  of  protec- 
tive services  for  the  victims  of 
child,  spouse,  adult,  and  elder 
abuse; 
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' support  community-based  men- 
tal health/mental  retardation 
facilities  to  allow  clients  to 
remain  near  their  tamilies; 

' support  a private-public  partner- 
ship to  end  hunger  in  Texas; 

' encourage  the  President  and 
Congress  to  enact  a comprehen- 
sive health  care  program  that  is 
universal  in  coverage; 

' support  equitable  implementa- 
tion of  the  Texas  High  Risk 
Insurance  Pool  to  ensure 
affordable  premiums  and  acces- 
sibility to  all  who  need  coverage; 

’ support  the  aggressive  pursuit 
of  matching  federal  Medicaid 
dollars; 

' support  community-based  atten- 
dant services,  in-home  health 
care,  adult  care,  and  hospice 
care  that  support  independent 
living  for  persons  with  disabili- 
ties and  older  Texans; 

I support  the  “de-medicalization” 
of  services  wherever  it  does  not 
compromise  the  safety  of  the 
individual,  to  help  contain  costs 
and  allow  the  individual  greater 
control  of  the  service; 

• support  the  prohibition  of  insur- 
ance companies’  exclusion  of 
HIV  infection,  Alzheimer’s, 
and  related  diseases  from  their 
coverage; 

> support  the  development  of  pro- 
grams such  as  foster  care  and 
alternatives  to  hospitalization  for 
“boarder”  babies  who  suffer 
from  such  problems  as  AIDS 
and  drug  addiction; 


' support  strong  educational  pro- 
grams at  the  local,  state,  and 
national  level  for  those  groups 
most  at  risk  for  AIDS,  as  well 
as  general  education  for  the 
community  at  large  about  risk 
reduction; 

' support  increased  research  pro- 
grams focusing  on  treatments 
and  cure,  as  well  as  vaccines, 
and  rapid  development  and 
accessibility  of  new  and  alterna- 
tive drug  treatments  and  thera- 
pies for  those  infected  with 

AIDS; 

' support  improved  emergency 
care  systems  to  provide  adequate 
access  to  medical  care  facilities; 

' support  the  utilization  of  nurse 
practitioners  and  physician  assis- 
tants in  underserved  areas  of 
Texas  and  programs  that  bring 
physicians  to  rural  areas; 

' support  programs  that  deliver 
less  costly  and  more  appropriate 
care  to  the  state’s  rural  regions; 

' support  efforts  to  direct  federal 
Medicare  payments  to  rural  hos- 
pitals — payments  critical  to 
prevent  hospital  closings  in  both 
rural  areas  and  inner  cities. 


Dr  Shipley;  With  an  extreme,  negative 
campaign  by  both  candidates,  the 
likelihood  is  that’s  where  it’s  going  to 
end  up. 

Mr  Rove:  I don’t  agree  that  the  turnout 
is  going  to  be  that  low.  That  would  be 
a significant  dropoff  from  1986  in 
which  we  did  have  a very  acrimonious 
campaign  for  the  governor’s  office 
between  Mark  White  and  Bill 
Clements,  and  there  were  nearly  3.4 
million  votes  cast. 

Dr  Shipley:  Well,  we  ll  see. 

Mr  Row:  Thank  you  for  being  with  us 
today. 
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1AKE  A FEW  MINUTES  TO 
GO  THROUGH  YOUR  GARRAGE. 


Eiwy  week,  more  than 
500,000  trees  are  used 
to  produce  the  two-thirds  of  newspapers 
that  are  never  recycled. 


Americans  go  through 
2.5  million  plastic  bottles 
every  hour,  only  a small  percentage 
which  are  now  recycled. 


Every  year  we  dispose  of 
24  million  ions  of  leaves  and  grass 
clippings,  which  could  be  composted 
to  conserve  landfill  space. 


We  throw  away  enough 
glass  bottles  and  jars  to 
fill  the  1,350-foot  twin  towers 
of  New  York’s  World  Trade  Center 
every  two  weeks. 


American  consumers  and  industry 
throw  away  enough  aluminum 
to  rebuild  our  entire  commercial 
airfieet  everr  three  months. 


of 


We  throw  away  enough 
iron  and  steel  to 
continuously  supply  all 
the  nation's  automakers. 


The  ordinary  bag  of  trash  you  throw 
away  is  slowly  becoming  a serious  prob- 
lem. for  everybody. 

Because  the  fact  is,  not  only  are  we 
running  out  of  resources  to  make  the 
products  we  need,  we’re  running  out  of 


places  to  put  what’s  left  over. 

Write  the  Environmental  Defense 
Fund  at;  257  Park  Avenue  South,  New 
York,  NY  10010,  for  a free  brochure  that 


you’ll  need  to  know  about  recycling. 

One  thing’s  for  certain,  the  few  min- 
utes you  take  to  learn  how  to  recycle  will 
spare  us  all  a lot  of  garbage  later. 


will  tell  you  vir- 
tually everything 


IF  YOU’RE  NOT  RECYCLING  sm 
YOU’RE  THROWING  IT  ALL  AWAY. 


feSc! 
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WHY  SURRENDER... 

When  you  can  choose  a malpractice 
carrier  who  will  defend  you. 


ICA,  the  Professional  Liability  Specialist,  offers  Texas  physicians: 

■ Free  retirement  tail  at  55  upon  qualifying 

■ In-house  claims  attorneys  to  answer  your  questions 

■ Superior  local  defense  counsel 

■ No  settlement  without  your  consent 

■ New  doctor  discounts  and  sabbaticals 

■ No  surplus  deposits  or  assessments 


For  superior  malpractice  protection,  call  or  write: 


Insurance  Corporation  of  America 
4295  San  Felipe  P.O.  Box  56308 
Houston,  TX  77256-6308 
l-(800)-899-2356 


where  Would  You 
Prefer  To  Do 
Your  Reading? 

(In  the  courtroom  or  in  your  office?) 

It’s  your  choice.  Stay  on  top  of  the  latest  medical  litera- 
ture and  provide  the  best  possible  medical  care — or 
don’t— and  risk  possibly  being  sued.  As  a member  of 
the  Texas  Medical  Association,  a simple  request  to  your 
medical  library  could  provide  you  with  up-to-date  infor- 
mation and  improve  patient  care  as  well. 

The  TMA  Library  staff  are  trained  professionals  who 
quickly  can  perform  a thorough  search  of  the  literature, 
saving  valuable  time  and  ensuring  that  the  information 
obtained  is  both  timely  and  correct. 

It’s  up  to  you  to  make  the  choice,  but  we  can  help 
make  it  easier.  Protect  your  patients’  interests  and  your 
own.  Next  time  you  need  information,  consult  your 
TMA  Library. 


w ie> 

tt 


TexasMcdical 

Association 


PHYSICIANS  CARING  FOR  TEXANS 


Texas  Medical  Association  Library 

1801  N.  Lamar  Blvd.  Austin,  Texas  78701 
(512)  477-6704 


KarenZupko  & 
Associates  is  a 
Chicago-based 
practice  management 
firm  consulting  to 
over  7 SO  practices 
nationwide  - from 
multi-  to  single 
specialty  groups  as 
well  as  solo 
practices. 


Don't  Be  Overwhelmed 
By  Revolutionary  Reimbursement  Changes 

Be  sure  your  office  is  trained  to  effectively  bill  and  collect! 


1 Audiotapes 


□ Successfully  Asking  Patients  to 
Pay  at  the  Time  of  Service  $25 

□ 20  Telephone  Techniques  for 
Medical  Receptionists 

$10  New! 


□ 2 Cassette  Set!!-Improving 
Insurance  Reimbursement  and 
the  recently  updated  1990  Con- 
cepts in  CPT  Coding  $40  New! 


Please  fill  out  the  form  below  and  mail  to:  KarenZupko  & Associates 

980  North  Michigan  Avenue,  Suite  1360 
Chicago,  Illinois  60611. 

Name  


Address 
City 


State 


Zip 


Phone 


Specialty 


Total  Enclosed  

Payment  must  accompany  all  orders. 


Copyright  © 1990  by  Merck  & Co.,  Inc. 


VASOTEC  is  generaJly  well  toleratM 
and  not  characterized  by  certain 
undesirable  effects  associated 
with  selected  agents  in  other  . . 

antihypertensive  classes. 

VASOTEC  is  contraindicated  in  patients  who 
are  hypersensitive  to  this  product  and  in 
patients  with  a history  of  angioedema  related 
to  previous  treatment  with  an  ACE  inhibitor, 

A diminished  antihypertensive  effect  toward 
the  end  of  the  dosing  interval  can  occur  in 
some  patients. 

For  a Brief  Summary  of  Prescribing  Information, 

: please  see  the  last  page  of  this  advertisement. 


(ENALAPRIL  MALEATE I MSD) 


FOR  MANY 

HYPERTENSIVE  PATIENTS 

ONCE-A-DMT 


VASOTEC 


(ENALAPRIL  MALEATE 1 MSD) 

VASOTEC  is  available  in  2.5-mg,  5-mg,  10-mg,  and  20-mg  tablet  strengths. 


Contraindications:  VASCfTEC*  (Enalapril  Maleate,  MSD)  Is  contraindicated  in  patients  who  are  hypersensitive  to 
this  product  and  in  patients  with  a history  of  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor. 
Warnings:  Angioedema.  Angioedema  ol  the  face  extremities,  lips,  tongue,  glottis,  and/or  larynx  has  been  reported  in 
patients  Treated  with  ACE  inhibitors,  including  VASOTEC  In  such  cases,  V®0TEC  should  be  promptly  discontinued 
and  the  patient  carefully  observed  until  the  swelling  disappears.  In  instances  where  swelling  has  been  confined  to  the 
face  and  lips,  the  condition  has  generally  resolved  without  treatment,  although  antihistamines  have  been  useful  in 
relieving  symptoms,  Angioedema  associated  with  laryngeal  edema  may  be  faTal  Where  there  is  involvement  of 
the  tongoe,  glottis,  orlaryru  llkelvto  cause  airway  obstruction,  appropriate  therapy,  e.g.,  subcutaneous 
e^in^hrine  solution  1:1000  (0.3  mL  to  0.5  mL),  should  be  promptly  adminislered.  (See  ADVERSE 

Hypotension  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone. 
Patients  with  heart  failure  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  first 
dose,  but  discontinuation  of  therapy  tor  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing 
instructions  are  followed:  caution  should  be  observed  when  initiafing  therapy.  (See  DOSAGE  AND  ADMINISTRA- 
TION.) Patients  at  risk  tor  excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia 
and  rarely  with  acute  renal  failure  and/or  death,  include  those  with  the  follovring  conditions  or  characteristics  heart 
failure,  hyponatremia,  high-dose  diuretic  therapy,  recent  intensive  diuresis  or  increase  in  diuretic  dose,  renal  dialysis, 
or  severe  volume  and/or  salt  depletion  of  any  etiology.  It  may  be  advisable  to  eliminate  the  diuretic  (except  in  patients 
with  heart  failure),  reduce  the  diuretic  dose,  or  increase  salt  intake  cautiously  before  initiating  therapy  with  VASOTEC 
in  patients  at  risx  for  excessive  hypotension  who  are  able  to  tolerate  such  adjustments  (See  PRECAUTIONS,  Drug 
Interactions  and  ADVERSE  REACTIONS.)  In  patients  at  risk  for  excessive  hypotension,  therapy  should  be  started  under 
very  close  medical  supervision  and  such  patients  should  be  followed  closely  for  the  first  Iwo  weeks  of  treatment  and 
whenever  the  dose  of  enalapril  and/or  diuretic  is  increased.  Similar  considerations  may  apply  to  patients  with  isch- 
emic heart  disease  or  cardiovascular  disease  in  whom  an  excessive  fall  in  blood  pressure  could  result  in  a myocardial 
infarction  or  cerebrovascular  accident.  If  excessive  hypotension  occurs,  the  patient  should  be  placed  in  the  supine 
position  and,  if  necessary,  receive  an  intravenous  infusion  of  normal  saline  A transient  hypotensive  response  is  not  a 
contraindication  to  further  doses  of  VASOTEC,  which  usually  can  be  given  without  difficulty  once  the  blood  pressure 
has  stabilized  If  symptomatic  hypotension  develops,  a dose  reduction  or  discontinuation  of  VASOTEC  or  concomitant 
diuretic  may  be  necessary. 

NeulropeniaJAgranulocylosiS-  Another  ACE  inhibitor,  captopril,  has  been  shown  to  cause  agranulocytosis  and  bone 
marrow  depression,  rarely  in  uncomplicated  patients  but  more  frequently  in  patients  with  renal  impairment,  especially 
if  they  also  have  a collagen  vascular  disease  Available  data  from  clinical  trials  of  enalapril  are  insufficient  to  show  that 
enalapril  does  not  cause  agranulocytosis  at  similar  rates  Foreign  marketing  experience  has  revealed  several  cases  ol 
neutropenia  or  agranulocytosis  in  which  a causal  relationship  to  enalapril  cannot  be  excluded  Periodic  monitoring  of 
while  blood  cell  counts  in  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered. 
Precautions:  General:  Impaired  Renal  Function  As  a consequence  of  inhibiting  the  renin-anmotensin-aldosterone 
system,  changes  in  renal  function  may  be  anticipated  in  susceptible  individuals  In  patienis  wifh  severe  heart  failure 
whose  renal  function  may  depend  on  the  activity  of  the  renin-angiolensin-aldosterone  system,  treatment  with  ACE 
inhibitors,  including  VASOTEC,  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute 
renal  failure  and/or  death. 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea 
nitrogen  and  serum  creatinine  were  observed  in  20%  of  patients  These  increases  were  almost  always  reversible  upon 
discontinuation  of  enalapril  and/or  diuretic  therapy  In  such  patients,  renal  function  should  be  monitored  during  the 
first  lew  weeks  ol  therapy 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic.  This  is  more  likely  to  occur  in  patients  with  preexisting  renal  impairment.  Dosage 
reduction  and/or  discontinuation  of  the  diuretic  and/or  VASOTEC  may  be  required 

Evaluation  of  natients  with  hypertension  or  heart  tailure  should  always  Include  assessment  ot  renal 

function.  (See  DOSAGE  AND  ADMINISTRATION.) 

Hyperkalemia  Elevated  serum  potassium  (>57  mEq/L)  was  observed  in  approximately  1%  ot  hypertensive  patienis 
in  clinical  trials.  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy  Hyperlralemia 
was  a cause  ol  discontinuation  of  therapy  in  0.28%  of  hypertensivepalienis  In  clinical  trials  in  heart  failure,  hyper- 
kalemia was  observed  in  3,8%  of  patients,  but  was  not  a cause  for  discontinuation 
Risk  factors  lor  the  development  ol  hyperkalemia  include  renal  insufficiency,  diabetes  mellitus,  and  the  concomitant 
use  of  potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which 
should  be  used  cauiiousry,  it  at  all.  with  VASOTEC.  (See  Drug  Inleraclions.) 

Surgery! Anesthesia  In  patients  undergoing  major  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enaTapril  may  block  angiotensin  II  formation  secondary  to  compensatory  renin  release  If  hypotension  occurs  and  is 
considered  to  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion, 

Inlormalion  lor  Patients 

Angioedema  Angioedema.  including  laryngeal  edema,  may  occur  especially  following  the  first  dose  ot  enalapril. 
Pahenls  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting  angioedema  (swell- 
ing ol  face,  extremities,  eyes,  lips,  tongue,  difficulty  in  swallowing  or  breatning)  and  to  lake  no  more  drug  until  they 
have  consulted  with  the  presciioing  physician 

Hypotension  Patients  should  be  cautioned  to  report  lighiheadedness,  especially  during  the  first  few  days  of  therapy.  II 
actual  syncope  occurs.  Ihe  patients  should  be  told  lo  discontinue  Ihe  drug  until  they  have  consulted  wifh  the  prescrib- 
ing physician 

All  patienis  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  lo  an  excessive  fall  in  blood 
pressure  because  of  reduction  in  fluid  volume  Other  causes  ot  volume  depletion  such  as  vomiting  or  diarrhea  may 
also  lead  lo  a fall  in  blood  pressure:  patients  should  be  advised  lo  consult  with  the  physician 
Hmerkalemia  Patients  should  be  told  not  lo  use  salt  substitutes  containing  potassium  without  consulting  their 
physician 

Neutropenia.  Patients  should  be  told  lo  report  promptly  any  indicalion  ot  inlection  (e  g , sore  throat,  fever)  which  may 
be  a sign  ol  neutropenia 

NOTE  As  with  many  other  drugs,  certain  advice  lo  patients  being  treated  with  enalapril  is  warranted  This  information 
IS  intended  lo  aid  in  Ihe  safe  and  effective  use  ol  this  medication.  It  is  not  a disclosure  ot  all  possible  adverse  or 
intended  effects 
Drug  Inleraclions 

Hypotension  Patients  on  Diuretic  Therapy:  Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted  may  occasionally  experience  an  excessive  reduction  ol  blood  pressure  after  initiation  ot  fherapy 
with  enalapril  The  possibility  ol  hypotensive  effects  with  enalapril  can  be  minimized  by  either  discontinuing  the 
diuretic  or  increasing  the  salt  intake  prior  lo  initiation  of  treatment  with  enalapril.  If  it  is  necessary  lo  continue  Ihe 
diuretic,  provide  close  medical  supervision  after  the  initial  dose  lor  at  least  Iwo  hours  and  until  blood  pressure  has 
stabilized  tor  at  least  an  additional  hour.  (See  WARNINGS  and  D0SA(3E  AND  ADMINISTRATION.) 

Agents  Causing  Renin  Release  The  aniihypertensive  effect  ol  VASOTEC  is  augmented  by  aniihypertensive  agents  that 
cause  renin  release  (e  g,,  diuretics). 

Other  Cardiovascular  Agents:  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blocking  agents,  melhyl- 
dopa,  nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxin  withoul  evidence  of  clinically  signilicani 
adverse  interactions 

Agents  Increasing  Serum  Potassium:  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-type  diuretics. 
Potassium-sparing  diuretics  (e  g.,  spironolactone,  triamlerene,  or  amiloride),  potassium  supplements,  or 
polassium-conlaining  salt  substitutes  may  lead  lo  significant  increases  in  serum  potassium.  Therefore,  if  concomi- 
tant use  ol  these  agents  is  indicated  because  ot  demonstrated  hypokalemia,  they  should  be  used  with  caution  and 
with  frequent  monitoring  of  serum  potassium.  Potassium-sparing  agents  should  generally  not  be  used  in  patients 
with  heart  tailure  receiving  VASOTEC. 

Lithium:  Lithium  toxicity  has  been  reported  in  patients  receiving  lithium  concomitantly  with  drugs  which  cause  elim- 
ination ot  sodium  including  ACE  inhibitors.  A few  cases  ol  lithium  toxicity  have  been  reported  in  patients  receiving 
concomitant  VASOTEC  andlithium  and  were  reversible  upon  discontinuation  ol  both  drugs  It  is  recommended  that 
serum  lithium  levels  be  monitored  frequently  if  enalapril  is  administered  concomitantly  with  lithium. 

Pregnancy -Category  C:  There  was  no  fetoloxicity  or  teratogenicity  in  rats  treated  with  up  lo  200  mg/kg/day  ot  enalapril 
(333  times  Ihe  maximum  human  dose).  Fetoloxicity,  expressed  as  a decrease  in  average  telal  weight,  occurred 
in  rats  given  1200  mg/kg/day  ol  enalapril  but  did  not  occur  when  these  animals  were  supplemented  with  saline. 
Enalapril  was  not  teratogenic  in  rabbits  However,  maternal  and  fetal  toxicity  occurred  in  some  rabbits  at  doses  ot 
1 mg/kg/day  or  more.  Saline  supplementation  prevented  Ihe  maternal  and  fetal  toxicity  seen  at  doses  of  3 and  10  mg/ 
kg/day,  but  not  at  30  mg/kg/day  (50  limes  Ihe  maximum  human  dose). 

Radioactivity  was  found  to  cross  Ihe  placenta  following  administration  of  labeled  enalapril  to  pregnant  hamsters. 
There  are  no  adequate  and  well-controlled  studies  ol  enalapril  in  pregnant  women  However,  data  are  available  that 
show  enalapril  crosses  the  human  placenta.  Because  the  risk  of  fetal  toxicity  with  the  use  ot  ACE  inhibitors  has  not 


been  clearly  defined,  VASOTEC*  (Enalapril  Maleate,  MSD)  should  be  used  during  pregnancy  only  it  the  potential  ben- 
efit justifies  Ihe  potential  risk  to  the  lelus. 

Postmarkeling  experience  with  all  ACE  inhibitors  thus  tar  suggests  the  following  with  regard  to  pregnancy  outcome. 
Inadvertent  exposure  limited  to  Ihe  first  trimester  of  pregnancy  has  not  been  reported  lo  affect  fetal  outcome  adversely. 
Fetal  exposure  during  Ihe  second  and  third  trimesters  ot  pregnancy  has  been  associated  with  fetal  and  neonatal  mor- 
bidity and  mortality. 

When  ACE  inhibitors  are  used  during  the  later  stages  ot  pregnancy,  there  have  been  reports  ol  hypotension  and 
decreased  renal  perfusion  in  the  newborn  Oligohydramnios  in  the  mother  has  also  been  reported,  presumably  repre- 
senting decreased  renal  function  in  the  fetus.  Infants  exposed  in  utero  to  ACE  inhibitors  should  be  closely  observed 
for  hypotension,  oliguria,  and  hyperkalemia  If  oliguria  occurs,  attention  should  be  directed  toward  support  of  blood 
pressure  and  renal  perfusion  wi(h  the  administration  ol  fluids  and  pressors  as  appropriate  Problems  associated  with 
prematurity  such  as  patent  ductus  arteriosus  have  occurred  in  association  with  maternal  use  of  ACE  inhibitors,  but  it 
IS  not  clear  whether  they  are  related  lo  ACE  inhibition,  maternal  hypertension,  or  the  underlying  prematurity. 

Nursing  Mothers.  Milk  in  lactaling  rats  contains  radioactivity  following  administration  of  "'C  enalapril  maleate.  It  is  not 
known  whether  this  drugis  secreted  in  human  milk.  Because  many  drugs  are  secreted  in  human  milk,  caution  should 
be  exercised  when  VASOTEC  is  given  to  a nursing  mother. 

Pediatric  Use:  Safely  and  effectiveness  in  children  have  not  been  established 


Adverse  Reaetisns:  VASOTEC  has  been  evaluated  for  safety  in  more  than  10,000  patients,  including  over  1000 

S'  nts  treated  lor  one  year  or  more.  VASOTEC  has  been  found  to  be  generally  well  tolerated  in  controlled  clinical 
involving  2987  patients. 

HYPERTENSION:  The  most  frequent  clinical  adverse  experiences  in  controlled  trials  were  headache  (5.2%),  dizziness 
(4  3%),  and  fatigue  (3%). 

Other  adverse  experiences  occurring  in  greater  than  1%  of  patients  treated  with  VASOTEC  in  controlled  clinical  trials 
were:  diarrhea  (1.4%),  nausea  (1  4%),  rash  (14%),  cough  (1.3%),  orthostatic  effects  (1.2%),  and  asthenia  (11%). 
HEART  FAILURE.  The  most  frequent  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  trials  were:  dizzi- 
ness (7.9%),  hypotension  (6.7%),  orthostatic  effects  (2.2%),  syncope  (2.2%),  cough  (2,2%),  chest  pain  (21%),  and 
diarrhea  (2.1%) 

Other  adverse  experiences  occurring  in  greater  than  1%  of  patients  treated  with  VASOTEC  in  both  controlled  and 
uncontrolled  clinical  trials  were  fatigue  (T8%).  headache  (1.8%),  abdominal  pain  (1.6%),  asthenia  (1.6%),  orthosta- 
tic hypotension  (1.6%),  vertigo  (1.6%),  angina  pectoris  (1.5%).  nausea  (1.3%)  vomiting  (1,3%),  bronchitis  (1.3%), 
dyspnea  (1.3%),  urinary  tract  infection  (1,3%),  rash  (1.3%),  and  myocardial  infarction  (1.2%). 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  occurring 
in  0.5%  to  1%  of  patients  with  hypertension  or  heart  failure  in  clinical  trials  in  order  ol  decreasing  severity  within  each 
category: 

Cardiovascular  Cardiac  arrest,  myocardial  infarction  or  cerebrovascular  accident,  possibly  secondary  to  excessive 
hypotension  in  high-risk  patients  (see  WARNINGS.  Hypotension):  pulmonary  embolism  and  infarction:  pulmonary 
edema:  rhythm  disturbances:  atrial  tibrillation:  palpitation. 

Digestive  Ileus,  pancreatitis,  hepatitis  (hepatocellular  or  cholestatic  jaundice),  melena,  anorexia,  dyspepsia,  con- 
stipation, glossitis,  stomatitis,  dry  mouth. 

Muxuloskelelal:  Muscle  cramps 

Nervous/Psychialric:  Depression,  contusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia. 

Urogenital  Renal  failure,  oliguria,  renal  dysfunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION). 
Respiratory:  Bronchospasm.  rhinorrhea,  sore  throat  and  hoarseness,  asthma,  upper  respiratory  infection. 

Skin:  Exfoliative  dermatitis,  toxic  epidermal  necrolysis.  Stevens-Johnson  syndrome,  herpes  zoster,  erythema  multi- 
forme, urticaria,  pruritus,  alopecia,  flushing,  hypernidrosis. 

Special  Senses  Blurred  vision,  taste  alteration,  anosmia,  tinnitus,  conjunctivitis,  dry  eyes,  tearing, 

A symptom  complex  has  been  reported  which  may  include  a positive  ANA,  an  elevated  erythrocyte  sedimentation  rate, 
arthralgias/arthritis,  myalgias,  fever,  serositis,  vasculitis,  leukocytosis,  eosinophilia,  photosensitivity,  rash,  and  other 
dermatologic  manilestations. 

Angioedema  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0,2%).  Angioedema  associated  with 
laryngeal  edema  may  be  fatal.  If  angioedema  of  the  face,  extremities,  lips,  longue,  glottis,  and/or  larynx  occurs,  treat- 
ment with  VASOTEC  should  be  discontinued  and  appropriate  therapy  instituted  immediately.  (See  WARNINGS.) 


Hypotension:  In  Ihe  hypertensive  patients,  hypotension  occurred  in  0 9%  and  syncope  occurred  in  0.5%  of  patients 
following  the  initial  dose  or  during  extended  tnerapy.  Hypotension  or  syncope  was  a cause  for  discontinuation  of  ther- 
apy in  01%  ot  hypertensive  patients.  In  heart  failure  patients,  hypotension  occurred  in  6.7%  and  syncope  occurred  in 
2.2%  ot  patients.  Hypotension  or  syncope  was  a cause  lor  discontinuation  ot  therapy  in  1.9%  of  patients  with  heart 
tailure  (See  WARNINGS.) 


Clinical  Laboratory  Test  Findings 

Senrm  Electrolytes:  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia. 

Creatinine,  Blood  Urea  Nitrogen:  In  controlled  clinical  trials,  minor  increases  in  blood  urea  nitrogen  and  serum  cre- 
atinine, reversible  upon  discontinuation  of  therapy,  were  observed  in  about  0.2%  of  patients  with  essential  hyperten- 
sion treated  with  VASOTEC  alone.  Increases  are  more  likely  lo  occur  in  patients  receiving  concomitant  diuretics  or  in 
patienis  with  renal  artery  stenosis.  (See  PRECAUTIONS.)  In  patients  with  heart  failure  who  were  also  receiving 
diuretics  with  or  without  digitalis,  increases  in  blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  dis- 
continuation of  VASOTEC  and/or  other  concomitant  diuretic  therapy,  were  observed  in  about  11%  of  patients 
Increases  in  blood  urea  nitrogen  or  creatinine  were  a cause  for  discontinuation  in  1.2%  ot  patients. 

Hemoglobin  and  Hematocrit  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  ol  approximately 
0.3  q%  and  1.0  vol  %,  respectively)  occur  frequently  in  either  hypertension  or  heart  failure  patients  treated  with 
VASOTEC  but  are  rarely  of  clinical  importance  unless  another  cause  ot  anemia  coexists.  In  clinical  trials,  less  than 
01%  ot  patients  discontinued  therapy  due  to  anemia. 

Other  (Causal  Relationship  Unknown):  In  marketing  experience,  rare  cases  ol  neutropenia,  thrombocytopenia  and 
bone  marrow  depression  have  been  reported.  A lew  cases  ol  hemolysis  have  been  reported  in  patients  with  G6PD 
deficiency 

Liver  Function  Tests  Elevations  ol  liver  enzymes  and/or  serum  bilirubin  have  occurred. 

Dosage  and  Administration:  Hypedension:  In  patienis  who  are  currently  being  treated  with  a diuretic,  symptomatic 
hypotension  occasionally  may  occur  following  Ihe  initial  dose  ot  VASOTEC,  The  diuretic  should,  it  possible,  be  dis- 
continued for  two  to  three  days  before  beginning  therapy  with  VASOTEC  to  reduce  the  likelihood  ot  hypotension,  (See 
WARNINGS ) if  the  patient's  blood  pressure  is  not  controlled  with  VASOTEC  alone,  diuretic  therapy  may  be  resumed. 
If  Ihe  diuretic  cannot  be  discontinued,  an  initial  dose  ol  2.5  mg  should  be  used  under  medical  supervision  (or  at  least 
two  hours  and  until  blood  pressure  has  stabilized  lor  at  least  an  additional  hour.  (See  WARNINGS  and  PRECAU- 
TIONS. Drug  Interactions  ) 

The  recommended  inilial  dose  in  patients  not  on  diuretics  is  5 mg  once  a day.  Dosage  should  be  adjusted  according 
to  blood  pressure  response  The  usual  dosage  range  is  10  to  40  mg  per  day  administered  in  a single  dose  or  in  two 
divided  doses  In  some  patienis  treated  once  daily,  the  aniihypertensive  effect  may  diminish  toward  the  end  of  the 
dosing  interval.  In  such  patients,  an  increase  in  dosage  or  twice-daily  administration  should  be  considered.  If  blood 
pressure  is  not  controlled  with  VASOTEC  alone,  a diuretic  may  be  added. 

Concomitant  administration  of  VASOTEC  with  potassium  suoplements,  potassium  salt  substitutes,  or  potassium- 
sparing diuretics  may  lead  to  increases  of  serum  potassium  (see  PRECAUTIONS). 

Dosage  Adjustment  in  Hypedensive  Patients  with  Renal  Impairment:  The  usual  dose  ol  enalapril  is  recommended  for 
patienis  with  a creatinine  clearance  > 30  mL/min  (serum  creatinine  ot  up  to  approximately  3 mg/dL).  For  patients 
with  creatinine  clearance  s 30  mL/min  (serum  creatinine  a 3 mg/dL),  Ihe  first  dose  is  2.5  mg  once  daily.  The  dosage 
may  be  titrated  upward  until  blood  pressure  is  controlled  or  lo  a maximum  of  40  mg  daily. 

Head  Failure  VASOTEC  is  indicated  as  adjunctive  therapy  with  diuretics  and  digitalis.  The  recommended  starting 
dose  is  2.5  mg  once  or  twice  daily.  After  Ihe  initial  dose  of  VASOTEC,  the  patient  should  be  observed  under  medical 
supervision  lor  at  least  two  hours  and  until  blood  pressure  has  stabilized  for  at  least  an  additional  hour.  (See  WARN- 
INGS and  PRECAUTIONS,  Drug  Interactions.)  If  possible,  the  dose  of  the  diuretic  should  be  reduced,  which  may 
diminish  the  likelihood  of  hypotension.  The  appearance  of  hypotension  after  Ihe  initial  dose  of  VASOTEC  does  not 
preclude  subsequent  careful  dose  titration  wifh  the  drug,  toflowing  effective  management  of  the  hypotension.  The 
usual  therapeutic  dosing  range  tor  the  treatment  of  heart  failure  is  5 to  20  mg  daily  given  in  two  divided  doses.  The 
maximum  daily  dose  is  40  mg,  Once-daily  dosing  has  been  effective  in  a controlled  study,  but  nearly  all  patients  in 
this  study  were  given  40  mg,  me  maximum  recommended  daily  dose,  and  there  has  been  much  more  experience  with 
twice-daily  dosing.  In  addition,  in  a placebo-controlled  study  which  demonstrated  reduced  mortalitjr  in  patienis  with 
severe  heart  failure  (NYHA  Class  ly),  patients  were  treated  with  2,5  to  40  mg  per  day  of  VASOTEC,  almost  always 
adminislered  in  two  divided  doses.  (See  CLINICAL  PHARMACOLOGY,  Pharmacodmmics  and  Clinical  Elferds.)  Dosage 
may  be  adjusted  depending  upon  clinical  or  hemodynamic  response.  (See  WARNINGS.) 


Dosage  Adjustment  in  Patients  with  Head  Failure  and  Renal  Impairment  or  Hyponatremia:  In  patients  with  heart  failure 

■ — - reatinine  >1.6  mg/dL,  therapy  should  be  initi- 

— mti.  Head 


dsage  Adjustment  in  Patients  with  Head  Failure  and  Renal  impairmeri 
who  have  hyponatremia  (serum  sodium  < 130  mEq/L)  or  with  serum  creatfriine 
aled  at  2.5  mg  daily  under  close  medical  supervision,  (See  DOSAGE  AND  ADMINISTRA1 
Failure,  WARNINGS,  and  PRECAUTIONS,  Drug  Interactions.)  The  dose  may  be  increased  to  2.5  mg 
b.i.d.,  then  5 mg  b.i.d.  and  higher  as  needed,  usually  at  intervals  of  four  days  or  more,  if  at  the  time 
of  dosage  adjustment  there  is  not  excessive  hypotension  or  significant  deterioration  ot  renal  func- 
tion. The  maximum  daily  dose  is  40  mg. 

For  more  detailed  inlormalion.  consult  your  MSD  Representative  or  see  Prescribing  Inlormation,  Merck 
Sharp  & Dohme,  Division  ot  Merck  & Co.,  Inc.,  West  Point,  PA  Bt86.  jsvsei  R2(B20) 


MSD 


At  Medical  Protective,  fighting  for  our 
doctors  is  our  number  one  priority.  We  know 
we’re  not  just  insuring  your  finances.  We’re 
protecting  your  professional  reputation,  an 
asset  no  amount  of  insurance  can  replace. 

And  when  we  go  to  battle,  our  winning 
record  is  unsurjiassed.  The  reasons  are 
simple. 

First,  no  one  knows  more  about  defending 
doctors  than  we  do.  We  invented  professional 
liability  insurance  90  years  ago  and  have 
been  defending  doctors  ever  since. 

Second,  since  our  inception  we  have 
employed  only  the  most  experienced  and 
skilled  malpractice  lawyers  in  your  area.  We 
will  never  waver  from  this  commitment. 

Third,  commitment  of  this  kind  requires 
financial  strength  and  stability.  With  nearly 
a billion  dollars  in  assets  and  a continuous 
A.M.  Best  A+  (Superior)  rating,  we  don’t 
have  to  make  individual  case  decisions 
based  on  the  bottom  line.  We  have  the 
financial  clout  to  do  whatever  it  takes  to 
serve  our  doctors. 

If  you  would  like  this  kind  of  aggressive 
defense  in  your  corner,  don’t  wait.  Call  The 
Medical  Protective 
in  your  area  today. 


Company  General  Agent 


America ’s  premier  professional  liability  insurer. 


OITices  in  Dallas,  Bruce  Crim,  Keith  H.  Prince,  Charles  F.  Curtice,  Daniel  S.  Marley,  (214)  821-4640  • Houston,  L.  Wayne  Kirk, 
Rick  D.  Bolin,  John  Bedingdeld,  (715)  465-4445  • San  Antonio,  Michael  Rollans,  Thomas  A.  Weisman,  (512)  490-1081 

Texas  Medicine 


Senators  consider  advance 
directives  regarding  life  support 

Congress  has  taken  on  the  frustrat- 
ing problems  that  arise  when  indi- 
viduals fail  to  clarify  their  wishes 
regarding  the  use  of  artificial  life 
support.  As  proposed  by  Senators 
John  C.  Danforth  (R-Mo)  and 
Daniel  Patrick  Moynihan  (D-NY)  in 
the  Patient  Self-Determination  Act 
(S  1766),  the  primary  solution  lies  in 
advance  directives  and  education. 

When  the  Subcommittee  on 
Medicare  and  Long-Term  Care  of 
the  Senate  Finance  Committee  met 
in  Washington,  DC,  to  consider  the 
proposal,  Richmond,  Tex,  family 
physician  Nancy  W.  Dickey,  MD, 
voiced  her  support  and  suggested 
modifications.  Dr  Dickey  is  a mem- 
ber of  the  American  Medical  Associ- 
ation’s Board  of  Trustees  and  the 
former  chair  of  the  AMA’s  Council 
on  Ethical  and  Judicial  Affairs. 

“The  right  of  a competent 
adult  to  control  medi- 
cal decisions  affecting 
his  or  her  body  is 
deeply  rooted  in  our 
laws  and  is  grounded  in 
the  importance  our  soci- 
ety has  traditionally 
accorded  the  autonomy 
of  the  individual,”  Dr 
Dickey  said  during  the  July 
20  hearing.  “But  recent 
developments  in  the  technol- 
ogy of  life-sustaining  medical 
care  means  that,  for  some, 
medical  treatment  may  merely 
prolong  the  dying  process,”  she 
added. 

The  legislation  has  six  Demo- 
cratic and  five  Republican  co-spon- 
sors, none  of  whom  are  from  Texas 


It  would  require  hospitals  and  nurs- 
ing homes  to  maintain  written  poli- 
cies and  procedures  to  determine 
whether  Medicaid  and  Medicare 
beneficiaries,  at  the  time  of  admis- 
sion, have  prepared  an  advance 
directive,  such  as  a living  will, 
durable  power  of  attorney,  or  simi- 
lar document. 

Under  S 1766,  institutions  would 
be  required  to  have  written  policies 
on  informing  Medicare  and  Medi- 
caid patients  of  their  rights  to  make 
decisions  concerning  medical  care, 
including:  the  right  to  accept  or 
refuse  medical  or  surgical  treatment; 
the  right  to  execute  a written  power 
of  attorney  to  make  health  care  deci- 
sions; and  the  right  to  provide  writ- 
ten instructions  concerning  health 
care,  including  instructions  for  the 
disposition  of  patients’  organs.  Insti- 
tutions also  would  be  required  to 
inquire  whether  these  patients  had 
prepared  a living  will  or  durable 
power  of  attorney,  to 
document  the  patient’s 
treatment  wishes,  and 
periodically  review 
such  wishes  with  the 
patient.  The  institu- 
tions would  be 
required  to  ensure 
that  legally  valid 
advance  direc- 
tives be  imple- 
mented to  the 


Richmond,  Tex,  family 
physician  Nancy 
Dickey,  MD,  travelled 
to  Washington,  DC,  to 
speak  before  the  Sub- 
committee on  Medi- 
care and  Long-Term 
Care  of  the  Senate 
Finance  Committee. 


maximum  extent  possible  under  rel- 
evant state  law;  arrange  for  the 
prompt  and  orderly  transfer  of  a 
patient  to  the  care  of  others  when  as 
a matter  of  conscience  the  hospital 
cannot  implement  the  wishes  of  the 
patient;  and  create  an  institutional 
ethics  committee  to  initiate  educa- 
tional programs  for  staff,  patients, 
residents,  and  the  community.  In 
addition,  within  6 months  of  the 
date  of  enactment,  the  Secretary  of 
Health  and  Human  Services  would 
be  required  to  develop  and  imple- 
ment a national  campaign  to  inform 
the  public  of  the  option  to  execute 
advance  directives. 

Dr  Dickey  told  the  subcommittee 
members  that  the  AMA  strongly 
supports  the  goal  of  S 1766,  but  she 
expressed  reservations.  “We  are  con- 
cerned with  many  of  the  specifics 
within  the  bill,  including  the  major 
focus  on  institutions  in  pursuing 
advance  directives  at  the  time  of 
admission  and  continued  follow-up 
throughout  the  patient’s  stay,”  she 
said.  “The  AMA  does  not  believe 
that  the  hospital  or  nursing  home  is 
the  most  appropriate  place,  nor 
admission  to  a facility  the  most 
appropriate  time,  for  a patient  to 
consider  initially  the  issues  of 
advance  directives.  These  are  issues 
that  need  careful  thought  and  advice 
from  family,  clergy,  physicians,  and 
others  whom  the  patient  wants  to 
consult.  These  discussions  should 
take  place  outside  of  the  emotionally 
difficult  time  that  immediately  pre- 
cedes or  is  concurrent  with  admis- 
sion to  a health  care  facility.” 
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Legislative  Affairs 


Lawmakers,  physicians 
preview  ’91  legisiative  agenda 
at  retreat 

Health  issues  likely  will  take  a back 
seat  to  budget  woes  and  legislative 
redistricting  during  the  1991  legisla- 
tive session,  lawmakers  told  physi- 
cians at  the  Texas  Medical  Associa- 
tion Council  on  Legislation/TEXPAC 
retreat  August  10-12. 

“The  big  issues  are  going  to  be 
the  budget,  redistricting,  and  then 
everything  else,”  said  State  Rep 
David  Cain  (D-Dallas),  chairman  of 
the  House  Committee  on  Trans- 
portation. Mr  Cain  participated  in  a 
panel  discussion  on  1991  legislative 
priorities  at  the  retreat. 

The  retreat  was  held  at  the  Del 
Lago  Resort  and  Conference  Center 
near  Conroe,  and  included  3 days  of 
discussion  on  TMA  legislative  prior- 
ities, public  health  issues,  and  elec- 
tion prognoses. 

State  Senator  Bill  Ratliff,  (R- 
Mount  Pleasant),  said  lawmakers 
may  be  faced  with  trimming  $2  bil- 
lion out  of  other  budget  areas  to 
fund  court-mandated  education 
improvements.  Lawmakers,  how- 
ever, control  only  $2.6  billion  of  the 
state’s  annual  budget,  with  the  rest 
under  court  order  or  dedicated  to 
other  programs  through  constitu- 
tional provisions. 

“Seventy-six  percent  of  the  state 
budget  is  now  under  court  order,” 
Mr  Ratliff  said.  In  addition  to  edu- 
cation, that  includes  prisons  and 
mental  health  and  mental  retarda- 
tion services.  “If  we  could  cut  10% 
from  all  other  areas,  that  would  be 
only  $263  million.” 

Not  only  must  lawmakers  find 
more  money  for  education,  they 


also  must  solve  shortfalls  in  the 
Texas  Department  of  Human  Ser- 
vices budget. 

Despite  those  budget  woes,  redis- 
tricting may  be  an  even  more  domi- 
nant issue,  Mr  Cain  said.  Following 
this  year’s  US  census,  boundaries  of 
all  Texas  House  and  Senate  and 
Congressional  seats  must  be  redrawn. 
The  political  turmoil  created  by  that 
effort  will  divert  legislators’  atten- 
tion from  other  issues,  Mr  Cain  said. 

Doctors  participating  in  the 
retreat  also  heard  pleas  from  Land 
Commissioner  Garry  Mauro  to  take 
up  environmental  issues  as  a public 
health  concern.  Laurance  Nickey, 
MD,  chairman  of  TMA’s  Council  on 
Public  Health,  also  presented  dire 
predictions  for  public  health  in 
Texas. 

“The  environment  is  a main- 
stream issue,  a family  issue,  and  a 
public  health  issue,”  Mr  Mauro 
said.  “If  dirty  air  kills  a tree,  we’re 
not  just  talking  about  a tree.  We  all 
breathe  the  same  air.” 

Mr  Mauro  urged  doctors  to  sup- 
port environmental  efforts,  such  as 
the  conversion  of  buses  and  fleet 
vehicles  to  burn  compressed  natural 
gas,  recycling  of  plastics,  and  use  of 
microbes  in  the  clean-up  of  oil  spills. 

He  urged  physicians  to  make  the 
environment  a priority  of  their  pub- 
lic health  initiatives. 

Dr  Nickey  said  public  health  in 
Texas  is  “at  a crossroads.”  Calling 
himself  “Dr  Doom,”  Dr  Nickey  said 
drug  abuse,  AIDS,  border  health 
problems,  and  other  problems  are 
having  a “ripple  effect”  that  could 
overwhelm  our  public  health  efforts. 

“All  of  this  is  happening  at  a 
time  when  our  resources  are 
strained,  which  hampers  all  of  our 
efforts  to  address  the  problem,”  he 
said.  Texas  ranks  48th  in  spending 
on  public  health,  which  means  it  is 


losing  federal  matching  funds  to 
other  states  that  spend  more. 

“We’ve  got  to  address  the  fund- 
ing issue  head  on,”  Dr  Nickey  said. 

Other  issues  addressed  at  the 
retreat  included  access  to  health 
insurance  and  the  Texas  Medical 
Political  Action  Committee  “Full 
Court  Press”  campaign  in  support 
of  state  Supreme  Court  candidates 
Tom  Phillips,  John  Cornyn,  and  Bob 
Gammage. 

HCFA  concludes  comment 
period  for  CLIA 

After  being  bombarded  by  approxi- 
mately 10,000  written  comments, 
including  numerous  requests  for  an 
extension,  the  Health  Care  Financ- 
ing Administration  pushed  back  the 
deadline  for  commenting  on  pro- 
posed Clinical  Laboratory  Improve- 
ment Amendments  of  1988  to 
September  21. 


In  a Federal  Register  entry  pub- 
lished August  22,  the  Health  Care 
Financing  Administration  noted, 

“.  . . with  this  extension,  interested 
parties  will  have  had  4 months  to 
comment  on  this  proposed  rule, 
which  we  believe  to  be  an  extraordi- 
narily long  period.” 

The  regulations,  which  were  pub- 
lished May  21,  1990,  would  require 
that  all  laboratories  in  the  United 
States  and  its  territories  that  exam- 
ine human  specimens  for  specific 
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purposes  meet  performance  require- 
ments based  on  test  complexity  and 
risk  factors  related  to  erroneous  test 
results  in  order  to  be  certified  by  the 
Department  of  Health  and  Human 
Services. 

A letter  from  the  US  House  of 
Representatives  Rural  Health  Care 
Coalition,  including  six  Congress- 
men from  Texas,  notes  that  the  reg- 
ulations proposed  for  Level  II  labo- 
ratory personnel  may  well  close 
many  rural  clinics,  hospitals,  and 
emergency  medical  services. 

Proposal  ensures  access 
through  liability  reform 

Declaring,  “It  is  time  to  admit  that 
medical  liability  has  had  a decidedly 
negative  impact  on  Americans’ 
access  to  quality  health  care,”  US 
Sen  Orrin  Hatch  has  introduced  a 
bill  designed  to  ensure  access 
through  medical  liability  reform. 

Mr  Hatch  described  the  bill’s  five 
major  provisions  in  the  Congres- 
sional Record.  It: 

• provides  protection  for  patients 
by  strengthening  the  activities  of 
state  licensing  and  disciplinary 
agencies; 

• enhances  the  quality  of  health 
care  by  improving  state  pro- 
grams for  educating  health  pro- 
fessionals and  the  public  about 
medical  injury  prevention  and 
the  appropriate  use  of  the  health 
care  system; 

• provides  for  medical  liability 
reforms  including  mandatory 
periodic  payment  of  future 
awards,  limits  on  awards  for 


noneconomic  damage,  reducing 
awards  by  the  amount  of  com- 
pensation from  collateral 
sources,  and  limiting  attorneys’ 
contingency  fees; 

• provides  funds  for  state  alterna- 
tive dispute  resolution  demon- 
stration projects  such  as  fault- 
based,  no-fault,  or  binding 
arbitration  systems;  and 

• provides  malpractice  insurance 
relief  for  migrant  and  commu- 
nity health  centers  by  establish- 
ing a national  risk  retention 
group. 

The  bill,  titled  the  “Ensuring 
Access  Through  Medical  Lia- 
bility Reform  Act,”  (S  2934) 
has  been  referred  to  the  Sen- 
ate Committee  on  Labor  and 
Human  Resources.  A year  in 
the  making,  the  legislation  is 
the  result  of  input  from  a coalition 
of  more  than  20  organizations, 
including  the  American  Medical 
Association,  several  medical  spe- 
cialty societies,  hospital  organiza- 
tions, business  organizations,  and 
public  health  advocates. 

Chairman  Randolph  C.  Zuber, 
MD,  Kerrville,  says  Texas  Medical 
Association’s  Committee  on  Profes- 
sional Liability  is  following  the  leg- 
islation’s progress  “with  eagerness.’ 

“We’re  very  hopeful  that  the  bill 
will  be  implemented.  We  see  this  as 
a definite  step  toward  ending  the 
professional  liability  crisis,”  he  says. 


Lights!  Camera!  Action! 
TEXPAC  tape  is  a winner! 

A videotape  produced  by  the  Texas 
Medical  Political  Action  Committee 
(TEXPAC)  was  selected  as  a finalist 
in  the  11th  Annual  Telly 
Awards  recognizing  outstand- 
ing local  and  regional  tele- 
vision and  cable  commer- 
cials and  nonbroadcast 
video  productions. 

Industry  professionals  rep- 
resenting a cross-section  of 
production  houses,  agencies, 
and  television  stations 

judged  almost  4,000 
entries  on  a 10-point 
scale.  Entries  scoring 
7.0  and  higher 
qualified  as  finalists. 
TEXPAC’s  entry, 
“The  Eight  to  Reclaim 
The  Court,”  describes  the  1988 
Texas  Supreme  Court  races  and  the 
role  Texas  Medical  Association 
played  in  electing  a reform  slate  of 
justices.  It  also  explains  the  court’s 
influence  on  the  professional  liabil- 
ity climate  in  Texas. 

Neither  TMA  nor  AMA  will 
favor  or  disadvantage  anyone  based 
on  the  amounts  or  failure  to  make 
contributions.  Federal  law  prohibits 
TEXPAC  from  receiving  donations 
from  other  than  members  of  TMA 
and  their  immediate  families.  All 
donations  from  other  than  members 
of  TMA  and  their  immediate  fami- 
lies will  be  returned  forthwith.  Con- 
tributions to  TEXPAC  are  not 
deductible  as  charitable  contribu- 
tions for  federal  income  tax  purposes. 
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Will  you  be  able  to  afford  to  retire? 

It  will  take  at  least  75%  of  your  pre-retirement  income 
to  maintain  your  standard  of  living  after  retirement. 
Your  pension  and  Social  Security  payments  will  prob- 
ably provide  only  half  the  amount  you’ll  need.  Paine 
Webber  can  help-with  the  Texas  Physicians’ 
Retirement  Plan,®”^  and  two  free  services. 

Exclusive  endorsement  by  the 
Texas  Medical  Association 

TheTexas  Physicians’  Retirement  Plan,®*^ 
designed  exclusively  for  members  by  Paine 
Webber/Rotan  Mosle,  is  the  only  retirement 
planning  program  endorsed  by  the  Associa- 
tion. PaineWebber/Rotan  Mosle,  with  an  out- 
side consultant,  offers  a full  range  of  retirement 
planning  services.  Call  today  and  find  out  how  we  can 
help  you  plan  for  a comfortable  retirement. 


For  more  information  call  (800)  999-7740. 

PaineWebber/  ROIANMOSLE 

A Suhsidiaiy  of  PaineWebber 


Member  SIPC 


*Provided  through  PaineWebber  and  prepared  by  Ernst  & Young,  one  of  the  nation’s  largest  tax,  accounting  and  management  consulting  firms. 


MICHAEL  R.  SHARP 
ATTORNEY 

REPRESENTATION  OF  PHYSICIANS 
IN  PROFESSIONAL  MATTERS 


• TEXAS  STATE  BOARD  OF  MEDICAL  EXAMINERS 
—FORMAL  DISCIPLINARY  HEARINGS 
—SETTLEMENT  CONFERENCES 

—RECIPROCITY  & LICENSURE 

• TEXAS  MEDICAL  FOUNDATION 


• MEDICAL  STAFF 
PEER  REVIEW 

• ANTI-TRUST 
ACTIONS 


1820  One  American  Center*  Austin,  Texas  78701  • (512)  473-2265 
Certified  in  Adnninistrative  Law  by  the  Texas  Board  of  Legal  Specialization. 
Certification  is  not  currently  available  to  anyone  in  health  law. 


TEXAS  MEDICINE 
CARES  ABOUT  A 
DRUG  FREE  TEXAS 


THONEON! 

Show  your  support  for  a drug-free 
Texas  during  Red  Ribbon  Week, 

Oct.  21-28,  1990. 

Wear  a red  ribbon  imprinted  with 
"Join  Me — I'm  Drug  Free."  Give 
ribbons  to  office  staff  and  patients. 

Order  brochures  and  hot-line  cards 
for  your  patients! 

Sponsored  by  the  Texas  Medical 
Association  and  its  Auxiliary  in  co- 
operation with  the  National  Federation 
of  Parents  for  Drug  Free  Youth 

President  and  Mrs.  George  Bush 
National  Honorary  Chairpersons 

Governor  and  Mrs.  William  Clements 
State  Honorary  Chairpersons 

Order  your  red  ribbons  and 
brochures  now! 


PHYSICIANS  CARING  FOR  TEXANS 


October 21 -28, 1990 


Send  me ribbons. 

Send  me brochures. 

Send  me hot-line  cords. 

Name 

Street  Address 

(No  RO.  Boxes  Please) 

City TX  ZIP Phone  ( ) 


Send  your  order  to  Texas  Medical  Association  Auxiliary:  Red  Ribbon  Campaign 
1801  N.  Lamar  Blvd.  Austin,  TX  78701 


Because  safety 

cannot  be  taken  for  granted 

in  H2-antagonist  therapy 


Minimal  potential  for 
drug  interactions 

Unlike  cimetidine  and  ranitidine,^ 
Axid  does  not  inhibit  the  cytochrome 
P-450  metabolizing  enzyme  system.^ 


H2-antagonist  therapy 

■ Most  patients  experience 
pain  relief  with  the  first  dose^ 

■ Heals  duodena!  ulcer 
rapidly  and  effectively^^ 

■ Dosage  for  adults  with  active 
duodena!  ulcer  is  300  mg  once  nightly 
(150  mg  b.i.d.  is  also  available) 
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AXID® 

nizatidine  capsules 

Brief  Summary.  Consult  the  package  literature  for  complete 
information. 

Indications  and  Usage;  1. 4ctn'e  duodenal  ulcer-tm  up  to  eight  weeks 
ol  treatment  Most  patients  heal  within  tour  weeks. 

2.  Maintenance  therapy -for  healerJ  duodenal  ulcer  patients  at  a 
reduced  dosage  ol  150  mg  hs.  The  consequences  of  therapy  with  Axid 
for  longer  than  one  year  are  not  known. 

Contraindication:  Known  hypersensitivity  to  the  drug.  Use  with  caution 
in  patients  with  hypersensitivily  to  other  Hj-receptor  antagonists. 
Precautions:  General-t.  Symptomatic  response  to  nizatidine  therapy 
does  not  preclude  the  presence  of  gastric  malignancy. 

2.  Dosage  should  be  reduced  in  patients  with  moderate  to  severe 
renal  insufficiency. 

3.  In  pahents  with  normal  renal  funcbon  and  uncomplicated  hepabc 
dysfuncbon,  the  disposition  of  nizatidine  is  similar  to  that  in  normal 
subjects. 

Laboratory  Tests -False-positive  tests  lor  urobilinogen  with  Mulbsbx® 
may  occur  dunng  therapy. 

Drug  Interactions-Uo  interacbons  have  been  observed  with  theophyl- 
line, chlordiazepoxide,  lorazepam,  lidocaine,  phenytoin,  and  warfarin.  Axid 
does  not  inhibit  the  cytochrome  P-450  enzyme  system;  therefore,  drug 
interacbons  mediated  by  inhibibon  of  hepabc  metabolism  are  not  expected 
to  occur.  In  pabents  given  very  high  doses  (3,900  mg)  of  aspirin  daily, 
increased  serum  salicylate  levels  were  seen  when  nizabdine,  150  mg 
b.i.d.,  was  administered  concurrently. 

Cardnogenesis,  Mutagenesis.  Impairment  ol  Fertility- A two-year  oral 
carcinogenicity  study  in  rats  with  doses  as  high  as  500  mg/kg/day 
(about  80  bmes  the  recommended  daily  therapeubc  dose)  showed  no 
evidence  of  a carcinogenic  effect  Ttiere  was  a dose-related  increase  in 
the  density  of  enterochromafbn-like  (ECL)  cells  in  the  gastric  oxynbc 
mucosa,  in  a two-year  study  in  mice,  there  was  no  evidence  of  a 
carcinogenic  effect  in  male  mice,  although  hyperplasbc  nodules  ol  the 
liver  were  increased  in  the  high-dose  males  as  compared  with  placebo. 
Female  mice  given  bie  high  dose  ol  Axid  (2,000  mg/kg/day,  about  330 
times  the  human  dose)  showed  marginally  statistically  significant 
increases  in  hepabc  carcinoma  and  hepabc  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  of  the  other  dose  groups.  The  rate  ol 
hepabc  caranoma  in  bie  high-dose  animals  was  within  bie  histoncal 
conbol  limits  seen  for  bie  strain  of  mice  used.  The  female  mice  were 
given  a dose  larger  than  the  maximum  tolerated  dose,  as  indicated 
by  excessive  (30%)  weight  decrement  as  compared  with  concurrent 
conbols  and  evidence  of  mild  liver  injury  (bansaminase  elevabons).  The 
occurrence  of  a marginal  bnding  at  high  dose  only  in  animals  given 
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an  excessive  and  somewhat  hepatotoxic  dose,  with  no  evidence  of  a 
carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day,  about  60  times  the  human  dose),  and  a negative 
mutagenicity  battery  are  not  considered  evidence  of  a carcinogenic 
potenbal  for  Axid. 

/txid  was  not  mutagenic  in  a batteiy  of  tests  performed  to  evaluate  its 
potenbal  genebc  toxicity,  including  bactenal  mutabon  tests,  unscheduled 
DNA  synthesis,  sister  chiomabd  exchange,  mouse  lymphoma  assay, 
chromosome  aberrabon  tests,  and  a micronudeus  test 

In  a two-generabon,  pennatal  and  postnatal  ferblity  study  in  rats,  doses 
of  nizabdine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the 
reproducbve  performance  of  parental  animals  or  bieir  progeny. 

Pregnancy-Teratogenic  Efiects- Pregnancy  Category  C-Oral  repro- 
ducbon  studies  in  rats  at  doses  up  to  300  bmes  bie  human  dose  and  in 
Dutch  Bebed  rabbits  at  doses  up  to  55  bmes  bie  human  dose  revealed 
no  evidence  of  impaired  fertility  or  teratogenic  effect;  buL  at  a dose 
equivalent  to  300  bmes  bie  human  dose,  beated  rabbits  had  aborbons, 
decreased  number  of  live  febises,  and  depressed  fetal  weights.  On  inba- 
venous  adminisbabon  to  pregnant  New  Zealand  White  rabbits,  nizabdine 
at  20  mg/kg  produced  cardiac  enlargement  coarctabon  ol  bie  aorbc 
arch,  and  cutaneous  edema  in  one  fetus,  and  at  50  mg/kg,  b produced 
ventricular  anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly, 
and  enlarged  heart  in  one  fetus.  There  are,  however,  no  adequate  and 
well-conbolled  studies  in  pregnant  women,  b is  also  not  known  whether 
nizabdine  can  cause  fetal  harm  when  administered  to  a pregnant  woman 
or  can  affect  reproducbon  capacby.  Nizabdine  should  be  used  dunng 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to 
the  fetus. 

Nursing  Mothers-Stuiies  in  lactating  women  have  shown  that 
0.1%  of  an  oral  dose  is  seaeted  in  human  milk  in  proporbon  to  plasma 
concentrabons.  Because  of  growth  depression  in  pups  reared  by  beated 
lactabng  rats,  a decision  should  be  made  whether  to  disconbnue  nursing 
or  ffie  drug,  taking  into  account  bie  importance  of  bie  dmg  to  bie  mobier. 

Pediatric  Use-Safety  and  effectiveness  in  children  have  not  been 
established. 

Use  in  Bderly  Ftabenfs-Healing  rates  in  eldedy  pabents  were  similar 
to  biose  in  younger  age  groups  as  were  the  rates  of  adverse  events  and 
laboratory  test  abnormalbies.  Age  alone  may  not  be  an  important  factor 
in  the  disposition  ol  nizatidine.  Elderly  pabents  may  have  reduced 
renal  tuncbon. 

Adverse  Reactions:  Clinical  bials  of  varying  duiabons  included  almost 
5,000  pabents  Among  the  more  common  adverse  events  in  domesbc 
placebo-conbolled  bials  ol  over  1,900  nizabdine  pabents  and  over  1,300 
on  placebo,  sweabng  (1%  vs  0.2%),  urbcaria  (0.5%  vs  <0.01%),  and 
somnolence  (2.4%  vs  1.3%)  were  significantly  more  common  with 
nizabdine.  b was  not  possible  to  determine  whether  a vanety  of  less 
common  events  was  due  to  ffie  drug. 
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Hepabc-Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline 
phosphata.se)  possibly  or  probably  related  to  nizabdine  occurred  in  some 
pabents.  in  some  cases,  there  was  marked  elevabon  (>500  lU/L)  in  SCOT 
or  SGPT  and,  in  a single  instance,  SGPT  was  >2,000  lU/L  The  incidence 
of  elevated  liver  enzymes  overall  and  elevabons  of  up  to  biree  bmes 
the  upper  limb  of  normal,  however,  did  not  signbicanby  dbter  bom  biat 
in  placebo  patients.  Hepatitis  and  jaundice  have  been  reported.  All 
abnormalbies  were  reversible  after  disconbnuabon  ol  Axid. 

Cardiovascular -\n  clinical  pharmacology  studies,  short  episodes 
of  asymptomatic  ventricular  tachycardia  occurred  in  two  individuals 
administered  /txid  and  in  three  unbeated  subjects. 

CAfS-Rare  cases  ol  reversible  mental  contusion  have  been  reported. 

Endocnne-CWnical  pharmacology  studies  and  conbolled  clinical  bials 
showed  no  evidence  ol  antiandrogemc  activity  due  to  nizatidine. 
Impotence  and  decreased  libido  were  reported  with  equal  bequency  by 
pabents  on  nizabdine  and  those  on  placebo.  Gynecomasba  has  been 
reported  rarely 

Hematologic-Fatal  thrombocytopenia  was  reported  in  a patient 
beated  wbh  nizabdine  and  another  H;-receptor  antagonist  This  pabent 
had  previously  expenenced  biromboc^openia  while  taking  other  dmgs 
Rare  cases  of  birombocytopenic  purpura  have  been  reported. 

Integumenlal-Svreatmg  and  urticaria  were  reported  signbicanby 
more  bequenby  in  nizabdine-  than  in  placebo-beated  pabents.  Rash  and 
exfoliabve  dermabbs  were  also  reported. 

Hypersensrtivtty- As  with  other  Hj-receptor  antagonists,  rare  cases  ol 
anaphylaxis  following  nizatidine  administration  have  been  reported. 
Because  cross-sensibvity  among  biis  class  has  been  observed.  H2-receptor 
antagonists  should  not  be  administered  to  biose  with  a history  of  hyper- 
sensitivity to  these  agents.  Rare  episodes  of  hypersensibvby  reacbons 
(eg.  bronchospasm,  laryngeal  edema,  rash,  and  eosinophilia)  have  been 
reported. 

Ot/rer- Hyperuricemia  unassociated  with  gout  or  nephrolibiiasis  was 
reported.  Eosinophilia,  fever,  and  nausea  related  to  nizabdine  have  been 
reported. 

Oventosago:  Overdoses  of  Axid  have  been  reported  rarely.  It  overdosage 
occurs,  acbvated  charcoal,  emesis  or  lavage  should  be  considered  along 
wbh  clinical  monboring  and  supportive  therapy  Renal  dialysis  lor  four 
to  six  hours  increased  plasma  clearance  by  approximately  84%. 
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Addrbonal  intormabon  available  to  the  prolession  on  request 
Eli  Lilly  and  Company 
Indianapolis,  Indiana 
46285 

NZ-2924-B-0493 10  © 1 990,  EU  ULLY  AND  COMPANY 

Axid®  (nizabdine,  Lilly) 


5^ 


Science  and 
Education 


Baylor  research  opens 
frontiers  in  studies  of  hearing 
impairment 

Baylor  College  of  Medicine  (BCM) 
researchers  have  developed  an  inex- 
pensive hearing  test  that  may  be 
available  for  use  in  physicians’ 
offices  as  early  as  a year  from  now, 
says  a chief  investigator  in  Bay- 
lor’s otoacoustic  distortion 
emissions  testing  project. 

Brenda  Lonsbury-Martin, 

PhD,  says  the  technique, 
which  can  be  per- 
formed in  a matter 

of  minutes  by  per-  ~ 

sonnel  with  little  — — 


training,  permits  test- 
ing of  persons  unable  or  unwill- 
ing to  respond  to  traditional 
tests  — such  as  infants.  And 
unlike  a comparable  British 
product  that  screens  for  hear- 
ing loss  (much  like  the  auditory 
brain  stem  response  measure),  the 
Baylor  test  produces  an  “audio- 
gram-like” 
printout. 

“Our  test  is  one  order  above  [the 
British  test]  in  the  sense  that  it  pro- 
vides the  equivalent  of  the  audio- 
gram.  So  it  gives  you  information 
about  not  only  whether  hearing 
impairments  are  present  or  not,  but 
where  hearing  is  good  and  where  it’s 
bad  across  the  frequency  range.”  A 
test  of  both  ears  can  require  less 
than  4 minutes. 

For  physicians  who  already  have 
IBM-compatible  or  Macintosh  com- 
puters with  sufficient  processing 
power,  equipment  and  software 
probably  will  cost  less  than  $2,000, 
Dr  Lonsbury-Martin  says. 

But  aside  from  the  market  poten- 


tial and  applications  already  under- 
way at  Baylor,  the  technique  may 
open  “new  territory”  in  research, 
she  says. 

“Scientifically  and  medically  it 
promises  to  open  up  a whole  new 
frontier  in  understanding  the  devel- 
opment and  treatment  of  hearing 
disorders,”  she  says,  noting  that 

“for  the  first  time  this  type 
of  test  separates  a sen- 
sory from  a neural 
hearing  loss.” 

“That  gives  the 
clinician  information 
as  to  what  the  prog- 
nostic outlook  might 
be  for  certain  hearing 
impairment 

conditions.  Plus  the  fact 
that  it  also  is  beginning  to 
give  some  insight  into  new 
treatment  strategies  and  surgi- 
cal strategies  in  treating  hearing 
loss  because  for  the  first  time  we 
know  exactly  the  precise  anatomical 
site.” 

“Before  now  it’s  been  kind  of 
vaguely  separated  into  central  ner- 
vous system  versus  peripheral  ner- 
vous system  hearing  impairment. 
Now  we  know  exactly  where  in  the 
ear  the  hearing  impairment  is  being 
caused.” 

Dr  Lonsbury-Martin  hopes  other 
work  with  the  technique  will  help 
investigators  understand  disease  and 
genetic  processes  that  cause  hearing 
loss  and  will  lead  to  treatments. 

Reports  of  the  Baylor  team’s 
work  have  been  published  in  several 
journals,  most  recently  in  the  Annals 
of  Otology,  Rhinology,  and  Laryn- 
gology (volume  99,  number  5,  part 
2,  supplement  147,  May  1990). 


MEDLINE  pilot  program 
continues  through  April  for 
area  code  512 

More  than  200  persons  have  signed 
up  to  use  MEDLINE  services 
through  a federally  sponsored  pilot 
program  that  gives  them  unlimited 
use  of  the  MEDLINE  database  until 
April  30,  1991,  for  a flat  fee  of  $110. 

Offered  through  The  University 
of  Texas  Health  Science  Center  at 
San  Antonio  (UTHSCSA),  the  pro- 
gram allows  computer  users  with 
area  code  512  to  access  the 
database,  print  results,  and  avoid 
long-distance  telephone  rates  for  no 
cost  beyond  the  $110  subscription 
fee,  according  to  a UTHSCSA 
spokesperson.  The  project  is  spon- 
sored by  the  National  Library  of 
Medicine. 

Evelyn  Olivier,  administrative 
services  librarian  for  Briscoe  Library 
at  UTHSCSA,  says  the  pilot 
program  has  been  quite  popular  and 
includes  participants  in  rural  areas 
of  South  Texas. 

For  additional  information  about 
the  program,  call  Janna  Lawrence  in 
San  Antonio  (512-567-2425)  or 
Mary  Jo  Dwyer  in  San  Benito  (512- 
399-1128). 
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A look  inside 


Harris  County 
Medical  Society 
plans  tour  through 
human  body 


Stroll  over  the  extended  tongue  and 
take  a seat  among  the  incisors. 
You’re  about  to  see  the  human  body 
as  you’ve  never  seen  it  before. 

The  plans  for  such  a visit  are  on 
the  drawing  board,  and  the  Harris 
County  Medical  Society  (HCMS) 
has  already  begun  to  raise  the  $1.8 
million  needed  to  make  it  possible. 
With  a little  luck  and  contributions 
from  across  the  state,  HCMS  hopes 
to  open  the  jaws  of  its  human  body 
museum  by  the  fall  of  1991. 

The  4,500  square-foot  museum 
will  be  divided  into  14  rooms,  each 
decorated  with  protuberances,  mem- 
branes, exits,  textures,  and  colors 
appropriate  to  the  various  organ 
systems,  say  museum  planners.  Visi- 
tors will  begin  with  the  mouth 
(where  they’ll  see  the  transparent 
tooth,  among  other  things)  and  will 
pass  through  the  digestive  tract  until 
they’re  absorbed  through  intestinal 
walls  to  tour  the  heart  chamber, 
lungs,  brain,  reproductive  system, 
rib  cage,  ear,  eye,  and  immune  sys- 
tem. Rooms  will  be  loaded  with 
movement  and  activity:  audiovisu- 
als, models,  and  about  30  “interac- 
tive computer  stations,”  says  Judith 
Livingston,  HCMS  project  coordina- 
tor for  the  museum.  Visitors  will 
learn  about  structures,  functions, 
and  care  of  the  body,  she  says. 

HCMS  president  Fred  Lummis, 

Jr,  MD,  says  the  museum  was  con- 
ceived years  ago  when  HCMS  physi- 
cians volunteered  their  time  to  pro- 
vide the  oral  polio  vaccine  to  the 


com- 

munity.  Dona- 
tions from  that  project 
exceeded  costs,  and  HCMS  society 
members  decided  to  develop  a 
museum. 

“We  felt  that  we  had  to  give  it 
back  to  the  community,”  Dr  Lum- 
mis says.  That  led  to  the  creation  of 
the  Foundation  for  the  Museum  of 
Medical  Science,  which  oversees  the 
museum’s  operation,  he  says. 

“It’s  a fine  project,”  Dr  Lummis 
says  of  the  new  museum.  “It’s 
exactly  the  sort  of  thing  we  think 
medical  societies  ought  to  be  doing 
in  the  community.  It  provides  health 
and  biology  education,  and  we  hope 
it  will  serve  as  a showcase  that  will 
attract  young  people  into  our  field.” 

Houston  physician  Adib  R. 
Mikhail  shares  his  optimism.  “We’re 
planning  to  have  the  best  medical 
museum  in  the  nation,”  he  says.  Dr 
Mikhail  is  the  HCMS  chairman  of 
the  fundraising  campaign  for  the 
museum,  which  will  replace  the 
Museum  of  Medical  Science  at  the 
Houston  Museum  of  Natural  Sci- 
ence. Denton  Cooley,  MD,  and 
James  “Red”  Duke,  Jr,  MD,  are 
campaign  cochairmen.  About  200 
physicians  and  other  consultants 
have  participated  in  planning  the 
museum’s  scientific  content,  says  Ms 
Livingston. 


Heart  Rx  patient 
education  package 
now  available  at  local 
heart  association 

Heart  Rx,  a program 
designed  to  help  family  physi- 
cians lead  patients  through  the 
maze  of  cardiovascular  risk  fac- 
tors and  healthy  lifestyle,  can 
now  be  ordered  through  local  offices 
of  the  American  Heart  Association 
(AHA),  says  an  AHA  spokesman. 

The  Heart  Rx  program  is  based 
on  a box  of  84  patient  education 
materials,  such  as  brochures  and 
posters,  and  physician  guides  orga- 
nized into  five  categories:  general 
background  information  for  physi- 
cians, high  blood  pressure,  warning 
signs  of  cardiovascular  problems, 
smoking,  and  nutrition. 

In  addition,  the  kit  provides 
materials  that  can  be  photocopied 
for  patients.  The  nutrition  section  of 
Heart  Rx,  for  example,  includes 
reproducible  nutrition  planning  and 
diet  history  forms. 

Joe  Street,  associate  director  of 
health  care  site  programs  for  the 
Texas  Affiliate,  says  about  400 
“sites”  (eg,  hospitals,  physicians’ 
offices,  schools)  have  ordered  the 
Heart  Rx  program,  but  that  some  of 
those  have  purchased  more  than  one 
package. 

“We’ve  received  a very  positive 
response  from  a variety  of  health- 
care professionals,”  he  says,  adding 
that  requests  for  Heart  Rx  have 
come  from  a number  of  specialties 
and  from  allied  health-care  profes- 
sionals. 

To  order  Heart  Rx,  contact  your 
local  American  Heart  Association 
office.  The  package  costs  $32.50. 
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NIH  releases  recommendations 
from  two  consensus  panels 

The  National  Institutes  of  Health 
(NIH)  has  announced  the  publica- 
tion of  two  reports  based  on  “con- 
sensus development  conferences” 
held  earlier  this  year. 

One  report,  announced  in  June, 
outlines  recommendations  and  con- 
clusions drawn  from  the  Consensus 
Development  Conference  on  Noise 
and  Hearing  Loss.  The  second  re- 
port, announced  in  July,  is  the  result 
of  the  Consensus  Development  Con- 
ference on  Surgery  for  Epilepsy. 

For  a free  copy  of  each  report, 
write  to  William  H.  Hall,  Director 
of  Communications,  Office  of  Medi- 
cal Applications  of  Research, 
National  Lastitutes  of  Health,  Build- 
ing 1,  Room  259,  Bethesda,  MD 
20892. 

UTMB  announces  $10  million 
addition  to  research 
endowment 

A $5  million  gift  to  The  University 
of  Texas  Medical  Branch  (UTMB)  at 
Galveston  will  help  fund  new 
research,  new  faculty  members,  and 
researchers  awaiting  approval  of 
grant  renewal  applications,  UTMB 
has  announced. 

The  $5  million,  given  to  the  John 
Sealy  Memorial  Endowment  Fund 
for  Biomedical  Research  by  the 
Sealy  & Smith  Foundation  of  Galve- 
ston, was  matched  by  $5  million 
from  The  University  of  Texas  Sys- 
tem. A UTMB  spokesman  says  the 
contributions  bring  the  endowment’s 
total  holdings  to  $40  million. 
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YOCON 

YOHIMBINE  HCI 


Oescrifitloii:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Bentti.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Eadi  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Actfon:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  aiwl  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Mications;  Yocon*  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications;  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  informafion  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications . 

Wbrniiq:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  witti  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions;  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  ttian  required  to  produce  periph- 
eral a-adrenergic  blociade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.TS  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. 

Drags  and  AdminlstrathHi;  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  ^ -3.4  i tablet  (5,4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  rwJuced  to  % tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 tintes  a day.  Reported 
therapy  not  more  than  10  weeks.3 
»tow  ^plisd;  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 
bottles  of  100’s  NOC  53159-001-01  and  1000’s  NDC 
53159-001-10, 
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Chiropractors  ask 
AG,  ‘What’s  in  a 
name?’ 

The  Texas  Attorney  Gen- 
eral has  before  him  an  op- 
portunity to  clear  up  the 
confusion  that  sometimes 
surrounds  health  care  pro- 
viders’ titles.  Specifically,  he 
has  the  opportunity  to  stop 
chiropractors  from  calling  them- 
selves “physicians”  or  “chiropractic 
physicians.” 

During  a hearing  in  Houston, 
August  4,  the  Texas  Board  of  Chiro- 
practic Examiners  agreed  to  forgo 
publication  of  proposed  rules  to 
allow  chiropractors  to  use  the  terms 
and  seek  an  attorney  general’s  opin- 
ion with  respect  to  their  use. 

C.  Richard  Stasney,  MD,  a mem- 
ber of  the  Texas  State  Board  of 
Medical  Examiners,  told  the  Chiro- 
practic Examiners  that  calling  chiro- 
practors “physicians”  or  “chiroprac- 
tic physicians”  confuses  patients.  “If 
we’re  going  to  protect  consumers 
and  have  truth  in  packaging,  let’s  call 
everybody  exactly  what  they  are,” 
the  Houston  otolaryngologist  says. 

Dr  Stasney  says  he  is  encouraged 
by  the  chiropractic  board’s  inclina- 
tion to  “listen  to  reason,”  and  he  is 
hopeful  that  the  attorney  general 
will  render  an  opinion  “that  takes 
into  consideration  what’s  best  for 
the  consumers  of  Texas.”  He  adds, 
“Consumers  need  to  know  what  chi- 
ropractors are  and  what  their  train- 
ing is  and  what  sort  of  things  they 
treat,  and  what  sort  of  things  they 
don’t  treat.” 


Calling  chiropractors 
physicians”  or  “chiro- 
practic physicians” 
confuses  patients, 
Houston  otoiaryngoio- 
gist  C.  Richard  Stasney, 
MD,  says. 


Texas  Medical  Association  has 
protested  the  proposed  rules  that 
would  allow  chiropractors  to  call 
themselves  “physicians”  or  “chiro- 
practic physicians,”  saying  they  were 
adopted  without  responding  to  the 
association’s  formal  request  for  a 
public  hearing  and  they  are  uncon- 
stitutional. The  association’s  general 
counsel  argued  that  the  Healing  Art 
Identification  Act  permits  only  per- 
sons with  MD  or  DO  degrees,  who 
are  licensed  by  the  Texas  State 
Board  of  Medical  Examiners,  to  call 
themselves  “physicians.” 

TMA  puts  transfer  law  to 
constitutional  test 

Texas  Medical  Association  will  chal- 
lenge the  constitutionality  of  the 
1986  federal  hospital  transfer  law 
that  prohibits  patient  “dumping” 
when  it  takes  the  case  of  Victoria 
obstetrician-gynecologist  Michael  L. 
Burditt,  MD,  to  the  US  Circuit 
Court  of  Appeals  for  the  Eifth  Cir- 
cuit in  New  Orleans  later  this  year. 

In  1987,  the  Department  of 
Health  and  Human  Services,  Office 
of  the  Inspector  General  (OIG)  fined 
Dr  Burditt  $25,000  for  an  allegedly 
inappropriate  transfer  that  took 
place  in  1986.  The  case  involves  a 
woman  who  gave  birth  en  route  to  a 


Galveston  hospital.  TMA  stepped  in 
to  provide  legal  assistance  in  1989, 
when  Dr  Burditt’s  case  came  before 
an  administrative  law  judge  in 
Victoria,  who  ruled  in  favor  of  the 
OIG,  but  reduced  the  fine  to 
$20,000.  On  June  22,  1990,  the 
Appeals  Board  of  the  US  Depart- 
ment of  Health  and  Human  Service 
largely  affirmed  the  administrative 
law  judge’s  decision. 

TMA  will  ask  the  Court  of 
Appeals  to  consider  at  least  two  con- 
stitutional issues:  (1)  whether  the 
Eifth  Amendment  prohibition 
against  taking  property  without  just 
compensation  prohibits  requiring 
physicians  and  hospitals  to  treat 
emergency  room  patients  without 
compensation,  and  (2)  whether  the 
right  to  a trial  by  jury  in  criminal 
cases  and  in  civil  cases  where  the 
amount  in  dispute  exceeds  $20 
applies  to  this  administrative  sanc- 
tion case. 

The  appeal  also  is  expected  to 
address  technical  questions  regard- 
ing the  federal  law  itself,  such  as:  (1) 
whether  Dr  Burditt  was  a “responsi- 
ble physician”  as  defined  by  the 
statute,  and  (2)  whether  the  patient 
was  in  “active  labor.” 


Advice  to  reservists:  contact 
your  insurance  carrier 

Physician  members  of  the  military 
reserve  are  well  advised  to  contact 
their  medical  malpractice  insurance 
carriers  if  they  are  called  to  active 
duty. 

Physician  reservists  can  request 
special  relief  from  payment  of  pre- 
miums for  coverage  costs  already 
incurred  under  the  Soldiers’  and 
Sailors’  Civil  Relief  Act  of  1940  (50 
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USCA  App  590).  Whether  the  act 
covers  the  cost  of  tail  coverage  (for 
claims  filed  after  leaving  civilian 
practice)  on  claims-made  policies 
purchased  after  the  call  to  active 
duty  is  debatable.  If  carriers  refuse, 
physicians  can  apply  to  any  state  or 
federal  court  for  a court-ordered 
stay,  or  postponement,  of  the  obliga- 
tion to  pay. 

The  Soldiers’  and  Sailors’  Civil 
Relief  Act  provides  that  a person 
may  obtain  relief  from  any  court  of 
“any  obligation  or  liability” 
incurred  prior  to  military  service, 
attorney  Hugh  M.  Barton  explains. 
Mr  Barton  is  Texas  Medical  Associ- 
ation’s assistant  general  counsel. 
Application  to  the  court  must  be 
made  during  the  period  of  military 
service  or  within  6 months  there- 
after, he  says.  The  court  may  grant 
relief  unless  it  finds  that  the  person 
is  able  to  meet  the  “obligation”  in 
spite  of  his  or  her  military  service. 

“Medical  malpractice  insurance 
premiums  are  not  specifically  men- 
tioned, but  are  nevertheless  an  ‘obli- 
gation,’” Mr  Barton  says.  The  court 
may  stay  the  obligation’s  enforce- 
ment during  the  period  of  military 
service,  plus  an  additional  period  of 
equal  time,  if  the  unpaid  premium  is 
paid  in  monthly  installments  during 
the  extended  period. 

If  a stay  is  granted,  the  policy 
may  not  be  cancelled  for  failure  to 
pay  so  long  as  the  premium  is  paid 
in  monthly  installments  after  mili- 
tary service.  Thus,  premium  pay- 
ment is  deferred,  not  waived. 


Liability  coverage/privileges: 
how  much  is  enough? 

Professional  liability  insurance  gives 
rise  to  umpteen  questions,  including, 
“Can  hospitals  require  liability 
coverage  as  a prerequisite  for  staff 
privileges.^” 

The  answer  to  this  question,  like 
the  answers  to  other  liability  ques- 
tions, is  complex.  However,  the 
Texas  and  United  States  constitu- 
tions and  a state  law  indicate  that 
hospitals  can  require  coverage  as 
long  as  the  requirement  respects 
physicians’  legal  rights  and  insur- 
ance rules  are  reasonable. 

While  Texas  courts  have  yet  to 
address  this  question,  courts  in  other 
states  have  turned  to  their  respective 
constitutions  for  the  answer.  “State 
constitutions  are  quite  conservative 
as  a general  rule,  and  place  limits  on 
the  role  of  the  state  government’s 
regulations  of  their  citizens,”  says 
C.J.  Francisco,  JD,  Texas  Medical 
Association’s  assistant  general  coun- 
sel. “Texas  is  no  exception,”  he  adds. 

Article  1,  Section  19,  of  the  Con- 
stitution of  the  State  of  Texas, 
adopted  in  1876,  says,  “No  citizen 
of  this  State  shall  be  deprived  of  life, 
liberty,  property,  privileges  or  immu- 
nities, or  in  any  manner  disenfran- 
chised, except  by  due  course  of  the 
law  of  the  land.”  “Property”  in- 
cludes the  operation  of  legitimate 
businesses  and  professions,  accord- 
ing to  Texas  courts. 

The  Fourteenth  Amendment  of 
the  Constitution  of  the  United  States 
provides  similar  protection. 

Further,  in  1985,  the  Texas  Leg- 
islature amended  the  Hospital  Licen- 
sure Law  to  require  legal  protec- 
tion — due  process  — for  physicians 


who  are  under  consideration  for  med- 
ical staff  membership  and  privileges. 

The  issue  of  hoiv  much  liability 
coverage  is  reasonable  is  subject  to 
debate.  But,  the  liability  limits  spec- 
ified in  the  Texas  Tort  Claims  Act  at 
least  suggest  reasonable  limits  to  the 
amount  of  professional  liability  in- 
surance coverage  a public  hospital 
can  require  of  a physician  on  staff. 

The  act  limits  the  liability  of  a 
unit  of  local  government  to  $100,000 
for  each  person  and  $300,000  for 
each  single  occurrence  for  bodily 
injury  or  death.  In  the  case  of  a 
municipality,  liability  is  limited  to 
$250,000  for  each  person  and 
$500,000  for  each  single  occurrence 
for  bodily  injury  or  death. 

“For  a public  hospital  to  require 
a physician  to  maintain  a policy 
beyond  those  requirements  would  be 
difficult  to  sustain  as  reasonable,” 

Mr  Francisco  concludes. 
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Directors’  and  officers’ 
liability 

Helene  Alt  Thompson,  JD 

TMA  Associate  Counsel 

Charities  or  business  associations  frequentiy 
ask  physicians  — due  to  their  status  in  the 
community  — to  serve  as  directors  or 
officers.  Just  as  frequently,  physicians  agree 
to  serve  in  those  positions  without  fully  under- 
standing the  responsihilities  and  possible  lia- 
bilities they  are  assuming.  This  article 
describes  the  duties  of  directors  and  officers 
and  the  liabilities  associated  with  the  job. 

Almost  all  established  charities  and 
business  associations  are  formed  as 
nonprofit  corporations  to  avoid 
imposing  personal  liability  on  their 
members  for  the  entity’s  debts,  lia- 
bilities, or  obligations  (1).  In  order 
to  be  nonprofit,  a corporation  must 
meet  certain  requirements  of  the 
Texas  Non-Profit  Corporation  Act 
(2).  One  of  the  requirements  man- 
dates that  a board  of  trustees  or 
directors  shall  manage  the  corpora- 
tion’s affairs  (3).  Additionally, 
officers  must  be  elected  or  appointed 
to  assist  the  board  in  conducting  the 
corporation’s  affairs  (4). 

Responsibilities  and  liabilities 

Generally  speaking,  directors  and 
officers  of  nonprofit  corporations 
are  subject  to  three  basic  duties  in 
performing  their  responsibilities: 


Legal  articles  in  Texas  Medicine  are  intended 
to  help  physicians  understand  the  law  by  pro- 
viding legal  information  on  selected  topics. 
This  article  is  published  with  the  understand- 
ing that  TMA  is  not  engaged  in  providing 
legal  advice.  When  dealing  with  specific  legal 
matters,  readers  should  seek  assistance  from 
their  own  attorneys. 


1.  Duty  of  diligence  — Directors 
and  officers  generally  must  act 
with  the  care  that  a reasonably 
prudent  person  in  a similar  posi- 
tion would  use  under  similar  cir- 
cumstances. They  must  perform 
their  duties  in  good  faith  and  in  a 
manner  they  reasonably  believe 
to  be  in  the  corporation’s  best 
interest. 

2.  Duty  of  loyalty  — Directors  and 
officers  are  required  to  refrain 
from  engaging  in  personal  activi- 
ties that  would  injure  or  take 
advantage  of  the  organization. 
They  are  prohibited  from  using 
their  position  of  trust  and 
confidence  to  further  their  private 
interests. 

3.  Duty  of  obedience  — Directors 
and  officers  are  required  to  per- 
form their  duties  in  accordance 
with  applicable  statutes  and  the 
terms  of  the  organization’s  arti- 
cles of  incorporation. 

Directors  and  officers  are  pre- 
sumed to  have  acted  properly  and  to 
have  satisfied  these  three  basic  duties 
if  the  Business  Judgment  Rule 
applies.  The  Business  Judgment  Rule 
recognizes  that  not  all  decisions  will 
benefit  the  organization  and  that 
directors  will  be  personally  liable  for 
loss  to  the  organization  only  if  the 
elements  of  the  defense  are  not 
satisfied. 

To  obtain  the  benefits  of  this 
important  defense,  directors  must 
act  in  good  faith  and  with  a reason- 
able basis  for  believing  that  their 
conduct  lawfully  and  legitimately 
furthers  the  organization’s  purposes 
and  must  exercise  their  honest  busi- 
ness judgment  after  due  considera- 
tion of  what  they  reasonably  believe 
to  be  the  relevant  factors. 


The  Business  Judgment  Rule  has 
been  justified  primarily  on  two 
grounds.  First,  directors  should  have 
wide  latitude  in  their  handling  of 
corporate  affairs  because  the  hind- 
sight of  the  judicial  process  is  an 
imperfect  device  for  evaluating  busi- 
ness decisions.  Second,  shareholders 
to  a very  real  degree  voluntarily 
undertake  the  risk  of  bad  business 
judgment.  Investors  need  not  buy 
stock  — investment  markets  offer  an 
array  of  opportunities  less  vulnera- 
ble to  mistakes  in  judgment  by  cor- 
porate officers. 

However,  the  Business  Judgment 
Rule  does  not  abrogate  every  per- 
son’s common  law  duty  to  refrain 
from  conduct  that  imposes  an 
unreasonable  risk  of  injury  to  third 
parties.  Of  course,  a tort  victim 
cares  little  whether  the  tortfeasor 
acted  in  good  faith  to  maximize  the 
interests  of  the  enterprise.  Unlike 
shareholders  challenging  an  unpro- 
fitable decision,  a tort  victim’s  expo- 
sure to  the  risk  of  harm  generally  is 
involuntary  and  uncompensated  (5). 

Specific  examples  of  personal  liability 

Example  1:  The  XYZ  President  asks 
the  XYZ  Board  of  Trustees  for  a 
loan  to  offset  business  losses 
incurred  due  to  time  spent  on  XYZ 
business.  The  board  loans  XYZ 
President  the  necessary  funds  and 
requests  that  he  execute  a note  at 
the  market  rate  of  interest. 

Result:  Personal  liability  attaches. 

According  to  the  Texas  Non- 
Profit  Corporation  Act,  directors  who 
make  a loan  to  another  director  or 
officer  are  personally  liable  for  the 
amount  of  the  loan  until  it  is  repaid 
(6).  In  addition,  the  act  states  that  a 
director  is  personally  liable  for  dis- 
tributing assets  — other  than  paying 
the  corporation’s  debts  — when  the 
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corporation  is  insolvent  or  would  be 
insolvent  with  such  distribution  (7). 

Example  2:  When  trying  to  sell  the 
XYZ  buildings,  the  XYZ  Board  of 
Trustees  learns  that  several  of  the 
buildings  are  architecturally  unsound. 
However,  the  board  authorizes  a 
sales  brochure  stating  that  the  prop- 
erties are  suitable  for  immediate 
occupancy. 

Result:  Personal  liability  attaches. 

Since  1892,  Texas  courts  have 
held  directors  personally  liable  to 
persons  who  may  sustain  losses  as  a 
result  of  representations  that  are 
fraudulent  or  representations  that 
ignore  matters  the  directors  should 
have  recognized  (8).  In  the  recent 
case  of  Barclay  v Johnson,  the  chair- 
man of  the  board  of  a corporation 
was  held  personally  liable  for  repre- 
sentations that  he  knew  to  be  false, 
which  appeared  in  a brochure  publi- 
cizing the  corporation’s  home  build- 
ing venture  (9).  In  signing  the 
earnest  money  contract,  the  buyer- 
plaintiff,  to  his  detriment,  relied  on 
these  representations  that  the  corpo- 
ration was  a member  of  a particular 
builders  association  and  was  a 
bonded  builder. 

Example  3:  The  XYZ  Board  of 
Trustees  immediately  cancels  a year- 
long contract  with  an  office  supply 
business  due  to  consistently  late 
deliveries.  The  office  supply  business 
sues  XYZ  and  the  board  for  breach 
of  contract. 

Result:  No  personal  liability. 

As  noted  in  Barclay  and  expressed 
in  Gardner  Machinery  Corp  v UC 
Leasing,  mere  breach  of  a corporate 
contractual  obligation  will  not  ren- 
der a director  personally  liable  (10). 


Safeguards 

It  appears  that  those  directors  and 
officers  comporting  themselves  in  an 
honest,  businesslike  manner  and 
avoiding  tortious  activities  will  not 
find  themselves  personally  liable  for 
actions  taken  as  directors  and  officers 
of  a nonprofit  corporation.  However, 
fear  of  litigation  recently  has  promp- 
ted legislation  to  provide  nonprofit 
corporations,  as  well  as  business 
corporations,  directors,  and  officers, 
a level  of  protection  from  suit. 

First,  a corporation  may  amend 
its  articles  of  incorporation  to  pro- 
vide that  a director  is  not  liable  to 
the  corporation  or  its  members  for 
monetary  damages  for  an  act  or 
omission  as  a director  except  for: 

• A breach  of  duty  of  loyalty  to  the 
corporation  or  its  members; 

• An  act  or  omission  in  bad  faith 
or  involving  intentional  miscon- 
duct or  knowing  violation  of  a 
law; 

• A transaction  from  which  a 
director  received  an  improper 
benefit,  regardless  of  whether  the 
benefit  resulted  from  an  action 
taken  by  the  director; 

• An  act  or  omission  that  the  law 
expressly  defines  as  a director’s 
liability;  or 

• An  act  related  to  an  unlawful 
stock  repurchase  or  dividend 
payment  (II). 

Second,  a corporation  may  in- 
demnify and  advance  expenses 
(court  costs  and  attorneys’  fees)  to  a 
director  or  officer  if  he  (a)  conducted 
himself  in  good  faith,  (b)  reasonably 
believed  that  his  official  conduct  was 
in  the  corporation’s  best  interest  and 
in  all  other  cases  at  least  was  not 
opposed  to  the  corporation’s  best 


interests,  and  (c)  in  the  case  of  a 
criminal  proceeding,  had  no  reason- 
able cause  to  believe  his  conduct  was 
unlawful  (12). 

Before  indemnification  and  the 
advancement  of  expenses  can  be 
made,  the  statute  requires  that  (a)  a 
determination  be  made  that  indem- 
nification and  advancement  of 
expenses  is  permissible  and  (b)  an 
authorization  for  such  indem- 
nification and  advancement  of  ex- 
penses be  made  by  a prescribed  pro- 
cedure. The  statute  contains  various 
means  for  requiring,  rather  than 
allowing,  indemnification  and 
advancement  of  expenses  if  they  are 
permissible.  Notwithstanding  the 
restrictions  on  indemnification  and 
advancement  of  expenses,  a corpora- 
tion shall  indemnify  a director  or 
officer  for  reasonable  expenses  he 
incurs  in  connection  with  a proceed- 
ing in  which  he  is  a named  defen- 
dant because  he  was  a director  or 
officer  if  he  has  been  wholly  success- 
ful. Additionally,  a corporation  may 
purchase  insurance  to  cover  any 
liability  asserted  against  a director 
or  officer  in  his  official  capacity. 

Conclusion 

Serving  as  a director  or  officer  of  a 
charity  or  a business  association 
should  be  considered  an  honor 
because  the  election  or  appointment 
to  such  positions  indicates  the  high 
standing  one  has  among  his  peers 
and  in  his  community.  These  posi- 
tions should  be  gladly,  but  not 
lightly,  accepted.  Before  accepting  a 
directorship  or  officer  position,  a 
physician  should  educate  himself  on 
the  responsibilities  of  the  position 
and  thoroughly  acquaint  himself 
with  the  “business”  aspect  of  the 
organization.  He  also  should  inquire 
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about  insurance  and  whether  the 
corporation  provides  liability  pro- 
tection for  its  directors  and  officers. 
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The  immunization  status  of  1 03 
chronically  ill  children  attending  five 
specialty  clinics,  and  52  otherwise 
healthy  children  attending  an  acute 
care  clinic,  was  determined  using  a 
questionnaire  self-administered  by 
parents.  The  immunization  rate  in 
specialty  clinics  was  72%,  compared 
with  85%  in  the  acute  care  clinic 
(P=0.1 18).  Only  the  neurology 
clinic  rate  (55%)  differed  signi- 
ficantly from  the  control  (P=0.014). 
In  patients  age  48  months  or  older, 
there  was  a significant  association 
between  clinics  and  overall  compli- 
ance (P=0.003).  Older  specialty 
clinic  patients  (79%)  tended  to  be 
more  compliant  compared  to  their 
younger  counterparts  (60%) 
(P=0.057).  No  significant  associa- 
tion was  noted  between  immuniza- 
tion compliance  and  source  of  pri- 
mary care  services  or  intensity  of 
use  of  services.  Greater  efforts  are 
needed  to  identify  underimmunized 
chronically  ill  children  and  to  pro- 
vide the  means  to  bring  them  into 
compliance. 


Send  reprint  requests 
to  Dr  Fraser,  University 
of  Houston,  University 
Health  Center,  4800 
Calhoun,  Houston,  TX 
77204-3251. 


Immunization  status  of  chronically 
ill  children 

John  J.  Fraser,  Jr,  MD 


mmunizations  are  an  integral 
part  of  primary  preventive 
health  care  for  children  (1). 
While  immunization  compliance 
rates  of  the  general  childhood  popu- 
lation in  the  United  States  are  in  the 
70-80%  range  (2,3),  several  studies 
of  select  populations  have  found 
significantly  different  rates.  In  chil- 
dren with  congenital  heart  disease, 
33%  had  incomplete  immunizations 
compared  to  2.5%  in  their  control 
group  (4).  Only  44%  of  children 
with  chronic  end-stage  liver  disease 
were  adequately  immunized  (5).  In  a 
more  recent  chart  review  of  hospi- 
talized preschool  age  children,  19% 
had  deficient  immunizations,  with 
the  majority  of  these  (69%)  being 
subspecialty  patients  (6).  This  sug- 
gests that  children  with  chronic  ill- 
ness are  at  risk  for  poor  compliance 
with  recommended  immunization 
schedules. 

Several  factors  in  chronically  ill 
children  may  explain  their  lower 
immunization  rates.  Most  children 
with  chronic  illness  are  referred  to 
subspecialists  for  part  or  all  of  their 
medical  care  (7).  As  a result,  lines  of 
responsibility  for  various  aspects  of 
the  child’s  overall  care  frequently  are 
not  clearly  defined  (8),  leading  to 
poor  coordination  of  services.  In  a 
specialty  clinic  population,  many 
children  may  have  no  source  of  pri- 
mary care  (9),  or  may  go  to  the 
health  department  for  immuniza- 
tions (2)  where  nurses  are  hesitant 
to  immunize  children  who  are  not 
“well”  in  all  aspects.  This  results  in 
children  with  ongoing  medical  care 
for  their  chronic  illness  in  whom  pri- 
mary preventive  health  services  are 
often  overlooked. 

The  purpose  of  this  study  was  to 
determine  the  immunization  status 
of  children  with  chronic  illness 


attending  specialty  clinics  and  to 
identify  any  factors  which  may 
affect  their  immunization  status. 

Methods 

The  study  population  was  selected 
from  children  attending  specialty 
clinics  over  a 3-month  period  at 
Driscoll  Foundation  Children’s 
Hospital  (DFCH),  a 155-bed 
regional  pediatric  tertiary  care  medi- 
cal center  in  South  Texas.  Clinics 
surveyed  were:  endocrinology,  neu- 
rology, cardiology,  otorhinolaryn- 
gology, and  nephrology.  Patients  in 
these  clinics  were  referred  by  private 
practice  physicians  or  by  the  acute 
care  clinic  at  DFCH.  These  clinics 
are  held  on  a daily  to  monthly  basis 
in  a case  management  format. 
Parents  of  children  attending  these 
clinics  at  least  twice  in  the  previous 
12  months  were  asked  to  participate 
in  the  study.  Children  whose  parents 
declined  participation  were 
excluded,  as  well  as  those  whose 
immunization  status  could  not  be 
verified  as  outlined  below.  Children 
on  immunosuppressive  therapy  were 
not  asked  to  participate.  Parents  of 
children  without  chronic  illness 
attending  the  acute  care  clinic  were 
asked  to  participate  as  control  sub- 
jects. This  study  was  approved  by 
the  human  subjects  protection  com- 
mittee of  DFCH. 

After  written  informed  consent 
was  obtained,  parents  completed  a 
self-administered  questionnaire 
available  in  English  or  Spanish.  This 
survey  instrument  was  designed  to 
obtain  information  regarding: 
source  of  immunizations,  well  child 
care,  care  for  acute  and  chronic  ill- 
ness, and  type  of  care  provider; 
numbers  of  previous  annual  outpa- 
tient visits  and  hospitalizations; 
chronic  illness  diagnosis  and  age  at 
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1.  Immunization  status  by  clinic. 


Endocrinology  clinic 
Neurology  clinic 
Cardiology  clinic 
Otorhinolaryngology  clinic 
Nephrology  clinic 
Acute  care  clinic  — control  group 
All  specialty  clinics 


diagnosis;  number  of  chronic  medi- 
cations; and  demographic  data 
including  parental  age,  education, 
employment  status,  and  source  of 
medical  care  financing.  The  response 
rate  of  those  asked  to  participate 
was  88%  (155/176)  overall. 

Immunization  status  was  deter- 
mined by  verification  of  dates  of 
administration.  This  was  obtained 
by  direct  record  review  or  by  tele- 
phone follow-up  calls  to  parents  or 
private  physician  offices  to  obtain 
dates  of  administration.  Parental 
recall  was  substituted  in  those  cases 
where  records  were  not  available. 
Immunization  compliance  or  rate 
was  defined  as  whether  or  not  a 
patient  was  up  to  date  with  immu- 
nizations determined  according  to 
schedules  published  by  the  American 
Academy  of  Pediatrics  (1).  Com- 
pliance with  recommended  immu- 
nization with  Haemophilus  b diph- 
theria toxoid  conjugate  vaccine  or 
its  predecessor  was  not  considered 
for  full  overall  compliance  since  it  is 
not  universally  required  by  Texas 
state  law  for  school  entry. 

Data  were  analyzed  using  SPSS-X, 
a standard  statistical  computer  soft- 
ware package.  Frequency  distribu- 
tions, chi-square  analyses,  and 
Pearson  correlation  coefficients  were 
reported  where  indicated  (10). 


Compliance  % 


Results 

The  overall  study  population  was 
55%  male  and  45%  female,  71% 
Hispanic  and  24%  white.  The 
median  ages  of  the  study  and  con- 
trol groups  were  75  months  and  40 
months  respectively.  The  median  age 
at  diagnosis  of  chronic  illness  was 
12  months.  The  median  parental  age 
range  was  30-39  years  for  the  study 
group  and  25-29  years  for  the  con- 
trol group.  The  overall  median 
parental  education  level  was  high 
school  level.  Immunization  compli- 
ance did  not  correlate  with  parental 
age  or  education.  Mothers  were  pri- 
marily unemployed  (68%)  while 
69%  of  the  fathers  were  employed. 
The  most  common  diagnoses  in  the 
study  group  were:  chronic  otitis 
media  (20),  seizure  disorder  (11), 
ventricular  septal  defect  (9),  and  dia- 
betes mellitus  (5). 

The  immunization  rate  of  chil- 
dren in  the  specialty  clinics  study 
group  was  72%  (74/103)  while  the 
rate  in  the  acute  care  clinic  control 
group  was  85%  (44/52)  (X^  (1)= 
2.438,  P=0.118).  Compliance  rates 
of  the  individual  specialty  clinics  are 
shown  in  Fig  1.  Only  the  neurology 
clinic  differed  significantly  from  the 
control  (X^  (1)=6.048,  P=0.014). 
However,  when  children  4 years  or 
older  were  considered  separately  as 
a group,  there  was  a significant  asso- 
ciation between  clinics  and  overall 
compliance  (X^  (5)=18.310, 
P=0.003).  The  immunization  rate  of 


specialty  clinic  patients  under  48 
months  of  age  (60%,  24/40)  was 
less  than  those  48  months  or  older 
(79%,  50/63)  (X2  (1)=3.629, 
P=0.057).  There  was  a mild  positive 
correlation  of  length  of  illness  with 
immunization  compliance 
(R=+0.288,  P=0.002).  Immunization 
against  Haemophilus  b infection  in 
those  patients  who  were  eligible  to 
receive  the  vaccine  since  its  intro- 
duction in  1985  did  not  differ  in 
either  group:  13/41  (32%)  for  spe- 
cialty clinics  and  6/19  (32%)  for 
acute  care  clinic. 

The  source  of  primary  care  ser- 
vices and  intensity  of  use  of  services 
for  both  groups  are  outlined  in  Fig 
2.  Children  in  the  specialty  clinics 
utilized  private  physicians  more  fre- 
quently than  control  patients  for 
immunizations  (35  v 4%),  routine 
examinations  (45  v 36%)  and  exam- 
inations when  the  child  was  ill  (50  v 
21%).  A greater  percentage  of  study 
patients  were  cared  for  during  illness 
by  family/general  practitioners  (26  v 
12%),  though  both  groups  were  pre- 
dominantly under  the  care  of  pedia- 
tricians. Almost  one-half  (43%)  of 
the  study  population  was  taking  one 
or  more  long-term  medications. 
These  children  also  had  more  fre- 
quent (>4)  previous  annual  health 
care  visits  (66  v 26%)  and  (>1)  hos- 
pital admissions  (39  v 23%).  How- 
ever, there  was  no  significant  corre- 
lation between  immunization  com- 
pliance and  any  of  these  parameters. 
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2.  Source  of  primary  care  services  and  intensity  of  use  of  services. 


Study  Group 
N=103 
(%) 

Control  Group 

N=52 

(%) 

Immunization  source 

Health  department 

62 

89 

Private  physician 

35 

4 

Other 

3 

6 

Routine  examinations 

Health  department 

14 

30 

Private  physician 

45 

36 

Hospital  clinic 

39 

28 

Other 

2 

6 

111  examinations 

Private  physician 

50 

21 

Hospital  clinic 

38 

53 

Emergency  room 

10 

25 

Other 

2 

1 

Physician  specialty  for  ill  child 

Pediatrician 

57 

75 

Family/general  practice 

26 

12 

Subspecialist 

13 

13 

Number  of  chronic  medications 

0 

57 

— 

1 

30 

— 

2 

13 

— 

Number  visits  past  year 

0 

5 

17 

1-3 

28 

57 

4-6 

21 

15 

7 

45 

11 

Number  admissions  past  year 

0 

61 

77 

1-3 

33 

21 

4-6 

2 

1 

7 

4 

1 

Discussion 

This  study  found  that  immunization 
compliance  in  chronically  ill  chil- 
dren attending  specialty  clinics  was 
less  than  that  of  otherwise  healthy 
controls,  although  the  difference 
was  not  of  statistical  significance. 
The  finding  of  lower  immunization 
compliance  in  younger  specialty 
clinic  patients  approached  signifi- 


cance, suggesting  that  a toddler 
immunization  gap  (11)  exists  in  this 
group  as  well.  This  is  a window  of 
vulnerability  prior  to  school  entry 
when  children  are  less  likely  to  be 
current  in  their  immunizations. 
Children  in  the  neurology  clinic 
were  less  compliant,  possibly  due  to 
the  high  prevalence  (50%)  of  seizure 
disorders  making  immunization 
with  pertussis  or  measles  vaccine 


riskier  with  respect  to  possible 
severe  adverse  reactions  (1).  The  low 
immunization  compliance  for 
Haemophilus  b vaccine  seen  in  both 
groups  is  possibly  due  to  lack  of  a 
legal  requirement  for  school  entry 
and  of  an  affordable  source  of  the 
vaccine  for  both  private  and  public 
sector  patients. 

Two  potential  sources  of  selec- 
tion bias  should  be  kept  in  mind 
when  interpreting  the  results  of  this 
study.  First,  only  76%  of  the  immu- 
nization records  were  verified  from 
documented  sources,  leaving  the 
possibility  of  parental  recall  bias. 
Second,  the  author  was  unable  to 
attend  all  specialty  clinic  sessions 
during  the  study  period,  thus  oppor- 
tunity biases  also  may  have  affected 
the  results.  More  rigorous  study 
design  might  minimize  these  factors. 

The  present  study  confirms  in 
part  previous  reports  of  incomplete 
immunizations  in  children  with  vari- 
ous chronic  illnesses  (4-6).  Age 
appears  to  be  an  important  factor  in 
compliance  in  the  DFCH  clinic  pop- 
ulation as  well  as  in  earlier  studies 
(3,5,6,11).  Ginsburg  and  Andrews 
found  a marked  increase  in  immu- 
nization rates  in  their  population  4 
years  of  age  and  older  (5).  Whereas 
Marks  and  associates  found  that 
immunization  compliance  was 
significantly  higher  with  a private 
physician  as  opposed  to  public  clinic 
vaccine  administration  (2),  no  such 
association  was  noted  in  this  study. 

The  less  compliant  specialty 
clinic  group  received  immunizations 
more  often  from  private  physicians. 

In  conclusion,  chronically  ill  chil- 
dren, especially  those  under  4 years 
old  and  those  with  neurological  dis- 
orders, are  at  risk  for  poor  immu- 
nization compliance.  Greater  efforts 
are  needed  to  identify  those  children 
in  the  specialty  clinics  who  are  not 
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completely  immunized.  A protocol 
should  be  established  to  promptly 
immunize  such  patients  or  to  com- 
municate recommendations  regard- 
ing immunizations  to  the  primary 
care  provider,  with  adequate  follow 
up  for  compliance  (12).  In  this  way 
more  chronically  ill  children  can 
enjoy  the  benefit  of  protection  from 
potentially  devastating  infectious 
diseases. 
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Although  anemia  of  chronic  disease 
is  a common  hematologic  disorder, 
the  pathogenesis  of  the  disease  is 
still  not  well  understood.  Various 
workers  have  demonstrated  de- 
creased red  cell  life  span,  decreased 
erythropoietin  levels,  and  inappro- 
priate response  of  the  bone  marrow 
to  the  degree  of  anemia.  The  iron 
metabolism  in  the  anemia  of  chronic 
disease  is  abnormal  in  that  the 
macrophages  in  the  bone  marrow 
hold  onto  iron  and  do  not  release  it 
for  reutilization  by  the  erythroid 
precursors.  More  recent  studies  have 
focused  attention  on  cytokines  pro- 
duced by  macrophages.  These  are 
interleukin-1  and  tumor  necrosis 
factor.  These  cytokines  appear  to  be 
involved  in  both  red  cell  production 
and  ferrokinetics.  Greater  under- 
standing of  the  biology  of  the 
cytokines  may  be  the  key  to  under- 
standing the  pathogenesis  of  anemia 
of  chronic  disease. 
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Anemia  of  chronic  disease 

(ACD)  is  a common  hemato- 
logic disorder  associated 
with  chronic  inflammations,  infec- 
tions, or  neoplastic  disorders.  The 
anemia  is  usually  normocytic  and 
normochromic  but  may  be  micro- 
cytic and  hypochromic,  especially  in 
patients  with  a long-standing  disease 
process  (1).  Clinically  the  anemia  is 
asymptomatic  unless  the  hematocrit 
falls  to  25%  or  less,  when  symptoms 
of  anemia  become  evident.  ACD 
may  be  distinguished  from  other 
types  of  anemia,  especially  iron 
deficiency  anemia,  by  a combination 
of  laboratory  findings,  which  in- 
clude low  serum  iron,  low  transfer- 
rin, and  high  serum  ferritin  levels. 
The  reticuloendothelial  cells  in  the 
bone  marrow  are  loaded  with  iron. 
The  hematocrit  in  ACD  typically 
averages  around  35%  and  rarely 
falls  below  30%  (1).  The  percentage 
of  saturation  of  transferrin  with  iron 
is  generally  between  10%  and  25%. 
Other  biochemical  abnormalities  in 
ACD  include  increased  plasma  levels 
of  fibrinogen,  C-reactive  protein, 
amyloid  A protein,  ceruloplasmin, 
haptoglobin,  and  C3  fraction  of 
complement.  These  biochemical 
abnormalities  are  considered  to  be  a 
part  of  acute  phase  response  (2,3), 
although  most  of  these  findings  per- 
sist in  the  chronic  phase  of  the  disease. 

Pathogenesis 

The  pathogenesis  of  anemia  of 
chronic  disease  is  poorly  under- 
stood. The  anemia  may  result  from; 
(1)  increased  red  cell  destruction,  (2) 
inadequate  red  cell  production,  (3) 
abnormal  iron  metabolism,  (4) 
decreased  erythropoietin  response, 
and  (5)  endogenous  inhibitors  to 
erythropoiesis. 


Increased  red  cell  destruction 
There  are  several  conflicting  reports 
in  the  literature  regarding  the  red 
cells’  life  span  in  patients  with  ane- 
mia of  chronic  disease.  Much  of  the 
disparity  relates  to  imprecision  of 
the  assay  techniques  for  red  cell  sur- 
vival. Recent  studies  have,  however, 
suggested  that  there  is  significant 
reduction  in  the  red  cell  life  span  in 
patients  with  ACD  (4-6).  Cavill  and 
Bently  studied  20  patients  with 
rheumatoid  arthritis  and  found 
mean  red  cell  life  span  of  81  days 
compared  with  normal  of  98  days 
(5).  The  reason  for  decreased  red 
cell  survival  is  not  entirely  clear.  The 
metabolic  products  of  bacterial 
infection  and  tumors  have  been  pos- 
tulated, but  not  proven,  to  have 
hemolytic  effect  (6).  Direct  antiglob- 
ulin tests  did  not  demonstrate  any 
abnormal  protein  on  the  red  cells. 
Red  cells  from  patients  with  ACD 
survive  normally  in  healthy  volun- 
teers, while  the  normal  red  cells 
have  a shortened  life  span  in 
patients  with  ACD  (7)  thus  indicat- 
ing an  extrinsic  abnormality  rather 
than  a red  cell  defect. 

Inadequate  red  cell  production 
The  bone  marrow  in  ACD  is  typi- 
cally hypocellular  and  the  reticulo- 
cyte count  is  inappropriately  low  for 
the  degree  of  anemia  (2,6).  Thus  the 
bone  marrow  fails  to  compensate 
for  the  decreased  survival  of  the  red 
cells.  The  anemia  is  generally  not 
responsive  to  iron,  folate,  or  vitamin 
Bi2  administration.  In  some  cases  of 
rheumatoid  arthritis  a significant 
response  to  intravenous  iron  has  been 
reported  (6).  Although  the  reason 
for  hypoproliferation  of  the  marrow 
is  not  well  understood,  some  possi- 
ble mechanisms  are  discussed. 


80 


Texas  Medicine  /The  Journal  Volume  86  No.  10  October  1990 


Abnormal  iron  metabolism 
Iron  plays  a vital  role  in  the  produc- 
tion and  maturation  of  erythroid 
precursors.  Iron  is  absorbed  by  the 
intestinal  mucosal  cells  and  trans- 
ported to  the  erythroid  precursors  in 
bone  marrow  by  iron  binding  pro- 
tein transferrin.  Iron  enters  the  ery- 
throid precursors  to  form  heme. 
Unutilized  iron  is  stored  in  the  retic- 
uloendothelial cells.  Inadequate 
release  of  iron  from  body  iron  stores 
and  low  serum  iron  in  ACD  have 
received  considerable  attention.  It 
appears  that  there  is  impairment  of 
flow  of  iron  from  the  tissues  to 
plasma  (8).  This  impairment  involves 
intestinal  mucosal  cells,  hepatocytes, 
and  bone  marrow  macrophages.  The 
intestinal  absorption  capacity  of 
iron  is  decreased  in  ACD  (2).  In 
addition,  the  recycling  of  iron  in 
hepatocytes  and  macrophages  ap- 
pears to  be  defective  (9).  It  has  been 
shown  that  release  of  iron  from  nor- 
mal macrophages  occurs  in  two 
phases  — a rapid  phase  resulting  in 
an  immediate  release  of  iron,  and  a 
slower  phase,  in  which  iron  first 
equilibrates  with  intracellular  iron 
pool  and  is  then  slowly  released  into 
circulation  (10).  In  normal  individu- 
als, both  phases  contribute  approxi- 
mately equal  amounts  of  iron  to  the 
plasma.  In  iron  deficiency  the  rapid 
release  phase  is  dominant,  and  as 
iron  becomes  available,  it  is  quickly 
transported  to  erythroid  precursors. 
There  is  evidence  that  in  ACD,  there 
is  a significant  impairment  in  the 
rapid  phase  release  (10).  This  leads 
to  greater  accumulation  of  iron 
within  the  cell  and  a concomitant 
decrease  is  serum  iron  levels.  Other 
iron  binding  proteins,  including 
lactoferrin  and  ferritin,  may  also 


Texas  Medicine  / The  Journal  Volume  86 


influence  the  supply  process  (2). 
Lactoferrin  is  an  iron  binding  pro- 
tein present  in  neutrophils  and  body 
secretions  (11).  Lactoferrin  binds 
with  two  molecules  of  iron  with 
higher  affinity  than  transferrin.  In 
the  area  of  inflammation,  lactoferrin 
release  from  neutrophils  may  actu- 
ally sequester  significant  amounts  of 
iron.  This  mechanism  is  a part  of  the 
body’s  defense  system  and  helps  to 
deprive  the  infective  organisms  of 
iron  vital  for  their  multiplication. 
However,  for  the  host  the  sequestra- 
tion of  iron  decreases  the  availability 
of  iron  to  developing  red  cells.  The 
other  iron  binding  protein,  ferritin, 
is  an  acute  phase  reactant.  It  has 
been  shown  that  an  increase  in  fer- 
ritin synthesis  occurs  in  infections, 
and  high  levels  of  ferritin  are  appar- 
ent 24-30  hours  after  an  acute 
episode  and  may  last  for  several 
weeks  after  the  infection  has  sub- 
sided (12).  Konijn  and  Hershko, 
using  a rat  model,  demonstrated  a 
rise  in  ferritin  after  injection  of  tur- 
pentine (12).  The  rise  in  ferritin 
closely  paralleled  the  decrease  in 
serum  iron.  It  is  therefore  likely  that, 
in  acute  infections,  the  balance 
between  free  and  bound  iron  shifts 
in  favor  of  the  latter.  Since  the  hepa- 
tocytes and  intestinal  epithelial  cells 
synthesize  ferritin,  increase  in  fer- 
ritin in  these  cells  may  explain  the 
delay  in  recycling  of  cellular  iron  in 
anemia  of  chronic  disease. 

Erythropoietin  levels  in  ACD 
Several  authors  have  measured  the 
levels  of  erythropoietin  in  the  serum 
or  urine  of  patients  with  ACD  and 
found  that  the  erythropoietin  levels 
were  lower  than  expected  for  the 
degree  of  anemia  (6,13,14).  The  ery- 
thropoietin was  measured  by  these 
authors  using  biological  assay  proce- 
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dure  which  lacks  precision  and  accu- 
racy when  compared  to  ELISA 
method  now  available.  In  addition, 
several  investigators  have  postulated 
that  the  response  of  bone  marrow  to 
erythropoietin  is  considerably  less 
than  can  be  expected  from  the 
amount  of  erythropoietin  secreted 
(5,15-17).  Animal  experiments  tend 
to  confirm  these  observations.  In  the 
rat  model  with  anemia  of  adjuvant- 
induced  inflammation,  Lukens  and 
coworkers  showed  that  in  a hypoxic 
environment  the  serum  erythropoi- 
etin increases  to  a much  lesser 
degree  in  these  animals  compared 
with  normals  (18).  In  the  rat  model 
with  the  turpentine-induced  ab- 
scesses, the  plasma  erythropoietin 
levels  do  not  increase  relative  to  ane- 
mia (18).  The  pathogenesis  of  these 
abnormalities  has  yet  to  be  well 
characterized  but  may  be  related  to 
abnormal  iron  metabolism  or  en- 
dogenous mediators  of  inflammation. 

Endogenous  mediators  of 
inflammation 

Recently  the  attention  has  been 
focused  on  biologic  response 
modifiers  including  cytokines  (19). 
Cytokines  are  cellular  products 
which  act  as  powerful  signals 
between  cells  and  function  as 
immune  regulators  by  affecting  cel- 
lular growth,  differentiation,  chemo- 
taxis  and  cytotoxicity.  Although 
over  100  factors  have  been 
described,  the  ones  which  have  been 
extensively  studied  include  inter- 
leukins (ILl-6),  interferons  (IFN  a, 

[3,  y)  tumor  necrosis  factor,  lympho- 
toxin,  and  tumor  growth  factors. 
Interleukin  1 (IL-1)  and  tumor 
necrosis  factor  (TNF)  moderate 


inflammation.  Both  of  these  factors 
are  produced  by  macrophages,  vas- 
cular endothelial  cells,  and  fibro- 
blasts in  response  to  injury,  infec- 
tion, or  malignancy  (20).  IL-1  has 
several  biological  effects.  It  is  pyro- 
genic and  augments  the  response  of 
T-lymphocytes  to  mitogens.  It  has  a 
colony  stimulating  activity  and  a 
burst  promoting  activity  on 
hemopoietic  stem  cells  (21,22).  This 
leads  to  an  increase  in  colony  form- 
ing units  of  erythroid  (CFU-E)  and 
pluripotent  stem  cells  (CFU-GEMM). 
An  increase  in  production  and 
release  of  neutrophils  is  seen  in  bone 
marrow.  IL-1  is  chemotactic  to  neu- 
trophils independent  of  complement. 
IL-1  also  causes  release  of  contents 
of  specific  granules  of  the  neu- 
trophils, which  contain  among  other 
substances,  lactoferrin.  Lactoferrin, 
as  discussed  earlier,  immobilizes  iron 
and  leads  to  hypoferremia  (12).  IL-1 
has  been  shown  to  stimulate  syn- 
thetic activity  in  hepatocytes  (3). 

The  cellular  alteration  includes 
increase  in  weight,  and  hypertrophy 
of  ribosomes,  endoplasmic  reticu- 
lum, and  Golgi  membranes  (23,24). 
This  results  in  increase  in  protein 
synthesis  by  the  cell.  One  such  pro- 
tein is  apoferritin,  a precursor  of  fer- 
ritin which  binds  with  iron  and  may 
play  a significant  role  in  the  produc- 
tion of  hypoferremia  in  acute 
inflammations  (23).  The  effects  of 
IL-1  over  a longer  period  of  time  are 
yet  not  known. 

The  tumor  necrosis  factor  (TNF) 
is  a cytokine  produced  by  activated 
macrophages  and  endothelial  cells. 
TNF  has  been  isolated  and  charac- 
terized from  the  plasma  of  patients 
with  septic  shock  and  invasive  infec- 


tions. Release  of  TNF  in  circulation 
corresponds  to  profound  shock  and 
multiple  organ  injury.  Chronic  TNF 
production  has  been  shown  to  cause 
cachexia  and  anemia  similar  to  ACD 
(24).  Griffiths  and  coworkers  stud- 
ied 50  patients  admitted  to  a coro- 
nary care  unit  for  ischemic  chest 
pain.  They  have  shown  that  follow- 
ing myocardial  infarction  there  is 
significant  decrease  is  serum  iron 
and  total  iron  binding  capacity, 
while  serum  ferritin  is  increased. 

The  magnitude  and  duration  of 
these  changes  were  greater  in 
patients  with  a higher  peak  of  serum 
creatinine  kinase,  suggesting  that 
these  changes  are  influenced  by  the 
extent  of  tissue  necrosis  (25). 
Ballantyne  and  Fitzsimons  reviewed 
56  patients  who  underwent  open 
heart  surgery.  Serum  iron  concentra- 
tion after  the  surgery  dropped  by 
more  than  50%  and  remained  low 
throughout  hospitalization  (2 
weeks)  (26).  However,  none  of  these 
studies  have  conclusively  linked 
stress-induced  hypoferremia  to 
increased  release  of  TNF.  TNF  has 
been  shown  to  suppress  autologous 
erythroid  progenitors  in  patients 
with  ACD.  The  macrophages  from 
normal  or  non-anemic  individuals 
have  no  such  effect  (27).  Zanjani 
reported  similar  results  in  patients 
with  chronic  fungal  infections  (28). 
Roodman  concluded  that  TNF  acts 
on  erythroid  colony  forming  units 
(CFU-E)  and  erythroid  burst  form- 
ing units  (BEU-E)  and  possibly 
proerythroblasts  (27).  The  resting 
macrophages  did  not  significantly 
affect  erythroid  suppression.  Thus, 
TNE  appears  to  be  a good  candidate 
as  a mediator  of  ACD  for  the  fol- 
lowing reasons:  ( 1 ) it  is  secreted  by 
activated  macrophages  (23,27),  (2) 
products  associated  with  chronic 


disease  stimulate  production  of  TNE 
(eg,  endotoxin)  (29),  (3)  TNE  levels 
in  patients  with  malignancies  corre- 
lated with  severity  of  anemia  (30), 
(4)  TNE  inhibits  CEU-E,  BEU-E  as 
well  as  CEU-GEMM  and  CEU-GM 
(27). 

Although  the  pathogenesis  of 
ACD  is  still  far  from  clear,  it  seems 
probable  that  products  of  inflamma- 
tion and  malignancy  activate  macro- 
phages to  produce  cytokines  like 
interleukin  1 and  tumor  necrosis 
factor.  These  biological  mediators 
have  significant  effect  on  ferrokinet- 
ics  and  erythropoietin  production 
and  depress  the  response  of  bone 
marrow  to  hypoxia  leading  to  ane- 
mia. Greater  understanding  of  the 
biology  of  these  cytokines  may  help 
in  devising  measures  to  counteract 
the  anemia  of  chronic  disease. 
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Cardiac  surgery  for  inmates  in  the  Texas 
Department  of  Corrections 
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All  Texas  prison  inmates  requiring 
hospitalization  since  1 983  have 
been  transferred  to  a separate  prison 
hospital  adjacent  to  a tertiary  care 
university  hospital.  We  reviewed 
and  analyzed  the  data  regarding  one 
major  tertiary  care  service,  namely 
cardiac  surgery,  to  describe  the  rate 
of  utilization  of  this  service  and  its 
results.  From  January  1,  1984,  to 
June  30,  1988,  73  inmates  under- 
went 74  cardiac  operations,  SO  of 
which  were  coronary  revasculariza- 
tions.  The  age-adjusted  rates  of  uti- 
lization for  coronary  artery  bypass 
grafting  were  substantially  higher 
for  inmates  over  age  45  than  for 
that  described  for  the  general  popu- 
lation, whereas  the  utilization  rates 
for  valve  surgery  were  comparable. 
There  were  no  perioperative  or  late 
deaths,  and  86%  of  the  inmate 
patients  are  currently  employed 
within  the  Texas  Department  of 
Corrections  system  or  were  em- 
ployed at  the  time  of  their  release. 
The  utilization  rates  and  the  results 
of  this  representative  tertiary  medi- 
cal care  service  for  the  state’s  prison 
population  are  comparable  to  those 
achieved  in  the  private  sector,  and 
may  have  a substantial  beneficial 
effect  on  inmate  rehabilitation. 
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During  the  past  decade,  there 
has  been  a significant  change 
in  the  attitude  of  society  and 
government  towards  the  care  and 
treatment  of  the  nation’s  prison  pop- 
ulation. This  has  been  particularly 
true  in  the  State  of  Texas,  where  one 
of  the  major  mandates  was  to 
improve  access  to  quality  medical 
care  for  the  prison  population.  This 
led  to  the  construction  of  a 120-bed 
prison  hospital  adjacent  to  the  hos- 
pitals of  The  University  of  Texas 
Medical  Branch  in  Galveston  that 
was  completed  in  1983  and  has  been 
the  only  referral  center  for  Texas 
Department  of  Corrections  (TDC) 
patients  requiring  tertiary  level  care. 
Since  all  TDC  inmates  with  major 
cardiac  events  are  now  treated  at 
this  facility,  we  are  able  to  use  the 
accurate  demographic  data  available 
for  the  TDC  inmate  population  and 
describe  the  rate  of  utilization  of 
cardiac  surgical  services  as  well  as 
the  results  of  cardiac  surgery  and  its 
effect  on  physical  rehabilitation  in 
this  unique  patient  population. 

Methods 

All  TDC  inmates  undergoing  cardiac 
surgery  at  The  University  of  Texas 
Medical  Branch  in  Galveston 
between  January  1,  1984,  and  June 
30,  1988,  were  retrospectively  ana- 
lyzed using  data  compiled  in  a com- 
puter database  of  all  open  cardiac 


cases  supplemented  by  hospital 
record  review.  Demographic  data  of 
all  inmates  were  obtained  for  each 
year  of  the  study  period  and  aver- 
aged for  the  3 years.  The  rates  of 
utilization  of  cardiac  surgical  ser- 
vices for  valvular  and  coronary  pro- 
cedures for  each  of  the  age  groups 
for  which  population  statistics  are 
kept  by  the  TDC  was  calculated  and 
described  as  the  age-adjusted  rates 
per  10,000  prisoners.  This  was  then 
compared  to  the  closest  comparable 
data  available  for  the  general  popu- 
lation, which  were  obtained  from 
the  United  States  Department  of 
Health  and  Human  Resources  data 
for  1982  (1).  During  this  time,  the 
indications  for  operation  for  coro- 
nary artery  disease  were  the  same 
for  our  prison  and  general  popula- 
tion and  included:  disabling  or 
unstable  angina  refractory  to  medi- 
cal therapy,  significant  (>50%)  left 
main  coronary  lesion,  three-vessel 
disease  with  moderate  left  ventricu- 
lar dysfunction,  post-infarction 
angina,  post-infarction  reversible 
ischemia  documented  on  sub-maxi- 
mal exercise  stress  testing,  and 
evolving  myocardial  infarction  after 
failed  balloon  angioplasty. 

Results 

From  January  1,  1984,  until  July  1, 
1988,  a total  of  73  TDC  inmates 
underwent  74  open  cardiac  proce- 


1.  Cardiac  surgical  procedures  on  74  patients. 


Procedure 

Number 

Coronary  artery  bypass  graft 

50 

Isolated  valve  replacement 

14 

Mitral  valvuloplasty 

3 

Aortic  and  mitral  commissurotomy 

1 

Congenital 

5 

Coronary  RV  fistula 

1 
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2.  Population  age  distributions. 


3.  Ethnic  distribution. 


Age 

Total  Prison  (%) 

Cardiac  Surgical  (%) 

Prison 

Cardiac  Surgical 

<17 

0.1 

— 

Population  (%) 

Population  (%) 

17-22 

18.7 

4.4 

Black 

42.2 

51.1 

23-28 

32.1 

11.1 

Caucasian 

37.0 

35.5 

29-34 

23.8 

2.2 

Hispanic 

20.8 

13.4 

35-40 

13.3 

11.1 

41^6 

6.1 

28.9 

47-52 

3.2 

17.7 

53-61 

2.2 

20.0 

>62 

0.6 

4.4 

dures.  All  except  two  were  first 
operations  and  all  patients  except 
one  were  males.  Coronary  artery 
bypass  graft  (CABG)  operations 
alone  were  performed  in  50  patients, 
17  inmates  had  valve  operations, 
and  the  remaining  patients  had 
surgery  for  a variety  of  congenital 
and  acquired  problems  (Fig  1). 
During  the  time  period  of  the  study 
the  TDC  system  grew  considerably. 
The  total  number  of  inmates  for  the 
given  years  were  35,772  (1984), 
37,320  (1985)  38,246  (1986)  and 
39,651  (1987),  during  which  10,  23, 
23,  and  14  cardiac  operations 
respectively  were  performed.  Four 
additional  cases  were  performed  for 
the  first  6 months  of  1988.  This 
gives  a range  of  2.7  to  6.7  cardiac 
operations  per  10,000  inmates  per 
year.  The  age  distribution  of  the 
total  inmate  population  and  of  those 
undergoing  cardiac  operations  are 
shown  in  Fig  2.  Although  only 
12.1%  of  the  prison  population  was 
over  40  years  of  age,  this  age  group 
comprised  71%  of  the  prisoners 
undergoing  cardiac  surgery.  The 
mean  age  of  the  entire  surgical 
group  was  44.1  yrs  (±10.9  SD)  while 
that  for  cardiac  valve  operations 
was  33.1  yrs  (±10.2  SD)  and  for 
CABG,  49.1  yrs  (±7.43  SD).  The 
ethnic  distribution  summarized  in 
Fig  3 shows  that  more  than  half  of 
the  cardiac  surgical  population  was 
black.  During  this  time  less  than  5% 
of  all  inmates  were  female.  Deter- 
mination of  the  age-adjusted  rates 
for  cardiac  surgical  procedures  (Fig 
4)  demonstrated  that  the  highest  uti- 
lization rates  were  in  the  47  to  52 
year  age  group  for  cardiac  valve 
surgery,  and  in  the  53  to  61  year  age 
group  for  CABG.  The  latest  avail- 


able data  for  the  general  population 
for  comparison  was  from  the  US 
Department  of  Health  and  Human 
Resources  for  1982  (1)  (Fig  5a). 
Although  it  was  not  possible  to 
obtain  population  data  for  the  same 
age  groups,  a comparable  table  (Fig 
5b)  was  constructed  from  our  data 
for  the  TDC  population.  The  age- 
adjusted  rates  of  cardiac  valve 
surgery  were  comparable,  whereas 
the  rates  for  CABG  were  substan- 
tially higher  in  the  older  (over  45) 
age  groups  in  the  prison  population. 
Statistical  analysis  (both  by  chi 
square  and  Fisher’s  exact  test)  of  the 
data  in  Figs  5a  and  b showed  that 
this  difference  in  rate  of  operation 
was  significantly  different  (p<0.02). 

No  operative  deaths  (30  days) 
occurred  during  this  period  and  no 
patient  died  while  still  in  the  TDC. 
The  patients  undergoing  CABG  had 
an  average  of  3.9  (SD  ± 1.2)  distal 
anastomoses  per  patient.  One 
patient  required  re-operation  8 
months  later  for  recurrent  angina 
(Fig  6).  Two  patients  (3%)  required 
reentry  for  bleeding  and  18  (25%) 
required  red  cell  transfusion  during 
their  hospitalization.  No  patients 
were  given  any  other  blood  compo- 
nents. 


17-22 

0.73 

23-28 

1.25 

29-34 

0.55 

35^0 

1.45 

41^6 

1.04 

47-52 

4.13 

53-61 

3.17 

>62 

— 

Although  hospital  reimbursement 
is  provided  for  by  contract  between 
TDC  and  UTMB,  records  are  main- 
tained regarding  the  hospital  charges 
incurred  by  each  inmate.  A total  of 
$1,339,517.75  was  recorded  for  the 
entire  hospitalization  charges  of 
these  inmates,  with  the  average  bill 
being  $22,262.19.  The  average  post- 
operative hospital  stay  was  9 days 
(range  7-18)  for  CABG  and  11  days 
(range  7-21)  for  valve  patients. 

Late  follow-up  varied  from  6 
weeks  to  3.5  years  or  until  release 
from  prison.  The  average  sentence 
of  the  inmate  population  during  the 
period  of  the  study  was  21  years, 
while  for  those  newly  incarcerated 
during  this  time  it  was  8 years. 
Thirty-three  patients  were  released 
from  the  TDC  system,  with  all  being 
employed  immediately  prior  to  dis- 
charge. Of  those  remaining  incarcer- 
ated, 30  inmates  were  employed  in 
the  TDC  system  and  9 were  unem- 
ployed. 

Discussion 

A pervasive  misconception  may  exist 
among  the  public  and  the  medical 
community  that  access  to  tertiary 
level  medical  care  for  the  prison 
population  is  limited  and  that  the 


0.21 

2.42 

2.42 

13.63 

38.06 

20.61 


4.  Age-adjusted  cardiac  surgical  procedures  per  10,000  prisoners. 

Age  Valve  CABG 

<17  — — 
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5a.  US  Department  of  Health  &c  Human  Resources,  data  for  1982. 


Age 

Population  i0,000/yr 

Operations/ 1 0,000 

Valve/10,000 

CABG/1 0,000 

<17 

2,183.575 

— 

— 

— 

15-44 

9,262.955 

2.05 

0.43 

1.62 

45-64 

5,171.625 

27.65 

2.71 

24.94 

>65 

6,366.845 

13.82 

2.04 

11.77 

5b.  Texas  Department  of  Corrections  (TDC)  data  for  January  1984-June  1988. 

Age 

Population/year 

Operations/1 0,000 

Valve/10,000 

CABG/1 0,000 

<17 

18 





— 

17-46 

35,410 

2.61 

0.98 

1.62 

47-62 

1,998 

41.30 

3.75 

37.5 

>62 

248 

20.61 

— 

20.61 

quality  of  available  care  is  substan- 
dard. The  availability  and  quality  of 
such  high  level  care  may  be  reflected 
in  the  rate  of  utilization  and  the 
early  and  late  results  of  a well-defined 
service  such  as  cardiac  surgery.  To 
our  knowledge,  this  is  the  first 
report  that  describes  this  data  for 
cardiac  surgery  performed  in  a 
prison  population.  This  experience 
is  unique  in  several  aspects.  Early  in 
this  decade,  the  State  of  Texas  began 
to  centralize  medical  care  that  previ- 
ously was  provided  by  local  commu- 
nity hospitals  closest  to  the  various 
prison  units.  With  the  opening  of  a 
modern  prison  hospital  immediately 
adjacent  to  a tertiary  care  center,  all 
inmates  requiring  hospitalization, 
with  the  rare  exception  of  a critical 
emergency,  were  transferred  to  this 
facility.  This  medical  care  system 
and  the  accurate  data  compiled  by 
the  TDC  allows  the  study  of  this 
demographically  well-defined  popu- 
lation and  an  accurate  description  of 
the  utilization  and  results  of  a com.- 
plex  service  such  as  cardiac  surgery. 

There  are  few  studies  of  the  gen- 


eral population  that  have  docu- 
mented the  age-adjusted  rates  of  uti- 
lization of  cardiac  valvular  and 
coronary  artery  surgery.  We  were 
able  to  calculate  these  for  this 
defined  population  and  compare 
them  to  the  best  available  data  for 
the  general  population  (1).  Our 
analysis  shows  that,  in  the  TDC 
population,  the  rate  of  utilization  of 
coronary  artery  bypass  operations 
was  about  1.5  times  higher  for  the 
age  group  from  47  to  62  years,  and 
about  twice  as  high  in  the  over  62 
years  age  group,  than  for  the  general 
population.  We  attribute  this  to  the 
high  incidence  of  medical  conditions 
that  had  been  neglected  before 
confinement  in  the  TDC.  In  general, 
this  is  a largely  male  population 
drawn  from  the  lower  socioeco- 
nomic groups  of  the  general  popula- 
tion who  have  a higher  incidence  of 
risk  factors  for  cardiac  disease. 
Because  of  the  differences  in  age  dis- 
tribution in  the  TDC  from  the  gen- 
eral population,  it  is  more  difficult 
to  interpret  the  overall  incidence  of 


6.  Complications  in  74  cases. 


Complication 

No 

% 

Operative  mortality 

0 

0 

Mortality  while  in  TDC 

0 

0 

Reentry  for  bleeding 

2 

3 

Late  reoperation 

1 

1.5 

Patients  requiring  perioperative  transfusion 

18 

25 

cardiac  surgery  in  this  population. 
However,  this  overall  incidence  in 
the  TDC  population  is  still  higher 
than  that  reported  from  both  the  US 
Department  of  Health  and  Human 
Resources  and  for  that  reported  by 
the  Metropolitan  Life  Insurance 
Company  for  its  employees  (2),  but 
it  was  not  substantially  higher  than 
for  another  well-defined  population 
that  was  studied  in  Olmsted  County, 
Minn  (3).  However,  because  the  age 
distribution  of  the  TDC  population 
is  so  heavily  weighted  toward  the 
younger  age  groups,  we  can  assume 
that  this  study  also  confirms  the 
higher  incidence  of  cardiac  surgery 
in  those  TDC  inmates  over  the  age 
of  45  years. 

In  spite  of  the  poor  general  medi- 
cal condition  of  this  population  on 
admission  to  the  TDC  and  the  mul- 
tiple risk  factors  that  existed,  the 
results  of  cardiac  surgery  described 
here  are  comparable  to  those 
achieved  in  the  private  sector.  The 
risk  factors  of  this  population  may 
have  been  partially  offset  by  the 
younger  average  age  of  the  coronary 
artery  surgical  patients  and  by  the 
infrequency  of  re-operations  in  this 
population.  A comparison  of  the 
quality  of  physical  rehabilitation 
and  ability  to  return  to  work  with 
data  for  the  general  population  is 
difficult  because  of  the  major  differ- 
ences in  the  variables  and  incentives 
that  determine  these  in  the  two  pop- 
ulations. However,  the  importance 
of  this  for  the  TDC  population  is 
paramount  since  it  has  been  ac- 
knowledged that  failure  of  reintegra- 
tion into  gainful  employment  leads 
to  failure  of  social  rehabilitation  (4). 
In  our  cardiac  surgical  population 
86%  of  the  inmates  were  currently 
employed  by  the  TDC  system  or 
were  employed  at  the  time  of  release 
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from  prison.  Although  we  do  not 
have  follow-up  after  release  from 
prison,  these  intermediate  term 
results  compare  favorably  with 
reported  results  for  return  to  work 
in  the  general  population  (5,6).  The 
effect  of  surgery  on  recidivism  has 
been  studied  in  a prison  population 
only  after  plastic  surgery  and  was 
thought  to  be  lower  in  these  patients 
than  in  the  general  prison  popula- 
tion (7,8).  The  relatively  high  aver- 
age cost  for  cardiac  surgery  reported 
here  includes  the  expenses  for  exten- 
sive preoperative  cardiac  and  gen- 
eral medical  evaluations  necessary  in 
this  population,  and  reflects  the  fact 
that  no  patient  was  discharged 
between  the  time  of  workup  and  the 
time  of  operation.  Many  of  the 
coronary  artery  surgical  patients 
underwent  a period  of  intensive 
medical  therapy  for  preoperative 
unstable  angina  or  acute  myocardial 
infarction.  Although  society  might 
look  skeptically  at  the  incurred 
costs,  besides  the  clear  beneficial 
effect  on  rehabilitation,  experience 
from  countries  with  public  health 
care  systems  indicates  that  when 
clear  indications  exist,  expedient  use 
of  cardiac  surgery  with  short  wait- 
ing periods  is  advantageous  (9). 

We  acknowledge  that  this  study 
has  innate  inaccuracies  because  of 
the  constantly  changing  nature  of 
the  prison  population  and  the  lack 
of  precisely  comparable  data  for  the 
general  population.  However,  the 
study  does  support  the  idea  that 
when  a medical  care  system  for  a 
prison  population  is  centralized  and 
properly  structured,  the  utilization 
of  a tertiary  care  service  such  as  car- 
diac surgery  is  high  relative  to  the 
general  population  and  probably  in 
part  reflects  the  neglected  medical 
status  of  inmates  before  incarcera- 


tion. The  rehabilitation  achieved  can 
be  gratifying  and  should  justify  the 
economic  cost  incurred  by  society. 
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USAF  HEALTH  PROFESSIONS 
“STAT” 
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Texas  Physicians’ 
Directory 

Allergy  Dermatology 


HEADACHE  & MIGRAINE  CLINIC 

(Rhinology-Allergy-Nutrition-Stress) 

Established  In  1984.  (Concept  of  treatment  outlined  & published  in  International 
Rhinology  Supp.  2 1987)  S.  Hoover  MD 

(Oto-Rhino-laryngologist-allergist) 

With  a dedicated  staff  of  6 courteous  assistants,  we  treat  ALL  chronic  Recurrent 
Headaches  (namely:  Class,  Migraine,  Clusters,  tension,  premenstrual,  sinus, 
everyday,  and  headache  of  relaxation). 

We  treat  the  cause  therefore  we  do  NOT  give  narcotics,  analgesics,  sedatives, 
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CORPUS  CHRISTI  ALLERGY  & 
ASTHMA  CENTER 
JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 

2550  Morgan  Avenue,  Corpus  Christ! , Texas  78405 
Telephone  512  888-6782 


Anesthesiology 


EDWARD  A.  TALMAGE,  MD,  PA 

Diplomatic  American  Board  of  Anesthesiology 

PAIN  MANAGEMENT;  Diagnostic  & Therapeutic  Nerve  Blocks 
Neurolytic  Blocks 
Dorsal  Column  Stimulation 


Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston 
77082;  713  496-1006 


THE  CENTER  EOR  PAIN  MANAGEMENT 

A multidisciplinary  center  for  comprehensive  treatment  and  management  of  chronic  and 
recurrent  acute  pain. 

OCTAVIO  J.  CALVILLO.  MD.  PhD 
Anesthesiologist 

Diplomate  of  the  American  Board  of  Anesfhesiology 

SAN  JACINTO  METHODIST  HOSPITAL  — BAYTOWN 
Independence  Plaza  II,  4301  Garth  Road 
Baytown,  Texas  77521 
(713)  420-8822 


THE  UNIVERSITY  CENTER  FOR  PAIN  MEDICINE 
AT  HERMANN 

Hermann  Hospital,  641 1 Fannin,  Houston,  Texas  77030 
713  797-2732 

A multidisciplinary  center  which  offers  comprehensive  treatment  options  for  acute,  subacute, 
and  chronic  pain  patients.  The  center's  total  management  of  each  patient's  pain  recognizes 
both  the  central  and  peripheral  components  of  the  syndrome, 

PRITHVI  RAJ.  MD,  FACA,  FFARCS 
Director 

ZACHARIAH  GERGER,  DO  AARON  CALODNEY,  MD 

Coordinator.  Outpatient  Services  Coordinator.  Inpatient  Services 

Diplomates  American  Board  of  Anesthesiology 


JOHN  ADNOT,  MD 

Mohs  Micrographic  Surgery  for  Skin  Cancer 

4200  S.  Hulen  #400 

Ft,  Worth,  Texas  76109;  817  377-0626 


DAVID  R.  WEAKLEY,  MD,  FACP 
DENIS  L.  BEAUDOING,  MD 

Dermatology  and  related  Surgery 
Dermatologic  Surgery,  Cosmetic  and  Laser  Allergy 

Diseases  of  the  skin,  dermabrasion,  chemical  peeling,  collagen,  sclerotherapy, 
lipoinjection,  allergy  and  cosmetic  counseling 

Medical  City,  Dallas  Suite  21 4A,  7777  Forest  Lane 
Dallas,  Texas  75230;  Phone  214  661-7460 


DERMATOLOGY  ASSOCIATES  OF 
SAN  ANTONIO 

James  Lewis  Pipkin,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 
Mucocutaneous  Virology 

108  Tendick,  San  Antonio,  Texas  78209; 

512  222-8651 , 222-2001 

MOHS  SURGERY 

For  Primary  and  Recurrent 
Cancer  of  the  Skin 

Forrest  C.  Brown,  MD 
Medical  City  Hospital 

7777  Forest  Lane,  Dallas,  Texas  75230;  214  661-4537 


ROBERT  F,  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Cncology 

2201  Oxford  Avenue,  Suite  104 
Lubbock.  Texas  79410;  806  797-6631 


Endocrinology 

ERIC  A.  ORZECK,  MD,  FACP 

Endocrinology  & Diabetes 

8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 


Family  Practice 

DALLAS  HEADACHE  ASSOCIATES 

The  Princeton  at  14651  Dallas  Parkway,  Suite  306,  Dallas,  Texas  75240, 

214  661-9902 

Director:  James  H.  Francis,  MD,  PA,  F/\AFP 

The  Dallas  Headache  Clinic  is  dedicated  to  the  diagnosis  of  headaches  of  all  types  whether 
organic,  physiological  or  psychological.  Patients  are  evaluated  for  headache  types  that  may 
occur  in  all  specialty  fields  of  medicine  and  dentistry. 

The  Clinic  treats  headache  types  that  usually  respond  to  abortive  and  preventive  drug  treat- 
ment, biofeedback,  stress  management,  transcutaneous  neurostimulation,  physical  therapy,  or 
anesthetic  blockade  and  refers  the  other  headache  diagnoses  to  the  appropriate  specialist. 

Diplomate  American  Academy  of  Pain  Management 
Member  American  Association  for  Study  of  Headache 
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Hand  Surgery 


L.  LEE  LANKFORD,  MD 

DAVID  J.  ZEHR,  MD  — Microsurgery 

ARNOLD  V.  DIBELLA,  MD  — Wrist  Derangements 

PAUL  R.  ELLIS,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave..  Suite  450,  Dallas,  Texas  75246;  214  823-5351 
LANKFORD  ZEHR  DIBELLA  HAND  SURGERY  ASSN. 


KENNETH  D.  GLASS,  MD,  FACS 

Hand  Surgery  and  Reconstructive  Surgery  of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 
Dallas,  Texas  75235;  214  631-7488 

Medical  City  Dallas,  Suite  C-200,  7777  Forest  Lane.  Dallas,  Texas 
75230;  214  661-4797 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 
Microsurgery  & Reimplantation 

Baylor  Medical  Plaza,  3600  Gaston  Ave.,  Suite  303,  Dallas.  Texas  75246; 
214  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  81 16.  Dallas,  Texas  75230; 
214  661-7010 


REGIONAL  HAND  CENTER  FOR  WEST  TEXAS 
AND  EASTERN  NEW  MEXICO 
Royce  C.  Lewis,  Jr.,  MD 

3702  21  street 

Lubbock,  Texas  79410;  806  795-8261 


Nuclear  Medicine 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 
HERBERT  0.  ALLEN,  MD,  FACNM 

Texas  Medical  Center.  641 1 South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic  Radioactive 
Tests  In;  Hematology.  Thyroidology,  Endocrinology,  Gastroenterology. 
Cardiology,  Neurology,  Neurosurgery,  Urology,  Ophthalmology,  Obstetrics- 
Gynecology  and  Non-Invasive  Nuclear  Cardiology 

Herbert  C.  Allen.  Jr,,  MD,  FACNM,  Director— 713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


Ophthalmology 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD  Gary  Edd  Fish,  MD 

William  B.  Snyder,  MD  Rand  Spencer,  MD 

William  L.  Hutton,  MD  Bradley  F.  dost  MD 

Dwain  G.  Fuller,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

7150  Greenville  Ave.,  Dallas,  Texas  75231 ; 214  692-6941  or  800  872-2020 
3600  Gaston  Avenue,  Dallas,  Texas  75246;  214  821-4540 


BRUCE  0.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

281 1 Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 


LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso.  Texas  79902;  915  545-2333 


Neurological  Surgery 


DOCTORS  SMITH,  WHEELER,  PARKER, 
AND  CRAVENS,  PA 

Ronald  Smith,  MD,  Retired 
Joe  Ellis  Wheeler,  MD 
Leighton  B.  Parker,  MD 
George  F.  Cravens,  MD 

920  South  Lake.  Fort  Worth.  Texas  76104 
Telephone  817  336-0551 


DALLAS  NEUROSURGICAL  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 
Gamma  Knife  Radiosurgery 

Charles  W.  Simpson,  MD  Richard  H.  Jackson,  MD 

Morris  Sanders,  MD  Terry  Hodd,  MD 

W.  Robert  Hudgins,  MD 

St.  Paul  Professional  Blvd.,  5959  Harry  Hines  Blvd. .Suite  620 
Dallas.  Texas  75235;  214  637-0420 

Presbyterian  Professional  Bldg.,  8230  Walnut  Hill  Lane,  Suite  610; 

Dallas,  Texas  75231 ; 214  369-7596 


RETINA-VITREOUS  ASSOCIATES 
W.  Rex  Hawkins,  MD 

Limited  to  Retina  and  Vitreous 

1200  Binz,  Suite  400,  Houston.  Texas  77004 
713528-1122 


VITREO-RETINAL  CONSULTANTS  OF  TEXAS 

Harold  Granek,  MD 

Diplomate.  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

1021  Washington  Avenue,  Fort  Worth,  Texas  76104;  817  332-6200 

ARTHUR  M.  CLEMENTS,  MD 

Surgery  & Diseases  of  the  Eye 

Diplomate  American  Board  of  Ophthalmology 

21 1 Medical  Drive,  Suite  1 , Fredericksburg.  Texas  78624 
512  997-6535;  1-800-421-7513 

Orthopedic  Oncology 

RICHARD  G.  BUCH,  MD 

Fellowship  Trained  Orthopedic  Oncology 

Infections  and  Major  Joint  Reconstruction  — Custom  Implants 

5939  Harry  Hines  Blvd.,  Suite  530,  Dallas,  Texas  75235 
(214)  879-6299 
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Orthopedic  Surgery 


Physical  Medicine  & Rehabilitation 


L.  Ray.  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
Wynne  M.  Snoots,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 


W.Z.  Burkhead,  Jr,  MD 
Richard  D.  Schubert,  MD 
John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper 


W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 


A Pr/^foccio*nii! 

2909  Lemmon  Ave.,  Dallas,  Texas  75204-2385;  214  220-2468;  FAX  214  720-1982 


EORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas;  81 7 335-4316 

Louis  J.  Levy.  MD,  PA 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 


J.  Price  Brock,  Jr,  MD 
Robert  L.  Dickey,  MD 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

1 02  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  512  226-2424 


THE  INSTITUTE  FOR  REHABILITATION 
AND  RESEARCH  (TIRR) 

in  the  Texas  Medical  Center,  Houston,  Texas 


Comprehensive  care  hospital  specializing  in  rehabilitation  care  for  persons  dis- 
abled by  injury  or  disease.  Inpatient  and  outpatient  services. 


Spinal  Cord  Injury 
Head  Injury 
Amputee 
Stroke 
Pediatric 
Cerebral  Palsy 


Sports  Arts  Center 

Restorative  Surgery 

Scoliosis 

Spina  Bifida 

Neurophysiology 

Neuromuscular 


Accredited  by:  Joint  Commission  on  Accreditation  of  Hospital  Organizations 
Commission  on  Accreditation  of  Rehabilitation  Facilities 


Patient  Services  Coordinator:  7 1 3 797-5922  or  in  Texas  1 -800-44REHAB 


ORTHOPEDIC  ASSOCIATES  OF  ABILENE 

1701  Pine  Street,  Abiiene,  Texas  79601 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.W.  Bendel,  Jr,  MD 

E.E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.R.  Vavrin,  MD,  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mili  Road,  Arlington,  Texas  76012:  817  261-8284 


ORTHOPEDIC  ASSOCIATES  OF  DALU\S 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Huntly  G.  Chapman,  MD  James  W.  Brodsky,  MD 

Phillip  E.  Hansen,  MD  Kurt  W.  Rathjen,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303,  Dallas,  Texas  75246;  214  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2116 
Dallas,  Texas  75230;  214  661-7010 


ORTHOPAEDIC  FOOT  SURGERY  AT  DALU\S 

Surgery  & Diseases  of  the  Foot  and  Ankle 
Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane,  Suite  105,  Dallas  75231;  214  369-4361 


SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road,  Dallas,  Texas  75235  214  350-7500 

Richard  E.  Jones,  MD  Scott  L.  Blumenthal,  MD 

Donald  M.  Mauldin,  MD  Scott  O.  Paschal,  MD 

James  B.  Montgomery,  MD  L.  T.  Johnson,  MD 

Kevin  Gill,  MD  Kenneth  Driggs,  MD 

James  L.  Ough,  MD  Charles  E.  Cook,  MD 


Pediatric  Ophthalmology 


ROBERT  D.  GROSS,  MD,  FAAP 

Children’s  Eye  Specialists,  PA 

Medical  and  Surgical  Eye  Diseases  in  Children 

Eye  Muscle  Imbalances  in  Adults 

800  Fifth  Ave  — Suite  420,  Fort  Worth,  Texas  76104-7304 
81 7 336-0900  Metro  988-7700 


WARM  SPRINGS  REHABILITATION  HOSPITALS 

Specialized  in-patient  and  out-patient  rehabilitation  programs  and  elec- 
trodiagnotic  evaluation  for  adults  and  children. 

Brain  Injury 

Spinal  Cord  Injury 

Stroke  and  Neurological  Disorders 

Orthopedic 

Gonzales:  PO  Box  58,  Gonzales,  Texas  78629 
800/792-WARM,  512/672-6592-Admissions  Coordinator 

Larry  Browne,  MD  Medical  Director 

William  F.  Blackerby,  Ph.D.  Director  of  Brain  Injury  Systems 

Robert  McNew,  Administrator 

San  Antonio:  5101  Medical  Drive,  San  Antonio,  Texas  78229  800/451-1350. 
51 2/691  -01 00-Admissions  Coordinator 

Alex  C.  Willingham,  MD,  Medical  Director 
Brian  C.  Buck,  MD,  Director  of  Pediatric  Rehabiliation 
William  F.  Blackerby,  Ph.D.  Director  of  Brain  Injury  Systems 
Rick  Marek,  Administrator 


Plastic  Surgery 


HOUSTON  PLYVSTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS  James  B.  Stafford,  IV,  MD,  FACS 

Jonathan  J,  Dora,  MD,  FACS  David  A.  Lee,  MD 

David  J.  Katrana,  DDS,  MD,  FACS  Steven  M.  Hamilton,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin,  Suite  750,  Houston,  Texas  77030;  713  795-5575 


Psychiatry 

GONZALO  A.  AILLON,  MD 
Psychiatry- Bilingual 

3450  Wheatland  Road,  Suite  120 
Dallas,  Texas  75237;  214  296-6241 
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RICHARD  G.  JAECKLE,  MD 
Psychiatry 

Diplomate,  ABPN:  Psychiatry  Diplomate,  ABPN:  Child-Adolescent 

Presbyterian  Professional  Building  II,  Suite  404 

8220  Walnut  Hill  Lane,  Dallas,  Texas  75231:  214  696-0964 


DALITS  PSYCHIATRIC  ASSOCIATES 

Inpatient  & Outpatient  Services 

• Adult,  Adolescent  and  Child  Psychiatry 

• Alcohol  and  Chemical  Dependency 

• Medical  Stress  & Chronic  Pain 

• Intensive  Outpatient  Programs  for  Alcohol  & Chemical 

• Dependency,  Aftercare  & Relapse  Management 

• Day  Treatment  Program  & Therapeutic  School  for  Adolescents 

• Emergency  Evaluation  Services 


Larrie  Arnold,  MD 
Howard  Cohen,  MD 
Gary  Etter,  MD 
Ronald  Flesichmann,  MD 
Bradford  Goff,  MD 
Fred  L.  Griffin,  MD 
Joan  R.  Hebeler,  MD 
Lynne  Inman,  MD 
R.  Sanford  Kiser,  MD 


Prema  Manjunath,  MD 
Gretchen  Megowen,  MD 
Gary  Morton,  MD 
William  M.  Pederson,  MD 
Jaime  Quaintanilia,  MD 
Leslie  H.  Secrest,  MD 
Dawn  Shogren,  MD 
Angela  M.  Wood,  MD 
John  M.  Zimburean,  MD 


Offices:  Brookhaven  Psychiatric  Pavilion  of  RHD  Memorial  Medical  Center,  Medical  City,  Irving 
Health  Care  System  Phone  214  247-1150 


DAY  TREATMENT  CENTER  OF  DALU\S 

Gonzalo  A.  Aillon,  MD 
Medical  Director 

AN  ALTERNATIVE  TO  PSYCHIATRIC  HOSPITALIZATION 
1326  Stemmons  Avenue,  Dallas,  Texas  75208:  (214)  943-1878 


Thoracic  Surgery 


ALLAN  L.  GRAHAM,  MD,  FACS* 

ROBERT  W.  MILEY,  MD,  FACS 
RICHARD  L.  SHEPHERD,  MD,  FACS 
Diplomates  American  Board  of  Surgery  and  Board 
of  Thoracic  Surgery 

* Also  certificate  of  special  qualification  in  general  vascular  surgery,  American  Board  of  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

515  South  Adams,  Fort  Worth,  Texas  76104:  817  332-7878 


RICHARD  E.  WOOD,  MD 
ROBERT  E,  RAWITSCHER,  MD 
THOMAS  R MEYERS,  MD 
Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 
Suite  404,  Dallas,  Texas  75246;  214  827-3890 
Hours  by  Appointment 


Urology 


FORT  WORTH  UROLOGY  CLINIC 

Hugh  Lamensdorf,  MD  J,  Daniel  Johnson,  MD 

Ira  N.  Hollander,  MD  A.E,  Thurman,  MD 

J.  Scott  Hassell,  MD 

Diplomates  of  American  Board  of  Urology 
Fellows  American  College  of  Surgery 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
817  336-5711 


Radiation  Oncology 


RADIATION  ONCOLOGY  OF  THE  SOUTHWEST 

• Complete  Radiotherapy  Services;  Inpatient-Outpatient  Care 

• External  or  Internal  Irradiation  (implants) 

• Specialized  in  combination  therapy  surgery-irradiation  chemotherapy- 
irradiation 

• Bilingual  personnel 
Carlos  H.  Fernandez,  MD 

Diplomate  American  Board  of  Therapeutic  Radiology 
Practice  Limited  to  Radiation  Oncology 

Telephone  (day  or  night)  713  988-2194 

7777  Southwest  Freeway,  Suite  636,  Houston,  Texas  77074 


Rheumatology 


DON  E.  CHEATUM,  MD,  FACP,  FACR 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204:  214  823-4151 


SOUTHWEST  UROLOGY  ASSOCIATES 
Adult  and  Pediatric  Urology 

Ted  Boone,  MD  James  T.  Coggins,  MD 

Warren  M.  Greene,  MD  Wm.  A.  Freeborn,  MD 

Diplomates  of  American  Board  of  Urology 

221  W,  Colorado,  #440,  Dallas,  Texas  75208:  214  948-3101 
3450  W,  Wheatland  Road,  #60,  Dallas,  Texas  7521 1 

C.F.  SKRIPKA,  JR,  MD,  FACS 

Urology,  Neurouroloqy,  Endouroloqy,  Male  Sexual  Dysfunction,  Laser 
Surgery,  & ESWL. 

1 101  North  19th,  Suite  114,  Abilene,  Texas  79601 
915  673-5726 

DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  mem- 
bers at  $80  per  column  inch  per  month  and  listings  must  run 
for  a minimum  of  six  months.  A discount  of  5%  is  allowed  for 
six  months’  advance  payment.  New  listings,  changes,  or  can- 
cellations should  be  sent  to  Mark  Bizzell,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701 . Deadline  is  the 
1st  of  the  month  preceding  publication  month. 
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Physician 


Medical  Practice 

■ Appraisal 

■ Brokerage 

■ Management 
Consulting 


THE  TEXAS  SPECIALISTS 


— Working  In  Texas  for  Texans,  since  1984  — 


ANESTHESIOLOGY 


NORTHEAST  TEXAS 

Busy  regional  medical  center  in  attractive,  pro- 
gressive NE  Texas  community  of  27,000  (refer- 
ral area  150,000)  seeks  BE/BC  anesthesiologist 
Modem  200-bed  hospital  with  latest  technology 
Shared  call  coverage.  Strong  economy, 
excellent  schools:  many  recreational  and  social 
opportunities  Contact:  Vicki  Truitt. 


CARDIOLOGY 


SOUTH  TEXAS 

Thirty  minutes  from  Padre  Island.  Young,  grow- 
ing, cardiology  group  seeks  invasive  or  non- 
invasive  associate.  Must  be  BC  or  BE  seeking 
certification  Spanish  speaking  helpful  but  not 
required.  Excellent  location.  Great  opportunity 
for  qualified  candidate. 

Contact:  Barry  Strittmatter. 


WEST  TEXAS 

Two  board  certified  family  physicians  seek  third 
associate  for  busy  practice  OB  preferred 
Fnendly  town,  good  schools.  Within  35  minutes 
of  larger  city.  Very  lucrative  financial  situation. 
Excellent  for  pilot  physician. 

Contact:  Jim  Truitt. 


PANHANDLE 

Texas  community  of  8,000  (referral  area 
16,000)  seeks  BC  FPs  for  group.  Share  call  with 
two  recently  trained  BC  FPs  New  hospital 
under  construction  Sound  economy,  good 
schools,  airport.  Generous  incentive  package 
including  income  guarantee,  relocation,  office 
space,  more.  Contact:  Jim  Truitt. 


PANHANDLE 

Panhandle  community  seeks  BE/BC  family 
practitioner  to  complement  very  busy,  recent- 
ly trained,  BC  family  practitioner  Excellent  hos- 
pital facilities.  Ideal  location  for  outdoorsman. 
Generous  incentive  package  available  for 
qualified  candidate.  Contact:  Barry  Strittmatter, 


WEST  TEXAS 

Five  American  trained,  board  certified  internists 
seek  compatible  associate  for  busy  group  prac- 
tice in  Texas  community  of  100,000 -t-  Office 
adjacent  to  modern  250-bed  hospital  Excellent 
call  arrangement,  salary  and  benefits.  Full 
associate  status  in  second  year. 

Contact:  Jim  Truitt. 


SOUTH  TEXAS 

Thirty  minutes  from  Padre  Island.  BC  IM 
specializing  in  critical  care  seeks  compatible 
associate.  Great  climate  and  lifestyle:  recrea- 
tional opportunities  abound.  Excellent  income 
potential.  Contact:  Barry  Strittmatter. 

FORT  WORTH 

Internal  medicine  department  for  teaching 
hospital  seeks  full  time  physician  to  staff  and 
supervise  AIDS  clinic  Competitive  income/ 
benefits  package,  academic  affiliation.  No  even- 
ing or  weekend  call  - time  to  enjoy  the  rich 
cultural  and  recreational  opportunities  of  D/FW 
metropolitan  area.  Contact.  Vicki  Truitt. 


NEUROLOGY 


NORTHEAST  TEXAS 

Regional  medical  center  serving  150,  (XX)  seeks 
BE/BC  neurologist  for  associate  practice  (or 
solo  sharing  call)  with  BC  neurologist.  Pro- 
gressive, family-oriented  community  with 
strong,  diversified  economy,  excellent  schools 
Many  social  and  recreational  opportunities. 
Generous  incentive  package  to  qualified  physi- 
cian, Contact:  Vicki  Truitt. 


OBSTETRICS  / GYNECOLOGY 


OTOLARYNGOLOGY 


D/FW  METROPLEX 

BC  ENT  seeks  associate  for  busy  practice  in 
affluent  NE  Tarrant  County  community  On 
campus  with  modern  hospital.  Excellent 
schools  and  quality  of  life 
Contact:  Vicki  Truitt 


PEDIATRICS 


NORTHEAST  TEXAS 

Dynamic  group  of  American  trained,  BC 
pediatricians  seek  fourth  associate  for  group 
practice  in  attractive  community  of  27,000 
(referral  area  150,000),  Progressive,  family- 
oriented  community  with  strong,  diversified 
economy:  excellent  schools.  Social  and  recrea- 
tional opportunities  abound  Modern  hospitals 
Shared  call:  excellent  income  and  benefits,  ear- 
ly partnership.  Contact:  Vicki  Truitt, 


FORT  WORTH 

Medical  staff  in  well  established  Metroplex 
hospital  seeks  BE/BC  pediatrician  to  establish 
nucleus  of  single  specialty  group.  Solo  prac- 
tice option  also  available  Competitive  incen- 
tive package  from  hospital  and  medical  staff 
support  will  be  offered  to  qualified  candidates 
Contact:  Barry  Strittmatter. 


D/FW  METROPLEX 

Young  Amencan  trained,  BC  pediatrician  seeks 
associate  for  practice  in  affluent  suburban  com- 
munity in  the  heart  of  thnving  D/FW.  Office  on 
campus  with  modern  hospital.  Excellent 
schools  and  quality  of  life. 

Contact:  Vicki  Truitt, 


FAMILY  PRACTICE 


CENTRAL  TEXAS 

Medical  staff  of  50-bed  hospital  in  beautiful  cen- 
tral Texas  (within  one  hour  of  Austin),  seeks 
BE/BC  family  physician  for  private  practice  (to 
share  a call  with  three  other  BC  FPs).  Solo  or 
group  environment.  OB  a plus,  but  not  required 
Progressive,  family-oriented  community  with 
excellent  schools.  Many  social  and  recreational 
opportunities.  Competitive  incentive  package  to 
qualified  physician.  Contact:  Jim  Truitt 


WITHIN  ONE  HOUR  OF  DALLAS 

Two  family  physicians  seek  third  associate  for 
group  practice  near  lake  area.  Attractive,  fully 
equipped  office  Ultra-modem  hospital.  Shared 
call,  competitive  incentive  package  to  qualified 
physician.  Contact'  Jim  Truitt. 


NEAR  AUSTIN  AND  SAN  ANTONIO 

Community  of  5,0(X)  (referral  area  24,000) 
seeks  board  certified  family  physician  Shared 
call  with  two  other  family  physicians:  OB  need- 
ed. Financially  sound,  30-bed  hospital  offering 
competitive  incentive  package  to  qualified  physi- 
cian. Contact:  Jim  Truitt. 


DALLAS 

Established  fee-for-service  practice  available  for 
assumption.  Full  scope  of  family  medicine,  ex- 
cept OB  Average  gross  $320K-t-  annually.  Bi- 
lingual (Spanish)  skills  helpful.  Retiring  physician 
will  introduce.  Financing  available  to  qualified 
candidate.  Contact:  Jim  Truitt. 


D/FW  METROPLEX 

Recently  trained,  BC  family  physician  seeks 
associate  for  practice  in  affluent  NE  Tarrant 
County  community.  Modern  hospital  will  spon- 
sor qualified  physician.  Excellent  schools  and 
quality  of  life.  Contact:  Vicki  Truitt. 


SOUTH  TEXAS 

Within  one  hour  of  San  Antonio  — South  Texas 
community  seeks  BE/BC  family  practitioner  for 
service  area  of  20, (XX)  DB  is  available,  but  not 
required.  Flunting,  fishing  (fresh  and  salt  water) 
and  other  recreational  activities  abound.  Forty- 
two  bed  hospital  will  offer  generous  incentive 
package  to  qualified  candidate 
Contact:  Barry  Strittmatter 


GENERAL  SURGERY 


SW  LOUISIANA 

Small  southwest  Louisiana  community  seeks 
BE  / BC  general  surgeon  Assured  referrals  from 
five  primary  care  physicians.  Friendly  communi- 
ty, Within  20  minutes  of  metropolitan  area  Ideal- 
ly suited  for  the  outdoorsman.  Generous  incentive 
package  to  qualified  candidate 
Contact:  Barry  Strittmatter. 


INTERNAL  MEDICINE 


EAST  TEXAS 

Two  BC  internists  seek  compatible  associate 
for  group  practice  in  community  of  approxi- 
mately 12,000  (referral  area  50,000)  Shared 
call  and  overhead.  Ultra-modern,  100-bed  hos- 
pital. Attractive  community:  many  social  and 
recreational  opportunties.  One  hour  from 
Dallas.  Competitive  incentive  package 
Contact:  Jim  Truitt. 


NORTHEAST  TEXAS 

Regional  medical  center  serving  150, OCX)  seeks 
BE/BC  OB/GYN  for  pnvate  practice  (to  share  call 
with  three  other  OB/GYNs)  Progressive,  family- 
oriented  community  with  strong,  diversified 
economy,  excellent  schools.  Many  social  and 
recreational  opportunties.  Competitive  incentive 
package  to  qualified  physician. 

Contact:  Vicki  Truitt. 


EAST  TEXAS 

Recently  trained,  board  certified  OB/GYN  seeks 
compatible  associate  for  practice  in  communi- 
ty of  approximately  12,000  (referral  area 
50,000).  Shared  call  and  overhead.  Ultra- 
modern, 100-bed  hospital  Attractive  commun- 
ity: many  social  and  recreational  opportunities 
One  hour  from  Dallas  Competitive  incentive 
package  Contact:  Jim  Truitt 


ORTHOPEDIC  SURGERY 


EAST  TEXAS 

Board  certified  orthopedic  surgeon  seeks  com- 
patible associate  for  practice  in  community  of 
approximately  12,000  (referral  area  50,000) 
Shared  call  and  overhead  Well-equipped,  ultra- 
modern, 100-bed  hospital.  Attractive  communi- 
ty: many  social  and  recreational  opportunities. 
One  hour  from  Dallas  Competitive  incentive 
package  to  qualified  physician 
Contact:  Jim  Truitt 


EAST  TEXAS 

Medical  staff  of  100-bed  hospital  seeks  ortho- 
pedic surgeon  for  referral  area  of  approximately 
50, OCX)  Attractive  community  of  14,000  with 
strong,  diversified  economy  Excellent  fishing 
and  hunting.  One  hour  from  Dallas  Competitive 
incentive  package  to  qualified  physician. 
Contact:  Barry  Strittmatter. 


SOUTH  TEXAS 

Two  American  trained  - BC  pediatncians  seek 
compatible  associate  to  |oin  rapidly  growing 
practice.  Excellent  income  potential  in  an  area 
acclaimed  for  Its  great  climate  and  recreational 
opportunities.  Contact:  Barry  Strittmatter. 


PULMONARY  MEDICINE 


WEST  TEXAS 

Five  man  group  of  Amencan  trained,  board  cer- 
tified internists  seeks  compatible  pulmonary 
medicine  associate.  Community  of  100,000 -r 
Office  adiacent  to  modern  250-bed  hospital. 
Shared  call,  excellent  income  and  benefits.  Full 
associate  status  in  second  year 
Contact:  Jim  Truitt 


RHEUMATOLOGY 


NORTHEAST  TEXAS 

Medical  staff  of  regional  medical  center  seeks 
board  certified  rheumatologist  to  establish  ser- 
vice in  referral  area  of  at  least  150,000  Refer- 
rals from  seven  orthopedic  surgeons  and 
approximately  90  other  physicians  in  the  com- 
munity Strong  economy,  excellent  schools: 
many  recreational  and  social  opportunties 
Modern  hospitals  Generous  incentive  package 
to  qualified  physician  Contact:  Vicki  Truitt. 


UROLOGY 


D/FW  METROPLEX 

Recently  trained,  BC  urologist  seeks  associate 
tor  practice  in  affluent  NE  Tarrant  County  com- 
munity, On  campus  with  modern  hospital 
Competitive  incentive  prackage  to  qualified  can- 
didate. Excellent  schools  and  quality  of  life 
Contact:  Vicki  Truitt. 


Practice  Made  Perfect 

As  a physician,  long  hours,  call  schedules  and  beepers  are  a way  of 
life.  But  as  Medical  Director  at  American  General  Life  Insurance 
Company  you  will  enjoy  a 40-hour  work  week,  full  benefits,  and  no 
malpractice  insurance  in  a relaxed  work  environment.  This  full-time 
position  involves  life  insurance  underwriting  and  the  management  of 
an  employee  health  care  facility  in  a corporate  environment. 

Specific  responsibilities  include  interpretatbn  of  medical  reports  and 
physical  evidence  of  insurability  as  well  as  playing  a key  role  in  the 
development  of  Underwriting  Policy.  In  addition,  consultatbn  with  Claims 
Adminstratbn  will  be  required. 

A BC/BE  in  Internal  Medicine,  Family  Practice  or  Insurance  Medicine 
is  preferred. 

To  apply  for  this  position,  please  send  resume  and  salary  history  to:  Alan 
Wightman,  American  General  Life  Insurance  Company,  PL-01/AW, 
2727  Allen  Parkway,  Houston,  Texas  77019. 


We  are  an  equal  opportunity  employer,  m/f/h/v. 


TEXAS  PHYSICIAN  PLACEMENT  SERVICE 


Save  yourself  time 
and  frustration. 

Put  the  Texas  Physician  Placement  Service  and  its  computer  data  bank 
of  practice  opportunities  and  physician  applicants  to  work  for  you. 

• Fast,  personalized  service 

• Low  placement  fees 

• Free  service  for  physician  applicants 

• All  specialties  accepted 

• Urban  and  rural  placements 

• More  than  150  Texas  practice  opportunities  currently  on  file 

A Texas-based  matching  service  offering  Texas  practice  opportunities. 

Call  us  today  at  (512)  477-6704,  Ext.  263 

A joint  service  of  Texas  Medical  Association  and  Texas  Academy  of 
Family  Physicians 


Hospitals 
Care  About 
Your  Vital 
Signs. 


Shouldn’t 
You  Care  About 
Theirs? 


Nobody  likes  to  ask  for  money. 
But  the  feet  is,  without  your 
support,  it’s  becoming  increas- 
ingly difficult  for  hospitals  to 
upgrade  their  equipment,  ser- 
vices and  innovative  programs. 
And,  sadly,  that  means  that 
some  much-needed  medical 
care  may  never  reach  the  people 
who  need  it  most.  So  do  your 
part,  and  take  care  of  your  hos- 
pital. After  all,  they  do  the 
same  for  you. 


GiveTo\bur 
Local  Hospital. 

Give  To  Life.. 

National  Association  for  Hospital  Development 


NAHD 


Opportunities  Available 

Anesthesiologist 

Expanding  17-physician  multi-specialty  group  has 

excellent  opportunity  tor  an  Anesthesiologist.  We  offer 
a high  first-year  salary  in  addition  to  benefits  with  no 
first-year  expenses.  If  interested,  send  CV  to  Malone 
and  Hogan  Clinic.  1501  West  1 1th,  Big  Spring,  TX 
79720  or  call  Susan  Hawkins,  Director  of  Personnel, 
at  1-800-262-6361. 

Cardiology 

Cardiologist  — Invasive/Non-Invasive  BC/BE  to  join 
two  BC  cardiologists  located  in  southwest  Houston. 
Good  salary,  fringe  benefits,  partnership  after  two 
years.  Send  CV  to  P.  McKenzie,  7737  Southwest 
Frwy.,  Suite  900  Houston,  TX  77074. 

Dermatology 

Dermatologists  — Locum  Tenens  wanted  for  Derma- 
tology practice  in  Houston.  Send  CV  and  information 
to  Dermatology,  11301  Fallbrook,  Suite  212,  Hous- 
ton, Texas  77065.  713  955-7546. 

Emergency  Medicine 

Needed:  Emergency  physicians,  North  Central  Texas 
area,  full  and  part-time.  For  an  application  call  81 7 
336-8600  or  write  Emergency  Medicine  Consultants, 
PA;  1525  Merrimac  Circle,  Suite  107,  Fort  Worth,  TX 
76107. 

Emergency  Physician  — Local  Houston  ER  group 
needs  experienced  ER  physician.  Fee-for-service  with 
guarantee.  Contact  Greater  Houston  Emergency 
Physicians  Associates,  RO.  Box  7445,  Houston,  TX 
77248;  713  869-6235. 


EmCare 

GOVERNMENT  SERVICES,  INC. 

Family  Practice -Internal  Medicine - 
Emergency  Medicine 
Qualified  Physicians  Being  Recruited 
For  Opportunities  Offering 

Competitive  Guaranteed  Income  with  Fee  for 
Service  Income  Potential 
Professional  Liability  Insurance 
Excellent  Health,  Life  and  Disability  Insurance  for 
Full-Time  Independent  Contractors 
On-site  Administrative  and  Support  Personnel  Provided  by  EGSI 
Billing  and  Corporate  Support  Provided 

For  additional  information  on  opportunities  and  locations  contact 

Glenn  W.  Farmer 
Director 

Catherine  M.  Dawson 
Assistant  Director 

1-800-527-2145 

EGSI,  1717  Main  Street,  Suite  5200 
Dallas.  Texas  75201 
214/761-9200 


San  Angelo  — Outstanding  opportunity  in  minor  emer- 
gency/family practice  clinics.  Guaranteed  $100,000 
for  4-day  week,  13  hr.  days,  50  weeks/year.  Profit 
sharing  above  guarantee.  Contact  Wayne  Williams, 
MD,  915  942-861 1 , Shamrock  Clinics,  4208  College 
Hills,  San  Angelo.  TX  76904. 


Classified 

Advertising 


Texas:  Emergency  Medicine,  Dallas/Fort  Worth  and  East 
and  West  Texas  — full-time  and  part-time  positions  avail- 
able with  EmCare,  a progressive  physician-oriented 
group  committed  to  excellence  in  emergency  medicine. 
Opportunities  include  staff  and  directorship  positions,  in 
high  volume.  Level  1 Trauma  Centers,  as  well  as  smaller 
community  hospitals.  We  offer  very  desirable  geographic 
locations  including  the  Dallas/Fort  Worth  area.  East 
Texas,  Amarillo,  Greenville,  Abilene,  Corpus  Christi, 
Houston/Galveston,  Longview,  Waco,  Tyler,  and  Athens. 
Competitive  compensation  rates  range  from  $86,000  to 
$200,000  annually.  Positions  are  also  available  for  pri- 
mary care  physicians  in  clinic  settings  in  Amarillo.  Con- 
tact Ruth  Hargrove  Dean  or  Kay  Brienzi,  EmCare,  Inc., 
1717  Main  Street,  Suite  5200,  Dallas,  TX  75201 ; 800 
527-2145  or  21 4 761-9200. 

Texas:  Emergency  department  Directorship  and  full-time 
position  available  at  a 224  bed  regional  trauma  center 
north  of  Dallas.  Excellent  compensation  including  mal- 
practice insurance  and  additional  benefit  package  avail- 
able. Located  in  a resort  community.  Contact:  Emer- 
gency Consultants,  Inc.,  2240  South  Airport  Road, 

Room  29,  Traverse  City,  Ml  49684;  1 -800-253-1795  or 
in  Michigan  1 -800-632-3496. 

Southeastern  Texas:  Part-time  emergency  department 
and  ambulatory  care  positions  available  in  the 
Houston/Beaumont  areas.  Position(s)  offer  flexible 
scheduling,  competitive  compensation  package  includ- 
ing malpractice  insurance.  Contact:  Emergency  Consul- 
tants, Inc.,  2240  South  Airport  Road,  Room  29,  Traverse 
City,  Ml  49684;  1-800-253-1795  or  in  Michigan  1-800- 
632-3496. 

Tyler  — Modern  minor  emergency/ambulatory  care  cen- 
ters seeking  well-rounded  practitioner  for  expansion. 
Generous  modified  fee-for-service  income  package  with 
superior  professional  liability  insurance  included.  Must 
have  good  experience  in  family  medicine.  Industrial 
medicine  experience  helpful.  Send  CV  or  call  Keith 
Williams,  MD  or  Jackie  Hall,  3305  North  Third,  Ste.  304, 
Abilene,  TX  79603,  915  676-3023. 

Abilene  — Modern  physician-managed  minor  emergency 
centers  seeking  well-rounded  practitioner  due  to  over- 
seas transfer.  Generous  modified  fee-for-service  income 
package  with  superior  professional  liability  insurance 
included.  Stable  physician  team.  Must  have  good  experi- 
ence in  family  medicine.  Industrial  medicine  experience 
helpful.  Send  CV  or  call  Keith  D.  Williams,  M.D.,  Medical 
Director,  or  Jackie  Hall,  Abilene  Minor  Emergency  Clinics, 
3305  North  Third,  Suite  304,  Abilene.  TX  79603  915 
676-3023. 

Big  $$$  per  hour  to  BC/BP  EM  staff  physician  accepted 
for  this  position.  This  full-service  community  hospital, 
located  in  Southwest  Texas,  has  high  volume,  trauma, 
with  excellent  back-up  and  support.  Liability  insurance  is 
provided  with  flexible  scheduling,  CME  & distribution  and 
independent  contractor  status.  For  more  information 
contact  Ali  Walters,  Fischer  Mangold,  PO  Box  788, 
Pleasanton,  CA  94566;  or  call  toll  free  1 -800-227-2092 
outside  California  or  1-415-484-1200  in  California.  Refer- 
ence #9598. 

EAST  TEXAS  AND  CENTRAL  TEXAS:  Emergency  department 
staff  positions  in  modern  100-r  bed  hospitals  with  vol- 
umes of  approximately  1 0,000/1 2,000  per  year.  Excellent 
back-up.  Superior  professional  liability  coverage.  Emergi- 
care  Systems  Corporation.  3305  North  Third,  Suite  304. 
Abilene,  TX  79603,  attention  Jackie  Hall  915  676-3023 

Endocrinologist 

Endocrinologist-Texas  Gulf  Coast  — A young,  board- 
certified  Endocrinologist  practicing  in  Beaumont  is  now 
seeking  an  associate  to  join  his  growing  practice.  He  is 
currently  director  of  the  newly  expanded,  25-bed  Dia- 
betes Unit  at  our  250-bed  hospital  and  also  has  privi- 
leges at  two  other  local  hospitals  with  an  additional  856 
beds.  The  extensive  referral  base  includes  a large  area  of 


southeast  Texas  and  southwest  Louisiana  with  a total 
population  of  300,000.  This  practice  is  100%  endocrinol 
ogy  and  diabetes.  Candidates  with  interest  in  Pediatric 
Endocrinology  are  especially  welcome.  For  more  infor- 
mation on  this  attractive  opportunity,  send  your  curricu- 
lum vitae  to:  Manager,  Professional  Relations.  Humana 
Inc.,  Dept.  1 1 -10E,  500  West  Main  Street,  Louisville,  KY 
40201-1438.  Or  call  Toll  Free  1-800-626-1590. 

Family  Practice 


IN  THE  DARK 
ABOUT 

LOCUM  TENENS 
MEDICINE? 

We’ll  give  you  the  facts.  Based  on  our 
years  of  experience  as  locum  tenens 
practitioners,  we’ll  tell  you  both  the 
advantages  and  the  disadvantages  of 
pursuing  this  unique  lifestyle.  We’ll 
also  alert  you  to  the  major  changes 
we  expect  to  see  in  the  field  over  the 
next  five  to  ten  years.  For  invaluable 
information  concerning  your  life  and 
future  in  locum  tenens  medicine,  call 
us  at  1-800-531H22. 

INTERIM 

NETWORK 

“The  PRN  Physicians”  since  1982. 
New  Braunfels,  Texas 
Now  one  of  six  regional  offices 
serving  the  western  U.S.A. 


Excellent  opportunity  for  family  practitioner  in  Hamlin, 
Texas,  a community  of  over  3,000  population  with  a large 
drawing  area.  Modern  clinic  and  well  equipped  twenty- 
five  bed  hospital.  Unique  compensation  package.  Enjoy 
a more  relaxed  life  style  in  West  Texas.  Contact:  Chuck 
Latham,  Administrator,  Hamlin  Memorial  Hospital.  RO. 
Box  387,  Hamlin,  TX  79520;  915  576-3646. 

Well-establisheil  reputable  multispeciaity  clinic  is  seeking 

a family  practice  physician,  preferably  American  gradu- 
ate. Clinic  located  in  a thriving  industrialized  area  30  min- 
utes from  Houston  and  15  minutes  from  Galveston. 

Close  proximity  to  excellent  educational  facilities,  univer- 
sities, colleges  and  recreational  areas.  May  begin  imme- 
diately. Excellent  salary,  income  proportional  to  effort. 
Please  forward  C.V.  or  contact  Dr.  Cochrane,  Beeler- 
Manske  Clinic,  RO.  Box  3333,  Texas  City,  TX  77592- 
3333;  409  948-8521  (Collect). 

Family  Physician  or  Internist  needed  for  East  Texas  com- 
munity near  large,  recreational  lake.  Financially  sound, 
22-bed  hospital  with  referral  area  of  1 5,000  persons. 
Shared  E/R  call  weekdays  only.  Contact  Administrator. 
PO  Box  471 , Trinity,  TX  75862.  PH  409  594-3541 . 

Wanted  — Physician  to  assume  solo  practice  in  a small 
Central  Texas  Community  between  Waco  and  Temple. 
Modern  clinic  designed  as  a two  physician  office.  A 

Continued  on  p IDO 
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FAMILY  PRACTICE 


T-1129  FP  - Several  premier  family  prac- 
tice opportunities  exist  and  will  continue  to 
develop  around  Tyler,  Texas.  These  no- 
risk,  all-costs-covered  opportunities  offer  a 
liberal  compensation  package  in  an  out- 
patient environment  that  is  lucrative  and 
expanding.  These  opportunities  are  affili- 
ated with  and  spon.sored  by  Tyler’s  350- 
bed  regional  healthcare  center. 

T-1120  FP  - Dallas  suburb  offers  family 
practice  associate/partnership  opportunity 
to  a BE/BC  candidate  who  seeks  no  OB, 
excellent  third-party  reimbursement  in  a 
rapidly  expanding  affluent  area. 

T-1 125  FP/EM  - Modem  urgent  care  cen- 
ter in  an  affluent  area  of  Amarillo,  Texas, 
needs  family  practice/emergency  medi- 
cine physician.  This  highly  successful 
practice  offers  salary  and  incentives,  no  ER 
or  hospital  call,  no  Medicaid,  and  regular 
hours. 

T-960  FP  - Family  practice  group  in  large 
multispecialty  clinic,  adjacent  to  240-bed 
hospital,  needs  family  practitioner  to  join 
their  thriving  practice.  Premium  compen- 
•sation  and  bonus  incentives.  Located  in 
community  of  90,000  in  west  central 
Texas. 

T-1028  FP  - Excellent  family  practice  op- 
portunities in  a beautiful  .southwest  Texas 
city  of 40,000.  OB  is  preferred  since  cover- 
age is  provided  by  5 other  family  practitio- 
ners and  malpractice  premiums  are  very 
reasonable.  Guaranteed  income  and  bene- 
fits being  offered. 

T-1061  FP  - Premier  5-person  family 
practice  group  seeks  physician  to  join  their 
highly  successful  practice  that  offers  very 
competitive  income  and  unlimited  produc- 
tivity incentives.  Nearby  prestigious  360- 
bed  hospital  fully  supports  the  needs  of  this 
expanding  group  clinic  located  in  Amar- 
illo, Texas. 

T-1 137  FP  - Family  practice  position 
available  in  northern  suburb  of  Fort  Worth, 
Texas,  in  well-established  clinic  that  is 
expanding. 

T-1213  FP  - Solo  family  practice  oppor- 
tunity with  cross  coverage  available  to  a 
BE/BC  family  physician  located  in  a 
beautiful  northeast  Texas  community  120 
miles  from  Dallas.  Compietitive  financial 
package  offered. 

Call  Andy  Johns 


INTERNAL 

MEDICINE 


T-1034  IM  - A very  busy  general  internist 
seeks  an  associate/partner  for  his  practice  in 
an  attractive  northeastern  suburb  of  Hous- 
ton. Hospital  affiliation  is  with  a modem 
195-bed  facility  serving  a population  base 
of  over  200,000,  and  features  a CT  scanner, 
mobile  MRl,  regional  cancer  center, 
planned  open-heart  services,  and  signifi- 
cant renovation  and  updating  is  underway. 
Excellent  office  facilities,  cross  coverage 
and  many  other  amenities. 

T-1 125  IM  - Northwest  Texas  - An  excel- 
lent opportunity  for  a BE/BC  internist  to 
join  a well-established  group  located  in 
northwest  Texas.  Associate  with  five  (5) 
prominent  physicians  - three  (3)  internists, 
one  ( 1 ) pulmonologist,  and  one  ( 1 ) endocri- 
nologist. Highly  competitive  first-year 
guaranteed  income/benefit  package  which 
includes  a productivity  incentive  and  leads 
to  full  partnership. 

Call  Wes  Gardner 

T-1213  IM  - Solo  practice  opportunity  with 
cross-coverage  available  now  for  a BE/BC 
general  internist.  Opportunity  is  located  in 
an  eastern  Texas  community  with  a service 
area  of  36,(X)0  plus.  A 46-bed  full-service 
hospital  and  a 1 19-bed  Care  Center  sup- 
ports the  needs  of  the  service  area.  A very 
competitive  and  comprehensive  assistance 
package  is  being  offered. 

Call  Ed  Boles 


MEDICINE 

SUBSPECIALTIES 


Cardiology 

T-1097  CD  - Houston  - Two  very  busy  and 
well-established  invasive/non-invasive 
cardiologists  affiliated  with  a 905-bed  hos- 
pital system  seek  an  associate.  Residence  is 
in  a community  with  all  the  cultural  and 
educational  amenities  afforded  most  major 
cities,  plus  a bonus  of  prime  residential  and 
recreational  areas. 

T-1117CD-Two  establ  ished  cardiologists 
in  the  Dallas/Fort  Worth  metro  area  have  an 
excellent  opportunity  for  a BE/BC  invasive 
cardiologist  to  become  their  associate  and 
eventual  partner.  Hospital  affiliation  is  with 
a 287-bed  facility.  Residence  is  in  a beau- 
tiful community  of  250,000  that  has  excel- 
lent schools,  cultural  activities,  and  recre- 
ational facilities. 

Call  Wes  Gardner 


Recruitment  • Planning  • Consulting 


Nephrology 

T-1125  NEPH  - Northwest  Texas  - Op- 
portunity for  a BE/BC  nephrologist  to  set 
up  a hospital-based  private  practice  with  an 
academic  appointment  in  Amarillo, 
Texas.  This  will  be  a full-time  appointment 
at  Texas  Tech  University  School  of 
Medicine.  Highly  competitive  salary/ 
benefit  guarantee  the  first  year  with  excel- 
lent income  in  subsequent  years. 

Call  Wes  Gardner 

Oncology 

1 136  ONC  - West  Texas  - Prominent,  well- 
respected  oncologist  located  in  a commu- 
nity of 200,000,  serving  approximately  one 
million,  seeks  BE/BC  associate/partner. 
Affiliation  with  a modem,  progressive 
715-bed  hospital  including  an  outpatient 
cancer  treatment  center.  Hospital  offers  all 
state-of-the-art  equipment  and  full  radia- 
tion therapy  services.  Excellent  and  highly 
com.petitive  salary  compensation  and 
benefits  leading  to  full  partnership. 

962  ONC  - Twenty  minutes  from  DEW 
airport.  An  excellent  opportunity  exists  for 
an  oncologist  or  hematologist/oncologist 
to  establish  practice  in  a lovely  community 
of  250,000  adjacent  to  Dallas/Ft.  Worth. 
This  opportunity  offers  affiliation  with  a 
progressive  287-bed  hospital  that  will 
provide  an  excellent  income  guarantee  and 
cross-coverage  arrangements.  Downtown 
Dallas  is  30-40  minutes  away  and  Ft. 
Worth  is  only  20  minutes  away. 

Call  Rita  Mullins 


Pulmonology 

T-1077  PUL  - Coastal  Texas  - An  excel- 
lent opportunity  exists  for  a BE/BC  pul- 
monologist to  join  a busy,  well-established 
group  located  in  suburban  Houston.  There 
is  a built-in  referral  base  due  to  affiliation 
with  a prestigious  expanding  multispe- 
cialty group  represented  by  the  following 
specialties:  cardiology,  family  practice, 
gastroenterology,  infectious  diseases, 
internal  medicine,  rheumatology  and  sur- 
gery. Primary  hospital  affiliation  with  a 
580-bed  full-service  facility  featuring  a 
combined  32-bed  ICU/CCU,  complete 
pulmonary  function  lab,  exercise  testing 
and  state-of-the-art  equipment. 

Call  Wes  Gardner 

Radiology 

T-1134R  - Dallas  Area  - Radiologist 
needed  for  busy  practice  at  a 49-bed  com- 
munity hospital  approximately  35  miles 
from  Dallas.  Services  include  CT, 
angiography,  ultrasound  and  nuclear  medi- 
cine. 

Call  Anita  Bowles 

Call  toll  free 


Physician  Services 


Rheumatology 

T-1114  RHEU  - An  excellent  opportunity 
exists  for  a BE/BC  rheumatologist  to  de- 
velop a private  practice  with  the  full  support 
of  a progressive  hospital  and  an  enthusiastic 
orthopedic  group.  This  is  an  opportunity  to 
play  a key  role  in  the  development  of  a 
combined  medical/surgical  clinic.  Hospital 
affiliation  is  with  a modem  271 -bed  facility 
currently  building  a new  wing  to  include  a 
dedicated  orthopedic  floor  featuring  state- 
of-the-art  equipment  with  an  outstanding 
support  staff 

Call  Wes  Gardner 


OB/(JYN 


T-1021  OB/GYN  - West  Texas  - 28-mem- 
ber multispecialty  group  seeks  a fourth  OB/ 
GYN  associate.  Community  of  approxi- 
mately 100,000;  office  building  situated  di- 
rectly adjacent  to  modem  and  progressive 
240-bed  hospital.  Extremely  competitive 
financial  package  with  full  partnership  at  the 
end  of  the  first  year. 

T-1025  OB/GYN  - Houston  Area  - 40-bed 
hospital  situated  in  a community  of  approxi- 
mately 15,000,  with  a service  area  popula- 
tion of  35,000,  seeks  a BE/BC  obstetrician. 
Cross  coverage  and  potential  association  is 
available  with  existing  OB/GYN;  30  min- 
utes access  to  the  beautiful  Gulf  of  Mexico. 
Attractive  financial  package  with  tremen- 
dous future  growth  potential. 

T-1107  OB/GYN  - Houston  Area  - 60-bed 
hospital  situated  in  a community  of  approxi- 
mately 18,000  seeks  a BE/BC  OB/GYN  to 
establish  new  independent  practice  with 
phenomenal  immediate  growth  potential. 
Attractive  financial  package  provided  with 
cross  coverage  available  locally.  Inside  45 
minutes  to  Houston. 

T-1120  OB/GYN  - Dallas  Area  - 50-bed 
hospital  located  approximately  25  minutes 
from  downtown  Dallas  seeks  two  BE/BC 
OB/GYNs.  Community  of  15,000  with  a 
service  area  population  of  25,000.  Prestig- 
ious university  hospital  affiliation.  Competi- 
tive package  is  offered.  Immediate  availabil- 
ity desired. 

Call  Joyce  Campbell 


OPHTHALMOLOGY 


T-1213  OPH  - Solo  practice  opportunity  for 
a BE/BC  ophthalmologist  in  an  eastern 
Texas  community  of  approximately  7,000 
and  a service  area  of  36,000  plus.  Assistance 
in  establishing  practice  is  being  offered  by  a 
46-bed  full-service  community  hospital.  A 
1 19-bed  Care  Center  is  another  major  facil- 
ity located  in  the  same  community.  This  is 
one  of  several  piositions  being  recruited  as 


part  of  a majorstaff  development  program.  A 
very  competitive  and  comprehensive  in- 
come and  benefit  package  is  being  offered. 

Call  Ed  Boles 


PEDIATRICS 


T-1120  PED  - Grapevine  - Outstanding  op- 
portunity to  join  a thriving  board-certified 
pediatrician  affiliated  with  the  prestigious 
Baylor  system.  Since  Grapevine  is  located 
20  miles  from  both  Dallas  and  Ft.  Worth, 
small-town  charm  is  coupled  with  all  of  the 
amenities  of  the  metroplex. 

Call  Marc  W.  Kundler 


SURGERY 


Cardiovascular  Surgery 

T-1194  CVS  - Busy,  well-trained  triple- 
boarded  cardiovascular  surgeon  located  in 
Lubbock,  Texas,  seeks  an  associate/partner 
well  versed  in  pieripheral  vascular  thoracic 
and  open-heart  surgery.  This  opportunity 
boasts  affiliation  with  two  prestigious  ter- 
tiary-care hospitals  offering  the  full  spec- 
trum of  cardiovascular  services  including 
state-of-the-art  equipment,  cardiac  rehab, 
and  an  active  open-heart  program. 

Call  Jim  Farrar  or  Aaron  Risen 

General  Surgery 

T-1192  GS  - Excellent  opportunity  for  a BE/ 
BC  surgeon  to  join  the  medical  staff  of  an 
eastern  Texas  full-service  health  care  facil- 
ity. Service  area  of  36,000  prides  itself  on 
continued  growth,  economic  diversification 
and  educational  opportunities.  Competitive 
and  comprehensive  income  benefit  package 
is  being  offered. 

Call  Ed  Boles 

Orthopedics 

T-1029  ORS  - Expanding  two-man  practice 
located  in  suburban  north  Houston  near 
Kingwood  seeks  third  BE/BC  associate. 
Comfjetitive  financial  package.  Easy  access 
to  Houston’s  prime  residential  and  recre- 
ational areas. 

T-1040  ORS  - Southwest  Houston  - Major 
not-for-profit  healthcare  system  seeks  BE/ 
BC  orthopedic  surgeon  with  training  and/or 
extensive  experience  in  the  operative  man- 
agement of  trauma.  Hospital-based,  salaried 
position.  Full  support  of  orthopedic  staff 

T-llOS  ORS  - Northwest  Houston  - New 
175-bed  acute  care  hospital  affiliated  with  a 
not-for-profit  healthcare  system  seeks  BE/ 
BC  orthopedist  to  associate  with  an  estab- 
lished practitioner.  Busy  urban  practice. 


Shared  call  and  overhead.  Competitive  fi- 
nancial package  available. 

T-1 101  ORS  - South  west  Texas  - Successful 
93-bed  acute  care  hospital  located  in  a 
charming  and  historic  community  of  4(),(XX) 
seeks  second  orthopedic  surgeon.  Outdoor 
sportsmen’s  paradise  offering  excellent 
hunting,  fishing,  and  water  sports.  Competi- 
tive financial  package. 

Call  Aaron  Risen 

1154  ORS  - Attractive  private  practice  op- 
portunity associated  with  a progressive  49- 
bed  acute  care  hospital  within  30-40  minutes 
of  Dallas.  Economically  diverse  community 
with  an  encatchment  area  of  over  18,000. 
Cross  coverage  from  another  well-estab- 
lished orthopedic  surgeon.  The  hospital  is 
affiliated  with  Baylor  Healthcare  System. 

Call  Susan  Panther 

Plastic  Surgery 

T-1046  PS  - There  is  a private  practice  op- 
portunity to  join  a well-established  board- 
certified  plastic  surgeon  affiliated  with  a 
200-bed  general  acute  care  facility  in  an 
attractive  suburb  of  Houston.  This  plastic 
surgeon  draws  from  an  encatchment  area  of 
over  250,000.  A BE/BC  plastic  surgeon  with 
hand  fellowship  plus  broad  base  practice 
interest  is  required. 

Call  Susan  Panther 

Urology 

T-1021  U - Multispecialty  group  seeks  BE/ 
BC  urologist  to  replace  retiring  member  of 
urology  department.  Group  is  associated 
with  a 220-bed  acute  care  facility  serving  a 
central  Texas  community  of  90,(XX)  with  a 
service  area  population  of  I50,(XX).  Candi- 
date with  an  interest  in  infertility  and/or 
female  urology  would  complement  the 
department’s  current  orientation. 

T-1120  U - Not-for-profit  community  hos- 
pital seeks  BE/BC  urologist  to  join  its  medi- 
cal staff  of  35  physicians.  This  advanced, 
high  quality,  comprehensive  medical  and 
surgical  care  facility  is  aggressively  expand- 
ing its  services  and  medical  staff  in  order  to 
meet  the  needs  of  a growing  community. 
Located  in  a suburban  area  of  a major  metro- 
politan center.  Good  schools,  stable 
economy,  and  future  growth  of  this  area  are 
indicative  of  a tremendous  practice  opportu- 
nity. 

T- 1 160  U - Full-service  community  hospital 
has  an  immediate  need  for  a BE/BC  urologist 
seeking  a solo  practice  opportunity.  A 1 19- 
bed  Care  Center  supports  this  service  area  of 
46,(XX)  plus  located  in  eastern  Texas.  As- 
sistance package  being  offered  is  reflective 
of  the  immediate  need  of  this  community. 

Call  Ed  Boles 


1-800-626-1857 


Suite  250,  Browenton  Place  • 2000  Warrington  Way  • Louisville,  KY  40222 


Classified  Advertising 


guaranteed  financial  package  is  available.  Please  contact 
Paul  Kitchens,  RPh,  Moody  Medical  Clinic  Association,  Inc, 
RO.  Box  252.  Moody,  Tx  76557  or  call  81 7 853-2125. 

Family  Practitioner  (BC/BE)  to  associate  with  F.P  with  busy 
Family  Practice  including  OB.  Small  town  of  8,000  (D.A. 
20,000).  Forty-five  minutes  south  of  San  Antonio.  Compen- 
sation exceeds  $100,000.  Contact:  Oscar  Garza  M.D..  322 
Berry  Ranch  Road,  Pearsall,  TX  78061 , 512  334-4142. 

East  Texas:  Beautiful,  forested  East  Texas  provides  great 
family  environment  and  recreation  opportunities  for  missions 
minded  EM/FP  in  new  Urgent  care/Occupational  Medicine 
Clinic.  Quality  ot  personal  and  spiritual  life  is  our  concern  for 
you.  High  quality  health  care  is  our  community  commitment. 
Competitive  salary  and  benefits  with  mission  leave  available 
Send  CV  to:  9030  Hickory  Rd,  Tyler,  TX  75703.  214/561- 
6274. 

Family  Practice  — Opportunities  available  in  Austin  with  a 
Primary  Care  Group.  Salary  guarantee,  bonus  incentive, 
malpractice  and  other  benefits.  Write  to  PCT  at  8303 
Mopac,  Ste.  450,  Austin,  TX  78759  or  call  512  338-6141 . 

Family  Practitioner  (BC/BE)  to  associate  with  FP  with  busy 
predominately  ambulatory/emergency  practice.  Guarantee 
plus  incentive.  Beautiful  small  town  of  5,000  (DA  1 8,000)  in 
Texas  Hill  Country  near  San  Antonio.  Contact:  Jim  McCoy, 
MD,  120  Medical  Dr,  Boerne,  Texas  78006,  512  249-9307. 


General  Surgery 

General  Surgeon  — 42  y/o  BC  general  surgeon  is  seeking 
BC  general  surgeon  to  share  busy  solo  practice.  Interest  in 
endoscopy  is  needed.  The  practice  is  in  a historic,  rural, 
centrally  located  Texas  town  with  good  churches,  schools, 
and  recreational  facilities.  Hospital  is  non-profit  and  commu- 
nity owned.  Reply  Ad  Box  770,  Texas  Medical  Association, 
Attn:  Mark  Bizzell,  1801  N.  Lamar,  Austin,  TX  78701. 

General  Surgeon  — 10  excellent  opportunities  including  solo 
with  call  coverage.  Single  Specialty  Group  , HMO,  and  large 
multi-specialty  group.  Practice  locations  include  Dallas, 
Central  Texas,  Coastal  and  Houston.  For  details  send  CV  to 
Practice  Dynamics,  11222  Richmond,  Ste.  125,  Houston, 
TX  77082  or  call  7 1 3-531  -0911. 

General  Surgeon  — Board  Certified,  sought  to  establish  pri- 
vate practice  associated  with  99-bed  hospital  in  West  Texas 
town  of  1 2,000  plus.  Income  guarantee  and  other  financial 
incentives  are  available.  Contact:  Thomas  R.  Hochwalt, 
CEO.  Cogdell  Memorial  Hospital,  Cogdell  Center,  Snyder, 

TX  79549;  915  573-6374. 

Internal  Medicine 

A prosperous  and  well-established  22-physician  multi-spe- 
cialty group  serving  an  eight-county  area  of  rural  southeast 
Texas  has  an  excellent  opportunity  for  an  internist.  The 
group  is  an  independent,  fee-for-service  entity  offering  an 
attractive  salary  and  benefits.  No  initial  investment  required 
by  the  physician.  It  interested,  contact  William  Schlotter  at 
1 -800-333-61 53  or  send  curriculum  vitae  to  Brenham  Clinic 
Association.  600  North  Park,  Brenham,  TX  77833. 

Internist  with/without  subspecialty  interests,  BC/BE  to  join 
19  physician  multispecialty  group  with  five  Internists.  South- 
east Missouri  rural  city  of  1 7,500.  No  PPO,  HMO.  Low 
taxes.  A nice  PRO.  Contact  Administrator,  Ferguson  Medi- 
cal Group.  1012  North  Main  Street,  Sikeston,  MO  63801, 
314  471-0330. 


Beautiful  Pacific  Northwest  — BC  Internist  located  10 
miles  south  ot  Downtown  Seattle  seeks  BC/BE 
Internist/Specialist.  Fully  equipped  new  office  building 
next  to  Hospital  which  has  state-of-the-art  equipment 
and  facilities.  Salary/benefits  first  year  and  opportunity  for 
full  partnership  for  right  person  after  one  year.  Send  CV 
to:  Dominick  R.  Toulouse  MD,  401 1 Talbot  Rd.  So. 

#460.,  Renton,  WA  98055. 


on  Mexican  border  near  Gulf  of  Mexico.  Contact  Max 
Roeder,  MD,  1315  E.  6th  St.,  Weslaco,  TX  78596. 

Hospital  position  avaiiabie  for  board  certified  radiolo- 
gist. 45  minutes  from  downtown  Houston.  Must  be 
proficient  in  angiography,  CT,  MRI,  ultrasound  and 
nuclear  medicine.  For  information  call  409  765-8891 
or  409  765-9699. 


Third  internist  Needed  for  Busy  Office,  January  1991  or 
until  right  one  comes  along.  Opportunities  unlimited  for 
hard  working  and  caring  physician  who  wants  to  do  bet- 
ter than  average.  Salary  $105,000  plus  bonus.  Call  214 
586-0766  or  write  Vincent  H.  Wang  MD,  1005  S.  Jack- 
son,  Jacksonville.  TX  75766. 

OB/GYN 

OB/Gyn  to  join  another  established  OB/Gyn  within  a well- 
established.  expanding  multi-specialty  group  in  a choice 
rurai  area  of  central  Texas.  Salary  with  an  incentive  bonus 
opportunity.  Excellent  benefits.  Independent  fee-tor-ser- 
vice 22-physician  group  with  drawing  area  of  100,000-r. 
Send  curriculum  vitae  or  call  William  Schlotter,  Brenham 
Clinic  Association,  600  North  Park,  Brenham,  TX  77833, 
or  call  1-800-333-6153. 

Centro  del  Barrio,  Inc.,  a federally  funded  project  in  San 
Antonio,  Texas  is  currently  recruiting  a full  board 
certified/board  eligible  OB-GYN  physician  with  a rapidly 
growing  prenatal  practice.  The  Clinic  offers  comprehen- 
sive adult  and  pediatric  care  with  full  laboratory,  x-ray 
and  sonography  support.  Competitive,  guaranteed  salary 
plus  incentive.  Full  malpractice  coverage  provided.  Send 
CV  to  Medical  Director,  SPMCC,  1 23  Ascott,  San  Anto- 
nio, Texas  78224  512  924-9254. 

Orthopedics 

Texas  Gulf  Coast-Orthopedic  Surgeon  — A busy,  two-man 
group  in  Beaumont  is  now  seeking  to  add  a third  mem- 
ber, This  group  has  a thriving  and  expanding  sports 
medicine  clinic.  For  more  information,  send  your  CV  to: 
Gordon  Crawford,  Professional  Relations,  Humana  Inc., 
Dept.  1 1 - lOF  500  West  Main  Street,  Louisville,  KY 
40201-1438.  Or  call  Toll-Free  1 -800-626-1590. 


Pediatrics 

A well-established  and  expanding  multi-specialty  group  in 
a choice  rural  area  of  central  Texas  wishes  to  add  a pedi- 
atrician to  two  established  pediatricians  within  the  group. 
Salary  with  incentive  opportunity.  Excellent  benefits. 
Independent  fee-for-service.  A 22-physician  group  with 
drawing  area  of  1 0O.OOO-r.  Send  curriculum  vitae  or  call 
William  Schlotter.  Brenham  Clinic  Association,  600  North 
Park,  Brenham,  TX  77833,  or  call  1 -800-333-61 53. 

Pediatrician  — Vacation  area  near  the  ocean  and  Mex- 
ico. Enjoy  practice  in  a modern,  spacious,  custom  built 
clinic  with  lab,  x-ray.  Pleasant  hours,  good  beginning 
salary,  ownership  possible.  Contact  Adele  Bromiley,  MD, 
2335  Central  Blvd.,  Brownsville.  TX  78520;  512  546- 
3126. 

Texas  Pediatrician  — Unique  opportunity  for  a pediatri- 
cian in  offices  next  to  our  new  replacement  hospital  in 
the  high-growth  section  of  Abilene.  TX.  Immediate  refer- 
rals and  attractive  financial  assistance.  Abilene  is  the 
heart  of  a 22 -county  trade  area  and  is  home  to  three  uni- 
versities and  Dyess  AFB.  Send  CV  to:  Manager,  Profes- 
sional Relations,  Humana  Inc.,  Dept.  1 1-10D,  500  West 
Main  Street,  Louisville.  KY  40201-1438.  Or  call  Toll-Free 
1-800-626-1590. 


Rheumatology 

College  Station,  TX-Rheumatologist  — A rheumatolo- 
gist is  needed  in  College  Station,  home  of  Texas 
ASM,  where  referrals  are  currently  leaving  the  com- 
munity. For  more  information,  call  Toll-Free  1-800- 
626-1 590,  or  send  your  CV  to:  Gordon  Crawford, 
Manager,  Professional  Relations,  Dept.  11 -IOC,  500 
West  Main  Street,  Louisville,  KY  40201-1438 

Urology 

Urologist-Texas  Gulf  Coast  — A well  established, 
board-certified  Urologist  in  Beaumont  (service  area 
300,000)  is  now  seeking  an  associate.  Opportunity  to 
take  over  this  long-time  practice  in  near  future.  Send 
CV  to:  Manager,  Professional  Relations,  Humana  Inc., 
Dept.  II-10A,  500  West  Main  Street.  Louisville,  KY 
40201-1438.  Or  call  Toll  Free  1 -800-626-1590. 

Other  Opportunities 

South  Texas  Multispecialty  Group  — 10  physician 
group  in  San  Antonio.  Excellent  practice  opportunities 
for  BC/BE  physicians:  OBG,  pediatrics,  FP.  Well- 
established  25  year  old  practice  rapidly  expanding 
into  multispecialty  group  due  to  increased  patient 
base.  Design  award-winning  new  facility  offering 
complete  lab,  x-ray,  family  practice,  general  surgery, 
cardiology,  PM  & R,  and  ophthalmology  services 
already  established.  Texas  licensed  and  Medicare 
certified  out-patient  surgery  center  on  site.  Enlarging 
present  facility  and  will  open  satellite  office  in  future. 
Guaranteed  salary  and  competitive  benefits  including 
professional  liability,  administrative  and  staff  support, 
affiliation  with  large  community  hospitals,  and  call 
sharing  opportunities.  Requires  well-rounded  abilities 
in  both  out-patient  and  hospital  practice.  Dedication 
to  high  quality,  excellent  patient  empathy  and  com- 
munication skills  mandatory.  Leadership  skills  and 
entrepreneurial  interest  in  practice  desirable.  Tremen- 
dous growth  potential.  Send  CV  references  and  cur- 
rent photo  to  Cyndi  Padilla,  Administrator,  Gonzaba 
Medical  Group,  720  Pleasanton  Road,  San  Antonio, 
TX  78214. 


PRIVATE  PRAaiCE  OPPORTUNITIES 

(in  all  specialties) 

Texas  & Sunbelf  States 


Call  1-800-284-4560 


Houston  785-3722 
Of  servd  CV  11140  Westheimet 
Suite  144 

Houston,  TX  77042 


Reuben 
B r o n s t e i n 

& Associates 


Position  Avaiiabie:  Seeking  BC/BE  Family  Practice, 
General  Internist,  Endocrinoiogist,  OB/GYN  to  join 
established  multi-specialty  clinic.  Excellent  benefits 
and  guarantee.  Send  CV  to  Leroy  W.  Kitch,  Adminis- 
trator, Skinner  Clinic,  124  Dallas  St.,  San  Antonio,  TX 
78205. 


Radiology 

Radiologist  — Part-time  or  half-time  position  available. 
Must  be  board  certified  and  have  Texas  license.  Ideal  for 
semi-retirement  in  resort/retirement  area  in  South  Texas 


Lubbock  State  School  — Staff  physician  with  current 
Texas  license.  Excellent  benefits:  40  hour  workweek, 
malpractice  protection,  paid  holidays,  vacation/sick 
accruals,  retirement,  tax  sheltered  income  program. 
Salary  negotiable.  Includes  augmentation.  Contact 
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Liz  Smitten.  Director  of  Human  Resources,  Lubbock 
State  School.  PO.  Box  5396.  Lubbock.  TX  79417- 
5396.  806  763-7041 . EOE. 


EXCELLENT  PRACTICE  OPPORTUNITY. 

rwo  physician  practice  looking  for  third 
tartner  in  Bryan/College  Station,  Texas. 
Population  approximately  100,000  with 
Irawing  area  of  250,000.  Send  curriculum 
ritae  to  Central  Texas  Heart  Center,  1301 
t/lemorial  Drive,  Bryan,  Texas  77802. 


Family  Practice,  Pediatrics,  Internal  Medicine, 

OB/GYN,  Orthopaedic  Surgeon.  BC/BE.  to  join  19 
physician  multispecialty  group.  Southeast  Missouri 
rural  city  of  17,500.  No  PPO,  HMO.  A nice  PRO.  Low 
taxes,  ^cellent  salary  and  fringe  benefits.  Contact 
Administrator,  Ferguson  Medical  Group,  1012  North 
Main  Street,  Sikeston,  MO  63801 , 314  471-0330. 

Infectious  Disease  Specialist-College  Station  — There 
is  now  an  attractive  Private  Practice  opportunity  for 
an  Infectious  Disease  Specialist  in  College  Station, 

The  medical  staff  of  our  hospital  there  has  requested 
that  an  Infectious  Disease  Specialist  establish  prac- 
tice there  as  referrals  are  now  leaving  the  community. 
Generous  financial  and  marketing  assistance  will  be 
provided  in  helping  to  establish  this  new  service.  For 
further  information,  send  your  CV  to:  Gordon  Craw- 
ford. Manager.  Professional  Relations,  Humana  Inc.. 
Dept.  1 1-10G,  500  West  Main  Street,  Louisville.  KY 
40201-1438.  Or  call  Toll-Free  1-800-626-1590. 

We  are  Seeking  a board  eligible/board  certified  Neurol- 
ogist. an  Orthopedic  Surgeon,,  or  a Neuro  Surgeon 
for  our  growing  family  care  medical  practice  in  Hous- 
ton, TX.  We  offer  a competitive  salary,  paid  benefits, 
paid  expenses,  bonuses  and  a partnership  opportu- 
nity for  the  right  individual.  Please  respond  by  C.V  or 
telephone  to:  Advanced  Rehab  Systems,  81 1 West 
21st  Street.  Houston,  TX  77008.  713  880-9193,  Attn: 
Destiny. 


Correctional  Facilities-Several 
locations,  full-time  Physicians,  63K-84K, 
Psychiatrist  82K-129K.  Excellent 
Benefits,  Texas  Lie.  Huntsville,  Rusk, 
Gatesville,  Palestine,  Amarillo,  Marlin, 
Houston  area.  Inquiries:  TDC,  Bx  99 
Pers.  Annex,  Huntsville,  TX  77342 
(409)  294-2755. 


Texas  Coast.  200-1-  bed  hospital  seeking  physicians 
specializing  in;  internal  medicine,  family  practice,  gas- 
troenterology and  radiology.  Competitive  salary  pack- 
ages and  benefits.  Excellent  medical  community.  For 
information  contact  Mr.  Jenkins  at  1 -800-933-091 1 , 

East  Texas-Booming  Economy  — New  JCAHO  Hospi- 
tal-Requires  Enhanced  Medical  Staff.  Needs:  Urolo- 
gist. two  Family  Practice  with  OB,  General  Surgeon. 
Practices  already  established.  Phone  214  342-3960 
or  send  resume  to  Hospital  Administrator,  PO.  Box 
106,  Winnsboro,  TX  75494 

Director  and  staff  needed  for  modern,  well-equipped 
hospital  located  in  West  Central  Texas  near  major  uni- 
versity. Community  features  many  cultural  and  recre- 
ational activities.  Independent  contractor  status,  CME 
assistance,  fee-for-service  versus  minimum  guaran- 
tee with  stipend  for  the  Director.  Liability  insurance 
provided.  For  more  information  please  send  your  CV 
in  confidence  to:  Ali  Walters,  Fischer  Mangold.  PO 
Box  788,  Pleasanton,  CA  945661  or  call  toll  free  1 - 
800-227-2092  outside  California  or  1 -415-484-1200 
in  California.  Reference  #9643. 


Situations  Wanted 


Positions  Wanted 

Position  wanted  — Busy  Family  Practice  near  rural  hospi- 
tal. ADS  BTS61 . In  Family  Practice  residency  now.  M. 
Miller  M.D..  900  Farnam  #317,  Omaha,  NE  68102-5090. 

For  Sale  or  Lease 


Medical  Equipment 

Ultrasounds  — Linear,  Sector  and  Dual.  X-ray,  cell-coun- 
ters (QBC),  chemistry  aniyz,  fiber-optic  scopes  and 
much,  much  more.  MedExchange  214  824-5040  FAX 
214  823-9428.  Buy  * Sell  ’ Service. 

Office  Space 

For  sale  or  lease;  4000  sq.  foot  medical  office  building 
Seton  vicinity  . . . Austin  Retina  Associates.  Call  512 
451-0236. 


Practices 

Selling  Your  Practice?  We  offer  on-site  appraisals,  prac- 
tice brokerage,  physician  recruiting,  and  partnership  buy- 
in  services.  We  can  help  you  make  the  right  decisions. 
For  a free  brochure,  call  or  write:  Practice  Dynamics. 

P.O.  Box  821398,  Houston,  TX  77282:  713531-0911  or 
1 -800-933-091 1 . 

For  Sale  — Multidisciplinary  Chronic  Pain  Management 
Treatment  Clinic.  CARF  (Commission  for  Accreditation  of 
Rehabilitation  Facilities)  accredited.  785K  gross  in  1989. 
3701  Junius  Street,  PO  Box  COOS,  Dallas,  Texas  75246. 

Wonderful  Opportunity  for  ambitious  physician  willing  to 
accept  thriving  small  town  practice.  30  minutes  south  of 
Fort  Worth.  Will  lease  or  sell.  81 7 866-3922  or  81 7 866- 
3308. 


Business  and  Financial 
Services 

Physician’s  signature  ioans  to  $50,000.  Up  to  seven 
years  to  repay.  No  prepayment  penalties.  Prompt,  cour- 
teous service.  Competitive  fixed  rate.  Physicians  Service 
Association,  Atlanta,  Georgia.  Toll  free  1 -800-241-6905. 
Serving  MDs  for  over  10  years. 

Advertising  Rates  & Data:  Regular  classified  advertising 
sells  for  $2.00  per  word,  minimum  25  words  or  $50,  per 
issue.  We  do  not  count  articles  (a,  an,  the).  Display 
classified  advertising  sells  for  $95  per  column  inch,  per 
month.  A variety  of  typefaces,  logos,  and  borders  may 
be  used  in  display  classified  ads.  Ad  box  numbers  can 
be  substituted  for  formal  addresses  upon  request  at  no 
extra  cost.  Name  and  address  of  ad  box  number  listings 
cannot  be  given  out  unless  specific  permission  to  do  so 
has  been  given.  The  advertising  office  will  not  contact  ad 
box  number  holders  except  by  mail.  Federal  laws  pro- 
hibit references  to  race,  color,  religion,  sex,  natural  origin, 
or  age  unless  bona  fide  occupational  qualifications.  Copy 
deadline  is  the  1st  of  the  month  preceding  publication. 
Send  copy  to  Mark  Bizzell,  Classified  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  TX  78701 . 


Advertising  Directory 


American  General  Life 
American  Physicians 

96 

Service  Group 

39 

Apple  Medical  Leasing 

13 

Austin  Psychiatric  Associates 

107 

Autoflex  Inside  Front  Cower 

Avis  Rent-A-Car 

89 

Bell  Atlantic  TriCon  Leasing 

89 

Burroughs  Wellcome  Company  17-21 

Cahners  Publishing 

36,  88 

Christmas  Collection 

12 

David  Holmes  Agency 

112 

Eli  Lilly 

Insurance  Corporation 

61 

of  America 

51 

Integrated  Medical  Systems 

15 

Medical  Protective 

55 

Merck,  Sharp  & Dohme 

53,54 

Paine  Webber 

59 

Palisades  Pharmaceutical 

64 

Parkway  MRI 

12 

Physican  Resource  Network 

95 

Physican  Services  of  America 

98,99 

Reed  & Carnrick 

74 

Roche  Laboratoreis 

65,  70-73 

Scott  & White  Clinics 

Back  Cower 

Searle 

37,38 

Michael  Sharp,  Attorney 
Texas  Medical  Association 

59 

Auxiliary 

60 

Library 

52 

Practice  Management 

52,  34,  35 

Public  Affairs 

4 

Specialty  Societies 

Texas  Medical  Association 

24 

Insurance  Trust 

1 

Texas  Medical  Liability  Trust 

25 

United  States  Air  Force 
University  of  Texas 

90 

Southwest  Medical  Inside  Back  Cower 
Warm  Springs  Rehabilitation 

Hospitals 

5 

Physician’s  Directory  91-94 

Classified  Advertising  97, 100-101 

Publication  of  an  advertisement  in  Texas 
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Courses 

November 

AIDS 

Nov  10,  1990 

Psychiatric  Implications  of  AIDS.  Grand 
Kempinski  Hotel,  Dallas.  Fee  $95.  Cate- 
gory 1,  AMA  Physician’s  Recognition 
Award;  7 hrs.  Contact  Diane  Pitkin, 
Continuing  Medical  Education,  St  Paul 
Medical  Center,  5909  Harry  Hines  Blvd, 
Dallas,  TX  75235  (214)  879-3789 

Allergy 

Nov  1-3,  1990 

Clinical  Allergy  for  the  Practicing  Physi- 
cian. St  Louis.  Contact  Cathy  Caruso, 
Office  of  Continuing  Medical  Education, 
Washington  University  School  of 
Medicine,  660  S Euclid,  St  Louis,  MO 
63110 (314) 325-9862 

Computer  Applications 

Nov  4-7,  1990 

Symposium  on  Computer  Applications 
in  Medical  Care.  Washington,  DC.  Con- 
tact The  George  Washington  University 
Medical  Center,  Office  of  Continuing 
Medical  Education,  2300  K St,  NW, 
Washington,  DC  20037 

Emergency  Medicine 

Nov  5-6,  1990 

Advanced  Cardiac  Life  Support.  Temple, 
Tex.  Fee  $175.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  13  hrs.  Con- 
tact Susan  Hughes,  Office  of  Continuing 
Medical  Education,  Scott  & White 
Memorial  Hospital,  2401  S 31st  St, 
Temple,  TX  76508  (817)  774-4083 
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Nov  8-9,  1990 

Advanced  Trauma  Life  Support.  Temple, 
Tex.  Lee  $475.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  17  hrs.  Con- 
tact Susan  Hughes,  Office  of  Continuing 
Medical  Education,  Scott  & White 
Memorial  Hospital,  2401  S 31st  St, 
Temple,  TX  76508  (817)  774-4083 

Endocrinology 

Nov  2-3,  1990 

Update  on  Thyroid  Disease,  1 990. 

Hyatt  Regency  Embarcadero,  San  Fran- 
cisco. Fee  $150.  Category  1,  AMA 
Physician’s  Recognition  Award;  11.5 
hrs.  Contact  University  of  California  San 
Francisco,  Extended  Programs  in  Medi- 
cal Education,  Rm  C-124,  San  Fran- 
cisco, CA  94143-0742  (415)  476-4251 

Nov  8-10,  1990 

Diabetes  Update.  Galveston,  Tex.  Fee 
$275.  Category  1,  AMA  Physician’s 
Recognition  Award;  12  hrs.  Contact 
Linda  Williams,  Office  of  Continuing 
Education,  Rte  J-34,  The  University  of 
Texas  Medical  Branch,  Shearn  Moody 
Plaza  #7101,  Galveston,  TX  77550 
(409)  761-2934 

General  Medicine 

Nov  30-Dec  1,  1990 
Gastroenterology  for  Primary  Care.  San 
Antonio,  Tex.  Pee  $250.  Category  1, 
AMA  Physician’s  Recognition  Award; 

12  hrs.  Contact  Susan  Hughes,  Office  of 
Continuing  Medical  Education,  Scott  & 
White  Memorial  Hospital,  2401  S 31st 
St,  Temple,  TX  76508  (817)  774-4083 

General  Surgery 

Nov  2-3,  1990 

Trauma/Critical  Care  Management:  Dis- 
aster to  Rehabilitation.  Westin  Hotel, 
Dallas.  Pee  $425.  Category  1,  AMA 
Physician’s  Recognition  Award;  14  hrs. 
Contact  Office  of  Continuing  Education, 


The  University  of  Texas  Southwestern 
Medical  Center,  5323  Harry  Hines 
Boulevard,  Dallas,  TX  75235  (214) 
688-2166 

Internal  Medicine 

Nov  2-3,  1990 

Update  in  Sexually  Transmitted  Dis- 
eases. The  University  of  Texas  South- 
western Medical  Center,  Dallas.  Fee  $75. 
Category  1,  AMA  Physician’s  Recogni- 
tion Award;  13  hrs.  Contact  Rose 
Bayles,  Continuing  Education,  UTSMC, 
5323  Harry  Hines  Blvd,  Dallas,  TX 
75234  (214) 688-2166 

Nov  8-10,  1990 

Diabetes  Update.  San  Luis  Hotel,  Gal- 
veston, Tex.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  12  hrs.  Con- 
tact The  University  of  Texas  Medical 
Branch,  Office  of  Continuing  Education, 
Rte  J-34,  7101  Shearn  Moody  Plaza, 
Galveston,  TX  77550  (409)  761-2934 

Neurology 

Nov  17-18,  1990 

Plexus  II:  The  Neurobiology  of  Aggres- 
sion. Austin,  Tex.  Fee  $285;  $325  after 
September  1.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  12  hrs.  Con- 
tact Healthcare  Rehabilitation  Center, 

1 106  Dittmar  Road,  Austin,  TX  78745 
(1-800) 252-5151 

Nov  30,  1990 

The  Management  of  Cerebral  Gliomas 
in  Adults.  East  Elmhurst,  NY.  Category 
1,  AMA  Physician’s  Recognition  Award; 
7 hrs.  Contact  Ann  Boehme,  CMP,  Long 
Island  Jewish  Medical  Center,  New 
Hyde  Park,  NY  11042  (718)  470-8650 

Obstetrics  and  Gynecology 

Nov  6-10,  1990 

Contemporary  Issues  and  Practices  in 
Ob-Gyn.  Westin  Hotel,  Dallas.  Fee  $550 
complete  course;  $400  basic  course.  Cat- 
egory 1,  AMA  Physician’s  Recognition 
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Award;  36  hrs.  Contact  June  Bovill, 
Continuing  Education,  The  University  of 
Texas  Southwestern  Medical  Center, 
5323  Elarry  Hines  Blvd,  Dallas,  TX 
75235 (214) 688-2166 

Nov  8-9,  1990 

Update  in  Pelvic  and  Vaginal  Surgery. 

San  Antonio,  Tex.  Eee  $375.  Category  1, 
AMA  Physician’s  Recognition  Award; 

12  hrs.  Contact  Susan  Hughes,  Office  of 
Continuing  Medical  Education,  Scott  & 
White  Memorial  Hospital,  2401  S 31st 
St,  Temple,  TX  76508  (817)  774-4083 

Oncology 

Nov  3-7,  1990 

Cancer  m the  Nervous  System.  Westin 
Galleria  Hotel,  Dallas.  Contact  Jeff 
Rasco,  The  University  of  Texas  M.D. 
Anderson  Cancer  Center,  Conference 
Services,  Box  131,  1515  Holcombe  Blvd, 
Houston,  TX  77030  (713)  792-2222 

Nov  17,  1990 

Cancer  Symposium  for  Primary  Care 
Practitioners.  Et  Davis,  Tex.  Eee  $49. 
Category  1,  AMA  Physician’s  Recogni- 
tion Award;  5 hrs.  Contact  Mary  Clark 
(915)-545-6529 

Orthopedic  Surgery 

Nov  3-4,  1990 

Hand  Surgery  Regional  Review  Course. 
Baylor  University  Medical  Center,  Dal- 
las. Pee  $225  practitioners;  $125  resi- 
dents. Category  1,  AMA  Physician’s 
Recognition  Award;  12  hrs.  Contact 
Deb  Planders,  Office  of  Continuing  Edu- 
cation, Baylor  University  Medical  Cen- 
ter, 3500  Gaston  Ave,  Dallas,  TX  75246 
(214)  820-2317 

Nov  30-Dec  1,  1990 
The  McKenzie  Approach  to  Low  Back 
and  Neck  Pain.  Dallas.  Category  1, 
AMA  Physician’s  Recognition  Award; 


1 1 hrs.  Contact  Rose  Bayles,  Continuing 
Education,  The  University  of  Texas 
Southwestern  Medical  Center,  5323 
Harry  Hines  Boulevard,  Dallas,  TX 
75235 (214) 688-2166 

Otolaryngology 

Nov  8-10,  1990 

Temporal  Bone  Mini  Course  Series. 
Galveston,  Tex.  Pee  $500,  practitioners; 
$400,  residents.  Category  1,  AMA 
Physician’s  Recognition  Award;  20  hrs. 
Contact  Gayle  Norris,  Office  of  Contin- 
uing Education,  Rte  J-34,  The  University 
of  Texas  Medical  Branch,  Shearn 
Moody  Plaza  #7101,  Galveston,  TX 
77550  (409)  761-4706 

Nov  14-17,  1990 

Endoscopic  Sinus  Surgery.  Galveston, 
Tex.  Pees  $175-$575.  Category  1,  AMA 
Physician’s  Recognition  Award;  16  hrs. 
Contact  Linda  Williams,  Office  of  Con- 
tinuing Education,  The  University  of 
Texas  Medical  Branch,  Route  J-34, 
Shearn  Moody  Plaza  #7101,  Galveston, 
TX  77550  (409)  761-2934 

Pediatrics 

Nov  2-3,  1990 

I4th  Annual  Pediatric  Postgraduate 
Conference.  Lubbock,  Tex.  Pee  $95. 
Category  1,  AMA  Physician’s  Recogni- 
tion Award;  9 hrs.  Contact  Vicki  Hol- 
lander, Office  of  Continuing  Medical 
Education,  Texas  Tech  University  Health 
Sciences  Center,  Lubbock,  TX  79430 
(806)  743-2929 

Psychiatry 

Nov  4-6,  1990 

Psychiatric  Update  Conference  for 
Physicians.  Halifax,  Nova  Scotia.  Cate- 
gory 1,  AMA  Physician’s  Recognition 
Award;  20  hrs.  Contact  Dr  Alan 
Buchanan,  102-180  W Broadway,  Van- 
couver, BC  V5Z  4C9  (604)  922-3570 


Nov  7-12,  1990 

Acute  and  Chronic  Infections  Affecting 
Brain  Dysfunction  and  Behavior.  Van- 
couver, British  Columbia.  Category  1, 
AMA  Physician’s  Recognition  Award; 
20.5  hrs.  Contact  Ann  McCormick, 
Southern  California  Neuropsychiatric 
Institute,  6794  La  Jolla  Blvd,  La  Jolla, 
CA  92037  (619)  454-2102 

Nov  9-11,  1990 

Group  Therapy  Symposium.  Sir  Prancis 
Drake  Hotel,  San  Prancisco.  Contact 
Extended  Programs  in  Medical  Educa- 
tion, Rm  C-124,  University  of  California 
School  of  Medicine,  San  Prancisco,  CA 
94143  (415)  476-4251 

I 

Nov  16-18,  1990 

j Psychiatric  Update  Conference  for 
Physicians.  Vancouver,  British  Columbia. 
Category  1,  AMA  Physician’s  Recogni- 
tion Award;  20  hrs.  Contact  Dr  Alan 
Buchanan,  102-180  W Broadway,  Van- 
couver, BC  V5Z  4C9  (604)  922-3570 

Sports  Medicine 

Nov  10-17,  1990 

Medicine  of  Diving.  Tiara  Beach  Hotel, 
Cayman  Islands,  British  West  Indies.  Pee 
$500.  Category  1,  AMA  Physician’s 
Recognition  Award;  25  hrs.  Contact 
Helen  Turcotte  Davis,  Medical  Semi- 
nars, Inc,  One  Elm  Place,  Ste  204, 

11107  Wurzbach  Rd,  San  Antonio,  TX 
78230 

I 

^ Urology 

Nov  15-17,  1990 

Pediatric  Urology.  Omni  Hotel,  San 
Diego.  Pee  $275,  American  Urological 
Association  members;  $375,  non-mem- 
bers. Category  1,  AMA  Physician’s 
Recognition  Award;  16  hrs.  Contact 
Alice  Henderson,  AUA,  Inc,  Office  of 
Education,  6750  W Loop  South,  Ste 
900,  Bellaire,  TX  77401  (713)  665-7500 
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November-February 

Risk  Management 

Eor  information  on  the  following  course, 
contact  Kim  Koschemann,  Texas  Medi- 
cal Association,  Department  of  Practice 
Management  Services,  1801  N Lamar 
Blvd,  Austin,  TX  78701  (512)  477-6704. 

Risk  Prevention  Skills 
Nov  7,  1990,  Houston 
Nov  8,  1990,  Dallas 

TMA  VIP  Risk  Management  Series 

Nov  1,  1990,  Tyler 

Nov  7,  1990,  Amarillo 

Nov  8,  1990,  Lubbock 

Nov  15,  1990,  Corpus  Christ! 

Nov  28,  1990,  Dallas 
Nov  29,  1990,  Ft  Worth 
Dec  6,  1990,  Houston 
Dec  13,  1990,  Beaumont 

For  information  on  the  following 
courses,  contact  Rosemary  Gafner,  EdD, 
Medical  Risk  Management,  Inc,  2500 
City  West  Blvd,  Ste  300,  Houston,  TX 
77030  (713)  789-3375 

Anesthesiology  Risk  Management 
Nov  3,  1990,  Austin 
Feb  19,  1991,  Houston 

Emergency  Risk  Management 
Feb  7,  1991,  Houston 

Five  Steps  to  Medical  Risk  Management 

Nov  10,  1990,  Houston 

Nov  17,  1990,  Laredo 

Jan  19,  1991,  Dallas 

Jan  26,  1991,  San  Antonio 

Feb  9,  1991,  Harlingen 

Feb  23,  1991,  Corpus  Christ! 

Feb  28,  1991,  Beaumont 

Forensic  Obstetrics 
Nov  10,  1990,  Houston 
Feb  9,  1991,  Harlingen 


Medico-Legal  Issues  in  Medical  Risk 

Management 

Nov  10,  1990,  Houston 

Feb  23,  1991,  Corpus  Christ! 

Techniques  of  Reducing  the  Frequency 

of  Medico-Legal  Lawsuits  Using  Para- 

communications  and  Neurolinguistics 

Nov  10,  1990,  Houston 

Nov  27,  1990,  Palestine 

Jan  19,  1991,  Dallas 

Feb  9,  1991,  Houston 

Feb  22,  1991,  Corpus  Christ! 

Quality  Assurance  and  Proper  Charting 
in  Medical  Risk  Management 
Nov  10,  1990,  Houston 
Jan  26,  1990,  San  Antonio 

December 

Family  Practice 

Dec  8, 1990 

Family  Oncology  Practice  Update  1 990. 
Grand  Kempinski  Hotel,  Dallas.  Fee 
$95.  Category  1,  AMA  Physician’s 
Recognition  Award;  7 hrs.  Contact 
Diane  Pitkin,  Continuing  Medical  Edu- 
cation, St  Paul  Medical  Center,  5909 
Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)  879-3789 

Oncology 

Dec  4-7,  1990 

Growth  Factors  of  Normal  and  Cancer 
Cells.  Westin  Galleria  Hotel,  Houston. 
Contact  Jeff  Rasco,  The  University  of 
Texas  M.D.  Anderson  Cancer  Center, 
Conference  Services,  Box  131,  1515 
Holcombe  Blvd,  Houston,  TX  77030 
(713)  792-2222 

Orthopedic  Surgery 

Dec  8,  1990 

Orthopedic  Update.  Key  Largo,  Fla. 
Contact  Southern  Medical  Association, 
35  Lakeshore  Dr,  PO  Box  190088, 
Birmingham,  AL  35219-0088  (1-800) 
423-4992 


Urology 

Dec  7-9,  1990 

Male  Erectile  Dysfunction.  Hyatt 
Regency  Capitol  Hill,  Washington,  DC. 
Fee  $275,  American  Urological  Associa- 
tion members;  $375,  non-members.  Cat- 
egory 1,  AMA  Physician’s  Recognition 
Award;  16  hrs.  Contact  Alice  Hender- 
son, AUA,  Inc,  Office  of  Education, 

6750  W Loop  South,  Ste  900,  Bellaire, 
TX  77401 (713) 665-7500 

January 

Cardiology 

Jan  18-20,  1991 

Diagnostic  Dilemmas  in  Cardiology. 
Cancun,  Mexico.  Contact  Southern 
Medical  Association,  35  Lakeshore  Dr, 
PO  Box  190088,  Birmingham,  AL 
35219-0088  (1-800)  423-4992 

Family  Practice 

Jan  11-12,  1991 

Advances  in  Family  Medicine.  Houston. 
Contact  Lila  Lerner,  Baylor  College  of 
Medicine,  Office  of  Continuing  Educa- 
tion, One  Baylor  Plaza,  Houston,  TX 
77030  (713)  798-6020 

Obstetrics  and  Gynecology 

Jan  24-26,  1991 

Diseases  of  the  Vulva  and  Vagina.  Dou- 
bletree Hotel  at  Post  Oak,  Houston.  Fee 
$500  practitioners;  $250  non-Baylor  res- 
idents and  fellows.  Category  1,  AMA 
Physician’s  Recognition  Award;  20  hrs. 
Contact  Carol  Soroka,  Baylor  College  of 
Medicine,  Office  of  Continuing  Educa- 
tion, One  Baylor  Plaza,  Houston,  TX 
77030  (713)  798-6020 

Oncology 

Jan  11-12,  1991 

8th  Annual  VIestern  Regional  Oncology 
Conference.  El  Paso,  Tex.  Contact 
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Deana  Bernard,  Providence  Memorial 
Hosp,  Education  Dept,  2001  N Oregon, 
El  Paso,  TX  79902  (915)  452-6284 

Jan  12,  1991 

Update  of  Carcinoma  of  the  Thyroid. 
The  University  of  Texas  M.D.  Anderson 
Cancer  Center,  Houston.  Contact  Jeff 
Rasco,  The  University  of  Texas  M.D. 
Anderson  Cancer  Center,  1515  Hol- 
combe Blvd,  Houston,  TX  77030  (713) 
792-2121 

Psychiatry 

Jan  18-20,  1991 

Psychiatric  Update  Conference  for 
Physicians.  Toronto.  Category  1,  AM  A 
Physician’s  Recognition  Award;  20  hrs. 
Contact  Dr  Alan  Buchanan,  102-180  W 
Broadway,  Vancouver,  BC  V5Z  4C9 
(604)  922-3570 

Urology 

Jan  5-6,  1991 

Ultrasound:  A Hands-On  Course.  Hous- 
ton. Pee  $600.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  16  hrs.  Con- 
tact Alice  Henderson,  American 
Urological  Association,  Inc,  Office  of 
Education,  6750  W Loop  South,  Ste 
900,  Bellaire,  TX  77401  (713)  665-7500 

February 

Anesthesiology 

Peb  22-24,  1991 

Seventh  Texas  Anesthesia  Conference 
for  Obstetrics.  Houston.  Pee  $290.  Cat- 
egory 1,  AMA  Physician’s  Recognition 
Award;  16  hrs.  Contact  Marjorie  Kraft, 
Office  of  Continuing  Education,  The 
University  of  Texas  Medical  School  at 
Houston,  1100  Holcombe  Blvd,  Rm 
15.1509,  Houston,  TX  77030  (713) 
792-5346 


Emergency  Medicine 

Peb  23-24,  1991 
High  Risk  Cases  in  Emergency 
Medicine.  Dallas.  Contact  American 
College  of  Emergency  Physicians,  PO 
Box  619911,  Dallas,  TX  75261-9911 
(1-800)  798-1822  or  (214)  550-0911 

General  Practice 

Peb  28-Mar  2,  1991 

Advances  in  Pulmonary  and  Critical 

Care  Medicine.  Montego  Bay,  Jamaica. 

Contact  Southern  Medical  Association, 

35  Lakeshore  Dr,  PO  Box  190088, 

Birmingham,  AL  35219-0088  (1-800) 

423-4992 

Internal  Medicine 

Peb  22-23,  1991 

Infectious  Diseases  Symposium.  El  Paso, 
Tex.  Contact  Deana  Bernard,  Providence 
Memorial  Hosp,  Education  Dept,  2001 
N Oregon,  El  Paso,  TX  79902  (915) 
452-6284 

Neurology 

Peb 15-17,  1991 

24th  Annual  Recent  Advances  in  Neu- 
rology. San  Prancisco.  Category  1,  AMA 
Physician’s  Recognition  Award;  15  hrs. 
Contact  the  University  of  California, 
Extended  Programs  in  Medical  Educa- 
tion, Rm  C-124,  San  Prancisco,  CA 
94143-0742  (415)  476-4251 

Orthopedic  Surgery 

Peb  6-10,  1991 

Texas  Orthopedic  Pathology  Workshop. 
Dallas.  Contact  June  Bovill,  Continuing 
Education,  The  University  of  Texas 
Southwestern  Medical  Center,  5323 
Harry  Hines  Boulevard,  Dallas,  TX 
75235  (214) 688-2166 


Pathology 

Peb  14-17,  1991 

9th  Annual  Cytopathology  Review 
Course.  Doubletree  Hotel  at  Post  Oak, 
Houston.  Contact  Lila  Lerner,  Baylor 
College  of  Medicine,  Office  of  Continu- 
ing Education,  One  Baylor  Plaza,  Hous- 
ton, TX  77030  (713)  798-6020 

Preventive  Medicine 

Peb  21-23,  1991 

Annual  Cancer  Prevention  Conference. 
Westin  Galleria  Hotel,  Houston.  Con- 
tact Jeff  Rasco,  The  University  of  Texas 
M.D.  Anderson  Cancer  Center,  Confer- 
ence Services,  Box  131,  1515  Holcombe 
Blvd,  Houston,  TX  77030  (713) 
792-2222 
Radiology 

Peb  28-Mar  2,  1991 
Innovations  in  Radiological  Technology. 
Cancun,  Mexico.  Contact  Southern 
Medical  Association,  35  Lakeshore  Dr, 
PO  Box  190088,  Birmingham,  AL 
35219-0088  (1-800)  423-4992 

Urology 

Peb  9-11,  1991 

Genitourinary  Pathology  and  Radiology. 
Dearborn,  Mich.  Pee  $250.  Contact 
Alice  Henderson,  American  Urological 
Association,  Inc,  Office  of  Education, 
6750  W Loop  South,  Ste  900,  Bellaire, 
TX  77401  (713)  665-7500 

Peb  11-15,  1991 

Genitourinary  Radiologic  Imaging. 
Dearborn,  Mich.  Pee  $200.  Contact 
Alice  Henderson,  American  Urological 
Association,  Inc,  Office  of  Education, 
6750  W Loop  South,  Ste  900,  Bellaire, 
TX  77401  (713)  665-7500 

Peb  18-22,  1991 

Female  Urology.  Cancun,  Mexico.  Pee 
$275,  American  Urological  Association 
members;  $375,  non-members.  Category 
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1,  AMA  Physician’s  Recognition  Award; 
16  hrs.  Contact  Alice  Henderson,  AUA, 
Inc,  Office  of  Education,  6750  W Loop 
South,  Ste  900,  Bellaire,  TX  77401 
(713)  665-7500 

March 

General  Practice 

Mar  2,  1991 

Pulmonary  Disease  Update.  Dallas.  Eee 
$95.  Category  1,  AMA  Physician’s 
Recognition  Award;  7 hrs.  Contact 
Diane  Pitkin,  Continuing  Medical  Edu- 
cation, St  Paul  Medical  Center,  5909 
Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)  879-3789 

Mar  16,  1991 

Cancer  Update  1991.  San  Antonio,  Tex. 
Contact  Peggy  Brown,  Baptist  Memorial 
Hospital  System,  111  Dallas  St,  San 
Antonio,  TX  78205  (512)  222-8431, 
ext  5435 

Mar  16,  1991 

Geriatrics  for  the  Primary  Care  Physi- 
cian. Dallas.  Pee  $95.  Category  1,  AMA 
Physician’s  Recognition  Award;  7 hrs. 
Contact  Diane  Pitkin,  Continuing  Medi- 
cal Education,  St  Paul  Medical  Center, 
5909  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214)  879-3789 

Infectious  Diseases 

Mar  15-17,  1991 

Office  Management  of  Infectious  Dis- 
eases. Destin,  Pla.  Contact  Southern 
Medical  Association,  35  Lakeshore  Dr, 
PO  Box  190088,  Birmingham,  AL 
35219-0088  (1-800)  423-4992 

Obstetrics  and  Gynecology 

Mar  11-12,  1991 

Advances  in  Obstetrics  and  Gynecology, 
Midwifery  Section.  Houston.  Contact 
Holly  Lord,  Baylor  College  of  Medicine, 


Office  of  Continuing  Education,  One 
Baylor  Plaza,  Houston,  TX  77030  (713) 
798-6020 

Ophthalmology 

Mar  15-17,  1991 

The  Cullen  Eye  Course.  Houston.  Pee 
$275.  Contact,  Lila  Lerner,  Baylor  Col- 
lege of  Medicine,  Office  of  Continuing 
Education,  One  Baylor  Plaza,  Houston, 
TX  77030  (713)  798-6020 

Physical  Medicine  and  Rehabilitation 

Mar  11-12,  1991 

Comprehensive  Review  Course  in  Physi- 
cal Medicine  and  Rehabilitation.  Hous- 
ton. Pee  $450.  Contact  Carol  Soroka, 
Baylor  College  of  Medicine,  Office  of 
Continuing  Education,  One  Baylor 
Plaza,  Houston,  TX  77030  (713)  798- 
6020 

Plastic  Surgery 

Mar  9-11,  1991 

Eighth  Annual  Texas  Rhinoplasty  Sym- 
posium. Dallas.  Contact  Rose  Bayles, 
Continuing  Education,  The  University  of 
Texas  Southwestern  Medical  Center, 
5323  Harry  Hines  Boulevard,  Dallas, 

TX  75235  (214)  688-2166 

Psychiatry 

Mar  1-3,  1991 

Harvard  Medical  School  Psychopharma- 
cology 1991.  Austin,  Tex.  Pee  $400. 
Category  1,  AMA  Physician’s  Recogni- 
tion Award;  17  hrs.  Contact  John  Car- 
rick,  MD,  3215  Steck  #100,  Austin,  TX 
78758 (512) 458-9253 

Mar  7-10,  1991 

Psychiatric  Update  Conference  for 
Physicians.  Whistler,  British  Columbia. 
Category  1,  AMA  Physician’s  Recogni- 
tion Award;  20  hrs.  Contact  Dr  Alan 
Buchanan,  102-180  W Broadway,  Van- 
couver, BC  V5Z  4C9  (604)  922-3570 


Urology 

Mar  8-10,  1991 

Ultrasonography  in  Urology.  San  Anto- 
nio, Tex.  Pee  $274.  Category  1,  AMA 
Physician’s  Recognition  Award;  16  hrs. 
Contact  Alice  Henderson,  American 
Urological  Association,  Inc,  Office  of 
Education,  6750  W Loop  South,  Ste 
900,  Bellaire,  TX  77401  (713)  665-7500 

Mar  22-24,  1991 

Infertility.  Chicago.  Pee  $275.  Category 
1,  AMA  Physician’s  Recognition  Award; 
16  hrs.  Contact  Alice  Henderson,  Amer- 
ican Urological  Association,  Inc,  Office 
of  Education,  6750  W Loop  South,  Ste 
900,  Bellaire,  TX  77401  (713)  665-7500 

April 

Emergency  Medicine 

Apr  12-16,  1991 

Essential  Topics  in  Emergency  Medicine. 
La  Jolla,  Calif.  Contact  American  Col- 
lege of  Emergency  Physicians,  PO  Box 
619911,  Dallas,  TX  75261-9911  (1- 
800)  798-1822  or  (214)  550-0911 

Family  Medicine 

Apr  8-12,  1991 

25th  Annual  Eamily  Practice  Review. 
Galveston,  Tex.  Pee  $450  before  Apr  1. 
Category  1,  AMA  Physician’s 
Recognition  Award;  50  hrs.  Contact 
Gayle  Norris,  Office  of  Continuing  Edu- 
cation, The  University  of  Texas  Medical 
Branch,  Route  J-34,  Shearn  Moody 
Plaza  #7101,  Galveston,  TX  77550 
(409)  761-2934 

Apr  29-May  3,  1991 
Annual  Review  Course  in  Eamily 
Medicine.  Houston.  Contact  Lila  Lerner, 
Baylor  College  of  Medicine,  Office  of 
Continuing  Education,  One  Baylor 
Plaza,  Houston,  TX  77030  (713)  798- 
6020 
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Austin  Psychiatric  Associates  Presents  the  Faculty  of 

Harvard  Medical  School 

PSYCHOPHARMACOLOGY  1991 

A S S C I A r i s 

March  1-3, 1991  Radisson  Plaza  Hotel  @ Austin  Centre 


APA 

A L)  S I IN 
r > N'  C H I A T R I C 


FACULTY  ■ Steven  E.  Hyman,  M.  D.  ■ Jerrold  F.  Rosenbaum,  M.  D.  ■ Ned  H.  Cassem,  M.  D. 

■ Michael  Jenike,  M.  D.  ■ Andrew  Brotman,  M.  D.  ■ Joseph  Bierdermam,  M.  D. 

X OPICS  Neurobiology  and  treatment  of  Psychosis,  Anxiety  Disorders,  Obsessive  Compulsive  Dsorder, 

Eating  Disorders,  Mood  Disorders,  Cardiovascular  effects  of  Psychotropics,  Drug  Treatment  of 
Medical  and  Surgical  Emergencies,  and  Psychopharmacology  of  Children,  Adolescents,  and 
Geriatrics. 

20  hrs.  CME  credit,  includes  Early  Bird  Cocktails,  Social  Hours  Friday  & Saturday,  Continental 
Breakfast  and  Breaks $425  [Residents  & non  ME/s $275]. 

Hosted  by  CPC  Capital  Hospital,  St.  David's  Pavillion,  HCA  Shoal  Creek  Hospital 

CUP  & MAIL  TO 

Austin  Psychiatric  Associates,  3215  Steck  Avenue,  Ste.  100,  Austin,  TX  78758  or  FAX  your  registration  to:  512  458-8337. 

(Call  512  458-9253  for  more  information  or  to  charge  by  VISA  or  MasterCard.) 

Please  send  me  a program  for  PSYCHOPHARMACOLOGY  1991.  Enclosed  is $425  (or $275  for  non  MDs) 

Name 


Street  

City State Zip  Phone 


General  Practice 

Apr  26-28,  1991 

Focus  on  the  Athletic  Patient.  Kiawah, 
SC.  Contact  Southern  Medical  Associa- 
tion, 35  Lakeshore  Dr,  PO  Box  190088, 
Birmingham,  AL  35219-0088  (1-800) 
423-4992 

General  Surgery 

Apr  18-20,  1991 

Current  Topics  in  General  Surgery.  Dal- 
las. Contact  Rose  Bayles,  Continuing 
Education,  The  University  of  Texas 
Southwestern  Medical  Center,  5323 
Harry  Hines  Boulevard,  Dallas,  TX 
75235 (214) 688-2166 

Nephrology 

Apr  5-6,  1991 

3rd  Annual  Nephrology  for  the  Non- 
Nephrologist.  El  Paso,  Tex.  Contact 
Deana  Bernard,  Providence  Memorial 
Hosp,  Education  Dept,  2001  N Oregon, 
El  Paso,  TX  79902  (915)  452-6284 


Orthopedic  Surgery 

Apr  26-28,  1991 

Southwestern  Orthopedic  Surgery 
Review.  Dallas.  Contact  June  Bovill, 
Continuing  Education,  The  University  of 
Texas  Southwestern  Medical  Center, 
5323  Harry  Hines  Boulevard,  Dallas, 

TX  75235  (214)  688-2166 

Pediatrics 

Apr  3,  1991 

Symposium  on  Prevention  of  Infection. 
San  Erancisco.  Category  1,  AM  A Physi- 
cian’s Recognition  Award;  5 hrs.  Con- 
tact Marian  Troup,  Continuing  Educa- 
tion, The  University  of  Texas 
Southwestern  Medical  Center,  5323 
Harry  Hines  Boulevard,  Dallas,  TX 
75235  (214) 688-2166 

Apr  4,  1991 

National  Pediatric  Infectious  Disease 
Seminar.  San  Erancisco.  Category  1, 
AMA  Physician’s  Recognition  Award; 

13  hrs.  Contact  Rose  Bayles,  Continuing 
Education,  The  University  of  Texas 
Southwestern  Medical  Center,  5323 
Harry  Hines  Boulevard,  Dallas,  TX 
75235  (214) 688-2166 


Apr  19-20,  1991 

Pediatric  Postgraduate  Symposium. 
Houston.  Contact,  Lila  Lerner,  Baylor 
College  of  Medicine,  Office  of  Continu- 
ing Education,  One  Baylor  Plaza,  Hous- 
ton, TX  77030  (713)  798-6020 

Video  Programs  for  CME  Credit 

American  Medical 
Television 

American  Medical  Television  is  shown 
every  Sunday  10  am-12  Noon  EST  on 
the  Discovery  Channel.  Instructions  for 
obtaining  Category  1 credit  are  provided 
during  the  programming.  Contact 
Melissa  Shear,  American  Medical  Asso- 
ciation, Division  of  Communications 
and  Radio,  Television  and  Film  Services, 
515  N State  St,  Chicago,  IE  60610  (312) 
464-5000.  AMA  Video  Clinic  tapes  also 
are  available  on  loan  from  the  Texas 
Medical  Association’s  Library.  Contact 
Carolyn  Thompson,  TMA  Library,  1801 
N Lamar  Blvd,  Austin,  TX  78701  (512) 
477-6704,  e.xt  195 
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October 

October  7,  1990,  10  am-1 1 am 
Highlights  from  the  International  AIDS 
Conference 

Utilizes  expert  commentary  from  the 
1990  International  AIDS  Conference  in 
San  Erancisco  to  provide  the  most  up-to- 
date  information  on  the  progression  of 
AIDS  and  current  research  efforts 
toward  its  management. 

October  7,  1990,  1 1 am-1 1 :30  am 
New  Hope  For  Alzheimer’s  Disease  Part 
1:  Definition  and  Diagnosis 
Provides  a clinical  definition  of 
Alzheimer’s  disease,  examines  its  impact 
and  explores  approaches  to  early  diagnosis. 

October  7,  1990,  1 1:30  am-12  noon 
AMA  Update 

Discusses  cardiovascular  disease  and 
current  therapies. 

October  14,  1990,  10  am-11  am 
Improving  Patient/Physician  Communi- 
cations 

Stresses  how  good  communication  can 
improve  patient  compliance  and  lifestyle 
and  highlights  key  elements  to  enhance 
patient/physician  interaction. 

October  14,  1990,  11  am-1 1:30  am 
New  Hope  For  Alzheimer’s  Disease  Part 
2:  Therapy  and  Research 
Examines  new  and  different  therapeutic 
options  and  treatment  settings  for 
Alzheimer’s  disease.  Also  reviews 
research  related  to  the  causes,  diagnosis 
and  medical  management  of  this  deadly 
disease. 

October  14,  1990  1 1 :30  am-12  noon 
NSAIDs  in  the  Treatment  of 
Osteoarthritis 

Examines  the  risks  and  benefits  of  NSAl 
drugs,  focusing  on  the  gastrointestinal 
side  effects.  Issues  include  populations  at 


risk,  criteria  for  drug  selection,  recom- 
mendations for  patient  monitoring  and 
prophylactic  co-therapy,  and  the  impor- 
tance of  a comprehensive  disease  man- 
agement program. 

October  21,  1990  10  am-1 1 :00  am 
AMA  Special  Report 

October  21,1 990,  1 1 am-1 1 :30  am 
Cholesterol  Lowering  Compliance 
Emphasizes  the  importance  of  maintain- 
ing lifestyle  changes  to  keep  HDE,  EDL 
and  triglyceride  levels  in  desirable  ranges. 

October  21,1 990,  1 1 :30  am- 
12  noon 

IV  Beta  Blockage  in  Acute  Ml 
Explores  the  different  therapeutic 
options  in  cases  of  acute  MI,  with  par- 
ticular emphasis  on  the  use  of  IV  Beta 
blockage  therapy.  Provides  a close  look 
at  the  indications  and  contraindications, 
dosage,  administration,  and  manage- 
ment of  potential  adverse  reactions. 

October  28,  1990,  10  am-10:30  am 
AMA  Update 

Discusses  cardiovascular  disease  and 
current  therapies. 

October  28,  1990,  10:30  am-1 1 am 
Panic  Disorder 

The  complexity  of  properly  diagnosing 
panic  disorder  can  cause  profound  emo- 
tional and  monetary  stress  for  the 
patient.  This  program  will  review  case 
studies  of  patients  who  experience  panic 
attacks  and  will  present  psychological 
and  pharmacological  treatments. 

October  28,  1990,  1 1 am-12  noon 
Washington  Medical  Rounds 


Teleconference 
Network  of  Texas 

Eor  information  on  programming 
offered  through  the  Teleconference  Net- 
work of  Texas  contact  The  University  of 
Texas  Health  Sciences  Center,  7703 
Eloyd  Curl  Dr,  San  Antonio,  TX  78284- 
7978  (512)  567-2700. 

October 

Oct  18,  1990 

Pleural  Effusion.  Category  1,  AMA 
Physician’s  Recognition  Award;  1 hr. 

November 

Nov  1,  1990 

Malpractice:  Understanding  the  Patient’s 
Predisposition  to  Sue.  Category  1,  AMA 
Physician’s  Recognition  Award;  1 hr. 

Nov  15,  1990 

Risk  Reduction:  New  Approaches,  Part  I. 
Category  1,  AMA  Physician’s  Recogni- 
tion Award;  1 hr. 

December 

Dec  6,  1990 

Risk  Reduction:  New  Approaches,  Part  II. 
Category  1,  AMA  Physician’s  Recogni- 
tion Award;  1 hr. 

Dec  20,  1990 

Evaluation  and  Management  of  the 
AIDS  Patient,  Part  I.  Category  1,  AMA 
Physician’s  Recognition  Award;  1 hr. 

January 

Jan  3,  1991 

Evaluation  and  Management  of  the 
AIDS  Patient,  Part  II.  Category  1,  AMA 
Physician’s  Recognition  Award;  1 hr. 

Jan  17,  1991 

Upper  Respiratory  Tract  Infections.  Cat- 
egory 1,  AMA  Physician’s  Recognition 
Award;  1 hr. 
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February 

Eeb  7,  1991 

Urinary  Tract  Infections.  Category  1, 
AMA  Physician’s  Recognition  Award;  1 
hr. 


VHS  Videotape  Programs  from 
the  TMA  Library 

Eollowing  are  recently  added  titles  to  the 
Texas  Medical  Association  Library 
videotape  collection.  Contact  Carolyn 
Thompson,  TMA  Library,  1801  N 
Lamar  Blvd,  Austin,  TX  78701  (512 
477-6704,  e.xt  195. 

Update  on  the  Immunology  of  Autoim- 
mune Diseases,  NCME  Tape  #575.  49 
min.  Network  for  Continuing  Medical 
Education,  1990. 

Uses  case  studies  of  systemic  lupus  and 
rheumatoid  arthritis.  Reviews  molecular 
structure  of  immunologic  mechanisms, 
including  the  functional  interaction  of 
cell  types  and  the  structure  and  role  of 
T-cell  receptors,  and  demonstrates  their 
application  of  autoimmune  disease. 

Practice  Management 
Workshops 

The  following  practice  management 
workshops  and  seminars  are  sponsored 
by  the  Texas  Medical  Association.  Eor 
further  information,  contact  the  Depart- 
ment of  Practice  Management  Services, 
Texas  Medical  Association,  1801  N 
Lamar  Blvd,  Austin,  TX  78701  (512) 
477-6704. 

October 

Asset  Protection  and  Estate  Preservation 
Oct  18,  1990,  Dallas 
Oct  10,  1990,  Dallas 
Oct  27,  1990,  Houston 


Risk  Prevention  Skills 
Oct  3,  1990,  San  Antonio 

Tax  Strategies  for  the  1 990s 
Oct  10,  1990,  Houston 
Oct  1 1,  1990,  San  Antonio 
Oct  12,  1990,  Dallas 

Understanding  and  Improving  3rd  Party 

Reimbursement 

Oct  2,  1990,  College  Station 

VIP  Risk  Management  Series 
Oct  2,  1990,  College  Station 
Oct  18,  1990,  Austin 
Oct  22,  1990,  San  Antonio 

November 

How  To  Get  Started  in  Medical  Practice 

Nov  6-7,  1990,  Lubbock 

Nov  8-9,  1990,  Dallas 

Nov  28-29,  1990,  Houston 

Nov  30-Dec  1,  1990,  Temple 

Risk  Prevention  Skills 
Nov  7,  1990,  Dallas 
Nov  8,  1990,  Houston 

VIP  Risk  Management  Series 
Nov  1,  1990,  Tyler 
Nov  7,  1990,  Amarillo 
Nov  8,  1990,  Lubbock 
Nov  15,  1990,  Corpus  Christ! 

Nov  28,  1990,  Dallas 
Nov  29,  1990,  Et  Worth 

December 

How  to  Run  a More  Profitable  Practice 

Dec  6,  1990,  Dallas 

Dec  7,  1990,  Austin 

Dec  1 1,  1990,  Houston 

Dec  12,  1990,  San  Antonio 

VIP  Risk  Management  Series 
Dec  6,  1990,  Houston 
Dec  13,  1990,  Beaumont 


Calendar  of  Meetings 

•Denotes  Texas  meeting 

October 

Oct  4-7,  1990,  Beverly  Hills,  Calif 
American  Society  of  Internal  Medicine 
Annual  Meeting 

Contact  Danielle  Jenkins,  ASLM  (1-800) 
338-ASlM 

Oct  6-11,  1990,  Dallas 
•American  Academy  of  Pamily  Physi- 
cians Annual  Meeting 
Contact  AAEP,  1740  W 92  St,  Kansas 
City,  MO  64114,  (816)  333-9700 

Oct  7-12,  1990,  San  Erancisco 
American  College  of  Surgeons  Annual 
Meeting 

Contact  ACS,  55  E Erie  St,  Chicago,  IL 
60611  (312)  664-4050 

Oct  10-13,  1990,  Colorado  Springs,  Colo 
Western  Society  of  Allergy  and 
Immunology  Annual  Scientific  Session 
Contact  Becky  Smith,  WSAl,  Oregon 
Health  Sciences  University,  3181  SW 
Sam  Jackson  Park  Rd,  L329,  Portland, 
OR  97201  (503)  279-8531 

Oct  10-13,  1990,  Boston 
American  Academy  of  Clinical  Psychia- 
trists Annual  Meeting 
Contact  AACP,  PO  Box  3212,  San 
Diego,  CA  92103  (619)  298-4782 

Oct  14-17,  1990,  Nashville,  Tenn 
Southern  Medical  Association  Annual 
Scientific  Assembly 

Contact  SMA,  35  Lakeshore  Dr,  Birm- 
ingham, AL  35209  (800)  423-4992 

October  17-20,  1990,  San  Antonio 
•American  Academy  of  Orthopedic  Sur- 
geons Board  of  Councilors 
Contact  Joyce  Ratliff,  AAOS  (708)  823- 
7186 
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Oct  19-23,  1990,  Las  Vegas 
American  Society  of  Anesthesiologists 
Scientific  Meeting 

Contact  ASA,  515  Busse  Hwy,  Park 
Ridge,  IL  60068  (312)  825-5586 

Oct  20-26,  1990,  Dallas 
•American  Society  of  Clinical  Patholo- 
gists Annual  and  Scientifc  Meeting 
Contact  ASCP,  2100  W Harrison  St, 
Chicago,  IE  60612  (312)  738-1336 

Oct  21-26,  1990,  Phoenix 
American  Academy  of  Physical  Medi- 
cine and  Rehabilitation  Annual  Meeting 
Contact  AAPMR,  122  S Michigan  Ave, 
Ste  1300,  Chicago,  IL  60603-6107  (312) 
922-9366 

Oct  22-26,  1990,  Toronto 
American  College  of  Chest  Physicians 
Annual  Meeting 

Contact  ACCP,  91 1 Busse  Hwy,  Park 
Ridge,  IL  60068  (312)  698-2200 

Oct  24-28,  1990,  Chicago 
American  Academy  of  Child  Psychiatry 
Annual  Meeting 

Contact  AACP,  3615  Wisconsin  Ave, 
NW,  Washington,  DC  20016  (202)  966- 
7300 

Oct  28-Nov  1,  1990,  Atlanta 
American  Academy  of  Ophthalmology 
Annual  Meeting 

Contact  AAO,  PO  Box  7424,  San  Fran- 
cisco, CA  94120  (415)  561-8500 

Oct  29-31,  1990,  San  Francisco 
American  College  of  Gastroenterology 
Annual  Meeting 

Contact  ACG,  13  Elm  St,  Manchester, 
MA  01944  (508)  927-8330 

Oct  29-Nov  3,  1990,  Seattle 
American  Rheumatism  Association  Sci- 
entifc Meeting 


Contact  ARA,  17  Executive  Park  Dr, 

NE,  Ste  480,  Atlanta,  GA  30329  (404) 
633-3777 

November 

Nov  1-2,  1990,  Houston 
•Texas  Society  of  Internal  Medicine 
Annual  Meeting 

Contact  Donna  Parker,  1801  N Lamar 
Blvd,  Austin,  TX  78701  (512)  477-6704 

Nov  2-4,  1990,  Houston 

•Texas  Society  of  Psychiatric  Physicians 

Annual  Meeting 

Contact  Debbie  Sundberg,  400  W 15th 
St,  Ste  619,  Austin,  TX  78701  (512) 
478-0605 

Nov  8-10,  1990,  San  Juan,  Puerto  Rico 
Southern  Thoracic  Surgical  Association 
Annual  Meeting 

Contact  STSA,  HIE  Wacker  Dr, 
Chicago,  IL  60601  (312)  644-6610 

Nov  9,  1990,  Washington,  DC 
American  Society  of  Cytology  Annual 
and  Scientifc  Meeting 
Contact  ASC,  1015  Chestnut  St,  Ste 
1518,  Philadelphia,  PA  19107  (215) 
922-3880 

Nov  13-16,  1990,  Hilton  Head  Island,  SC 
American  College  of  Physician  Execu- 
tives National  Institute  on  Health  Care 
Leadership  and  Management 
Contact  ACPE,  4890  W Kennedy  Blvd, 
Ste  200,  Tampa,  EL  33609-2575  (1-800) 
562-8088 

Nov  12-15,  1990,  Dallas 
•American  Heart  Association  Annual 
Meeting 

Contact  AHA,  7320  Greenville  Ave, 
Dallas,  TX  75231  (214)  373-6300 


November  16-17,  1990,  Austin,  Tex 
•Texas  Medical  Association  House  of 
Delegates  Interim  Session 
Contact  Sharon  Walker  (House  of  Dele- 
gates business)  or  Mrs  Dale  Willimack 
(meeting  facilities  and  housing),  TMA, 
1801  N Lamar  Blvd,  Austin,  TX  78701 
(512)  477-6704 

Nov  25-30,  1990,  Chicago 
Radiological  Society  of  North  America 
Scientifc  Meeting 

Contact  RSNA,  1415  W 22nd  St,  Tower 
B,  Oak  Brook,  IL  60521  (312)  558-1770 

December 

Dec  1-6,  1990,  Atlanta 
American  Academy  of  Dermatology 
Annual  Meeting 

Contact  AAD,  1567  Maple  Ave,  PO  Box 
3116,  Evanston,  IL  60204-3116  (312) 
869-3954 

January 

Jan  20-25,  1991,  Breckenridge,  Colo 
Texas  Academy  of  Family  Physicians 
Annual  Winter  Symposium 
Contact  Charlotte  Heffler,  8733  Shoal 
Creek  Blvd,  Austin,  TX  78766  (512) 
451-8237 

Jan  24-27,  1991,  San  Antonio,  Tex 
•Texas  Society  of  Pathologists  Annual 
Meeting 

Contact  Nancy  Swinney,  TSP,  1801  N 
Lamar  Blvd,  Austin,  TX  78701  (512) 
477-6704,  ext  241 

February 

Feb  17-20,  1991,  San  Francisco 
Society  of  Thoracic  Surgeons 
Contact  STS,  HIE  Wacker  Dr, 

Chicago,  IL  60601  (312)  644-6610 
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Letters 


“Animals  in  research”  articles 

Editor’s  Note:  On  July  17,  Dr  John 
P.  Howe,  III,  testified  at  a Congres- 
sional hearing  on  the  proposed  Farm 
Animal  and  Research  Facilities  Pro- 
tection Act.  He  arranged  to  have  the 
just-published  July  issue  of  Texas 
Medicine  distributed  personally  to 
each  member  of  the  Texas  Delega- 
tion. Congressman  Charles  Stenholm 
(D-Tex),  who  introduced  the  legisla- 
tion to  establish  criminal  penalties 
for  break-ins  at  livestock  facilities  as 
well  as  research  laboratories,  had  his 
marked  copy  at  the  hearing  and 
referred  to  it  in  his  comments. 

Most  of  the  following  letters 
were  addressed  to  Donna  Jones, 
associate  editor  and  author  of  July’s 
cover  stories  on  use  of  animals  in 
research. 

I want  to  add  these  words  of  formal 
congratulations  on  your  impressive 
piece  on  animal  research  — in  the 
July  issue  of  Texas  Medicine.  You 
have  served  well  your  association  — 
and  its  biomedical  research  commu- 
nity in  Texas. 

Your  articles  are  written  thought- 
fully — with  a superb  presentation. 
You  put  issues  of  animal  research  in 
proper  perspective.  You  do  so  in  ways 
which  keep  your  audience  with  you. 

Looking  ahead,  I believe  that  our 
state’s  biomedical  research  efforts 
were  strengthened  by  your  writings. 

John  P.  Howe,  III,  MD,  San  Antonio 
President,  The  University  of  Texas  Health 
Science  Center  at  San  Antonio  and  The  Texas 
Society  for  Biomedical  Research. 


“A  Vital  Choice:  Animals  in 
Research”  can  be  considered  a 
tremendous  success.  It  is  an  accurate 
and  thorough  summary  of  the  ani- 
mal rights  issue  and  the  toll  that  is 
being  taken  on  biomedical  research 
and  medical  training.  I would  like  to 
discuss  the  possibility  of  reprinting 
your  article;  it  could  be  used  as  an 
educational  tool  and  be  made  avail- 
able through  the  TSBR  office. 

Debra  K.  Pylypec,  Austin 

Executive  Director,  The  Texas  Society  for 

Biomedical  Research. 


I commend  the  TMA  for  its  leader- 
ship in  promoting  use  of  animals  in 
biomedical  research.  The  academic 
community  in  Texas  is  privileged 
that  the  leaders  of  the  medical  com- 
munity not  only  understand  the 
necessity,  but  actively  support  the 
use  of  animals  in  research.  Your  sup- 
port and  the  willingness  to  demon- 
strate it  are  much  appreciated  by 
your  colleagues  in  the  academic 
medical  centers  throughout  the  state. 

William  T.  Butler,  MD,  Houston 
President,  Baylor  College  of  Medicine. 


Please  accept  our  appreciation  for 
your  cover  story,  “A  Vital  Choice: 
Animals  in  Research”  in  the  July 
issue  of  Texas  Medicine.  During  the 
past  year  we  have  received  tremen- 
dous external  support  of  our 
research  programs  and  are  pleased 
that  you  have  presented  this  detailed 
and  timely  story  to  our  colleagues  in 
the  Texas  Medical  Association. 

Bernhard  T.  Mittemeyer,  MD,  Lubbock 
Executive  Vice  President  and  Provost,  Texas 
Tech  University  Health  Sciences  Center. 


Congratulations  on  the  cover  article 
in  July’s  Texas  Medicine.  I have 
heard  many  fine  comments  on  cam- 


pus and  in  the  Lubbock  medical 
community  about  the  value  of  the 
piece.  I really  believe  your  work  will 
wake  up  many  doctors  to  the  serious 
nature  of  the  problem. 

Margaret  S.  Simon,  PhD,  Lubbock 

Director,  News  and  Publications,  Texas  Tech 

University. 

Let’s  hear  it  for  science 
teachers! 

I thoroughly  enjoyed  the  July  article 
concerning  the  Texas  Medical  Asso- 
ciation’s science  award,  and  in  par- 
ticular Dr  Sam  Nixon’s  description 
of  his  experience  with  his  science 
teacher,  Odell  Johnson. 

I have  been  a pathologist  in  Abi- 
lene, Texas  for  30  years.  I recently 
stepped  down  as  president  of  the 
Abilene  Independent  School  District 
Board  of  Trustees.  I want  you  to 
know  how  much  I appreciate  your 
giving  recognition  to  one  of  our 
teachers.  Such  recognition  is  much 
appreciated  by  everyone  involved  in 
public  education. 

Our  public  school  system  is  in  a 
death  rattle  and  is  going  to  require 
some  massive  infusion  of  help  — not 
financial  — but  a change  in  the 
entire  system. 

B.B.  Trotter,  MD,  Abilene 
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New  format 


The  July  issue  of  Texas  Medicine 
arrived  in  the  mail  today.  Wow.  The 
new  design  provided  more  food  for 
thought  than  I could  digest  this 
afternoon.  I may  be  shamelessly 
stealing  ideas  from  it  for  years  to 
come. 

My  congratulations. 

John  T.  Devenport,  Austin 
Managing  Editor  and  Coordinator  of 
Communications,  Texas  Veterinary  Medical 
Association. 


Congratulations  on  your  new  for- 
mat for  Texas  Medicine  (July  1990). 
Outstanding  readability  with  high- 
interest  layout  and  professional  art- 
work. 

Well  done! 

Ralph  Wayne,  Austin 

Executive  Vice  President,  Texas  Civil  Justice 
League. 


Letters  may  be  published  at  the  discretion  of 
the  editor  and  editorial  advisors.  Letters 
submitted  for  publication  must  be  typed 
double-spaced,  must  not  exceed  500  words 
in  length,  and  must  be  submitted  in 
duplicate.  A few  references,  preferably  less 
than  five,  may  be  included.  A signed 
copyright  assignment  must  be  included.  All 
letters  are  subject  to  editing  and  abridgment. 
Letters  represent  the  opinions  of  the  authors 
and  do  not  necessarily  reflect  the  policies  of 
the  Texas  Medical  Association. 


1-800-475-HOPE 


If  you  love  a teenager  with  a drinking  problem,  you  may  think 
you’ve  tried  it  all.  But  you  haven’t.  Until  you  call.  We’re  the  National 
Council  on  Alcoholism  and  Drug  Dependence.  A non-profit  health 
organization  with  close  to  200  affiliates  nationwide.  We  help 
thousands  of  people  every  year.  Just  like  you. 

If  someone  you  love  has  a drinking  problem,  don’t  wait.  Call. 

Get  through  to  us  and  we’ll  help  you  get  through  to  them. 
Just  don’t  give  up. 

National  Citizens  Commission  on  Alcoholism.  (NCCA) 

National  Council  on  Alcoholism  and  Drug  Dependence.  (NCADD) 
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is  the  physician-to-physician 
telephone  consultation  and 
referral  service  that  offers  you  direct  access  to  feculty 
specialists  at  The  University  of  Texas  Southwestern 
Medical  Center  at  Dallas. 

Call  toll-free  to  access: 

■ A free  medical  consultation 

■ Current  research  and  protocol  information 

■ Referral  to  faculty  specialists 

■ Working  relationships  with  faculty  members 

■ Improved  health  care  delivery 

As  consultants,  UT  Southwestern  faculty  facilitate  a 
multi-disciplinary  approach  to  patient  management  by 
providing  the  most  up-to-date  clinical  and  investigational 
information  without  increasing  the  cost  of  patient  care. 
Referral  services  are  provided  at  the  James  W.  Aston 
Ambulatory  Care  Center,  Children’s  Medical  Center, 
Parkland  Memorial  Hospital  and  Zale  Lipshy  University 
Hospital  at  Southwestern  Medical  Center. 

Simply  dial  the  toll-free  number  1-800-322 -SWIS 
(Dallas/688-SWIS),  Monday  through  Friday,  8 a.m. 
to  5 p.m.  Specially  trained  SWIS  Consultation  Specialists 
will  direct  your  call  to  the  appropriate  faculty  member. 


For  professional  use  only 


1800-322 


The  University  of  Texas  Southwestern  Medical  Center  / 5323  Harry  Hines  Boulevard  / Dallas,  Texas  75235 

An  equal  opportunity  employer 


SCOTT&WHITE 


New  $8.3  Million  Day  Surgery  Expansion 


Lucy  King  Brown  Special 
Treatment  Center  (left)  as  it 
appears  now.  The  1984  Criti- 
cal Care  Center  (Emergency 
Room,  Ojx^rating  Suites, 
ICUs)  is  to  the  right. 


The  new  5-story  addition  is 
exfxrcted  to  be  completed  in 
20  months.  It  will  include  14 
day  surgery  rooms  which 
should  accommodate  twice  as 
many  patients.  There  will  be 
20  Pre-op  and  Post-op  becLs, 
waiting  areas,  family  consult- 
ation rooms.  Also  added  will 
be  space  for  consolidating 
Nursing  Administration  and 
Education,  new  Development 
offices.  Respiratory  Therapy 
Services,  Hospital  Administra- 
tion and  Fiscal  Services  of- 
fices. Present  administrative 
areas  will  be  redesigned  for 
patient  usage. 


Scott  and  White  Memorial  Hospital  and  Clinic  2401  South  31st  Street,  Temple 


Texas  Medicine 
UCSF  LIBRARY 


^ - r-io  nr\ 


Journals 

W1 

TE 

787 


Don't  overlook  the  least  expensive 

way  to  finance  a car. 


Autoflex  Medical  Leasing  is  Texas'  largest 
auto  leasing  company  and  has  been  the  choice 
of  physicians  all  over  Texas  since  1982.  Our 
20,000  foot  auto  leasing  supercenter  is 
designed  to  save  you  time  as  well  as  money. 

Just  one  phone  call  to  1-800-634-0304  and 
you  are  in  touch  with  our  exclusive 
"FLEXLEASE,"  an  auto  lease  which  offers  no 
down  payment,  no  security  deposit,  lower 
monthly  payments,  free  rent  cars  and  much, 
much  more.  You  pick  out  the  car  of  your 
choice  and  we  will  deliver  it  to  your  home  or 
office  the  next  day!  Sound  simple?  It  is! 


Since  tax  reform,  there  are  no  advantages 
to  owning  a car.  The  interest  write  offs  on 
automobile  loans  have  been  eliminated.  The 
investment  tax  credit  may  no  longer  be 
taken.  Sales  tax  is  no  longer  deductible.  These 
are  just  a few  of  the  reasons  to  contact  the 
professionals  at  Autoflex  Leasing. 

Autoflex  Leasing  offers  closed  end  leases 
on  any  new  car,  truck  or  van  so  don't 
overlook  the  least  expensive  way  to  finance  a 
car!  For  your  next  vehicle,  whether  you  buy 
or  lease,  choose  the  company  who  set  the 
standard  for  automobile  leasing,  choose 
Autoflex  Leasing. 

CONTACT:  LOUIS  MURAD 


1-800-634-0304 


212  W.  Spring  Valley  • Richardson,  TX  75081  • 214-234-1234 


1-800-252-9318 

YOUR  HOTLINE 
FOR  TMAIT 
INSURANCE 
ANSWERS 


We  know  that  insurance  can  be  com- 
plicated and  confusing.  You  and  your 
staff  have  more  important  things  to  do 
than  worry  about  your  personal  and 
staff  insurance.  That’s  why  TMAIT 
has  an  INSURANCE  HOTLINE  to 
simplify  things. 

Just  call  1-800-252-9318  any  weekday 
between  8:15  a.m.  and  5:15  p.m. 

You’ll  get  a friendly  TMAIT  insurance 
specialist  who  can  usually  answer  your 
questions  immediately.  If  they  can’t, 
they’ll  get  the  answer  and  promptly 
call  you  back. 

Your  INSURANCE  HOTLINE  is  just 
one  more  valuable  member  service. 

TMAIT  offers  you  Safety,  Financial 
Stability,  Excellent  Service  and 
Reliability. 


TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 


Created  and  endorsed  by  the  Texas  Medical  Association 


Tex 

tt 


TexasMedical 

Association 


1901  NORTH  LAMAR  BLVD 
AUSTIN,  TEXAS  78705 
1-800-252-9318 
IN  AUSTIN  476-6551 
FAX:  512/469-9336 


Underw  ritten  by  PRUCO  Life  insurance  Company  of  Texas, 
a subsidiary  of  The  PRUDENTIAL. 


Filfsaoians  in  the 

Reserves:  Operation 
Desert  Shield  comes 
home  to  Texas 

Drs  Gurney  Pearsall,  Paul 
Gilliland,  and  Betty  Williams 
talk  to  Texas  Medicine  about 
what  happened  before  and  after 
they  were  called  to  Darnall 
Army  Community  Hospitai  at 
Fort  Hood,  Tex.  Cover  photogra- 
phy by  David  C.  MacKenzie. 
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TEXAS  PHYSICIAN 
PLACEMENT  SERVICE 


Save  yourself  time 
and  frustration. 

Put  the  Texas  Physician  Placement 
Service  and  its  computer  data  bank  of 
practice  opportunities  and  physician 
applicants  to  work  for  you. 

• Fast,  personalized  service 

• Low  placement  fees 

• Free  service  for  physician  applicants 

• All  specialties  accepted 

• Urban  and  rural  placements 

• More  than  150  Texas  practice 
opportunities  currently  on  file 

A Texas-based  matching  service  offering 
Texas  practice  opportunities. 

Call  us  today  at  (512)  477-6704,  Ext.  263 

A joint  service  of  Texas  Medical  Association 
and  Texas  Academy  of  Family  Physicians 


There’S  only 
one  way  to 
come  out  ahead 
of  the  pack. 
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Association 


Avoid  capital 
gains  tax. 
Support  the 
American  Heart 
Association. 
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By  supporting  the 
American  Heart  Association 
you  may: 

• avoid  capital  gains  tax  on 
appreciated  securities  or 
other  property 

• reduce  current  and  future 
income  taxes 

• provide  a lifetime  income 
for  yourself  or  beneficiaries 

• avoid  probate  and  publicity 

• maximize  estate  tax 
savings 

It  may  pay  you  to  inquire 
about  the  American  Heart 
Association’s  Planned  Giv- 
ing Program  by  contacting 
your  local  American  Heart 
Association. 

Sometimes,  it  can  be  bet- 
ter to  give  than  to  receive. 
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Association 
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Why  our 
spinal'Cord  injury 
rehabilitation 
program 
balances  short-term 

care  with 
long-term  needs. 


Some  programs  for  spinal  cord  injury 
rehabilitation  offer  short-term  acute 
care;  others  provide  only  longer-term 
resources.  But  few  focus  on  both,  as 
Warm  Springs  does.  Our  approach 
encompasses  a full  continuum  of  care. 

It  starts  with  the  basics,  as  patients  learn 
to  master  the  everyday  skills  of  self-care 
with  self-confidence.  TTaen  it  builds  on 
that  foundation  by  offering  real-world 
opportunities  to  practice  newly  acquired 
skills.  Finally,  it  offers  patients  valuable 
tools  for  post-injury  independent  living  - 
including  vocational  preparation  and 
driver  education.  At  Warm  Springs,  we 
understand  the  importance  of  short-term 
and  long-term  rehabilitation.  But  more 
important,  we  understand  how  to  build  a 
bridge  between  the  two,  to  pave  the  way 
for  a lifetime  of  achievement. 


Warm  Springs 
Rehabilitation  Hospitals 


Gonzales, TX  800/792-WARM,  512/672-6592 
San  Antonio,  TX  800/451-1350,  512/691-0100 


Upfront 


Physicians  aren’t 
“providers”;  patients 
aren’t  “consumers” 

“We  physicians  should  never 
have  become  ‘providers,’  and 
our  patients  should  never  have 
become  ‘consumers,’  said 
C.  John  Tupper,  MD,  presi- 
dent of  the  American  Medical 
Association. 

Addressing  the  Texas  Medical 
Association’s  Fall  Leadership  Con- 
ference September  15  in  Austin,  the 
Davis,  Calif,  internist  rejected  termi- 
nology of  the  marketplace  when  ap- 
plied to  patients  and  their  physicians. 

Turning  to  his  main  topic,  “Health 
Access  America:  Leading  the  Way  to 
Affordable,  Quality  Health  Care,” 
he  pointed  out  that  physicians  have 
to  take  care  of  the  American  health 
care  system,  and  must  solve  prob- 
lems of  access  and  costs. 

“Some  people  believe  the  best 
way  to  solve  our  problems  is  to  cre- 
ate a national  health  care  system,” 
he  said.  “We  used  to  hear  a lot 
about  England’s  system.  Now  we 
hear  more  about  Canada’s  system. 

“Some  people  blame  high  costs 
on  doctors,  and  say  we  should  scrap 
our  current  health  care  plan.  But  it 
is  dangerous  to  scrap  a plan  that 
works  for  our  population  in  ex- 
change for  one  that  works  for  a much 
smaller  population,”  he  reasoned. 

“We  must  make  politicians  and 
businessmen  understand  that  we 
have  a good  system,  but  it  needs  a 
few  repairs,”  Dr  Tupper  continued. 
“Don’t  scrap  it,  fix  up  the  system  we 
already  have.” 

He  reminded  his  audience  that 
despite  shortcomings,  America  still 
has  the  highest  quality  of  medical 
education  and  the  best  medical  care 
in  the  world. 


C.  John  Tupper,  MD, 
Davis,  Calif,  is  presi- 
dent of  the  American 
Medical  Association. 


“The  AMA’s  plan.  Health  Access 
America,  builds  on  what  we  have,” 
he  said.  “Our  goal  is  to  extend 
access  to  all  Americans  — to  the  32 
million  who  have  no  health  insur- 
ance, and  to  the  17  million  who 
have  inadequate  coverage.”  [See 
Texas  Medicine,  August  1990,  pp 
6-7,  for  details  of  Health  Access 
America.] 

On  the  issue  of  costs.  Dr  Tupper 
noted,  “Before  anyone  says  medical 
care  costs  too  much,  they  ought  to 
examine  the  product.  It’s  not  the 
same  as  it  used  to  be.  It’s  better. 
There  is  new  technology.  It  is  the 
finest  care  the  world  has  ever  seen.” 

Whatever  changes  are  made,  he 
concluded,  “We  must  make  sure 
that  they  are  a betterment  for  the 
patients  and  the  profession.  The 
AMA  believes  the  place  to  start  is 
with  access  to  health  care.” 

Dr  Tupper,  acting  chairman  of 
the  Department  of  Community 
Health  at  the  University  of  Califor- 
nia School  of  Medicine  at  Davis, 
was  the  founding  chairman  of  the 
AMA’s  Council  on  Scientific  Affairs 
and  has  served  on  the  AMA’s  Board 
of  Trustees. 


Changes  offer  opportunities 
for  action  in  the  1990s 

“Managing  change  is  an  absolute 
survival  requirement  for  the  next 
decade.  ‘Manage  it  or  be  managed 
by  it,’  should  be  our  motto.” 

So  said  F.  Warren  Tingley,  Jr, 

MD,  to  the  physicians  attending  the 
Texas  Medical  Association’s  Fall 
Leadership  Conference  September 
15  in  Austin. 

In  a colorful  slide  presentation, 
he  emphasized  changes  and  internal 
and  external  forces  that  may  offer 
the  association  opportunities  for 
action  in  the  1990s. 

Citing  profound  restructuring  of 
society,  institutions,  and  individual 
lifestyles,  he  pointed  to  broad  social 
trends:  The  baby  boomers  are  aging, 
and  by  the  year  2000  they  will  nudge 
the  median  age  of  the  population 
from  32.3  (in  1988)  to  36.5  years. 
As  the  number  of  young  adults  ages 
25  to  34  declines,  there  will  be  a 
tremendous  increase  in  the  number 
of  35-  to  54-year-olds,  who  are  in 
their  peak  earning  and  spending  years. 


TMA  House  of  Delegates 
Meets 

November  16-17 
Stouffer  Austin  Hotel 
Austin,  Texas 


AMA  House  of  Delegates 
Meets 

December  2-5 

Marriott  Orlando  World  Center 
Orlando,  Florida 
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Expanding  even  faster  will  be  the 
75-plus  age  group;  the  number  of 
centenarians  will  grow  by  79%. 

These  age  shifts  in  the  population 
portend  greater  demand  for  intern- 
ists, radiologists,  neurologists,  and 
general  and  family  practitioners, 
according  to  the  American  Medical 
Association. 

“Older  people  also  need  higher 
levels  of  acute  care,  it’s  more  com- 
plex, and  it  creates  a greater  demand 
for  technology,”  Dr  Tingley  remind- 
ed his  audience.  “Those  elements 
will  result  in  continued  shortages  of 
allied  health  personnel  because  of 
the  changing  needs  in  skill  levels.” 


Adding  to  the  state’s  problems  in 
adapting  to  a high-tech  age,  “18% 
of  Texas  adults  have  not  completed 
8th  grade;  17%  of  our  unemployed 
are  illiterate;  and  20%  of  adult  Tex- 
ans lack  sufficient  basic  skills  to 
function  productively,”  Dr  Tingley 
said. 

The  already  bleak  national  short- 
age of  registered  nurses  — about 

390.000  today  — will  get  worse. 
American  physicians  can  expect  to 
enter  the  21st  century  with  about 

600.000  fewer  RNs  than  are  needed. 
The  state’s  population  will  grow, 

and  Texas  will  gain  20%-25%  more 
physicians  by  the  year  2000.  And 


Number  of  Older  Americans  To  Experience  Fastest  Growth 

1990  to  2000 


Age 

0-4 

5-13 

14-17 

18-24 

25-34 

35-54 

55-64 

65-74 

75-84 

85-94 

95-99 

100+ 


100 


Percent  change  in  number  of  people  by  age. 
Source:  US  Bureau  of  the  Census,  1989. 


the  AMA  says  that  by  the  year  2010, 
30%  of  the  nation’s  physicians  will 
be  women. 

“Texans  always  like  to  come  in 
first,”  Dr  Tingley  said,  “and  when  it 
comes  to  public  health  crises,  we’re 
pretty  close.  We  lead  the  nation  in 
teen  pregnancy,  ages  14  and  under; 
we’re  fifth  in  the  number  of  AIDS 
cases;  we  have  twice  the  national  av- 
erage of  tuberculosis  and  two  to  seven 
times  the  nation’s  rate  of  hepatitis.” 

Costs  and  liability  issues  will  be 
with  us  a long  time,  but  the  good 
news  is  that  recent  surveys  show  the 
public  does  relate  the  higher  cost  of 
medicine  to  the  liability  issue. 

“There’s  one  thing  we  can  count 
on,”  Dr  Tingley  said,  “and  that  is 
Americans  will  continue  to  enjoy 
one  of  the  best  standards  of  living, 
and  of  health  care,  in  the  world. 

“Through  our  focused  initiatives 
in  education,  science,  public  health, 
socioeconomics,  legislation,  and 
public  relations,  we  can  become 
more  involved  in  the  process  and 
change  the  health  care  agenda  for 
the  better.” 

Dr  Tingley  is  chairman  of  the 
TMA  Council  on  Communication. 
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Hospital  transfer  story  wins 
newswriting  award 

Donna  Jones’  feature  story,  “The 
devil  or  the  sea?  Transfer  regs  create 
a dilemma,”  has  won  a Silver  Quill 
Award  of  Merit  for  news  and  inter- 
pretive writing.  The  story  was  pub- 
lished in  the  May  1989  issue  of 
Texas  Medicine. 

Silver  Quill  Awards  are  given  by 
the  International  Association  of 
Business  Communicators  (lABC), 
District  5,  which  comprises  seven 
states  including  Texas. 

The  story  tells  of  Victoria  obste- 
trician/gynecologist Michael  Bur- 
ditt’s  and  TMA’s  fight  for  due  pro- 
cess for  Dr  Burditt  and  all  other 
physicians. 

The  Victoria  doctor  was  charged 
with  knowingly  making  an  inappro- 
priate decision  to  transfer  an  indi- 
gent pregnant  patient.  The  Office  of 
the  Inspector  General  levied  a hefty 
fine  and  its  attorney  appeared  in 
Victoria  to  collect  — not  to  ask  Dr 
Burditt  what  happened,  just  to  grab 
the  money  and  run. 

Dr  Burditt  said  “No.”  He  wanted 
due  process  — a chance  to  tell  his 
side  of  the  story  — and  the  hospital 
transfer  law  provided  none.  The 
story  describes  the  situation,  the  law, 
and  TMA’s  decision  to  offer  finan- 
cial and  legal  support. 

The  award  was  presented  during 
the  lABC  District  5 Conference 
September  27-28  in  Austin. 


Dr  May  Owen’s  biography  set  for  December  publication 

She  was  a full-time  pathology  consultant  for  seven  small-town  hospitals  and 
one  in  her  city;  she  was  an  active  trustee  of  a community  college;  she  was 
involved  in  medical,  civic,  and  cultural  organizations. 

“Any  one  of  those  jobs  would  have  been  a heavy  burden  for  the  average 
woman  in  her  mid-nineties,  but  Dr  Owen  was  never  just  an  average  woman.” 

That  understated  assessment  appears  in  the  preface  to  May  Owen,  M.D.: 
The  Authorized  Biography.  It  is  distinctively  appropriate  for  a person  who, 
at  age  96,  agreed  to  authorize  her  biography,  but  only  after  tactfully  evading 
several  previous  efforts  with,  “I  am  too  busy  to  think  about  it  now.” 

Dr  May  Owen’s  biography  will  be  published  in  December  by  Eakin  Press. 
It  was  written  by  Ted  Stafford,  in  cooperation  with  the  May  Owen  Irrevoca- 
ble Trust  and  the  Texas  Medical  Association. 

The  95th  president  of  the  TMA,  and  the  first  woman  to  hold  that  office. 
Dr  Owen  was  renowned  for  her  professional  achievements  and  beloved  for 
her  selfless  devotion  and  many  contributions  to  her  profession,  to  her  friends 
and  community,  and  to  education. 

Many  people  had  helped  her  become  a physician,  she  used  to  say,  and  in 
addition  to  repayment,  she  passed  along  her  help  to  countless  others  in  the 
form  of  loans  for  education,  encouragement,  and  service  to  her  profession 
and  community. 

But  she  said  little  else  about  herself,  and  from  the  many  articles  written 
about  her  during  her  lifetime,  the  customary  personal  background  is  oddly 
missing. 

For  her  biography,  she  filled  in  some  of  those  gaps.  The  book  may  be 
ordered  from  Eakin  Press,  PO  Drawer  90159,  Austin,  TX  78709-0159;  the 
price  is  $17.95  per  copy. 


In  recognition  of  his 
continuing  dedicated 
service  as  chairman  of 
the  Subcommittee  on 
Travel  of  the  Board  of 
Trustees,  Don  G.  Barrel, 
MD,  of  Dallas  received  a 
Special  Recognition 
Award  on  hehalf  of  the 
hoard  and  the  thousands 
of  Texas  physicians  and 
their  families  who  have 
enjoyed  and  henefitted 
from  TMA’s  travei  pro- 
gram. The  program  com- 
plies with  guidelines  of 
the  Accreditation  Coun- 
cil for  Continuing  Medi- 
cal Education. 
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AMERICAN  MEDICAL  ASSOCIATION 


Interactions 
A Medical  Staff 
Leadership  Program 


November  29,  1990 
The  Peabody  Orlando 
Orlando,  Florida 


Medical  staff  leaders  may  find  that  their  special  clinical  skills  and  exten- 
sive clinical  experience  do  little  to  prepare  them  for  the  complexities  of 
this  demanding  role.  A role  that  requires  the  skills  and  sensitivity  of  an 
arbitrator,  facilitator,  manager,  advisor,  negotiator,  communicator, 
problem  solver,  peacemaker  and  professional  peer. 

To  help  you  refine  your  personal  style  of  leadership,  develop  your  profes- 
sional decision-making  and  problem-solving  abilities,  and  enhance  your 
repertoire  of  management  skills,  the  AMA  is  pleased  to  offer  Interac- 
tions, the  1990  Medical  Staff  Leadership  Program.  It  offers  ample 
opportunity  for  leadership  skill-building,  self-assessment,  frank  conversa- 
tion and  feedback. 


Program  Participants 

If  you  are  a new  chief-of-staff,  department  director,  committee  chairman 
or  you  serve  in  any  other  leadership  capacity,  the  AMA's  new  Interac- 
tions can  provide  you  with  the  self-assurance  and  skills  you  need  to  be 
successful  in  this  challenging  new  role. 

Leadership  Objectives 

•Improve  emerging  medical  staff  leaders’  understanding  of  skills  needed 
to  perform  formal  duties. 

•Enhance  the  understanding  of  medical  staff  leadership  conflicts 
inherent  in  today’s  healthcare  scene. 

•Increase  ability  to  interact  effectively  with  medical  staff  peers  and 
hospital/governing  body  leadership. 

Location  and  Date 

The  AMA  Medical  Staff  Leadership  Program  will  be  conducted  on 
Thursday,  November  29,  1990,  at  the  Peabody  Orlando  Hotel,  in 
Orlando,  Florida.  For  ease  of  accommodations  and  travel,  the  AMA 
offers  the  program  one  day  prior  to  the  1990  Hospital  Medical  Staff 
Section  Interim  Meeting,  and  three  days  prior  to  the  1990  AMA  Interim 
Meeting. 

Registration 

For  immediate  registration  or  information,  call  toll-free 
1-800-621-8335.  Please  have  your  MasterCard  or  Visa  ready. 

Registration  fee 

AMA  Member  - $275 
Non-member  - $375 


TO  REGISTER  CALL  1-800-621-8335 


BfM  Sanmary. 

Cossatt  tba  aackage  Waratore  for  preaGf^  Monaatkia. 
iBtflcathHi:  lower  respiratofy  mtections.  including 
pneumonia,  caused  by  Streptococcus  pneumoniae, 
Haem(^ilus  Inflmzae,  and  Str^ococcus  pyogenes 
(group  A p-hemotyttc  streptococci). 

ContniKliGatkffi:  Known  allergy  to  cephalosporins. 
Warnings:  CECLOR  SHOULD  BE  ADMINISTERED 
CAUTIOUSLY  TO  PENICILUN-SENSITtVE  PATIENTS. 
PENICILUNS  AND  CEPHALOSPORINS  SHOW  PARTIAL 
CROSS-ALLERGENICITY.  POSSIBLE  REACTIONS 
INCLUDE  ANAPHYLAXIS. 

Administer  cautiously  to  allergic  patients. 
Pseudomemhranous  colitis  has  been  reported  with 
virtually  all  broad-spectrum  antibiotics.  It  must  be  con- 
sirtered  in  dltJerential  di^tosis  ol  antibiotic-associated 
diarrhea.  Colon  flora  is  altered  by  broad-spectrum 
antibiotic  treatment,  possibly  resulting  hi  antibiotic- 
associated  coiitis. 

Pmcantems: 

• Olsctmtinue  Ceclw  m the  eyma  of  aHergic  reactions  to  it. 

• Prolonged  use  may  result  in  overgrowth  of  non- 
misceptibte  organisms. 

• Positive  direct  Coombs’  tests  have  been  reported 
during  treatment  with  cephalo^torins. 

• Ceclor  should  be  administered  with  caution  in  the 
presence  of  markedly  impaired  renal  function.  Although 
dosage  adjustments  in  moderate  to  severe  renal 
impalm»nt  are  usually  not  required,  careful  clinical 
observation  and  laboratory  studies  should  be  made. 

• Broad-^i^rum  antibiotjcs  should  be  prescribed  with 
caution  in  individuais  with  a history  of  gastromtesbnal 
disease,  particular^  colitis. 

• Safety  and  effectiveness  have  not  been  ttetermined  in 
pr^rancy,  lactation,  and  mfants  less  than  one  month 
old.  Ceclor  penetrates  mother’s  ntilK.  Exercise  caubon 
hr  prescribing  tor  these  patients. 


Adverse  Reactfens:  (percentage  of  patients) 
Therapy-related  adverse  reactions  are  uncommon. 
Those  reported  include: 

• Hypersensitivity  reacbons  have  been  reported  in  about 
1.5%  of  patients  and  include  morbilliform  eruptions 
(1  in  100).  Pruritus,  urticaria,  and  positive  Coombs’ 
tests  each  occur  in  less  than  1 in  200  patients.  Cases 
of  serum-slGkiiess-like  reacbons  have  been  reported 
wife  the  use  of  Ceclor.  These  are  characterized  by 
findings  of  erythema  multiforme,  rashes,  and  other  skin 
manitestations  accompanied  by  arOiritis/arthralgia,  with 
or  without  fever,  and  differ  from  classic  serum  sickness 
in  that  there  is  infrequemiy  associated  tymphadenopathy 
and  proteinuna,  no  circulating  Immune  complexes,  and 
no  evidence  to  date  of  sequelae  of  the  reaction.  While 
further  investigabon  is  ongoing,  serum-sickness-llke 
reacbons  appear  to  be  due  to  hypersensitivibr  and  more 
often  occur  during  or  following  a seccmd  (or  subsequent) 
course  of  therapy  wife  Ceclor,  Such  reacbons  have  been 
reported  more  frequently  in  children  than  in  adults  with 
an  overall  occurrence  ranging  from  1 in  200  (0.5%)  in 
one  focused  trial  to  2 in  8,346  (0.024%)  in  overall 
clinical  dials  (with  an  incidence  in  children  in  clinical 
trials  of  0.056%)  to  1 in  38,0(X)  (0.(KI3%)  in  spon- 
taneous event  reports.  Signs  and  synmtoms  usually 
ifocur  a few  days  after  initiabon  of  thmapy  and  subside 
within  a few  days  after  cessation  of  therapy;  occasion- 
ally these  reactions  have  resulted  in  hospitalization, 
usually  of  short  durabon  (median  hospitalization = two 
to  three  days,  based  on  postmarketlng  surveillance 
studies).  In  those  requiring  hospitalization,  the  symp- 
ttmis  have  ranged  from  mild  to  severe  at  the  time  of 
admission  with  more  of  the  severe  reacbons  occurring 
in  children.  Antihistamines  and  glucocorticoids  appear 
to  enhance  resolution  of  tee  signs  and  symptoms.  No 
serious  sequelae  have  been  reported. 

• Stevens-Johnson  syndrome,  toxic  epidermal  necrolysis. 


and  anaphylaxis  have  been  reported  rarely.  Anaphylaxis 
may  be  more  common  In  patients  with  a history  of 
penicillin  allergy. 

• Gastrointestinal  (mostly  diarrhea):  2.5% 

• Symptoms  of  pseudomembranous  coHbs  may  appear 
either  during  or  after  antibiobc  beatment. 

• As  with  some  penicillins  and  some  other  cephalo- 
sporins. transient  hepabtis  and  cholestatic  jaundice 
have  been  reprsted  rarely. 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia, 
confusion,  hypertonia,  dizziness,  and  somnolence  haw 
been  reported. 

• Other:  eosinophilla,  2%;  genital  pruritus  or  vaginitis, 
less  than  1%  aid,  rarely,  thrombocytthienia  aid  reversiWe 
intersbbal  nephritis. 

Abnormalities  in  lalwtatotv  results  of  uncertain  akrtoav. 

• Slight  elevattons  in  hepatic  enzymes. 

• Transient  lymphocytosis,  leukopenia,  and,  rarely, 
hemolytic  anemia  and  reversible  neubopenia. 

• Rare  reports  of  Increased  prothrombin  bme  with  or 
without  citnicai  bleeding  in  patiente  receiving  Cmrior 
and  Coumadin  crmcomitantly, 

• Abnormal  urinalysis;  elevations  hi  BUN  or  serum 
creabnine. 

• Posibve  dtrect  C(»mbs'  test 


or  FehlhigS  solution  and  Clinite^  tablets  but  not  with 
Tes-Tape*  (glucose  enzymatic  test  strip,  Lilty). 

PA  8791  AMP  {(»1490lRt) 

AdPitional  information  auailable  to  the  profession 
on  reguBSt  from  Eli  Lilly  and  Company,  Mlanapolls 
Indiana  4S28S. 

Qi  Lffiy  Industrfes,  Inc 
Carolina,  Puerto  Rico  (K)630  : * 

A Subsidiary  of  Bi  Lilly  and  Company : 
Indianapolis,  Indiana  «285 

CR-082S-B-049333  © 1990,  £U  UllY  AN0  COMPANY  - 


Puhrules* 
250  mg 


“Recent  research 
has  delineated 
early,  more  subtle 
changes  In  lung  and 
Immune  functions.  These 
alterations  directly 
predispose  smokers  to 
respiratory  tract  infection.” 

Am  Fam  Phys  1987:36:133-140 


Established  therapy 
for  today’s  patients 

For  respiratory  tract  infections  due  to 
susceptible  strains  of  Indicated  organisms 


Clare  College  and  Kmg 's  College  Chapel,  Cambridge.  England 


UT  Studies  on  Tour 

Summer  1991 

A class  act  you  won't  forget! 

For  adults  who  love  to  learn  as  they  travel.  The  University  of  Texas  at 
Austin  cooperates  with  outstanding  European  universities  to  provide 
informal  classes  and  excursions  to  historical  and  cultural  sites  in  England, 
Scotland,  Erance,  and  Spain. 

UT/Cambridge  Program  (August  4-17) 

In  cooperation  with  Cambridge  University  in  England,  experience  for 
yourself  the  700-year  tradition  of  academic  excellence.  Choose  from  one 
of  ten  courses  including  17th-Century  English  Country  Houses,  British 
Secret  Services,  Modem  British  Drama,  and  Prehistoric  Britain. 

UT/Madrid  Program  (June  1-15) 

"A  Crucible  of  Cultures" 

In  cooperation  with  the  Universidad  Complutense  de  Madrid,  celebrate 
the  upcoming  anniversary  of  Columbus'  voyage  and  the  new  European 
Community.  Classes  in  Madrid,  Toledo,  and  Segovia  highlight  Spain's 
distinctive  art,  architecture,  and  traditions. 

UT/Paris  Program 

"The  Spirit  of  Medieval  France"  (June  23-July  5) 

In  cooperation  with  the  American  University  of  Paris,  become  a part  of 
the  medieval  scenes  of  Burgundy  as  you  study  the  Romanesque  abbeys 
and  cathedrals  of  the  province.  Then  witness  the  brilliant  manifestation 
of  the  High  Middle  Ages  in  the  Gothic  architecture  of  the  He  de  France 
region. 

"From  Revelry  to  Revolution"  (July  21-August  2) 

Also  in  France,  immerse  yourself  in  the  17th-  and  18th-century  history 
and  culture  of  Paris  and  the  Loire  Valley.  Gain  a better  understanding  of 
the  nobility's  extravagant  lifestyle  and  the  revolution  that  followed. 


I am  interested  in  : 

□ UT/Cambridge 

□ UT/Madrid 

□ UT/Paris 


□ UT/ Edinburgh 

□ All  locations 


Please  send  me  a 1991  Studies  on  Tour  catalog  with  the  complete 
descriptions  and  itineraries  for  each  program. 

Name 


Photography:  Dona  Haycraft,  Cambridge 


Address 

City  State  Zip 

Phone 

Send  to  Studies  on  Tour,  The  University  of  Texas  at  Austin, 

P.  O.  Box  7879,  Austin,  TX  78713-7879. 

To  receive  your  catalog  more  quickly,  call  the  Studies  on  Tour  office 
at  512/471-3121  (outside  Austin  1-800-882-8784) 


I 


UT/Edinburgh  Program  (July  27-August  4) 

"Scotland:  Heritage  and  Culture" 

In  cooperation  with  Edinburgh  University,  learn  firsthand  about  the 
kingdom  of  the  Scots  while  you  enjoy  one  of  the  most  beautiful  and 
commanding  cities  in  the  world  and  other  historic  places  nearby. 


Newsmakers 

The  Texas  Pediatric  Association  has 
presented  the  Special  Achievement 
Award  to  Susan  Denson,  MD,  of  Hous- 
ton, and  Milton  W.  Talbot,  MD,  of  Austin. 
This  award  is  given  to  a member  who 
has  contributed  to  the  Texas  Pediatric 
Society  through  committee  work. 

Gary  D.  Harris,  MD,  has  been  named  the 
Bexar  County  Hospital  District 
Physician  of  the  Year.  Dr  Harris  is 
deputy  chairman  and  associate  pro- 
fessor of  medicine  at  The  University 
of  Texas  Health  Science  Center  at 
San  Antonio. 

Thomas  P.  Haynie,  MD,  The  James  E. 
Anderson  Professor  of  Nuclear 
Medicine  and  chairman  of  the 
department  of  nuclear  medicine, 
division  of  diagnostic  imaging  at 
The  University  of  Texas  M.D. 
Anderson  Cancer  Center  in  Hous- 
ton, has  been  awarded  the  Distin- 
guished Educator  Award  by  The 
Society  of  Nuclear  Medicine.  Dr 
Haynie  was  honored  for  his  efforts 
to  share  his  knowledge  of  nuclear 
medicine  with  students,  colleagues 
and  readers  of  the  Journal  of 
Nuclear  Medicine,  which  he  edited 
from  1985  to  1989. 

Kermit  B.  Knudsen,  MD,  Temple  gastroen- 
terologist, has  been  invited  to  serve 
on  the  National  Advisory  Council 
for  Health  Care  Policy,  Research 
and  Evaluation. 


Leonard  E. 
Lawrence,  MD 


Leonard  E.  Lawrence,  MD, 

San  Antonio  psychia- 
trist and  educator, 
has  been  named  the 
1990  Ernest  Y. 

Williams  Distin- 
guished Senior 
Clinical  Scholar, 
the  highest  honor 
awarded  profes- 
sionals in  psychiatry  and  the 
behavioral  sciences  by  the  National 
Medical  Association.  Dr  Lawrence  is 
professor  of  psychiatry,  family  prac- 
tice and  pediatrics  and  is  associate 
dean  for  student  affairs  in  the  medi- 
cal and  dental  schools  of  The  Uni- 
versity of  Texas  Health  Science  Cen- 
ter at  San  Antonio. 


S.  Halcult  Moore,  Jr,  MD, 

Dallas  pediatrician, 
has  received  the  Sid- 
ney Kaliski  Award, 
the  highest  award 
from  the  Texas  Pedi- 
atric Society.  The 
award  is  given  each 
year  to  a member  of  the 
society  who  has  distin- 
guished him-  or  herself  in 
pediatrics  in  Texas. 

Julie  Graves  Moy,  MD,  has  been 
appointed  to  the  Texas  Department 
of  Human  Services  County  Indigent 
Health  Care  Program  Advisory 
Committee.  She  will  serve  in  an  ex- 
officio  capacity  as  the  representative 
of  the  Texas  Medical  Association. 


Richard  L.  Mabry,  MD,  Duncanville  oto- 
laryngologist, was  an  invited  guest 
speaker  for  the  recent  meeting  of  the 
European  Academy  of  Allergy  and 
Clinical  Immunology  which  was 
held  in  Glasgow,  Scotland.  Dr 
Mabry,  in  addition  to  his  private 
practice,  is  clinical  professor  in  oto- 
laryngology at  both  The  University 
of  Texas  Southwestern  Medical  Cen- 
ter in  Dallas  and  The  University  of 
Texas  Health  Science  Center  in  San 
Antonio. 


James  T.  Wlllerson,  MD,  professor  and 
chairman  of  The  University  of  Texas 
Medical  School  at  Houston’s  depart- 
ment of  internal  medicine,  has 
received  the  American  Heart  Associ- 
ation’s Award  of  Merit.  He  was 
cited  for  his  volunteer  efforts  with 
the  American  Heart  Association’s 
Research  Committee. 

Obituaries 


Kenneth  L.  Mattox,  MD,  deputy  chief  of 
surgery,  chief  of  thoracic  surgery, 
and  director  of  emergency  surgical 
services  at  Ben  Taub  General  Hospi- 
tal, has  been  named  chief  of  staff. 

Frank  G.  Moody,  MD,  Houston  general 
surgeon,  has  been  awarded  the 
“Grand  Gold  Medaille”  of  the  Uni- 
versity of  Milan  in  Italy.  Dr  Moody 
was  one  of  six  surgeons  representing 
the  various  world  continents  who 
were  recognized  by  a medical 
congress  based  at  the  University  of 
Milan. 


Franz  Ervin  Amman,  MD,  Rosenberg;  Uni- 
versity of  Nebraska  Medical  Center, 
1950;  reported  deceased. 

Hiram  McCullough  Anderson,  MD,  80;  San 

Angelo;  Tulane  University  School  of 
Medicine,  1934;  died  August  8, 

1990. 

Elmer  Ivan  Bruce,  Jr,  MD,  Galveston;  The 
University  of  Texas  Medical  Branch 
at  Galveston,  1942;  reported  deceased. 
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Frank  Benbow  Duncan,  MD,  81;  Amarillo; 
The  University  of  Texas  Medical 
Branch  at  Galveston,  1932;  died 
August  4,  1990. 

John  Joseph  Heisler,  MD,  68;  Sugar  Land; 
Temple  University  School  of 
Medicine,  1948;  died  August  7,  1990. 

William  Jack  Hogan,  MD,  32;  Houston; 
The  University  of  Texas  Health  Sci- 
ence Center  at  San  Antonio,  1984; 
died  July  31,  1990. 

Ewell  Leon  Hunt,  MD,  85;  Lubbock;  The 
University  of  Texas  Medical  Branch 
at  Galveston,  1931;  died  August  9, 
1990. 

Alvin  Marinous  Lewis,  MD,  57,  Houston; 
University  of  Florida  College  of 
Medicine,  1966;  died  August  21, 
1990. 

Flominda  Light,  MD,  85;  Dallas;  Baylor 
University  College  of  Medicine, 
1930;  died  August  24,  1990. 

Ira  Gleason  Livingston,  MD,  61;  Amarillo; 
The  University  of  Texas  Medical 
Branch  at  Galveston,  1960;  died 
August  6,  1990. 

William  Palmer  Morgan,  MD,  86;  Austin; 
Baylor  University  College  of  Medi- 
cine, 1927;  died  August  10,  1990. 

Dliver  Mack  Phillips,  MD,  86;  Fort  Worth; 
Baylor  University  College  of  Medi- 
cine, 1933;  died  August  22,  1990. 

Walter  Louis  Reese,  MD,  69;  Waco;  Bay- 
lor University  College  of  Medicine, 
1950;  died  August  25,  1990. 


Milton  MyrI  Self,  MD,  70;  Beaumont; 
Baylor  University  College  of  Medi- 
cine, 1950;  died  August  11,  1990. 

Ray  Lincoln  Shepperd,  MD,  77;  Burnet; 
The  University  of  Texas  Medical 
Branch  at  Galveston,  1936;  reported 
deceased. 

Robert  Babers  Stell,  MD,  59;  San  Angelo; 
Harvard  Medical  School,  1956;  died 
August  17,  1990. 

James  Denny  Uloth,  MD,  60;  Dallas;  The 
University  of  Texas  Medical  Branch 
at  Galveston,  1960;  died  August  13, 
1990. 


Clinical 

Trial 

Seeks 

CMV 

Retinitis 

Patients 


Dr.  Fred  Ussery  III  and  Park  Plaza 
Hospital  in  Houston  are  recruiting 
AIDS  patients  with  cytomegalovirus 
(CMV)  retinitis  for  participation  in 
two  clinical  trials.  Patients  may  be 
newly  diagnosed  with  CMV  retinitis 
or  those  who  have  receiwd  prior 
treatment  and  have  had  an  unsatis- 
factory response  to  the  therapy. 

Quaiifying  patients  must  meet  these 
criteria; 

• Aduits  with  AIDS  and  CMV  retinitis 

• 24°  urine  for  creatinine  clearance 
> 50  ml/min 

• Serum  creatinine  < 2.0  mg/dl 

In  addition,  patients  suffering  from 
first  episode  retinitis  must  have  a 
totai  neutrophil  count  of  > 500/mm  ^ 
and  total  hemoglobin  of  > 8 g/di. 


For  more  information  about  enroll- 
ment please  contact  Kathi  Redding, 
RN,  CRNO,  Clinical  Director  at 
713/522-4535. 
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At  Medical  Protective,  fighting  for  our 
doctors  is  our  number  one  priority.  We  know 
we’re  not  just  insuring  your  finances.  Wie’re 
protecting  your  professional  reputation,  an 
asset  no  amount  of  insurance  can  replace. 

/\nd  when  we  go  to  battle,  our  winning 
record  is  unsurjiassed.  The  reasons  are 
simple. 

First,  no  one  knows  more  about  defending 
doctors  than  we  do.  We  invented  professional 
liabilitv  insurance  90  years  ago  and  have 
been  defending  doctors  ever  since. 

Second,  since  our  inception  we  have 
employed  only  the  most  experienced  and 
skifled  malpractice  lawyers  in  your  area.  We 
will  never  waver  from  this  commitment. 

Third,  commitment  of  this  kind  requires 
financial  strength  and  stability.  With  nearly 
a billion  dollars  in  assets  and  a continuous 
A.M.  Best  A+  (Superior)  rating,  we  don’t 
have  to  make  individual  case  decisions 
based  on  the  bottom  line.  We  have  the 
financial  clout  to  do  whatever  it  takes  to 
serve  our  doctors. 

If  you  would  like  this  kind  of  aggressive 
defense  in  your  corner,  don’t  wait.  Call  The 
Medical  Protective  Company  General  Agent 
in  your  area  today. 


America's  premier  professional  liability  insurer. 


Offices  in  Dallas,  Bruce  Grim,  Keith  H.  Prince,  Charles  F.  Curtice,  Daniel  S.  Marley,  (214)  821-4640  • Houston,  L.  Wayne  Kirk, 
Rick  D.  Bolin,  John  Bedinglleld,  (715)  465-4445  • San  Antonio,  Michael  Rollans,  Thomas  A.  Weisman,  (512)  490-1081 

Texas  Medicine 


is  the  physician'tO'physician 
telephone  consultation  and 
referral  service  that  offers  you  direa  access  to  faculty 
specialists  at  The  University  of  Texas  Southwestern 
Medical  Center  at  Dallas. 

' Call  toU-ftee  to  access: 

■ A free  medKal  consultation 

■ Current  research  and  protocol  information 

■ Maiai  to  tolty  specialists 

■ ^forking  rdaticaish^s  with  Dculty  members 

■ Improved  health  care  delivery 

As  consultants,  UT  Southwestern  faculty  Ddlitate  a 
multi-disc^linary  appttoach  to  patient  management  by 
providing  the  most  up-to-date  clinical  and  investigational 
information  without  increasing  the  cost  of  patieut  care 
Referral  services  are  provided  at  the  James  W.  Aston 
Ambulatory  Care  Center,  Children’s  Medical  Center, 
Parkland  Memorial  Hospital  and  Zale  L^shy  University 
Hospitel  at  Southwestern  Medical  Center. 

Simply  dial  the  toll-free  number  1-800-322-SWIS 
(Dallas/688-SWIS),  Monday  through  Friday,  8 a.m. 
to  5 p.m.  Specially  trained  SWIS  Consultation  Specialists 
will  direct  your  call  to  the  ^propriate  faculty  member. 


For  fsofessional  use  only 


The  University  of  Texas  Southwestern  Medical  Center  / 5323  Harry  Hines  Boufcmd  / Dallas,  Toas  75235 

An  equal  qrportunity  employer 


Who  do  you  trust? 

Should  you  trust  the  federal  govern- 
ment to  keep  accurate  records?  An 
official  from  the  Texas  State  Board 
of  Medical  Examiners  suggests  that 
when  it  comes  to  the  records  in  the 
National  Practitioner  Data  Bank, 
don’t  take  a chance. 

Addressing  Texas  Medical  Asso- 
ciation’s Fall  Leadership  Conference, 
September  15,  in  Austin,  Paul 
Gavia,  JD,  advised  physicians  to 
periodically  request  their  own  files 
from  the  data  bank  to  assure  that 
the  record  is  correct.  Mr  Gavia  is 
TSBME’s  director  of  enforcement. 

You  can  request  an  information 
disclosure  form  from  the  National 
Practitioner  Data  Bank,  PO  Box 
6048,  Camarillo,  CA  93011-6048, 
phone  (1-800)  767-6732. 

Authorized  by  the  Health  Care 
Quality  Improvement  Act  of  1986, 
the  data  bank  began  operation 
September  1,  1990.  It  collects  infor- 
mation on  certain  disciplinary 
actions  and  malpractice  claims  pay- 
ments involving  physicians,  dentists. 


Paul  Gavia,  JD, 


advises  physicians  to 
check  their  files  with 
the  National  Practi- 
tioner Data  Bank. 


Law 


and  other  health  care  practitioners. 
The  HCQIA  is  grounded  in  Congress’ 
finding  that  “there  is  a national  need 
to  restrict  the  ability  of  incompetent 
physicians  to  move  from  state  to 
state  without  disclosure  or  discovery 
of  the  physician’s  previous  damaging 
or  incompetent  performance.” 

Articles  in  the  February  1990  and 
September  1990  issues  of  Texas 
Medicine  describe  the  data  bank  and 
its  functions  in  detail. 


Supreme  Court  supports  caps 
on  nonmedical  damages 

The  Texas  Supreme  Court  has  ral- 
lied ’round  the  Texas  Medical  Lia- 
bility and  Insurance  Improvement 
Act  of  1977,  which  limits  how  much 
money  a malpractice  plaintiff  can 
collect  on  nonmedical  damages, 
such  as  pain  and  suffering,  loss  of 
consortium,  and  lost  wages. 

In  an  opinion  delivered  Septem- 
ber 6,  the  court  considered  the  con- 
stitutionality of  the  cap  on  damages 
and  concluded  that  it  is  valid  in 
wrongful  death  cases  based  on  medi- 
cal negligence  claims.  The  case 
before  the  court.  Rose  v Doctors 
Hospital,  involved  a 29-year-old  man 
who  died  the  day  after  being  ad- 
mitted to  Doctors  Hospital  in  Dal- 
las. Family  members  sued  the  hospi- 
tal, alleging  that  the  man  died  of  a 
fatal  dose  of  morphine  while  hospi- 
talized. They  won  a multi-million 
dollar  judgment  that  later  was  reduced 
to  the  limits  required  by  the  act. 


In  1988,  the  Supreme  Court 
struck  down  the  caps  (Lucas  v 
United  States)  on  the  grounds  that 
they  violated  a constitutional  right 
for  plaintiffs  to  seek  legal  remedies 
for  their  injuries.  The  court  held  that 
the  cap  violated  the  open  courts  pro- 
vision of  the  Texas  Constitution. 

In  its  most  recent  ruling,  the 
court  distinguished  Rose  from 
Lucas,  stating  that  the  open  courts 
provision  of  the  Texas  Constitution 
applies  only  to  common  law  non- 
death malpractice  claims.  Common 
law  is  the  law  carried  over  from 
England  at  the  time  of  the  United 
States’  independence.  It  is  based  on 
judicial  decisions,  rather  than  on 
statutes,  and  it  becomes  the  general 
and  universal  law  of  a state  or  nation. 

Texas  Medical  Association  was 
instrumental  in  crafting  the  Texas 
Medical  Liability  and  Insurance 
Improvement  Act  of  1977.  The  bill 
limited  damages  to  $500,000  (which 
has  been  adjusted  to  keep  pace  with 
inflation)  plus  past  and  future  medi- 
cal expenses.  It  also  limited  the 
statute  of  limitations  to  2 years  from 
the  alleged  occurrence,  except  for 
minors  under  age  12,  who  would 
have  until  age  14  to  file  a claim. 

It  provided  for  60  days  notice 
before  a malpractice  suit  could  be 
filed  and  provided  the  State  Board  of 
Medical  Examiners  with  more  fund- 
ing, people,  and  disciplinary  power. 
The  bill  also  authorized  the  estab- 
lishment of  a formulary  commission 
to  prepare  forms  for  written  ver- 
ification of  informed  consent  in 
most  cases. 

Between  1983  and  1986,  at  least 
three  provisions  of  the  act  have  been 
struck  or  weakened.  The  courts  have 
ruled  that  failure  to  give  prior  notice 
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is  not  grounds  for  dismissing  a suit. 
Recovery  on  a bad  faith  cause  of 
action  by  physicians  falsely  accused 
of  malpractice  has  been  denied,  and 
attorneys  abusing  the  legal  system 
can  avoid  monetary  sanctions.  And, 
the  courts  have  extended  the  statute 
of  limitations. 

Failure  to  pay  expert 
witnesses  spells  danger 

A legal  brief  from  Texas  Medical 
Association  to  the  Texas  Supreme 
Court  spells  out  the  danger  of  fail- 
ure to  pay  physicians  for  their  time 
and  professional  expertise  in  the 
form  of  expert  witness  testimony. 
The  practice  “will  adversely  affect 
the  injured  patient’s  access  to  care  as 
physicians  will  have  a great  disin- 
centive to  provide  care  for  those 
patients  whose  cases  are  frequently 
litigated,”  the  brief  says. 

The  case  in  question  involves  a 
Sherman  physician  v/ho  treated  the 
plaintiff  in  a workers  compensation 
suit.  The  physician  provided  “fact 
witness”  testimony,  but  when  he 
declined  to  provide  expert  witness 
testimony,  the  District  Court  Judge 
held  the  physician  in  contempt  and 
sentenced  him  to  3 days  in  the 
county  jail.  The  physician  asked  the 
Court  of  Appeals  to  overturn  the 
decision  and  was  refused.  At  press 
time,  his  petitions  were  pending 
before  the  Texas  Supreme  Court. 

A fact  witness  has  limited  capac- 
ity to  offer  opinions  and  inference  as 
evidence.  In  contrast,  an  expert  wit- 
ness is  asked  specifically  for  his  or 
her  opinion.  An  expert  witness  must 
be  qualified  to  give  testimony  by 
reason  of  knowledge,  skill,  experi- 
ence, training,  or  education. 


Nine  previous  court  decisions,  as 
well  as  the  Texas  and  United  States 
constitutions  support  TMA’s  argu- 
ment that  the  trial  court  cannot 
order,  by  way  of  contempt,  the 
transfer  of  private  property  from 
one  private  person  for  the  benefit  of 
another  private  person.  Expert  wit- 
ness testimony  is  the  physician’s 
property  subject  to  protection,  the 
brief  notes. 

The  brief  points  to  the  Code  for 
Physicians  and  Attorneys  of  Texas  as 
the  standard  for  sound  public  policy 
in  the  compensation  of  physicians  as 
witnesses.  TMA’s  House  of  Dele- 
gates and  the  Board  of  Directors, 
State  Bar  of  Texas,  adopted  the  code 
in  1984.  It  states,  “The  physician  is 
entitled  to  reasonable  compensation 
for  time  spent  in  conferences,  review 
of  literature,  professional  knowledge, 
preparation  of  medical  reports,  and 
for  court  or  other  appearances.” 

The  brief  concludes,  “The  public 
interest  is  served  by  respecting  and 
upholding  the  constitutional  safe- 
guards relating  to  the  taking  of 
property.  Preserving  these  safeguards 
will  help  assure  the  continued 
confidence  in  the  civil  justice  system 
and  in  ensuring  access  to  medical 
care.  Physicians  called  upon  to  pro- 
vide expert  witness  testimony  are 
entitled  to  be  paid  for  their  training, 
experience  and  their  time,  even 
when  they  are  the  treating  physician 
in  the  case.” 


TMA  joins  call  for  Inspector 
general’s  resignation 

The  Texas  Medical  Association  has 
joined  the  American  Medical  Associ- 
ation in  urging  President  Bush  to 


seek  the  resignation  of  US  Depart- 
ment of  Health  and  Human  Services 
Inspector  General  Richard 
Kusserow. 

In  a letter  to  President  Bush  dated 
October  4,  TMA  President  Wm 
Gordon  McGee,  MD,  of  El  Paso 
said  Kusserow’s  “lack  of  profession- 
alism and  fairness  in  the  conduct  of 
his  duties”  jeopardizes  access  to  care 
for  elderly  and  poor  Texans  who 
rely  on  Medicare  and  Medicaid. 

“The  bounty  hunter  system  used 
by  the  inspector  general’s  office  to 
reward  key  enforcers  for  physician 
sanctions  has  negatively  impacted 
health  care  in  Texas,”  Dr  McGee 
said.  That  impact  has  been  to  take 
physicians  out  of  the  Medicare  and 
Medicaid  programs,  leaving  poor 
and  elderly  patients  without  a doc- 
tor or  having  to  look  elsewhere  for 
care. 

The  bounty  system,  which 
required  investigators  to  increase 
sanctions  brought  against  physicians 
in  order  to  earn  merit  pay  raises, 
was  detailed  in  a nationally  televised 
news  report  September  20.  A federal 
court  has  ordered  the  system  discon- 
tinued. 

AMA  called  for  Kusserow’s  resig- 
nation in  a letter  to  Bush  from 
Joseph  T.  Painter,  MD,  of  Houston, 
chairman  of  the  AMA  Board  of 
Trustees.  In  that  September  25  letter. 
Dr  Painter  said  the  inspector  general 
has  “ignored,  indeed  fought  against, 
principles  of  fairness  which  are  rou- 
tine in  the  American  administrative 
and  judicial  system.  Competent  and 
honest  physicians  have  been  dam- 
aged and  many  more  have  been 
unnecessarily  harassed.” 


Texas  Medicine  Volume  86  No.  11  November  1990 


17 


Cruzan  v Missouri: 
Will  the  real  meaning 
please  stand  up? 

Hugh  M.  Barton,  JD 

TMA  Assistant  General  Counsel 

The  US  Supreme  Court’s  5-4  deci- 
sion in  the  case  of  Nancy  Beth 
Cruzan  v Director,  Missouri  Depart- 
ment of  Health  has  received  a great 
deal  of  attention  and  comment,  yet 
little  consensus  has  been  reached  as 
to  its  real  meaning.  The  common 
understanding  of  the  case  is  that  the 
family  of  a comatose  patient  has  no 
legal  right  to  withdraw  artificial 
nutrition  and  hydration.  Is  this 
really  the  case?  If  so,  does  it  affect 
Texas  law? 

As  the  result  of  a motorcycle 
accident,  Nancy  Beth  Cruzan  is  in  a 
persistent  vegetative  state.  She  is 
oblivious  to  her  environment  except 
for  limited  reflexive  responses.  She 
has  cerebral  cortical  atrophy  that  is 
considered  irreversible,  permanent, 
progressive,  and  ongoing.  Ms  Cruzan 
also  is  a spastic  quadriplegic.  Her 
extremities  are  contracted  with  irre- 
versible muscular  and  tendon  dam- 
age. She  has  no  cognitive  or  reflexive 
ability  to  swallow  food  or  water. 

Her  respiration  and  circulation  are 
not  being  artificially  maintained, 
and  are  considered  within  normal 
limits  for  a 30-year-old  female.  Due 
to  this  last  fact,  she  is  not  considered 
to  meet  the  criteria  for  “brain 
death”  under  Missouri  law.  Nor 
would  she  be  considered  “brain 
dead”  in  Texas,  according  to  the 
Texas  Health  and  Safety  Code.  She 
is  not  terminally  ill,  and  physicians 
estimate  that  she  could  live  another 
30  years. 


Law 


The  issue  before  the  Supreme 
Court  was  whether  Ms  Cruzan  had 
a right  under  the  US  Constitution  to 
require  the  hospital  to  withdraw 
life-sustaining  treatment.  The  Court 
assumed  that  a competent  adult  has 
a constitutionally  protected  right  to 
refuse  life-saving  nutrition  and 
hydration.  Therefore,  the  real  ques- 
tion is  whether  the  parents  of  an 
incompetent  patient  have  a constitu- 
tionally protected  right  to  make  that 
decision  on  behalf  of  the  patient. 

The  case  turned  on  Missouri’s  legal 
requirement  that  an  incompetent 
patient’s  wishes  about  withdrawal  of 
treatment  be  proven  by  “clear  and 
convincing  evidence.”  In  its  June 
25th  decision,  the  Court  held  that 
the  US  Constitution  does  not  pro- 
hibit Missouri  from  establishing  this 
standard  as  a safeguard  for  surro- 
gate decision  making. 

The  constitutionality  of  the 
“clear  and  convincing”  evidence 
requirement  depends  on  the  interests 
Missouri  seeks  to  protect,  the  court 
reasoned.  The  court  found  that  Mis- 
souri has  a legitimate  interest  in  the 
protection  and  preservation  of 
human  life,  and  may  decline  to 
make  any  judgments  about  the  qual- 
ity of  a person’s  life.  Thus,  the  state 
may  safeguard  its  choice  by  impos- 
ing greater  evidentiary  requirements. 
The  court  summed  it  up  this  way: 

“It  cannot  be  disputed  that  the  due 
process  clause  protects  an  interest  in 
life  as  well  as  an  interest  in  refusing 
life-sustaining  medical  treatment.” 

The  state’s  legitimate  interest 
must  be  weighed  against  the  per- 
son’s constitutionally  protected 
interest  in  refusing  treatment.  In  the 
absence  of  specific  written  directives, 
the  court  focused  on  evidence  of  Ms 
Cruzan’s  desires  to  refuse  treatment 
and  whether  that  evidence  met  the 


“clear  and  convincing”  standard. 
This  was  the  main  problem  in  the 
case,  as  the  only  evidence  of  Nancy 
Beth  Cruzan’s  intent  were  oral  state- 
ments that  she  would  not  want  to 
live  should  she  face  life  as  a “veg- 
etable,” which  she  made  to  a former 
housemate  a year  before  the  acci- 
dent. The  court  specifically  noted 
that  her  statements  did  not  deal  with 
the  withdrawal  of  either  medical 
treatment  or  artificial  nutrition  and 
hydration.  In  other  words,  the 
Supreme  Court  refused  to  infer  or 
read  anything  into  her  oral  state- 
ments, but  offered  no  hint  as  to 
what  statements  would  have  been 
sufficient  to  show  intent.  By  declin- 
ing to  interpret  her  oral  statements, 
and  recognizing  Missouri’s  nonjudg- 
mental  attitude  toward  quality-of- 
life  questions,  the  Court’s  decision 
displaces  the  patient’s  values.  As  Jus- 
tice Brennan’s  dissent  points  out: 

The  rule  that  the  Missouri  Court  adopted 
and  that  this  Court  upholds,  however, 
skews  the  result  away  from  a determina- 
tion that  as  accurately  as  possible  reflects 
the  individual’s  own  preferences  and 
beliefs.  It  is  a rule  that  transforms  human 
beings  into  passive  subjects  of  medical 
technology. 

What  does  the  Cruzan  decision 
really  mean?  There  are  only  two 
holdings:  (1)  competent  adults  have 
a constitutionally  protected  right  to 
refuse  life-sustaining  treatment,  and 
(2)  states  may  impose  a high  burden 
of  proof  on  families  of  incompetent 
patients  before  those  kinds  of  deci- 
sions can  legally  be  carried  out  on 
the  patient’s  behalf. 

Texas  law  was  neither  interpreted 
nor  affected  by  Cruzan.  Unlike  Mis- 
souri, the  Texas  Legislature  has 
never  mandated  “clear  and  convinc- 
ing” evidence  of  a patient’s  inten- 
tions in  the  Natural  Death  Act.  The 
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law  merely  provides  that  when  a ter- 
minally ill  adult  patient  is  incompe- 
tent, comatose,  or  otherwise  inca- 
pable of  communication  and  has  not 
executed  a written  Directive  to 
Physicians,  family  members  may 
make  treatment  decisions  based  on 
knowledge  of  what  the  patient 
would  desire,  if  known.  Neverthe- 
less, physicians  with  terminally  ill, 
comatose  patients  who  have  not 
executed  a written  “Directive  to 
Physicians,”  and  who  contemplate 
making  treatment  decisions  with  the 
family  should  inquire  diligently 
about  the  patient’s  previously 
expressed  desires. 

There  is  a misconception  that  the 
Supreme  Court  gave  special  atten- 
tion to  the  Cruzan  case  because  it 
involved  artificially  administered 
nutrition  and  hydration.  This  is  not 
the  case.  The  Supreme  Court  did  not 
distinguish  between  artificially 
administered  nutrition  and  hydra- 
tion and  other  types  of  life-sustain- 
ing treatment.  Thus,  the  law  in 
Texas  is  still  consistent  with  that  set 
forth  in  a 1987  Opinion  of  the 
Texas  Attorney  General,  stating 
whether  tube  feeding  artificially  pro- 
longs death  depends  on  the  expertise 
of  the  medical  profession.  Thus, 
Texas  law  doesn’t  categorically  say 
that  it  is  always  “life-sustaining 
treatment”  that  can  be  withdrawn, 
or  always  “comfort  and  care”  that 
cannot  be  withdrawn.  The  Cruzan 
decision  makes  Texas  law  no  more 
or  less  clear  on  this  point. 

The  Texas  Attorney  General’s 
position  is  similar  to  the  Supreme 
Court’s  opinion  on  one  point:  the 
terminal  patient’s  wishes  are  to  be 
observed  when  contemplating  with- 
drawal of  life-sustaining  treatment. 


Determining  patients’  wishes  thus 
assumes  paramount  importance. 
Competent  adults  can  refuse  any 
medical  treatment  when  their  condi- 
tion is  not  terminal  and  may  issue  an 
advance  directive  to  refuse  treatment 
in  the  event  of  terminal  illness.  Com- 
petent adults  also  may  refuse  treat- 
ment orally  if  they  become  termi- 
nally ill.  These  situations  present  no 
problems. 

When  the  patient  is  both  termi- 
nally ill  and  comatose  (or  incompe- 
tent or  otherwise  incapable  of  com- 
munication), it  is  less  of  a problem  if 
the  patient  has  a written  statement 
of  his  or  her  treatment  preferences, 
as  this  is  strong  evidence  of  the 
patient’s  desires.  Evidence  consisting 
of  the  patient’s  oral  statements  to 
family  (or  friends)  is  not  as  strong. 
But,  if  the  family  members  necessary 
to  make  a treatment  decision  can 
testify  to  substantially  the  same 
thing,  this  “evidence”  may  be  suf- 
ficient if  the  attending  physician  is 
satisfied  that  the  family  didn’t  meet 
to  “get  their  stories  straight.”  The 
evidence  is  strong  if  the  attending 
physician  also  had  discussions  with 
the  patient  that  corroborate  the  fam- 
ilies’ memories.  The  medical  record 
should  reflect  these  deliberations. 

The  most  difficult  situation  arises 
when  the  patient  is  nonterminal,  coma- 
tose, has  not  executed  a written  di- 
rective (or  other  expression  of  their 
desires),  and  either  has  no  family  or 
has  never  discussed  the  matter  with 
family  members  (or  friends).  In  such 
cases,  it  may  be  advisable  for  the 
family  to  obtain  a court  order  per- 
mitting the  withdrawal  of  treatment. 
Such  an  order  would  be  less  difficult 
to  obtain  if  there  were  no  active  op- 
position, and  if  the  family  could  con- 
clusively demonstrate  that  the  treat- 
ment is  burdensome  and  will  not 
restore  the  patient  to  meaningful  life. 


Out  with  the  old,  in 
with  the  new? 

Workers’  Compensation 
reform  in  Texas 

Harold  Freeman,  JD 
C.J.  Francisco  III,  JD 

Worker’s  compensation  laws  are 
designed  to  provide  an  equitable  sys- 
tem for  handling  occupational  dis- 
abilities. But  Texas  employers, 
employees,  insurance  carriers,  and 
attorneys,  the  prime  parties  in  the 
system,  were  all  unhappy  with  the 
state’s  system.  Each  party  criticized 
the  Texas  system  for  not  fulfilling  its 
goal  of  providing  prompt  and  rea- 
sonable benefits  to  work-accident 
victims  with  a minimum  of  legal  for- 
mality and  expense.  This  continuing 
controversy  set  the  stage  for  change 
(1). 

Change  came  when  the  71st 
Texas  Legislature  passed  Senate  Bill 
1 in  late  1989.  State  Senators  Chet 
Brooks  (D-Pasadena),  Judith 
Zaffirini  (D-Laredo),  and  Chet 
Edwards  (D-Duncanville)  changed 
their  previous  votes,  and  the  Legisla- 
ture passed  a bill  that  impacts  work- 
ers’ compensation  premium  rates 
and  the  role  of  the  state  agency  that 
administers  the  program  in  Texas. 
Most  of  the  new  Workers’  Compen- 
sation Act  — including  most  of  the 
sections  relating  to  medical  issues  — 
takes  effect  January  1,  1991. 
Throughout  1990,  the  rules  of  the 
old  Industrial  Accident  Board 
remain  in  effect  while  the  new 
Workers’  Compensation  Commis- 
sion, which  came  into  being  on  April 
1,  1990,  prepares  to  assume  its  full 
responsibilities.  This  article  outlines 
some  of  the  more  significant  changes 


Texas  Medicine  Volume  86  No.  1 1 November  1990 


19 


that  affect  physicians  and  their 
patients  in  the  workers’  compensa- 
tion system. 

Q.  How  does  a patient  select  a physi- 
cian under  the  new  Workers’  Com- 
pensation Law? 

A.  Until  the  end  of  1992,  the 
employee  can  select  a physician  and 
change  to  one  other  physician  with- 
out permission  of  the  carrier  or  the 
newly  created  commission.  Begin- 
ning January  1,  1993,  the  employee 
must  select  his  initial  treating  physi- 
cian from  a list  approved  by  the 
commission.  Any  subsequent  change 
of  this  treating  physician  requires 
permission  of  the  commission.  All 
licensed  physicians  are  to  be 
included  on  the  approved  list  unless 
they  are  excluded  through  a hearing 
process.  Senate  Bill  1 also  lists 
specific  grounds  for  allowing  a 
patient  to  change  to  another  physi- 
cian. The  measure  does  not  limit 
medically  necessary  referrals  by  one 
physician  to  another  (2). 

Q.  Must  the  patient  obtain  a second 
opinion  on  spinal  surgery? 

A.  Except  in  situations  of  medical 
emergency,  the  employee  must 
obtain  a second,  concurring  opinion 
from  a physician  approved  by  the 
insurance  carrier  or  the  commission 
before  spinal  surgery  may  be  per- 
formed. This  requirement  is  waived 
if  the  insurance  carrier  fails  to 
request  an  examination  within  14 
days.  The  Commission  can  order 
treatment  and  payment  for  surgery 
if  the  Commission  determines  that 
extenuating  circumstances  are  pre- 
sent (3). 


Law 


Q.  Does  the  new  law  require  timely 
payment  for  my  services? 

A.  Unless  the  amount  of  payment  or 
the  entitlement  to  payment  is  dis- 
puted, an  insurance  carrier  is 
required  to  pay  a health  care 
provider’s  fee  not  later  than  the  45 
days  after  the  carrier  receives  the 
bill.  If  the  insurance  carrier  disputes 
the  bill  or  requests  an  audit  of  the 
services  rendered,  the  insurance  car- 
rier must  pay  50%  of  the  health  care 
provider’s  charges  within  45  days 
after  receiving  the  statement.  If  an 
insurance  carrier  disputes  either  the 
amount  of  payment  or  entitlement 
to  payment,  the  carrier  must  send 
the  commission,  the  health  care 
provider,  and  the  injured  employee  a 
report  that  sufficiently  explains  the 
reasons  for  reduction  or  denial  of 
payment  for  health  care  services  ren- 
dered to  the  employee  (4). 

Q.  Can  a patient  “bargain  away”  his 
or  her  rights  to  medical  benefits? 

A.  No.  An  insurance  carrier’s  liability 
for  medical  benefits  may  not  be  lim- 
ited or  terminated  by  agreement  or 
settlement  (5).  However,  the  patient 
and  the  carrier  may  agree  to  com- 
mutation (settlement)  of  impairment 
income  benefits  to  which  an  injured 
worker  may  be  entitled  if  the  worker 
has  returned  to  work  for  at  least  3 
months,  earning  at  least  80%  of  the 
employee’s  average  weekly  pre- 
injury salary  (6).  A commutation 
may  provide  for  a lump  sum  pay- 
ment. 

Q.  At  the  new  agency,  who  will  be 
reviewing  medical  care  provided  by 
physicians? 


A.  The  Division  of  Medical  Review 
replaces  the  Medical  Cost  Contain- 
ment Division  of  the  Industrial  Acci- 
dent Board.  This  division  will  over- 
see medical  care  quality  and  ensure 
that  medical  services  are  both  rea- 
sonable and  necessary.  The  division 
is  responsible  for  maintaining  a 
statewide  data  base  of  medical 
charges.  The  division  also  is  to  mon- 
itor health  care  providers,  insurance 
carriers,  and  claimants  who  receive 
medical  services  to  insure  compli- 
ance with  medical  policies  and  fee 
guidelines  as  well  as  other  rules 
adopted  by  the  commission.  The 
commission  also  is  to  provide  rules 
for  periodic  review  of  medical  care 
when  lost-time  guidelines  or  other 
appropriate  guidelines  are  exceeded 
(7). 

Q.  How  does  the  new  law  address  fee 
guidelines  and  utilization  review? 

A.  Guidelines  for  medical  services 
and  fees  must  be  “fair  and  reason- 
able.” They  may  not  provide  for 
paying  of  fees  higher  than  fees 
charged  for  similar  treatment  of  an 
injured  individual  and  paid  by  the 
individual  or  a third  party.  The  com- 
mission is  to  adopt  guidelines  for 
paying  fees  and  medical  policies 
regarding  necessary  treatment  of 
injuries.  The  commission  also  is  to 
establish  a program  for  prospective, 
concurrent,  and  retrospective  review 
and  resolutions  of  disputes  regard- 
ing health  care  treatments  and  ser- 
vices. The  commission  also  shall 
establish  a program  to  identify 
insurance  carriers  that  deny  autho- 
rization of  payment  for  medical  ser- 
vices requested  or  performed  in  vio- 
lation of  the  commission’s  medical 
policies.  The  commission  also  is  to 
establish  a program  to  intensify 
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review  for  health  care  providers  who 
consistently  violate  fee  guidelines  or 
medical  policies  (8). 

Q.  Will  there  be  an  advisory  commit- 
tee to  assist  the  medical  review  divi- 
sion in  developing  and  administering 
the  medical  policies,  fee  guidelines, 
and  utilization  guidelines? 

A.  A new  Medical  Advisory  Commit- 
tee has  been  created,  composed  of 
15  members,  including  an  MD,  a 
DO,  two  hospital  representatives, 
and  eight  other  health  care  represen- 
tatives from  various  health  care 
fields,  and  four  public  members.  The 
commission  also  may  establish  other 
committees  as  needed.  These  proba- 
bly will  include  physician  commit- 
tees for  updating  fee  guidelines  and 
medical  policies  and  a committee 
relating  to  medical  procedures  need- 
ing pre-authorization  (9). 

Q.  Besides  advisory  committees,  are 
there  any  other  persons  or  entities 
that  will  assist  the  commission  in 
reviewing  medical  policies  or  fee 
guidelines  for  compliance  with  med- 
ical policies  or  fee  guidelines? 

A.  The  commission  may  contract 
with  a health  care  provider,  profes- 
sional organization,  or  other  entity 
to  develop,  maintain,  or  review 
medical  policies  or  fee  guidelines  or 
to  review  compliance  with  medical 
policies  or  fee  guidelines.  For  the 
purposes  of  review  or  resolution  of 
disputes  as  to  compliance  with  med- 
ical policies  or  fee  guidelines,  the 
commission  may  contract  only  with 
a health  care  provider  professional 
review  organization  that  includes  in 
the  review  process  health  care  prac- 
titioners who  are  licensed  in  the  cat- 


egory under  review  and  are  of  the 
same  field  or  specialty  as  a category 
under  review  (10). 

Q.  How  often  will  the  medical  policy 
and  fee  guidelines  be  updated? 

A.  The  medical  policies  and  fee 
guidelines  are  to  be  reviewed  and 
revised  at  least  once  every  2 years  to 
reflect  fair  and  reasonable  charges 
and  current  reasonable  or  necessary 
medical  treatment  or  arrangements 
of  treatment.  The  Health  Care  Advi- 
sory Committee  and  the  appropriate 
Special  Advisory  Committee  estab- 
lished under  the  act  are  to  assist  the 
commission  or  professional  organi- 
zation in  the  review  and  revision 
(11). 

Q.  If  I follow  the  fee  and  treatment 
guidelines,  how  do  I benefit? 

A.  Medical  charges  for  services  con- 
sistent with  fee  guidelines  and  medi- 
cal policies  are  presumed  to  be  rea- 
sonable (12). 

Q.  If  one  or  more  of  my  charges  have 
been  denied  or  reduced,  is  there  a 
method  to  resolve  the  fee  in  dispute? 

A.  The  commission  has  the  authority 
to  establish  a medical  dispute  resolu- 
tion system.  The  resolution  system  is 
set  up  for  an  informal  review  by  the 
commission.  If  the  informal  review 
does  not  resolve  the  dispute,  the 
health  care  provider  is  entitled  to 
proceed  directly  to  a contested  case 
hearing.  The  informal  review  of 
medical  services  is  to  be  provided  by 
a health  care  provider  professional 
review  organization  if  requested  by 
the  health  care  practitioner  or  if 
ordered  by  the  commission  (13). 


Q.  If  a particular  treatment  requires 
preauthorization  and  such  preautho- 
rization is  denied,  can  I take  the 
denial  to  dispute  resolution? 

A.  The  commission  is  to  specify 
those  health  care  treatments  and  ser- 
vices requiring  prior  authorization 
by  the  insurance  carrier.  (The  rule 
will  not  include  medical  emergen- 
cies.) The  insurance  carrier  is  not 
liable  for  those  specified  treatments 
or  services  if  the  claimant  or  health 
care  provider  does  not  have  pre- 
authorization from  either  the  insur- 
ance carrier  or  the  commission.  The 
health  care  provider  may  ask  for  the 
dispute  resolution  process  to  be  initi- 
ated if  pre-authorization  is  denied  (14). 

Q.  May  I charge  interest  for  a 
delayed  payment? 

A.  A fee  or  charge  consistent  with 
the  guidelines  earns  interest  at  the 
52  week  T-Bill  rate  from  the  60th 
day  after  the  date  the  health  care 
provider  submits  the  bill  to  the  car- 
rier until  the  bill  is  paid.  Also,  any 
refund  for  overpayment  from  a 
health  care  provider  earns  interest  at 
this  same  rate  from  60  days  after  the 
date  of  the  overpayment  until  paid 
(15). 

Q.  1 have  an  ethical  obligation  to 
inform  my  patients  of  any  financial 
interest  in  a health  care  facility  to 
which  I am  referring  them,  (16)  but 
do  I also  have  to  inform  the  Work- 
ers’ Compensation  Commission? 

A.  If  a provider  refers  an  injured 
worker  to  an  entity  for  medical  ser- 
vices and  the  provider  has  more  than 
a 5%  financial  interest  in  the  entity, 
he  must  file  an  annual  disclosure 
with  the  commission  and  must  dis- 
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close  the  interest  to  the  carrier  at  the 
time  of  the  referral.  The  referring 
provider  must  specify  the  degree  of 
the  financial  interest  and  must  pro- 
vide other  information  as  required 
by  the  commission’s  rules  (17). 

Q.  I have  heard  that  the  American 
Medical  Association  Impairment 
Guide  is  to  be  used  in  workers’  com- 
pensation cases.  Is  this  true? 

A.  Yes.  Probably  the  most  far  reach- 
ing change  was  the  adoption  of  the 
American  Medical  Association 
Guidelines  for  Permanent  Impair- 
ment as  the  principal  tool  to  mea- 
sure the  recovery  of  a worker.  This 
provision  changes  the  determination 
of  the  value  of  a case  from  a subjec- 
tive “loss  of  wage-earning  capacity” 
to  an  objective  standard  relating  to 
the  employee’s  physical  disability. 
This  should  limit  disputes  over  the 
amount  of  recovery  to  which  an 
injured  employee  is  entitled.  This 
use  of  the  Guidelines  becomes  effec- 
tive January  1,  1991  (18). 

Q.  Outside  of  medicine,  what  were 
the  other  substantial  changes  in  the 
law? 

A.  The  law  now  limits  trial  de  novo 
appeal  to  issues  that  were  raised  in 
the  agency  hearing  and  allows  dis- 
closure to  the  jury  or  the  judge  of 
the  decisions  and  ruling  of  the 
Workers’  Compensation  Commis- 
sion in  the  case.  The  legislation 
stresses  safety  in  the  work  place.  It 
requires  insurance  carriers  to  offer 
safety  programs  to  employers  and 
employees.  Substantial  fines  for 
safety  violations  are  included,  as 
well  as  a requirement  that 


employer’s  gather  data  relating  to 
workplace  accidents.  The  Commis- 
sion is  given  greater  powers  to  disci- 
pline and  exclude  from  the  process 
those  abusing  the  system,  including 
attorneys,  insurance  companies, 
employers,  employees,  and  health 
care  providers.  The  new  system 
essentially  eliminates  lump  sum 
awards  and  regulates  attorneys’  fees 
more  strictly  (19). 

Senate  Bill  1 creates  a new  work- 
ers’ compensation  system  in  Texas 
with  a new  administrative  agency. 
The  overall  effective  date  of  the  new 
law  is  January  1,  1991,  with  the 
provisions  restructuring  the  agency 
taking  effect  on  April  1,  1990.  The 
new  law  only  applies  to  an  injury 
for  which  the  date  of  the  injury  is  on 
or  after  the  overall  effective  date 
(20). 

The  new  Workers’  Compensation 
Commission  currently  is  engaged  in 
the  rule  making  process.  As  those 
rules  develop,  they  will  be  analyzed 
and  presented  in  this  column. 
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Legal  articles  in  Texas  Medicine  are  intended 
to  help  physicians  understand  the  law  by  pro- 
viding legal  information  on  selected  topics. 
This  article  is  published  with  the  understand- 
ing that  TMA  is  not  engaged  in  providing 
legal  advice.  Vi/hen  dealing  with  specific  legal 
matters,  readers  should  seek  assistance  from 
their  own  attorneys. 
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APA 

A U S 1 I N 
I'  S Y C II  I A I R I C 
A S S O C I A T 1 S 


FACULTY 


Austin  Psychiatric  Associates  and  The  Massachusetts  General 
Hospital  Department  of  Psychiatry  present  the  faculty  of 

Harvard  Medical  School 

PSYCHOPHARMACOLOGY  1991 

March  1-3, 1991  Radisson  Plaza  Hotel  @ Austin  Centre 

■ Steven  E.  Hyman,  M.  D.  ■ Jerrold  F.  Rosenbaum,  M.  D.  ■ Ned  H.  Cassem,  M.  D. 

■ Michael  Jenike,  M.  D.  ■ Andrew  Brotman,  M.  D.  ■ Joseph  Biederman,  M.  D. 

■ John  Herman,  M.  D. 


'P OPICS  Neurobiology  and  treatment  of  Psychosis,  Anxiety  Disorders,  Obsessive  Compulsive  Disorder,  Eat- 

ing Disorders,  Mood  Disorders,  Cardiovascular  effects  of  Psychotropics,  C)rug  Treatment  of  Medical 
and  Surgical  Emergencies,  and  Psychopharmacology  of  Children,  Adolescents,  and  Geriatrics. 

19  hrs.  CME  credit,  reception  Saturday  night.  Continental  Breakfast  and  Breaks $425 

[Residents  & non  MEXs $275], 

Hospitality  by  CPC  Capital  Hospital,  St.  David's  Pavilion,  HCA  Shoal  Creek  Hospital 

CUP  & MAIL  TO 

Austin  Psychiatric  Associates,  3215  Steck  Avenue,  Ste.  1(X),  Austin,  TX  78758  or  FAX  your  registration  to:  512  458-8337. 

(Call  512  458-9253  for  more  information  or  to  charge  by  VISA  or  MasterCard.) 

Please  send  me  a program  for  PSYCHOPHARMACOLOGY  1991.  Enclosed  is $425  (or $275  for  non  MlDs) 

Name 


Street  

City State Zip  Phone 


MICHAEL  R.  SHARP 
ATTORNEY 

REPRESENTATION  OF  PHYSICIANS 
IN  PROFESSIONAL  MATTERS 


• TEXAS  STATE  BOARD  OF  MEDICAL  EXAMINERS 
—FORMAL  DISCIPLINARY  HEARINGS 
—SETTLEMENT  CONFERENCES 

—RECIPROCITY  & LICENSURE 

• TEXAS  MEDICAL  FOUNDATION 


• MEDICAL  STAFF 
PEER  REVIEW 

• ANTI-TRUST 
ACTIONS 


1 820  One  American  Center  • Austin,  T exas  78701  • (512)  473-2265 
Certified  in  Administrative  Law  by  the  Texas  Board  of  Legal  Specialization. 
Certification  is  not  currently  available  to  anyone  in  health  law. 


Legislative  Affairs 


Committee  recommends 
solutions  to  the  nursing 
shortage 

The  Nursing  Study  Committee  of 
the  Texas  Higher  Education  Coordi- 
nating Board  is  asking  the  72nd 
Texas  Legislature,  which  convenes 
in  January,  to  earmark  more  than 
$30  million  for  expanded  educa- 
tional opportunities  that  will  provide 
graduates  who  can  ease  the  continu- 
ing shortage  of  nurses  in  the  state. 

In  a report  submitted  September 
4 to  Texas  Gov  William  P.  Clements, 
the  committee  presents  five  recom- 
mendations to  the  legislature: 

1. That  public  and  private,  master’s 
degree  and  entry-level,  registered 
nursing  programs  be  given  addi- 
tional state  funds  to  increase 
graduations.  An  appropriation  of 
$28  million  would  allow  training 
programs  in  good  standing  with 
the  Board  of  Nurse  Examiners 
and  the  Coordinating  Board  to 
increase  the  number  of  first-time 
enrollments  in  programs  at  the 
clinical  and  Master  of  Science  in 
Nursing  training  levels. 

2.  That  all  formulas  supporting 
nurse  education  be  fully  funded. 
“Adoption  and  full  funding  of  all 
formulas  which  support  nurse 
education  in  publicly-funded 
institutions  is  necessary  to  bring 
nursing  faculty  salaries  into  a 
minimally-competitive  range  with 
those  in  other  states  and  in  ser- 
vice settings,”  the  report  says. 
Two  recent  studies  by  the  Coor- 
dinating Board  show  that  nursing 
faculty  salaries  are  lower  in  Texas 
than  in  the  10  states  with  popula- 
tions nearest  to  that  of  Texas. 


3.  That  an  educational  loan  repay- 
ment program  be  funded  for 
graduate-prepared  nurses  who 
serve  as  faculty  or  as  advanced 
nurse  practitioners  in  under- 
served areas  of  the  state.  An  addi- 
tional annual  appropriation  of 
$1.4  million  could  be  used  to 
help  retire  the  educational  loans 
of  approximately  200  participat- 
ing nurses  each  year. 

4.  That  nurse  practitioner  programs 
be  expanded  with  additional  state 
funds.  An  additional  appropria- 
tion of  $1  million  in  state  funds 
would  allow  programs  to  gradu- 
ate 70  more  MSN-prepared 
advanced  nurse  practitioners  by 
1993.  These  funds  would  be  used 


for  the  preparation  of  nurses  who 
provide  health  care  in  under- 
served areas. 

5.  That  additional  state  funds  be 
given  to  the  Health  Professions 
Resource  Center  of  the  Texas 
Department  of  Health  to  develop 
a statistical  model  to  predict  the 
supply  of  nurses  and  the  demand 
for  nursing  services.  The  71st 
Legislature  created  the  HPRC  to 
acquire  and  disseminate  data  on 
health  professions  demonstrating 
an  acute  shortage.  Additional 
annual  funding  of  $250,000 
would  give  the  HPRC  the  capa- 
bility to  develop  and  use  a statis- 
tical model  to  project  nurse  sup- 
ply and  demand,  the  report  says. 
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Legislative  Affairs 


Health  care  is  budget  priority,  Congressman  says 


Americans  cherish  good  health,  and  it  is  a national  budget  pri- 
ority, Congressman  Ralph  Hall  (D-Rockwall)  says.  In  an 
address  before  Texas  Medical  Association’s  Fall  1990  Leader- 
ship Conference,  Mr  Hall  added,  many  national  issues  are 
competing  for  limited  dollars,  and  “I  don’t  have  any  idea 
how  we’re  going  to  handle  it.” 

The  conference  was  held  in  Austin,  Saturday,  September 
15,  as  Congress  was  divvying  up  dollars  for  fiscal  year 
1991,  which  began  Oct  1. 

Among  the  competitors  for  the  money  are  defense 
programs,  savings  and  loans  rescue  plans,  and  foreign 
aid,  Mr  Hall  said.  Considering  foreign  aid,  he  noted,  “I’m 
not  so  far  right  that  I would  say,  ‘Deliver  my  mail  and  protect 
my  shores  and  leave  me  alone.’  But  I’m  close.” 

Following  Mr  Hall’s  remarks,  Asa  Lockhart,  MD,  Tyler,  a member  of  the 
Texas  Medical  Political  Action  Committee  (TEXPAC)  Board  of  Directors  pre- 
sented the  Congressman  a plaque  in  recognition  of  his  contributions. 

Mr  Hall  first  was  elected  to  the  US  House  of  Representatives  in  1980.  He 
has  been  a strong  ally  of  the  medical  community  throughout  his  time  in 
office.  Mr  Hall  has  been  instrumental  in  several  efforts  to  ensure  physicians 
receive  due  process.  A member  of  the  Subcommittee  on  Health  of  the  House 
Energy  and  Commerce  Committee,  Mr  Hall  recently  played  a vital  role  in  the 
passage  of  an  amendment  halting  the  recoupment  of  $13.5  million  from 
Texas  physicians  and  Medicare  patients.  He  served  in  the  Texas  Senate  from 
1962  through  1972  and  was  a county  judge  for  12  years. 


Asa  Lockhart, 

MD,  Tyler,  (right)  pre- 
sents US  Rep  Ralph 
Hall  a plaque  “In 
grateful  appreciation 
for  outstanding  con- 
tributions to  the 
heaith  of  all  Texans.’’ 


Here’s  the  lowdown  on 
teenage  parenthood 

A cook  in  a fast  food  restaurant 
earns  $3.25  an  hour.  Disposable  dia- 
pers cost  $8.57  a box.  How  many 
hours  must  the  cook  work  to  buy  3 
boxes  a week? 

It’s  not  the  standard  word  prob- 
lem today’s  public  school  students 
tackle,  but  according  to  State  Repre- 
sentative Lena  Guerrero  (D-Austin), 
it’s  the  kind  of  problem  that  could 
help  solve  yet  another  problem  — 
teenage  pregnancy. 

Ms  Guerrero  shared  her  thoughts 
on  teenage  pregnancy  during  the 
Texas  Medical  Association  Auxil- 
iary’s Fall  Conference,  StarDate  ’90, 


September  14,  in  Austin. 

Texas  leads  the  nation  in  the 
number  of  births  to  mothers  under 
15  years  of  age,  Ms  Guerrero  said. 
The  result  is  two  generations  at  risk. 
Both  the  young  parents  and  their 
children  have  little  chance  of  becom- 
ing productive  citizens  because  pub- 
lic policy  does  not  do  enough  to 
assure  their  education  and  health, 
she  explains. 

Representative  Guerrero  advo- 
cates a two-pronged  approach  to  the 
problem  of  teenage  pregnancy  — 
prevention  and  intervention.  Preven- 
tion through  education  should  begin 
with  pre-kindergarten  students,  she 
says,  teaching  self  respect,  and  driv- 
ing home  two  messages:  “Don’t 
touch”  and  “Tell  someone.” 


In  a dramatic  demonstration  of 
the  value  of  intervention,  two 
teenage  mothers  told  the  audience 
how  child  care  and  vocational  pro- 
grams have  allowed  them  to  con- 
tinue their  educations.  Ms  Guerrero 
observed,  “We  should  not  penalize 
young  women  whose  lives  got  this 
way.  These  programs  work.  These 
girls  are  in  school.  Otherwise,  statis- 
tics say  they  would  be  pregnant 
again  and  unable  to  go  to  school.” 
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Operation  Desert  Shield  comes  home 
to  Texas.  As  this  issue  of  "^exas  Medicn4 
went  to  press,  the  world  was  watching  \ 

f 

the  buildup  of  American  troops  in  the  | 

Middle  East’s  Persian 
Gulf  region  and 
increasing  pres-' 
sure  on  Iraq  to  I 
withdraw  from 
Kuwait.  In  late 
August,  when  Pres 
ident  Bush  activated 

by  Donna  B.  Jones,  Senior  Associate  Editor  I 
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specified  reservists  to  the  effort,  dubbed  Opera- 
tion Desert  Shield,  many  Texas  physicians  who 
are  members  of  the  military  reserves  stopped 
watching  and  started  preparing  for  an  extended 
absence  from  their  families  and  medical  prac- 
tices. The  President  can  extend  the  initial  90- 
day  call  up  to  180  days,  but  beyond  that,  a Con- 
gressional declaration  of  either  war  or  national 
emergency  would  be  required  to  keep  the 
reservists  on  active  duty. 

There  is  no  typical  physician  reservist,  as  far 
as  age,  gender,  and  specialty,  but  three  Texas 
Medical  Association  members,  who  are  described 
in  this  article,  do  share  one  characteristic  — 
patriotism.  All  three  physicians  emphasize  their 
willingness  to  interrupt  their  lives  to  support 
this  mission. 

Gurney  Pearsall,  Paul  Gilliland,  and  Betty 
Williams  were  called  to  Darnall  Army  Commu- 
nity Hospital  at  Fort  Hood,  Tex,  and  “inpro- 
cessed”  over  Labor  Day  weekend.  They  had 
about  a week  to  make  arrangements  to  continue 
their  medical  practices,  plan  for  child  care, 
notify  creditors,  and  handle  a myriad  of  other 
details. 

(The  Soldiers’  and  Sailors’  Civil  Relief  Act  of 
1940  protects  active  duty  reservists  from  credi- 
tors under  specified  circumstances,  an  impor- 
tant consideration  for  these  physicians,  who  are 
reducing  their  incomes  significantly  during 
military  service.) 

Drs  Pearsall,  Gilliland,  and  Williams  are 
“backfilling,”  or  replacing  full-time  military 
physicians  assigned  to  US  hospitals  who  have 
been  deployed.  The  chances  of  their  going  to  the 
Middle  East  are  “next  to  zero,”  according  to  Dr 
Pearsall,  who  commands  the  4005th  US  Army 
Hospital,  the  reserve  unit  to  which  they  belong. 

Meet  our  men  and  women  in  uniform: 


Col  Gurney  F.  Pearsall 


Backfilling  for  the  backfillers 


f? 


While  physician  reservists  are  replacing  full- 
time military  physicians,  Texas  hospitals  are 
busy  backfilling  for  the  backfillers. 

Even  an  institution  as  large  as  Scott  and 
White  Memorial  Hospital,  Temple,  which  has  a 
medical  staff  of  about  350  physicians,  feels  the 
crunch  somewhat  with  3 reservists  called  to 
active  duty. 

John  Montgomery,  MD,  vice  president  of  the 
clinic’s  board  of  directors,  predicts  that  if  physi- 
cian reservists  are  on  active  duty  for  more  than 
3 or  4 months,  they  may  be  forced  to  consider 
bringing  in  additional  physicians  to  take  up  the 
slack. 

Until  that  time,  the  reservists’  colleagues  are 
taking  on  extra  work.  Some  have  had  to  re- 
arrange or  cancel  vacations  and  meetings.  “I 
think  they  all  feel  that  it’s  going  to  be  a tempo- 
rary situation,  and  they’re  willing  to  make  the 
sacrifice,”  Dr  Montgomery  says.  “They’ve 
accepted  it  very  well.  We’re  just  waiting  and 
watching  to  see  how  long  it’s  going  to  last  and 
if  any  more  of  our  physicians  are  going  to  be 
called  up.” 

He  adds,  “[Having  other  physicians  to  cover] 
is  one  of  the  nice  things  about  a large  group 
practice.  We’re  protected  to  some  degree,  but  the 
solo  practitioner  isn’t.  If  you’re  by  yourself, 
you’ve  had  it.” 

Dr  Montgomery,  a diagnostic  radiologist, 
knows  the  solo  practitioners’  problems  from 
personal  experience.  After  being  drafted  during 
the  Vietnam  conflict,  he  closed  a successful  pri- 
vate practice  in  Pasadena.  “I  had  a phenomenal 
practice.  I had  been  there  for  7 years,”  he 
recalls.  “And,  I walked  in  one  day,  and  there 
was  a letter  on  my  desk:  ‘Greetings  . . . .’  Every- 
body hears  about  it,  but  it  actually  happened  to 
me.  And,  it  changed  my  whole  life.” 


As  commander  of  the  4005th  US  Army 
Hospital,  Houston  pediatrician  Gur- 
ney Pearsall  had  advance  notice  that 
his  reserve  unit  would  be  activated.  He 
was  not  authorized  to  share  the  news, 
but  he  admits  his  face  may  have  given 
away  the  pending  announcement.  “I  think 
everybody  got  the  idea  because  of  the  serious- 
ness of  my  nature.  I’m  usually  not  that  serious  — 
I have  a smile  on  my  face  . . . my  wife  knew 
almost  immediately.” 

Dr  Pearsall  says  the  call-up  surprised  him. 
The  rapid  turn  of  events  in  the  Middle  East 


“.  . . caught  even  the  active  duty  military  person- 
nel a little  bit  off  guard,”  he  speculates. 

Along  with  Dr  Pearsall,  his  wife  Rae  Ann  also 
has  been  called  into  active  duty  of  sorts.  Mrs 
Pearsall,  a neonatal  nurse,  previously  had 
worked  occasionally  in  her  husband’s  office,  but 
her  presence  is  much  more  in  demand  these  days. 

“My  position  is  troubleshooter,”  she  says.  “I  make 
sure  there  is  coverage  in  the  office,  that  the  staff 
is  happy.” 

Keeping  the  24-year-old  solo  practice  alive  is  a ,1 
challenge.  Dr  Pearsall  has  reduced  his  office  week  h 
from  6 to  4 days,  and  he  commutes  to  Houston  on 
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Pediatrician  Gurney  F. 
Pearsall  is  commander  of 
the  4005th  US  Army 
Hospital. 


weekends  to  han- 
dle mail  and  other 
details.  A neona- 
tologist  performs 
newborn  examina- 
tions for  him,  and 
a third  physician 
cares  for  other 
hospitalized 
patients. 

“I  have  double 
jeopardy,”  Dr 
Pearsall  says. 

“The  first  physi- 
cian, who  was  to 
work  during  the 
month  of  Septem- 
ber, had  no  mal- 
practice coverage 
because  he  was 
just  coming  out  of  residency  training.  I had  to 
have  a rider  on  my  malpractice.”  To  reduce  over- 
head expense,  which  claims  50  to  60  cents  of 
every  dollar  coming  into  the  office.  Dr  Pearsall 
laid  off  one  full-time  office  employee  and  one 
part-time  employee.  “You  can’t  run  full  speed  if 
you’re  going  three-quarter  time,”  he  explains. 

After  liquidating  some  assets.  Dr  Pearsall  says 
he  has  enough  financial  resources  to  protect  him 
from  “an  embarrassing  loss  for  90  days.”  He 
adds,  “After  that,  it’s  going  to  be  a problem.” 

In  addition  to  his  business  expenses.  Dr 
Pearsall  is  helping  two  of  his  sons  through  medi- 
cal school  — one  is  a sophomore  at  the  University 
of  California,  Los  Angeles,  School  of  Medicine; 
the  other,  a junior  at  Meharry  Medical  College 
School  of  Medicine  in  NashvUle,  Dr  Pearsall’s 
alma  mater. 

Dr  Pearsall  was  an  Army  captain  stationed  at 
Fort  Dix,  NJ,  from  1964  to  1966,  and  he  joined 
the  reserves  in  1981.  Why  did  he  sign  up  again? 
“A  sense  of  obligation.  A sense  of  duty.  Doing 
something  a little  bit  different  than  what  you 
normally  do  in  civilian  life.” 


Col  Paul  F.  Gilliland 

“If  I’m  going  to  have  sympathy,  I’m 
going  to  have  to  go  cry  somewhere 
else,”  says  endocrinologist  Paul  F. 

^ Gilliland.  He’s  referring  to  the  rela- 
tively  minimal  disruption  the  call  to 
active  duty  has  imposed  on  his  life. 

While  on  duty  at  Fort  Hood,  Dr  Gilliland  works 
in  the  medical  clinic  seeing  internal  medicine 
patients,  as  well  as  endocrinology  patients.  In 


civilian  life,  he  is  director  of  the  division  of 
endocrinology  at  Scott  and  White  Memorial  Hos- 
pital and  a professor  at  Texas  A&M  University 
College  of  Medicine.  He  has  been  associated  with 
the  clinic  for  more  than  20  years.  Because  Fort 
Hood  is  so  close  to  Temple,  he  commutes  daily 
from  his  home  to  the  base.  After  working  from 
7:30  am  to  4:30  pm  at  the  base,  he  also  works 
several  nights  a week  in  his  office  at  Scott  and 
White  taking  care  of  correspondence  or  charts. 

While  he  isn’t  separated  from  his  family  and 
doesn’t  have  the  concerns  of  reservists  who  are 
the  parents  of  small  children.  Dr  Gilliland’s 
reserve  activities  are  not  without  cost.  “What  I’m 
making  from  the  army  is  58%  of  what  I was  mak- 
ing at  Scott  and  White,”  he  says.  “Some  things 
really  need  to  be  done  to  correct  that  inequity. 
But,  even  after  that  is  done,  there’s  still  going  to 
be  a financial  sacrifice.  For  many  of  the  people  it 
is  much  worse  than  it  is  for  me  because  they  are 
in  higher  paid  specialties  and  have  a lower  rank 
and  don’t  have  as  much  military  time.” 

Despite  these  drawbacks.  Dr  Gilliland  joined 
the  reserves  in  1980.  “I  guess  I missed  the  feeling 
of  doing  something  that  was  really  important  for 
the  country,”  the  veteran-turned-reservist  explains. 
“I’ve  always  been  a patriotic  individual,  going 
back  to  my  childhood.  I had  a half  brother  who 
was  a pilot  in  the  Air  Force  during  World  War  H. 

I guess  that  was  one  of  the  things  that  led  me  to 
an  interest  in  the  military.” 

Dr  Gilliland  spends  most  of  his  time  at  Scott 


The  families  they  left  behind 

As  the  wife  of  a physician  reservist  and  a for- 
mer member  of  the  reserves  herself,  Rae  Ann 
Pearsall  has  uncommon  qualifications  for  lead- 
ing a support  group  for  the  families  of  the 
reservists  in  the  4005th  US  Army  Hospital.  She 
founded  the  group  almost  2 years  ago. 

“The  purpose  of  the  group  is  to  educate  the 
dependents  about  what  their  benefits  are,  as 
well  as  about  the  reservists’  responsibilities,” 
Mrs  Pearsall  says.  “If  they’re  aware  of  these 
things,  they’re  more  supportive  of  the  reservist. 
That’s  important  because  there  are  a lot  of  prob- 
lems when  the  reservist  doesn’t  have  the  sup- 
port of  his  or  her  significant  other.  You  see  that 
most  at  a time  like  this.” 

Since  the  mobilization,  Mrs  Pearsall  has  been 
calling  a few  families  every  day.  “I’m  finding 
out  if  they’re  doing  OK.  H they  need  any  help,  I 
can  refer  them  to  appropriate  agencies.  And,  I 
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and  White  in  direct  patient  care.  To  his  surprise, 
his  patients  . were  all  very  understanding'  and 
supportive  and  enthusiastic  that  their  doctor  was 
going  to  be  participating  in  this  big  event.” 

Their  response  is  surprising,  Dr  Gilliland  says, 
when  compared  to  many  Americans’  adverse 
mood  during  the  conflict  in  Vietnam.  At  the  time. 
Dr  Gilliland  was  completing  a 13-year  career  as 
an  Army  and  Air  Force  medical  officer.  He  spent 
4 months  in  Qui  Nhon  and  Saigon  as  codirector 
of  a malaria  research  team  from  Walter  Reed 

Army  Institute 
of  Research. 

Dr  Gilliland’s 
experience  over- 
seas gives  him  a 
unique  under- 
standing of  the 
important  con- 
tribution he  and 
his  fellow  re- 
servist physi- 
cians make.  The 
knowledge  that 
their  families 
have  continuing 
access  to  medical 
care  alleviates  at 
least  one  fear  of 
the  soldiers  on 
the  front.  “Dur- 
ing my  4 months 


Reservist  Paul  F.  Gilliland 
lives  in  Temple  and  com- 
mutes to  Fort  Hood. 


in  Vietnam,  I know  that  was  one  of  my  big  con- 
cerns — that  my  wife  and  children  were  being 
taken  care  of  while  I was  gone,”  Dr  Gilliland 
recalls.  “I  can  appreciate  how  important  that  is  to 
the  guy  halfway  around  the  world.” 


Major  Betty  J.  Williams 


Family  physician  and  single  mother 
Betty  Williams,  Houston,  can’t  get  her- 
self and  her  young  daughters  “dolled 
up”  at  the  same  time.  On  Sunday  morn- 
ings, she  solves  this  logistical  problem 
by  dressing  Alicia,  8,  and  Emily,  6,  and 
delivering  them  to  Sunday  School,  returning 
home  to  dress  herself,  and  meeting  them  for 
church.  On  Sunday,  August  26,  a phone  call  in- 
terrupted Dr  Williams’  respite  between  Sunday 
School  and  church.  The  call  was  official  notifi- 


cation that  her  Army  Reserve  unit  had  been 
called  to  active  duty  at  Darnall  Army  Community 
Hospital  at  Fort  Hood. 

This  is  the  family  physician’s  first  active  duty 
since  she  joined  the  Army  Reserve  in  1987  at  the 
age  of  40.  Her  interest  in  the  military,  however, 
took  root  a number  of  years  earlier,  while  she  was 
a medical  student  at  Vanderbilt  University  School 
of  Medicine  in  Nashville.  “I  happened  to  be  in 
medical  school  at  the  time  of  the  Vietnam  war, 
and  all  the  medical  students  — all  the  men  — had 
a military  obligation.  I felt  it  really  was  unfair 


if  ! 
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give  them  my  24-hour  phone  number  in  case  they 
just  need  to  talk,”  she  says. 

The  families  she  has  contacted  “are  not  happy, 
but  they’re  coping,”  she  adds.  Loss  of  income  is  a 
problem  that  they  mention  often.  “We’ve  had 
physicians  who  had  to  shut  their  offices,”  she 
says.  “And,  the  families  miss  companionship.  The 
kids  miss  their  fathers  and  mothers.” 

The  Army  Reserve  recognizes  the  importance 
of  support  groups  like  this  one,  and  advises  sol- 
diers to  prepare  their  families  as  well  as  them- 
selves for  the  possibility  of  a call-up.  “We’ve  had  a 
longterm  program  to  encourage  soldiers  to  get 
wills  and  powers  of  attorney  drawn  up  in 
advance  of  any  call-up,”  says  Lt  Col  Art  House, 
public  affairs  officer  at  the  Army  Reserve  Person- 
nel Center,  St  Louis. 

Reservist  family  support  groups  also  encour- 
age the  camaraderie  the  full  time  military  force 
enjoys.  “In  the  active  duty  military  forces,  the 
family  support  mechanism  is  there  all  the  time 


because  the  families  live  together  on  the  post,”  Lt 
Col  House  says.  “They  frequently  are  involved  in 
joint  social  activities,  and  the  spouses  know  each 
other.  In  times  of  crisis  everybody  pulls  together. 
In  a reserve  situation,  where  the  families  are  not 
living  close  together,  where  they’re  not  con- 
stantly socializing  and  so  on,  we’ve  had  to  work  a 
little  harder  to  set  up  and  stimulate  the  family 
support  that  just  exists  naturally  on  the  active 
duty  side.” 

He  adds,  “I  don’t  believe  there’s  any  direct 
study  that  links  these  activities  to  increased 
retention  in  the  reserve.  But,  I can  tell  you  that 
traditionally,  family  conflict  — conflict  with  fam- 
ily and  leisure  time  activities,  which  usually 
involve  family  — has  been  either  the  number  1 or 
the  number  2 source  of  people  leaving  the  reserve 
over  the  years.  So,  anything  we  can  do  to  stimu- 
late family  support  encourages  reenlistments  and 
helps  people  make  the  decision  to  stay.” 
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i that  women  were  given  the  same  educational 
I opportunities  as  men  — and  this  probably  was 
i the  first  time  in  history  that  women  really  had 
I those  educational  opportunities  — and  yet  women 
I didn’t  have  the  same  military  obligation.  I always 
I felt  that  I didn’t  do  my  duty,  and  I wanted  to 
I make  up  for  that.” 

I Aware  that  the  opportunity  to  make  up  for  that 
I probably  was  at  hand.  Dr  Williams  had  been  pre- 
I paring  her  family  and  her  practice  for  several 
! weeks,  as  the  situation  in  the  Middle  East  heated  up. 
I “Alicia  and  Emily  were  a little  bit  apprehensive 
I because  they’ve  never  had  the  chance  to  go  with 
I m.e  to  visit  Fort  Hood.  But,  I started  talking  to 
I them  in  the  middle  of  August  more  seriously 
about  what  was  going  on,  and  we  watched  the 
news  together.  We  got  out  the  map,  and  looked  at 
where  the  Middle  East  was  and  what  was  going 
on  there. 

“I  also  tried  to  reinforce  to  them  that  what 
they  saw  on  television  — the  army  operating  in 
the  desert  — wasn’t  what  Mommy  does.  Mommy’s 
a physician,  and  what  Mommy  would  do  in  the 
Army  is  just  what  Mommy  does  at  home  when 
she  sees  patients  and  takes  care  of  sick  people. 
She’d  just  do  it  with  a different  uniform  on. 

“I  don’t  ordinarily  allow  my  kids  to  sleep  with 
me,  but  the  last  few  days  that  I was  at  home, 
while  we  were  all  alert,  and  we  knew  this  was 
going  to  happen,  we  all  slept  in  the  same  bed  — 
two  kids  and  several  cats  in  the  same  bed.” 

A friend  has  come  from  San  Francisco  to  Hous- 
ton to  care  for  Dr  Williams’  daughters  in  her 
absence.  “She’s  taking  my  daughters  to  their  Girl 
Scout  meetings  and  choir  practice,  and  their  lives 

are  going  on  as 
normally  as  pos- 
sible. With  her 
children  settled. 
Dr  Williams 
turned  her  atten- 
tion to  her  prac- 
tice. In  a happy 
circumstance  that 
was  “God-sent,”  a 
local  hospital 
administrator  put 
her  in  touch  with 
an  experienced 
physician  new  to 
the  area,  who 
agreed  to  cover 
her  solo  practice 
on  a part-time 
basis.  “So,  I can 
keep  both  my 


employees,  although  on  a more  restricted  sched- 
ule.” Dr  Williams  commutes  from  Fort  Hood  to 
her  Houston  office  on  week-ends  to  pay  labora- 
tory bills,  make  out  pay  checks,  pay  the  rent,  and 
handle  other  business  details. 

“I  don’t  expect  to  make  any  money.  I just 
expect  to  keep  the  practice  going  so  it  will  be 
there  for  me  when  I get  back,”  she  says. 

Meanwhile,  Dr  Williams  is  caring  for  military 
personnel  and  their  dependents  and  planning  to 
complete  the  next  phase  of  her  military  career  — 
flight  surgeon’s  training  — later  this  year.  “The 
flight  surgeon’s  course  is  specifically  for  physi- 
cians who  are  interested  in  aviation  medicine  and 
taking  care  of  pilots  and  air  craft  crews  and 
flying  MEDEVAC  (medical  evacuation),”  she 
explains. 

This  specialized  skill  is  in  high  demand  in  the 
military  and  may  increase  the  likelihood  of  fur- 
ther active  duty,  she  says,  but  she  welcomes  the 
prospect.  “It’s  just  the  most  exciting  and  thrilling 
thing  I’ve  ever  done  in  medicine,  being  allowed  to 
suit  up,  put  your  helmet  on,  and  get  between 
those  two  pilots  and  fly  off.” 


Betty  J.  Williams  is  a fam- 
ily physician  and  single 
mother. 
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Take  a break  from  your  routine.  Learn  to 
jump  out  of  an  airplane  in  airborne  school. 
Survive  Field  Survival  Training  with  a Special 
Forces  unit.  Or  put  your  skills  and  endurance 
to  the  test  in  a Combat  Casualty  Care  Course. 

The  Army  Reserve  can  take  you  abroad. 
And  to  the  forefront  of  medicine,  where  you’ll 
experience  the  kinds  of  training  and  education 


environments  that  only  the  Reserve  can  offer. 

Your  commitment?  Sixteen  hours  a month. 
Fourteen  days  a year.  Less,  in  some  cases, 
should  your  civilian  practice  demand  it. 

Find  out  more  about  how  we  operate.  And 
in  exchange  for  your  skills,  live  the  adventure 
of  your  life. 

Call  l-800'USA'ARMYext.431  today. 


ARMY  RESERVE  MEDICINE.  BE  ALLYOU  CAN  BE. 

USAR  AMEDD  Counselors: 

Maj  John  Terry  (512)  892-4554  Maj  Pedro  Ortiz  (915)  532-7190 

Maj  Craig  Hacker  (512)  826-9893  Maj  Leo  Bell  (214)  767-1640 

Maj  Joseph  Rankin  (713)  963-0815 


Treat  Your  Practice  As  Well  As 
You  Treat  Your  Patients 

Control-o-fax  has  helped  over  5,000  Texas  practices: 


Practice  Management  Solutions 

MifaK 


Call  Now  For  a FREE  booklet  “Is  It  Time  To 
Computerize  Your  Practice” 

1-800-553-0011 


• Improve  cash  flow 

• Maximize  insurance  payments 

• Increase  productivity 

• Reduce  accounts  receivable 

For  over  30  years,  Control-o-fax  dealers  have  provided 
automated  and  manual  systems  to  effectively  handle  the  needs 
of  practices  like  yours.  Our  staff  includes  ICD-9  and  CPT 
coding  specialists  who  can  provide  ongoing  support  to  keep 
you  ahead  of  the  insurance  game. 


IBM®  PS/2®  The  ControTo-fax 

Hardware  Computer  System  " 


Officers  Save  at  USAA 


When  you  compare  auto  or 
homeowners  insurance,  look  at  all  the 
variables. 

Do  you  get  the  kind  of  service  you 
deserve?  Are  your  insurance  rates 
competitive?  Do  you  earn  dividends? 

Do  you  share  in  the  company's  profits? 

At  USAA,  the  bottom  line  is  VALUE. 
You  save  both  time  and  money  when 
you  insure  with  us.  Here's  why. 

SELECT,  ECONOMICAL 

Because  of  your  military  affiliation, 
you  may  be  eligible  to  join  USAA  — a 
very  select  group.  We  take  pride  in 
knowing  that  the  members  we  serve 
(current  and  former  commissioned  and 
warrant  officers  in  the  U.S.  armed 
forces]  are  responsible  and  mature 
drivers  and  property  owners. 

Because  of  the  Association's 
selectivity,  our  insurance  rates  are 
highly  competitive,  highly  desirable. 

But  favorable  rates  are  just  a part  of  the 
USAA  story. 

We  offer  safe  driver  dividends, 
multiple  car  and  carpooler  discounts. 
When  you  protect  your  new  home  with 
USAA  coverage,  you  can  save  up  to 


20%.  And  save  even  more  by  installing 
an  approved  fire  and  burglar  protection 
system. 

When  you  insure  with  USAA,  you 
become  an  owner  of  the  Association. 
And,  down  the  road,  you'll  share  in  the 
company's  profits  through  the 

Subscriber's  Savings  Account. 

TOPS  IN  SERVICE 

Our  economical  coverage  may  bring 
you  to  us,  but  our  service  will  keep  you 
with  us.  Speedy  policy  and  claims 
service  is  bottom  line.  Just  ask  your 
friends  who  are  already  USAA 
merhbers.  And,  we're  always  just  a 
phone  call  away. 

INSURANCE  AND  OTHER 
FINANCIAL  SERVICES 

USAA  — a unique  company  which 
offers  you  more  than  auto  and 
homeowners  protection.  One  call  can 
connect  you  to  our  experts  in  life  and 
health  insurance,  mutual  funds, 
banking  services,  travel,  buying 
services.  A one-stop  approach  to  meet 
your  special  needs,  designed  to  SAVE 
YOU  TIME  AND  MONEY. 


ONE  FREE  CALL 

You'll  find  out  why  9 out  of  10  active 
duty  military  officers  save  time  and 
money  with  USAA.  Request  a free  auto 
or  homeowners  insurance  rate  quote. 
There's  no  obligation.  Then  consider 
the  "big  picture."  We  think  you'll  save 
with  USAA.  Call  us  today. 

1-800-292-8890 

'Safe  driver  dividends  are  not  available 
in  California. 

Those  eligible  for  USAA 
membership  include  anyone  who  is 
now  or  ever  has  been  an  officer  in  the 
U.S.  military.  In  addition, 
cadets/midshipmen  of  the  U.S.  military 
academies,  OCS/OTS  candidates,  ROTC 
cadets  under  government  contract,  and 
other  candidates  for  commission  are 
also  eligible  to  apply  for  membership. 


USAA 


JUST  WHAT  THE 
DOCTOR  ORDER 


^TNLESS  AUTO  LEASING 


For  FREE  information  call  l-SOO-S-z^-S 


E ACCEPT  TRADE-INS 
IW  MONTHLY  PAYMENTS 

j 

GAPP  INSURANCE 
INCLUDED 


iMBER:  NATIONAL  VEHICLE 
LEASING  ASSOCIATION 


APPLE 

Medical  Leasing 


NO  DOWN  PAYMENT 
NO  SECURITY  DEPOSIT 
FREE  LOANER  CAR 
FREE  DELIVERY 


Watch  for  your  new  AIDS 
booklet 

A TMA  booklet  outlining  the  his- 
tory of  the  AIDS  epidemic,  diagnosis 
and  care  for  HIV-infected  patients, 
infection  in  health-care  workers,  and 
ethics  of  medical  care  will  be  mailed 
this  month  to  all  Texas  physicians. 

The  booklet  is  the  result  of  col- 
laboration between  the  TMA  Coun- 
cil on  Public  Health,  the  AIDS 
Regional  Education  and  Training 
Centers  for  Texas  and  Oklahoma, 
and  the  Texas  Department  of 
Health,  and  is  designed  to  prepare 
physicians  for  expected  increases  in 
the  number  of  AIDS  cases. 

The  TMA  “AIDS  booklet,”  now 
in  its  second  revision,  first  appeared 
in  1983,  scarcely  2 years  after  the 
first  reports  of  a perplexing  syn- 
drome in  homosexual  men  in  Los 
Angeles.  The  most  recent  revision  of 
the  booklet  includes  information 
about  changes  in  distribution  of 
AIDS,  case  definition,  advances  in 
treatment  of  the  disease  and  its 
sequelae,  recommendations  for 
appropriate  physical  examination 
and  laboratory  tests,  patient  coun- 
seling and  follow-up,  and  referral. 

An  introduction  to  the  booklet 
{Managing  the  HIV-Infected/AIDS 
Patient)  points  out  that  the  number 
of  AIDS  cases  in  the  US  increased 
tenfold  between  1986  to  the  present 
— from  about  15,000  cases  to 
150,000  — and  that  even  darker 
times  lie  ahead. 

“The  predicted  increase  in  HIV- 
infected  patients  over  the  next  few 
years  will  surely  overwhelm  the  pre- 
sent cadre  of  HIV/AIDS  clinicians,” 
the  booklet  states.  “Other  physicians 
will  have  to  develop  the  expertise 
and  commitment  to  assist  in  the  care 


Public  Health 


of  these  patients.  This  is  not  an  epi- 
demic that  will  go  away,  nor  is  there 
any  specialty  or  practice  which  will 
remain  untouched  by  this  disease.” 

“In  some  states  15-20%  of  new 
cases  are  being  found  in  women,” 
the  booklet  states.  “In  the  United 
States,  blacks  and  Hispanics  are 
reported  as  having  AIDS  at  twice  the 
rate  of  non-Hispanic  whites.  Several 
states  now  report  that  new  cases  of 
AIDS  attributable  to  male-to-male 
sexual  contact  are  in  the  minority. 
There  are  now  as  many  cases 
attributed  to  heterosexual  contact  as 
there  were  total  cases  five  years  ago. 
In  many  ways  AIDS  has  become  an 
equal  opportunity  disease.” 

Albert  G.  Randall,  MD,  notes 
that  the  revised  booklet  is  the  result 
of  physicians’  continuing  demand 
for  updated  information  and  the  fact 
that  all  physicians  will  have  patients 
with  HIV  and  AIDS. 

“I  think  the  most  significant 
changes  between  editions  have  been 
the  provision  of  additional  informa- 
tion that  the  individual  family  prac- 
titioner or  private  physician  has 
had  to  have  because  each  of  us  is 
going  to  be  dealing  with  AIDS  or 
HIV  during  our  practice  — a 
change  that  has  occurred  in  the 
last  few  years.”  Dr  Randall  is 
chairman  of  TMA’s  Ad  Hoc  Inter- 
council Committee  on  AIDS  and 
of  the  Committee  on  Sexually 
Transmitted  Diseases.  He  is  also 
associate  commissioner  for  com- 
munity and  rural  health  at  the 
Texas  Department  of  Health. 

Primary  author  of  the  book- 
let is  Richard  M.  Grimes,  PbD, 
director  of  the  AIDS  Regional 
Education  and  Training  Cen- 
ters for  Texas  and  Oklahoma, 
based  at  The  University  of 
Texas  Health  Science  Center 
at  Houston. 


TMA  releases  Amado  M.  Pena 
print  for  Border  Health 
Conference 

“Danza  de  Colores,”  an  Amado  M. 
Pena  print  commissioned  by  the 
Texas  Medical  Association,  has  been 
released  for  sale  to  emphasize  health 
issues  addressed  at  the  Second 
Annual  Border  Health  Conference, 
sponsored  by  the  California  Medical 
Association. 

Crafted  with  striking  combina- 
tion of  rich  hue  and  bold  line,  the  30 
X 20-inch  print  is  Mr  Pena’s  most 
recent  addition  to  his  “Valley” 
series.  The  black-and-white  photo 
shown  above  is  a preliminary  ver- 
sion of  the  print. 

The  San  Diego  conference  is 
cohosted  by  the  state  medical 
societies  of  Arizona,  New  Mexico, 
and  Texas.  TMA  sponsored  the  first 
annual  Border  Health  Conference 
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last  year  in  El  Paso,  where  represen- 
tatives from  the  four  US  states  bor- 
dering Mexico  discussed  public 
health  problems  that  pose  increasing 
threats  to  the  health  of  citizens  on 
both  sides  of  the  border.  A primary 
goal  of  the  border  conferences,  says 
one  TMA  organizer,  is  to  keep  bor- 
der health  issues  in  the  public  eye 
and  to  develop  action-oriented  plans. 

The  conference  this  year  (Novem- 
ber 1 and  2)  features  addresses  by 
state  and  federal  spokespersons, 
including  US  Assistant  Secretary  for 
Health  James  O.  Mason,  MD,  DrPH. 
On  the  second  day  of  the  confer- 
ence, Laurance  N.  Nickey,  MD, 
chairman  of  the  TMA  Council  on 
Public  Health,  outlines  progress 
made  in  border  health  since  the  TMA 
border  health  conference  last  year. 

To  order  the  poster,  send  check  or 
money  order  to  the  Texas  Medical 
Association,  Public  Health  Depart- 
ment, 1801  N Lamar  Blvd,  Austin, 
TX  78701.  Cost  of  the  print  is 
$39.96  with  tax.  Money  from  sale 
of  the  print  will  help  offset  costs  of 
TMA’s  border  health  project. 

DHHS  announces  new 
system  for  reporting  vaccine 
reactions 

In  a letter  to  more  than  100,000 
physicians,  the  US  Department  of 
Health  and  Human  Services  (DHHS) 
has  announced  a new  system  for  re- 
porting adverse  reactions  to  vaccines. 

The  mass  mailing  included  guide- 
lines and  forms  for  reporting  adverse 
reactions  and  encouraged  physician 
to  participate  in  reporting  all  reac- 
tions, while  pointing  out  that  report- 
ing of  reactions  to  some  vaccines  is 
required  by  law. 


The  DHHS  Vaccine  Adverse 
Events  Reporting  System  (VAERS) 
will  accept  “a//  reports  of  suspected 
adverse  events  after  the  administra- 
tion of  any  vaccine,  in  all  age 
groups,”  US  Assistant  Secretary  of 
Health  James  O.  Mason,  MD,  DrPH, 
wrote  in  the  letter  to  physicians. 

Eor  more  information  about  the 
new  reporting  system,  call  (1-800) 
822-7967. 

Physician  Oncoiogy  Education 
Program  deveiops  CARE 
package  for  CME  programs 

Admit  it.  Organizing  a CME  pro- 
gram can  be  overwhelming,  binding 
enough  information  is  not  the  prob- 
lem, but  finding  the  right 
material  among  all 
that’s  available  can 
be.  It  comes  as 
videotapes,  audio- 
tapes,  software, 
reports,  bulletins, 
journal  articles,  book 
announcements,  ad 
infinitum. 

Your  colleagues  at  the  Physician 
Oncology  Education  Program 
(POEP)  understand.  They’ve  created 
a package  — a box  actually  — of 
cancer  education  materials  called 
CARE  (Cancer  Resources  for  Educa- 
tion). The  CARE  box  contains  selec- 
tions from  the  latest  POEP  publica- 
tions, audiotapes,  and  slide 
presentations,  while  providing  a 
place  to  keep  them. 

The  box  (about  12x12x4 
inches)  will  be  mailed  this  month  to 
CME  providers  in  Texas  hospitals. 


“The  idea  of  this  whole  project  is 
to  provide  those  in  charge  of  physi- 
cian education  in  hospitals  with  the 
resources  they  need  to  put  together  a 
cancer  education  program,”  says 
Catherine  Edwards,  PhD,  staff  direc- 
tor of  POEP.  “Everything  you  need 
for  a program  is  contained  in  the 
package.  It’s  a complete  resource  kit.” 

The  CARE  box  contains  the  fol- 
lowing materials: 

• Slide-script  presentations  on  pre- 
vention and  control  of  breast, 
lung,  and  colorectal  cancers; 

• POEP  core  curriculum  objectives 
designed  to  (a)  help  physicians 
select  appropriate  CME  courses 
in  cancer  prevention,  screening, 

and  early  detection;  (b)  help 
CME  providers  plan 
for  appropriate 
courses,  lecturers, 
and  educational 
materials; 

• Core  Cancer 
Library,  a catalog  of  the 
most  basic  current  clinical 
oncology  literature; 

Cancer  Control:  The  Physician’s 
Role,  a booklet  designed  to  help 
physicians  improve  skills  in 
informing  patients  about  cancer 
prevention,  early  detection,  and 
treatment; 

Smoking  cessation  information, 
including  the  Behavioral  Prescrip- 
tion for  Smoking  Cessation 
Pocket  Guide; 

POEP  funding  information  and 
applications  (see  related  article 
p53). 
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Commentary 


Dealing  with  AIDS 
in  the  ’90s 


Richard  M.  Grimes,  PhD 

Director,  AIDS  Regional  Education  and 
Training  Centers  for  Texas  and  Oklahoma 

Albert  G.  Randall,  MD 

Chairman,  TMA  Ad  Hoc  Intercouncil  Com- 
mittee on  AIDS,  and  Committee  on  Sexually 
Transmitted  Diseases 


Laurance  N.  Nickey,  MD 

Chairman,  TMA  Council  on  Public  Health 


As  this  year  began,  the  total  number 
of  AIDS  cases  reported  in  Texas 
since  the  beginning  of  the  epidemic 
was  just  over  8,000.  As  this  is  being 
written,  the  number  is  over  10,000. 
When  you  read  this,  the  number  will 
be  near  12,000.  Or  stated  another 
way,  about  one  of  every  1,500  Tex- 
ans has  been  diagnosed  with  this 
syndrome. 

As  frightening  as  these  numbers 
are,  reliable  estimates  suggest  there 
are  10  people  infected  with  the  virus 
for  every  diagnosed  case.  Even  more 
frightening  is  the  fact  that  the  aver- 
age time  between  infection  and  diag- 
nosis is  thought  to  be  more  than  10 
years.  This  means  that,  if  each 
infected  person  infects  one  other 
person  in  the  next  10  years,  the  epi- 
demic will  sustain  itself.  On  the 
other  hand,  if  each  infected  person, 
on  the  average,  transmits  the  disease 
to  more  than  one  other  person  over 
the  10-year  incubation  period,  then 
the  epidemic  will  grow. 
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Some  health  care  professionals, 
including  physicians,  once  took 
comfort  in  thinking  that  the  syn- 
drome only  affected  certain  groups 
and  believed  that  these  groups  were 
not  found  in  their  communities  or 
practices.  However,  no  area  of  Texas 
is  free  of  this  menace.  And  although 
the  outbreak  occurred  at  different 
times  in  different  risk  groups,  the 
epidemic  curve  for  each  group  is 
essentially  the  same.  This  is  also  a 
disease  of  all  ages.  Texas  has 
reported  over  eight  times  as  many 
cases  in  people  over  50  than  in  peo- 
ple under  20.  Clearly,  the  notion  of 
a safe  area  or  a safe  practice  setting 
is  not  true. 


Given  the  epidemiologic  evi- 
dence, the  only  question  is  how  the 
individual  practitioner  should 
respond  to  the  potential  onslaught 
of  cases.  One  response  might  be  to 
send  all  of  the  cases  one  might 
encounter  to  a major  medical  center. 
However,  it  is  hard  to  think  that  any 
referral  center  or  combination  of 
referral  centers  will  be  able  to  han- 
dle the  potentially  tens  of  thousands 
of  cases  likely  to  occur  in  Texas  over 
the  next  decade.  This  disease  will 
have  to  be  managed  locally  because 
there  is  no  reasonable  alternative. 

Managing  the  disease  will  require 
physicians  to  develop  two  types  of 
skills,  those  associated  with  treat- 
ment and  those  associated  with  pre- 
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vention.  While  the  treatment  of 
AIDS  was  once  thought  to  be  hope- 
less, there  are  now  many  new  treat- 
ments for  control  of  the  virus  or  its 
associated  conditions.  This  has  led 
many  clinicians  to  begin  to  think  of 
AIDS  as  a chronic  disease.  The  dis- 
ease is  not  curable,  but  a reasonably 
high  quality  of  life  can  be  main- 
tained for  an  extended  period  of 
time.  In  this  sense  AIDS  resembles 
certain  forms  of  cancer,  and  like  can- 
cer, it  requires  knowledgeable  clini- 
cians to  help  patients  reach  their 
maximum  amount  of  quality  life. 

Treating  the  HIV-infected  patient 
requires  that  physicians  enhance 
many  of  their  existing  skills.  AIDS 
does  not  present  new  diseases  or 
conditions.  For  example,  physicians 
have  treated  pneumonias,  fungal 
infections,  skin  cancers,  lymphomas, 
meningitis,  and  tuberculosis 
throughout  their  professional  lives. 
They  have  had  to  arrange  care  for 
indigent  patients.  They  have  cared 
for  dying  patients.  They  have  dealt 
with  people  who  became  ill  through 
behaviors  that,  if  changed,  would 
have  prevented  their  illnesses.  What 
is  different  in  AIDS  is  that  all  of 
these  conditions  can,  and  often  do, 
present  in  the  same  patient. 

Because  of  the  complexity  of  this 
syndrome,  an  extraordinary  degree 
of  practitioner  cooperation  is  neces- 
sary. Conditions  associated  with 
HIV  infection  may  present  as  pul- 
monary, oncologic,  obstetric,  psychi- 
atric, gastrointestinal,  dermatologic, 
neurologic,  pediatric,  ophthalmo- 
logic, or  surgical  problems.  In  addi- 
tion, the  full  range  of  pathology  and 
radiology  services  may  be  employed 
in  treating  an  HIV-infected  patient. 
Various  specialists  must  be  coordi- 
nated. Dentists  must  be  made  active 


members  of  the  care  team,  as  over 
90%  of  HIV  infected  individuals  will 
develop  oral  disease  of  one  sort  or 
another.  Nursing  staff  must  become 
familiar  with  new  drugs  and  their 
side  effects.  All  members  of  the  health 
care  team  will  have  to  be  trained  in 
self-protection,  and  they  will  have  to 
be  reassured  and  supported  in  the 
difficult  times  that  lie  ahead. 

With  regard  to  prevention, 
remember  that  this  is  a disease  that 
cannot  be  cured;  our  best  hope  is  to 
see  that  it  is  prevented.  This  is  done 
by  physicians  who  are  willing  to 
speak  to  patients  about  changing 
their  sexual  behaviors.  Every  case  of 
venereal  disease,  every  request  for 
birth  control,  and  every  encounter 
with  an  adolescent  is  an  opportunity 
to  educate  about  this  disease.  Physi- 
cians must  actively  seek  cases  so  that 
those  who  are  infected  can  be  coun- 
seled about  not  transmitting  the  dis- 
eases to  others. 

All  physicians  in  Texas  should 
receive  a booklet  this  month  (see 
related  story,  p 34)  that  provides 
guidelines  about  case  finding  and 
counseling  about  HIV/AIDS  preven- 
tion. You  are  strongly  urged  to  read 
this  and  other  AIDS-related  litera- 
ture. It  is  not  a question  of  whether 
or  not  you  are  involved.  The  only 
question  is  whether  you  will  be  pre- 
pared to  assist  your  patients  and 
your  community  in  coping  with  this 
disease. 


Integrated  Medical  System 


Sales  • Installation  • Training  • Support 
Medical  Office  Management  Software 


Claimstronic  Software 

Patient  information  • Claims  • State- 
ments • A/R  • Reports  • Multi-com- 
pany • Multi-doctor  • Electronic 
Claims  • Graphs/Charts  • Word  Proc- 
essor. 


Billing  Service  (DFW  Area) 

Full  Service  • Fax  machine  provided 
Answer  patients  and  insurance  com- 
panies inquiries  • Statements  • Follow 
up  on  claims  • All  reports  • Monthly 
meetings 


2225  E.  Randol  Mill 
Suite  305 
Arlington,  TX  76011 
(817)  640-9860 
FAX  (817)  649-3383 
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IF  YOUR  RETIREMENT  ISN’T  FAR  OFF,  YOUR  FINANCIAL 

PARTNER  SHOULD  BE  CLOSE  AT  HAND. 

Providing  for  retirement  can  be  an  occupation 
in  itself.  But  our  representatives  can  make  the 
job  easier. 

They’ll  help  you  figure  out  how  much  yearly 
income  you’ll  need  for  a comfortable  retirement 
and  how  to  maximize  your  retirement  portfolio. 
They’ll  even  help  you  accelerate  your  program  if 
you  started  late. 

To  receive  our  free  booldet  on  how  to 
prepare  for  a financially  secure  retire- 
ment, phone  your  local  representative  of 
The  New  England.  It  covers  annuities, 
pension  plans  and  401(I<)s,  and  explains 
which  options  offer  the  most  secure 
savings  and  the  most  dependable  income. 

That  way  when  it’s  time  to  finish  worldng  at  one 
job,  you  won’t  have  to  start  another. 

The  New  England.  Your  Financial  Partner, 
Your  Financial  Future. 


The  New  England^ 

Your  Financial  Partner 


The  Carey  Agency 

Austin  512-346-6020 

Ackley  Financial 

Dallas  214-871-7771 

New  England  Financial  Services 

Dallas  214-991-2244 

New  England  Financial  Services 

Houston  713-629-4200 


The  key  to  a lasting,  successful  partnership  is  trust/  ' ' " 

Entrusting  the  protection  of  your  medical  practice  to  an  insurer  is  one  of 
the  most  important  business  decisions  you  will  make.  Your  hiture  may  be 
affected  by  Ae  choice  you  make  today.  Sobering  statistics  indicate  that  you 
could  be  involved  in  a liability  claim  or  lawsuit  during  the  course  of  yoiu' 
medical  career.  You  need  a strong  partner  like  TMLT. 
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It  makes  good  sense  to  team  up  with 
TMLT.  Your  concerns  are  our  concerns.  We 
take  very  seriously  the  protection  of  your 
medical  practice,  providing  assurance  and 
strong  claims  defense  with  individual 
attention. 

in  today’s  complex  legal  environment, 
entity  that  insures  your  health  care  lia- 
eiaims  should  not  watch  from  the 
^ 'hat  be  in  the  game  with  you.  You 
’ at  stake.  The  criteria  for  se- 
should  not  be 


Remember  that  a liability  coverage  con- 
tract is  only  as  good  as  the  intent  and  integ- 
rity of  the  organization  who  offers  that  cov- 
erage. Pick  TMLT,  a strong  partner  you 
trust. 

Contact  us  to  learn  more  about 
care  liability  protection  plans  for  individu- 
als and  groups,  prior  acts  coverage,  pre- 
mium payment  options  including  mondily, 
quarterly  and  annual,  and  risk  mana^ei 
programs.  Let  us  tell  you 
TMLT’s  “Partners  in  '&ust” 
proven  tr^k  recqfd 


TEXAS  MEDICAL  LIABILI  T Y '“T  RUST 
P.O.  Box  14746  Austin,  Texas  78761 

“A  health  care  liability  claim  trust  created  by  the  Texas  Medical  Association 

Statewide  Services  Center:  1-800-580-TMLT 
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No,  indigent  patients  are  not 
more  iikeiy  to  sue 

Why  do  many  physicians  believe  so 
strongly,  despite  evidence  to  the  con- 
trary, that  they  are  at  more  risk  of 
lawsuit  from  indigent  patients? 

Those  beliefs  may  stem  from 
“horror  stories”  heard  about  col- 
leagues who  were  successfully  sued 
by  patients  they  treated  for  free  or  at 
reduced  cost. 

But  according  to  the  report  of  a 
TMA  task  force,  indigent  patients 
do  not  sue  physicians  more  frequently 
than  their  wealthier  counterparts. 

The  finding  is  but  one  part  of  the 
final  report  of  recommendations 
from  TMA’s  Task  Force  on  Indigent 
Health  Care.  The  report  was  accepted 
by  the  Council  on  Socioeconomics 
at  its  meeting  in  September  and  will 
be  presented  to  the  House  of  Dele- 
gates later  this  month.  The  task 
force  was  created  by  the  House  of 
Delegates  in  May  1988  to  seek  solu- 
tions to  the  problems  of  indigent 
health  care. 

As  evidence  against  the  percep- 
tion that  indigent  patients  sue  more 
frequently,  the  task  force’s  report 
cites  the  following: 

•TMA’s  1988  Liability  Survey 
documents  that  indigent  and 
Medicare/Medicaid  patients  do 
not  account  for  a disproportion- 
ately high  number  of  malpractice 
suits.  Instead,  the  number  of  suits 
brought  by  Medicaid  patients 
was  disproportionately  low. 

• When  questioned  about  whether 
they  charged  different  rates  to 
physicians  who  care  for  indi- 
gent/Medicaid  patients,  six  large 


Medical  Economics 


professional  liability  carriers  in 
Texas  confirmed  that  physicians 
who  treat  indigent  patients  or 
whose  practice  is  located  in  a 
medically  underserved  areas  are 
not  charged  higher  premiums. 

• Despite  solicitations  in  the  March 
1989  issue  of  TMA  Action  for 
information  from  physicians  who 
had  trouble  obtaining  liability 
coverage  if  they  treated  indigent 
patients,  no  physician  complained 
of  higher  premiums  or  difficulty 
obtaining  professional  liability 
coverage. 

• According  to  an  article  in  JAMA, 
“Are  Poor  Patients  Likely  to  Sue 
for  Malpractice?”  (Sept  8,  1989), 
both  Michigan  and  Maryland 
indigent/Medicare  patients  are 
“severely  underrepresented  in 
malpractice  litigation.”  The  arti- 
cle cites  similar  findings  from  the 
National  Association  of  Com- 
munity Health  Centers  and  the 
US  General  Accounting  Office. 

Also,  the  Pennsylvania 
Medical  Society  Trust  reported 
that  their  most  recent  cause  of 
loss  data  show  that  Medicaid 
patients  are  less  likely  to  be 
claimants  than  are  non-Medicaid 
recipients. 

The  real  problem  may  be  that 
indigent  patients  are  much  more 
likely  to  have  poorer  health  status 
because  of  inadequate  access  to 
health  care  and  are,  therefore,  more 
prone  to  bad  outcomes.  But,  as  the 
task  force  report  points  out,  as  long 
as  these  adverse  outcomes  do  not 
become  claims,  a physician’s  mal- 
practice exposure  is  not  altered  by 
caring  for  indigent  patients. 


For  a copy  of  the  report  in  early 
December,  contact  Karen  Batory, 
Texas  Medical  Association,  Depart- 
ment of  Socioeconomic  Research, 
1801  N Lamar  Blvd,  Austin,  TX 
78701,  phone  (512)  477-6704,  ext 
208. 

Health  care  policy  experts 
speak  at  TMA  conference 

Three  experts  who  have  direct 
impact  on  the  economic  side  of 
medicine  were  among  those  who 
spoke  at  TMA’s  Fall  Leadership 
Conference  in  Austin,  September  15. 

Physician  payment  reform  was 
the  focus  for  Jim  Bob  Brame,  MD, 
member  since  1986  of  the  Physician 
Payment  Review  Commission 
(PPRC),  which  advises  Congress  on 
Medicare  physician  payment  reform. 

“Physicians  have  borne  the  brunt 
of  much  senseless  regulation  that 
Congress  has  used  to  try  to  control 
health  care  costs,”  said  Dr  Brame,  a 
former  TMA  president.  “And  this 
has  actually  hampered  effective 
medical  care.” 

“The  questions  to  answer  are, 
‘How  can  we  as  a nation  obtain 
health  care  coverage  for  our  citizenry 
at  an  affordable  cost?’  and  ‘How 
can  we  begin  to  allocate  our  health 
care  resources  based  on  the  actual 
health  care  needs  of  the  patients 
rather  than  on  age,  as  we  have  in 
Medicare  right  now?”’  he  continued. 

Dr  Brame  said  step  one  in 
reforming  physician  payment  is  the 
development  of  the  Medicare  Fee 
Schedule,  set  to  begin  in  1992  with 
full  implementation  in  1996. 
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Ron  Lindsey,  commissioner  of 
the  Texas  Department  of  Human 
Services  since  1989,  spoke  to  confer- 
ence participants  about  the  factors 
that  created  this  year’s  Medicaid 
funding  crisis.  Federal  and  state 
mandates  to  provide  better  access  to 
medical  services  — to  qualify  more 
people  for  Medicaid  — have  come 
so  quickly  that  funding  has  not  been 
able  to  keep  up,  he  said. 

Mr  Lindsey  acknowledged  the 
critical  need  for  enough  doctors 
willing  to  serve  Medicaid  clients. 
“We  rely  on  you,  but  we  understand 
there  are  significant  impediments  to 
your  participation  m the  program,” 
he  said. 

The  need  to  raise  reimbursement 
rates,  particularly  in  the  area  of 
pediatric  services,  and  the  need  to 
reduce  red  tape  and  increase 
efficiency  were  two  department  ini- 
tiatives that  Mr  Lindsey  mentioned. 
“We  recognize  that  the  reimburse- 
ment rate  is  really  the  key  to  your 
ability  to  serve  Medicaid  clients  and 
we’re  working  with  you,  through 
TMA,  to  make  some  appropriate 
adjustments,”  he  said.  “Hopefully 
by  November  or  December,  we  will 
have  some  recommendations  for 
rate  increases  for  certain  pediatric 
services  such  as  newborn  care  and 
office  visits.” 

With  regard  to  red  tape  and 
bureaucracy,  Mr  Lindsey  said,  “I’m 
a miserable  bureaucrat.  I try  to  strip 
away  bureaucracy  anywhere  I can. 
One  of  the  things  that  I’ve  made 
very  clear  to  staff  is  that  I want  to 
eliminate  unnecessary  red  tape  to 


increase  our  efficiency  as  an  agency. 
It  won’t  happen  overnight,  but  it  is  a 
goal  I am  absolutely  committed  to.” 

Paulette  Standefer,  regional  direc- 
tor of  the  US  Department  of  Health 
and  Human  Services  since  December 
1989,  spoke  about  the  need  for  cau- 
tion in  reforming  America’s  health 
care  system.  “The  cost  of  this 
nation’s  health  care  system  has  been 
growing  at  an  unsustainable  rate,” 
she  said.  “But  it  is  essential  that  we 
look  at  what  is  good  about  our  sys- 
tem and,  as  much  as  possible,  permit 
the  medical  marketplace  to  work.” 

“We  do  not  want  to  rush  in  with 
unproven  government  remedies 
which  may  create  more  problems 
than  they  solve,”  she  continued. 
“Our  health  care  system  developed 
in  a uniquely  American  way.  Like- 
wise, solutions  must  be  American.” 

TMF  annual  report  shows  high 
approval  rates 

More  than  98%  of  the  Medicare 
inpatient  admissions  reviewed  by  the 
Texas  Medical  Foundation  (TMF) 
were  ultimately  approved,  according 
to  data  in  Quantum,  TMF’s  annual 
report  to  providers. 

During  the  period  covered  in  the 
report  (April  1,  1989,  through 
March  31,  1990),  108,501  reviews 
of  Medicare  inpatient  admissions 
were  completed,  with  106,594  cases 
approved,  for  a denial  rate  of  only 
1.76%.  More  than  644,600  Medi- 
care inpatient  hospitalizations 
occurred  during  that  time  period. 

As  a result  of  those  108,501 
reviews,  TMF  identified  783  cases 
with  confirmed  “quality  problems.” 


Commentary 

Medicare’s  Model 
Fee  Schedule 

Louis  J.  Goodman,  PhD 

Director,  TMA  Division  of 
Medical  Economics 

When  Secretary  of  Health  and 
Human  Services  Louis  W.  Sullivan, 
MD,  released  at  the  end  of  August  a 
preliminary  Model  Fee  Schedule 
containing  relative  values  for  more 
than  1,400  physician  services,  physi- 
cians got  their  first  real  look  at  part 
of  Medicare’s  upcoming  physician 
payment  reform. 

These  1,400  procedures  represent 
about  18  specialties  and  about  two 
thirds  of  Medicare-allowed  charges 
for  physician  services.  Relative  val- 
ues for  an  additional  14  specialties 
are  expected  to  be  released  by  the 
end  of  the  year. 

As  most  physicians  are  aware, 
implementation  of  physician  pay- 
ment reform  and  the  Resource- 
Based  Relative  Value  Scale  represent 
the  biggest  changes  to  the  Medicare 
program  since  its  inception  in  1966. 
The  relative  value  scale  and  other 
payment  reform  provisions  will  be 
implemented  over  a 5-year  transi- 
tion period  beginning  January  1, 
1991,  and  ending  January  1,  1996. 

January  1,  1991,  will  see  the 
implementation  of  balance  billing 
limitations  at  125%  of  the  nonpar- 
ticipating prevailing  rate  or  the 
MAAC  (Maximum  Allowable 
Actual  Charge),  whichever  is  lower. 
This  will  begin  the  phase-in  into  the 
relative  value  scale. 
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Medicare  reimbursement  expert  Harold  Whittington  tells  physicians 
attending  TMA’s  1990  Fall  Leadership  Conference  how  to  decide  in  a step- 
by-step  fashion  whether  to  participate  in  Medicare.  Mr  Whittington  was  a 
member  of  a panel  on  “Maximizing  Understanding  of  Reimbursement 
Policies.”  Also  participating  in  the  program  were  Robert  K.  Pendergrass, 
MD,  Austin,  vice  president  and  medical  director  of  National  Heritage 
insurance  Company,  and  Rogers  Coleman,  MD,  Dallas,  executive  vice 
president  and  chief  operating  officer  of  Blue  Cross  & Blue  Shield  of  Texas. 


On  January  1,  1992,  a blended 
Medicare  payment  by  procedure  will 
be  implemented.  Based  on  part  of 
the  current  payment  and  part  of  the 
new  relative  value,  this  phase-in  will 
continue  through  1996,  when  the 
full  relative  value  scale  for  Medicare 
services  will  be  the  basis  for  pay- 
ment for 

all  Medicare  services  in  the  country. 

Two  central  elements  of  the  new 
payment  system  are  the  Medicare 
Fee  Schedule  and  the  Medicare  Vol- 
ume Performance  Standard. 

The  Medicare  Fee  Schedule 

The  first  element  of  the  new  system, 
the  Medicare  Fee  Schedule,  is  com- 
prised of  the  relative  value  scale 
multiplied  by  a geographic  practice 
cost  index  multiplied  by  a conver- 
sion factor.  Relative  values  will  be 
the  same  throughout  the  country. 
Likewise,  the  conversion  factor,  once 
established,  will  be  constant 
throughout  the  country,  although 
there  is  a provision  in  the  Omnibus 
Budget  Reconciliation  Act  of  1989 
for  a separate  conversion  factor  for 
surgical  procedures. 

The  only  factor  that  will  vary 
among  areas  in  Texas  and  between 
Texas  and  other  states  is  the  geo- 
graphic practice  cost  index  (GPCI), 
discussed  in  detail  in  the  July  issue 
of  Texas  Medicine  (pp  68-74).  In 


general,  the  GPCI  is  based  on  cost- 
of-living  differences  in  different 
locales.  The  higher  the  cost  of  living, 
the  higher  the  geographic  adjust- 
ment factor.  Thus,  rural  areas  would 
have  the  lowest  GPCIs,  and 
metropolitan  areas  would  have  high 
GPCIs.  However,  the  GPCI  is  sub- 
stantially flawed  and  in  need  of 
significant  revision. 

One  potentially  disturbing  simi- 
larity between  the  relative  value 
scale  and  the  prospective  payment 
system  and  DRGs  that  were  created 
for  hospitals  is  the  definition  of  geo- 
graphic areas,  based  on  the  distinc- 
tions between  the  terms  “urban” 
and  “rural.”  Urban  areas  under 
DRGs  get  substantially  higher  pay- 
ments than  rural  areas,  but  the 
definition  of  “urban”  and  “rural”  is 
subject  to  much  debate  — so  much 
so  that  this  year  a national  hospital 
geographic  review  panel  was  estab- 
lished to  designate  urban  and  rural 
areas  for  DRG  payments. 

To  penalize  rural  areas  from  the 
onset  under  the  current  GPCI  mech- 
anism flies  in  the  face  of  government 
policy  and  incentives  to  hospitals, 
physicians,  and  geographic  areas  to 
provide  services,  attract  physicians, 
and  maintain  the  fabric  of  rural  life. 


Medicare  Volume  Performance  Standard 

The  second  element  of  payment 
reform  is  the  Medicare  Volume  Per- 
formance Standard  (MVPS).  This 
performance  standard  is  based  on 
elements  proposed  by  the  AMA  in 
its  long  legislative  struggle  during 
the  last  congressional  session. 

Essentially,  the  MVPS  is  based  on 
either  an  automatic  formula  that 
includes  changes  in  inflation, 
beneficiary  enrollment,  and  utiliza- 
tion of  services,  or  on  a recommen- 
dation by  Congress.  This  factor  is 
then  compared  to  the  actual  rate  of 
increase  in  physician  services. 

Whether  the  increase  in  physician 
services  was  greater  or  lesser  than 
projected  by  this  formula  will  deter- 
mine the  update  factor,  or  increase 
in  the  conversion  factor  for  the 
Medicare  Fee  Schedule.  The  conver- 
sion factor  update  will  be  the  Health 
Care  Financing  Administration’s 
attempt  to  measure  and,  to  the 
extent  possible,  control  the  increase 
in  volume.  Keep  in  mind  that  in 
order  for  a payment  reform  system 
to  work  it  not  only  must  address 
price  — through  the  relative  value 
scale  — but  it  must  address  volume 
of  services  as  well  — through  the 
Medicare  MVPS. 
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The  effect  on  Texas  physicians 

Factors  in  the  payment  reform  sys- 
tem that  will  have  an  especially 
significant  impact  in  Texas  involve 
the  estimation  of  global  surgical  fees 
and  the  determination  of  how  to 
value  office  visits. 

Currently,  global  surgical  fees  in 
Texas  are  based  on  payment  for  3 
days  of  pre-op,  the  surgery  itself, 
and  28  days  post-op.  The  recom- 
mendation from  the  Physician  Pay- 
ment Review  Commission  (PPRC), 
which  advises  Congress  on  physician 
payment  reform,  separates  out  ini- 
tial office  consultations,  provides  no 
pre-op  days,  and  recommends  90 
days  post-op  payment,  in  addition 
to  the  surgery  itself. 

Office  visits,  which  are  based  on 
definitions  ranging  from  initial,  lim- 
ited, routine,  intermediate  to  com- 
plex and  comprehensive  are  being 
evaluated  with  respect  to  time.  Cur- 
rent recommendations  call  for  office 
visits  to  be  based  on  a time  unit  or 
some  combination  of  time  and  con- 
tent of  the  office  visit.  (See  related 
story,  this  page.) 

It  is  clear  that  almost  every  ele- 
ment of  the  physician  side  of  the 
Medicare  program  is  being  reevalu- 
ated, and  it  won’t  stop  with  Medi- 
care. Currently,  the  PPRC  is  study- 
ing recommendations  regarding 
Medicaid  programs  and  managed 
care  systems.  And,  the  Texas 
Department  of  Human  Services  has 
indicated  some  interest  in  a relative 
value  scale  in  lieu  of  the  current 
Medicaid  payment  system. 


While  the  preliminary  Model  Fee 
Schedule  is  supposed  to  be  for  illus- 
trative review  only,  it  gives  us  a 
good  preview  of  what  will  almost 
certainly  be  a main  focus  of  debate 
for  medicine  in  this  decade. 

Of  special  interest  and  benefit  to 
Texas,  the  so-called  ‘Texas  problem,’ 
discussed  in  the  July  issue  of  Texas 
Medicine,  which  meant  very  low 
GPCIs  would  have  been  incorrectly 
applied  to  higher  cost  areas,  has 
been  corrected  in  the  preliminary 
Medicare  Fee  Schedule.  This  correc- 
tion is  due  to  the  work  of  Sen  Floyd 
Bentsen  (D-Texas)  and  a promise 
made  by  HCFA  administrator  Gail 
Wilensky,  PhD,  to  fix  that  particular 
problem. 

New  Medicare  codes 
may  call  for  keeping 
track  of  time 

Kathy  Trombatore 

Managing  editor 

You  may  want  to  make  sure  your 
watch  keeps  good  time  before  the 
new  Medicare  payment  system  kicks 
in  on  January  1,  1992. 

One  of  the  likely  changes  in  the 
way  physicians  will  be  reimbursed 
involves  using  time  as  a factor  in 
visit  and  consultation  codes. 

And  while  government  officials 
have  vigorously  denied  that  the 
new  system  will  require  physi- 
cians to  “punch  the 
clock,”  David  Mar- 
cus, PhD,  director 
of  TMA’s  Depart- 
ment of  Health 
Care  Financing, 


says  physicians  should  expect  to 
make  some  major  changes  in  the 
organization  of  their  offices. 

Instead  of  the  approximately  70 
Current  Procedural  Terminology  (CPT) 
codes  now  used,  the  new  system 
probably  will  include  three  classes  of 
codes  for  visits  and  consultations. 

The  three  classes  of  codes  are 
expected  to  cover:  new  patient/ini- 
tial care;  established  patient/subse- 
quent care;  and  consultations.  Each 
of  the  classes  will  divide  into  five 
levels,  reflecting  the  content  of  the 
service,  complexity  of  the  case,  and 
amount  of  time  a physician  typically 
spends  face-to-face  with  a patient  in 
such  cases.  (See  definitions  of  levels 
on  pp  44-45.) 

Why  use  time  as  a factor?  In 
part,  because  it’s  the  most  measur- 
able part  of  an  office  visit,  says  Dr 
Marcus.  “It’s  so  hard  to  define  visits 
in  terms  of  the  amount  of  work 
done,  because  there  isn’t  some  one 
thing  that  a physician  does  in  a visit. 
So,  in  order  to  have  uniform 
definitions  of  work,  you  have  to  find 
a common  thread — like  time.” 

Proponents  of  the  new  coding 
system  say  using  time  as  a factor  will 
allow  assignment  of  accurate  and 
equitable  relative  val- 
ues. And  results  from 
the  Harvard  Resource- 
Based  Relative  Value 
Study  clearly  indicated  that 
physicians  in  different  spe- 
cialties estimate  work  simi- 
larly for  the  same  type  of  visit 
that  lasts  a given  amount  of  time. 

Also,  while  the  definitions  of  the 
five  levels  are  based  on  a physi- 
cian’s typical  face-to-face  time 
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with  a patient,  compensation  for 
tasks,  such  as  reviewing  charts  — 
that  occur  before  and  after  the 
actual  encounter  is  built  into  the 
payment  system.  Also  built  in  is 
practice  cost,  which  will  include 
salaries  of  nurses  and  other  non- 
physicians who  have  contact  with 
the  patient,  along  with  costs  for 
equipment  and  general  overhead. 

But  the  time  factor  in  the 
definitions  of  the  codes  should  not 
be  emphasized  over  the  content  or 
complexity  factor,  says  Celeste  G. 
Kirschner,  director  of  the  AMA 
Department  of  Coding  and  Nomen- 
clature. “The  times  in  the  codes  are 
just  one  factor  to  guide  physicians  in 
selecting  the  appropriate  level,”  she 
said. 

The  new  proposed  coding  system 
is  the  result  of  the  cooperative  effort 
of  Medicare  officials,  the  Physician 
Payment  Review  Commission,  and 
the  American  Medical  Association, 
although  the  PPRC  and  AMA  are 
not  expected  to  make  final  decisions 
on  the  changes  until  later  this  year. 
Also,  the  Health  Care  Financing 
Administration  will  have  to  approve 
any  changes  before  they  are  adopted 
by  Medicare. 

The  effort  to  revise  coding  for 
visits  and  consultations  reflects  the 
government’s  desire  to  raise  fees  for 
primary-care  physicians,  and  to  nar- 
row the  gap  between  the  incomes  of 
urban  and  rural  doctors. 

“Perhaps  the  most  important  fea- 
ture about  the  new  Medicare  Fee 
Schedule  is  that  it  places  a floor 
under  access  to  primary  care,”  said 
Dr  Marcus.  “In  this  period  of  really 
severe  economic  pressure,  instead  of 
cutting  across  the  board,  the  system 
protects  primary  care.  That’s  going 
to  make  a big  difference.” 


Proposed  Payment  Levels 

Here  are  the  definitions  for  the  five  levels  of  service  recommended  by  a con- 
sensus group  sponsored  by  the  AMA  and  the  Physician  Payment  Review 
Commission.  The  group  has  recommended  three  classes  of  evaluation  and 
management  (EM)  codes,  with  each  class  divided  into  five  levels  of  service. 


LEVEL  1 

Evaluation  and  management  of  a 
minor  problem  with  straightforward 
diagnosis  and  treatment,  requiring 
minimal  or  no  history  and  physical 
examination. 

Physicians,  on  average,  spend  5 
minutes  performing  EM  services 
face-to-face  with  the  patient  and/or 
family  in  a Level  1 visit. 

LEVEL  2 

Evaluation  and  management  of  an 
uncomplicated  problem  requiring  a 
problem-focused  history  and  physi- 
cal examination  and  minimal  coun- 
seling (such  as  an  existing  problem 
with  minor  change  in  pattern  or  a 
periodic  reevaluation). 


Physicians,  on  average,  spend  15 
minutes  performing  EM  services 
face-to-face  with  the  patient  and/or 
family  in  a Level  2 visit. 

LEVELS 

Evaluation  and  management  of  a 
single  problem  requiring  the  consid- 
eration of  multiple  potential  diag- 
noses or  treatment  options.  This 
visit  includes  a detailed  single-sys- 
tem or  a general  multi-system  his- 
tory and  physical  examination  and  / 
or  a moderate  amount  of  counseling. 
OR 

Evaluation,  management,  and 
integration  of  several  straightfor- 
ward problems  requiring  a detailed 


Ultimately  the  new  coding  system 
is  expected  to  improve  access  to 
health  care,  particularly  for  those 
patients  whose  complex  problems 
require  longer  office  visits.  Physi- 
cians will  be  able  to  code  for  these 
lengthy  visits  and  receive  fairer  reim- 
bursement. 

One  advantage  mentioned  by 
proponents  of  the  new  system  is  that 
the  codes  can  be  uniformly  inter- 
preted by  physicians,  patients,  and 
payers. 

Physicians  can  expect  to  have  to 
defend  their  coding  practices,  includ- 
ing documenting  time  spent  with 
patients. 

“I  don’t  think  any  reviewer  is 
going  to  come  after  a physician  and 
say,  ‘Gee,  you  only  spent  29  minutes 
with  this  patient.  How  can  you  bill 
at  this  level?’  said  Dr  Marcus.  “But 
if  you’ve  billed  codes  that  indicate 
you’ve  practiced  42  hours  in  an  8- 
hour  day,  or  if  you  say  you  spent  60 


minutes  with  a patient  with  a com- 
mon cold,  they’re  not  going  to 
accept  it.” 

What  should  physicians  do  now 
to  prepare  for  the  coding  changes? 
“Right  now  we  are  in  a ‘watch  and 
wait’  period,  but  before  1992,  physi- 
cians will  need  to  make  a major 
effort  to  re-educate  their  staffs  and 
themselves  about  the  coding  and 
billing  process,”  Dr  Marcus  advised. 
“It  would  be  a good  idea  for  physi- 
cians to  start  thinking  of  ways  in 
which  they  can  monitor  time  spent 
face-to-face  with  patients.” 

TMA’s  role  in  helping  its  mem- 
bers prepare  for  the  new  coding  sys- 
tem is  to  “provide  reliable,  prag- 
matic information,  early  enough  that 
physicians  can  plan  a smoother  tran- 
sition,” said  Dr  Marcus.  “We’re 
determined  to  help  our  members 
make  sense  out  of  a seemingly  end- 
less flow  of  information  about  pay- 
ment issues.” 
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single-system  or  general  multi-sys- 
tem history  and  physical  examina- 
tion and/or  a moderate  amount  of 
counseling. 

Physicians,  on  average,  spend  30 
minutes  performing  EM  services 
face-to-face  with  the  patient  and/or 
family  in  a Level  3 visit. 

LEVEL  4 

Evaluation  and  management  of  an 
extremely  complex  single  problem 
requiring  consideration  of  an  exten- 
sive differential  diagnosis  and  multi- 
ple treatment  options.  This  visit 
includes  a thorough  history,  an  in- 
depth  single-system  or  multi-system 
physical  examination  and/or  exten- 
sive counseling. 

OR 

Evaluation  and  management  of  mul- 
tiple problems  requiring  a complex 
management  plan  integrating  multi- 
ple therapies  and/or  care  among 
multiple  providers.  This  visit 
includes  a thorough  multi-system 


history  and  physical  examination 
and/or  extensive  counseling. 

Physicians,  on  average,  spend  45 
minutes  performing  EM  services 
face-to-face  with  the  patient  and/or 
family  in  a Level  4 visit. 

LEVELS 

Evaluation,  management,  and  inte- 
gration of  multiple  complex  prob- 
lems, each  requiring  consideration 
of  an  extensive  differential  diagnosis 
and  multiple  treatment  options.  This 
visit  includes  a comprehensive  his- 
tory and  physical  examination, 
extensive  counseling,  review  of  data 
from  multiple  sources,  and/or  coor- 
dination or  care  among  multiple 
providers  and  caregivers. 

Physicians,  on  average,  spend  60 
minutes  performing  EM  services 
face-to-face  with  the  patient  and/or 
family  in  a Level  5 visit. 


Personal  Finance 

Careful  estate  planning 
eases  financial  and 
legal  problems 

Duncan  E.  Osborne,  JD 
Robin  B.  Meyer,  JD 

Graves,  Dougherty,  Hearon  & Moody, 
Austin,  Texas. 

The  emotional  impact  of  a family 
member's  death  or  incapacity  often 
is  exacerbated  by  financial  and  legal 
problems  caused  by  inadequate 
estate  planning.  This  article  dis- 
cusses the  preparation  of  a suitable 
estate  plan.  That  plan  should  take 
into  account  foreseeable  changes  in 
an  individual’s  net  worth,  retirement 
goals,  support  needs  of  the  surviving 
spouse  and  children,  contingency 
planning  for  physical  or  mental 
incompetency,  the  effect  of  federal 
and  state  death  taxes,  and  charitable 
objectives. 


Wills 

Since  Texas  law  permits  a “stream- 
lined” probate  process,  most  Texas 
residents  employ  a will  as  their  pri- 
mary estate  planning  vehicle. 
Through  the  medium  of  a will,  an 
individual  may  divide  assets  among 
family  members,  direct  assets  to 
specific  individuals,  make  charitable 
gifts,  place  property  in  trust  for 
minor  or  incapacitated  beneficiaries, 
and  name  a guardian  for  minor  chil- 
dren if  both  parents  are  deceased. 

Non-probate  assets 

Many  people  are  unaware  that  dis- 
position of  a large  part  of  their 
assets  at  death  is  unaffected  by  the 
provisions  contained  in  their  wills, 
particularly  if  they  are  married. 
Assets  that  pass  according  to  a con- 
tract (such  as  life  insurance  pro- 
ceeds), under  the  terms  of  a trust 
agreement  (including  many  retire- 
ment plan  benefits),  or  by  right  of 
survivorship  (commonly,  bank 
accounts  and  brokerage  accounts). 


are  called  “non-probate”  assets 
since  they  are  not  subject  to  probate 
court  administration.  Instead,  such 
assets  pass  according  to  the  terms  of 
the  applicable  insurance  contract, 
retirement  plan,  or  survivorship 
agreement.  Failure  to  coordinate  the 
disposition  of  non-probate  assets 
could  result  in  unintended  conse- 
quences and  unnecessary  expense, 
particularly  in  estates  sufficiently 
large  to  be  subject  to  federal  estate 
tax.  Although  non-probate  assets 
are  not  included  in  an  individual’s 
estate  for  probate  administration 
purposes,  they  are  included  in  the 
individual’s  estate  for  purposes  of 
computing  federal  and  state  death 
taxes. 

Living  trusts 

An  increasingly  popular  and  very 
flexible  supplement  to  the  will  is  a 
living  trust.  Most  frequently,  indi- 
viduals use  a living  trust  as  a vehicle 
for  managing  property  if  they 
become  incompetent  or  simply  no 
longer  wish  to  manage  their  business 
affairs  personally.  Living  trusts  also 
are  beneficial  in  coordinating  man- 
agement of  diverse  assets  or  prop- 
erty located  in  several  different 
states.*'  Lastly,  living  trusts  provide 
the  advantage  of  privacy  regarding 
financial  affairs  since  trust  assets 
need  not  be  disclosed  on  the  estate 
inventory  filed  in  the  probate  court 
records.  The  primary  disadvantages 
in  creating  a living  trust  are  costs 
required  to  transfer  assets  to  the 
trust  (eg,  preparation  of  deeds  to 
transfer  real  property;  reregistration 
of  securities)  and  the  fact  that  the 
trust  may  have  to  file  a separate 
income  tax  return. 
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Estate  tax 

Federal  law  currently  imposes  an 
estate  tax  on  estates  valued  at  more 
than  $600,000.  The  definition  of  a 
taxable  estate  for  estate  tax  pur- 
poses is  very  broad  and  includes  all 
property  in  which  the  decedent 
owned  an  interest  at  death.  It  is 
important  to  note  that  although  life 
insurance  proceeds  are  not  taxable 
as  income  to  the  recipient,  the  value 
of  the  proceeds  are  taxable  in  the 
estate  of  the  insured  (if  he  or  she 
owned  any  interest  in  the  policy). 

Through  careful  estate  planning, 
married  couples  may  “shelter”  up  to 
$1.2  million  in  assets  from  federal 
estate  tax.  Property  passing  to  a sur- 
viving spouse  that  meets  certain 
statutory  requirements  qualifies  for 
a marital  deduction,  with  the  result 
that  tax  on  such  property  is  deferred 
until  the  death  of  the  surviving 
spouse. t Charitably  minded  individ- 
uals can  realize  additional  tax  sav- 
ings by  making  bequests  to  charities 
that  qualify  for  an  estate  tax  charita- 
ble deduction. 

Lifetime  gifts 

Individuals  who  face  potential  estate 
tax  liability  frequently  use  gifts  to 
individuals  and  charities  to  reduce 
the  size  of  their  taxable  estates. t 
Under  present  law,  each  individual 
may  take  advantage  of  an  “annual 
exclusion”  that  permits  him  or  her 
to  give  up  to  $10,000  per  year  to  as 
many  recipients  as  he  or  she 
chooses,  free  of  federal  gift  tax.§ 
Married  couples  can  combine  their 
annual  exclusions  to  give  a maxi- 
mum of  $20,000  per  year  to  each 
recipient.  Over  a period  of  years, 
donors  can  transfer  a considerable 
amount  of  assets  to  family  members 
or  friends  (and  substantially  reduce 
their  potential  estate  tax  liability) 


Medical  Economics 


though  a regular  program  of  annual 
exclusion  gifts. 

Gifts  to  qualified  charities  receive 
a gift  tax  charitable  deduction  and 
therefore,  like  annual  exclusion 
gifts,  reduce  the  donor’s  taxable 
estate  without  generating  any  gift 
tax.  Charitable  gifts  made  during  a 
person’s  lifetime  provide  the  addi- 
tional advantage  of  generating  an 
income  tax  deduction  in  the  year  in 
which  the  gift  is  made. 

Since  federal  tax  policy  encour- 
ages charitable  giving,  current  tax 
laws  permit  considerable  flexibility 
in  the  form  of  charitable  gifts  and 
incorporate  methods  permitting  a 
donor  to  retain  an  interest  in  the 
property  given  to  charity.  A donor 
can  take  advantage  of  this  flexibility 
to  provide  for  a steady  income  in  the 
event  of  his  or  her  own  retirement 
or  incapacity  while  still  taking 
advantage  of  the  income,  estate,  and 
gift  tax  advantages  of  a charitable 
contribution. 

For  example,  a donor  can  make  a 
lifetime  gift  to  a charitable  remain- 
der trust  and  receive  an  income  tax 
deduction  for  the  value  of  the  gift.H 
Under  the  terms  of  the  trust  agree- 
ment, the  donor  continues  to  receive 
part  of  the  income  from  the  trust  (a 
minimum  of  5%)  for  his  or  her  life- 
time. Upon  the  donor’s  death,  the 
remaining  trust  property  passes  to 
the  designated  charitable  beneficiary. 
A charitable  remainder  trust  can 
also  be  drafted  to  provide  support 
for  the  donor’s  spouse,  children, 
parents,  or  any  other  individual 
income  beneficiary.  Gifts  of  highly 
appreciated  property  to  a charitable 
remainder  trust  are  popular  since,  as 
a tax-exempt  entity,  the  trust  may 
dispose  of  such  property  without 
incurring  a capital  gains  tax. 


Individuals  who  own  insurance 
policies  (especially  paid-up  policies) 
that  are  no  longer  necessary  for  fam- 
ily support  may  give  the  policies  to  a 
qualified  charity.  The  gift  removes 
the  value  of  the  insurance  policy 
proceeds  from  the  donor’s  taxable 
estate  and  provides  the  donor  with 
an  income  tax  charitable  deduction 
in  the  year  the  gift  is  made.*'’'" 

Conclusion 

Careful  estate  planning  is  important 
not  only  to  provide  for  family  secu- 
rity, but  also  to  minimize  potential 
estate  tax  liability.  A well-drafted 
will  or  trust  combined  with  a life- 
time giving  program  to  friends,  fam- 
ily, and/or  charity,  can  substantially 
affect  the  estate  tax  burden  on  an 
individual’s  estate.  Charitable  giving 
programs  can  have  the  added  benefit 
of  providing  a current  income  tax 
deduction  as  well  as  reducing  poten- 
tial estate  tax  liability.  Individuals 
should  consult  their  estate  and  tax 
planning  professionals  to  develop 
plans  tailored  to  their  financial  sta- 
tus, family  needs,  and  charitable 
inclinations. 

*■!£  a decedent  owns  real  property  in  states 
other  than  his  or  her  state  of  residence,  so- 
called  “ancillary”  probate  proceedings  in  the 
state  in  which  the  property  is  located  are  nec- 
essary to  transfer  title  to  the  property  to  the 
beneficiaries  of  the  decedent’s  estate.  Since  the 
probate  procedures  of  many  states  are  rather 
arcane  and  cumbersome,  ancillary  probate 
generally  should  be  avoided  where  possible. 

fRecently  enacted  tax  law  amendments 
severely  restrict  the  availability  of  marital 
deduction  treatment  for  gifts  to  surviving 
spouses  who  are  not  United  States  citizens. 

See  Internal  Revenue  Code  Section  2056A. 
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tThe  overall  size  of  an  individual’s  estate  sub- 
stantially affects  the  applicable  estate  tax 
rate.  Federal  estate  tax  rates  are  higher  and 
increase  more  sharply  than  do  current  US 
individual  income  tax  rates.  Under  current 
tables,  estates  of  $600,000  to  $750,000  are 
taxed  at  a rate  of  37%  while  estates  of  $2 
million  to  $2.5  million  are  taxed  at  a rate  of 
$49%.  The  current  maximum  federal  estate 
tax  rate  is  55%. 

§Earlier  this  year,  a proposal  to  restrict  the 
total  per-donor  amount  of  the  annual  exclu- 
sion to  $30,000  was  introduced  in  the  US 
Congress.  At  the  date  of  this  article,  there  has 
been  no  further  action  on  this  proposal,  but 
individuals  should  consult  an  estate  planning 
professional  before  beginning  an  annual 
exclusion  giving  program. 

fVery  large  charitable  gifts  may  run  afoul  of 
the  30%  and  50%  of  adjusted  gross  income 
ceiling  on  charitable  deductions.  Excess  de- 
ductions may  be  carried  forward  for  5 years. 

’’'Under  Section  2035  of  the  Internal 
Revenue  Code,  proceeds  of  life  insurance 
policies  transferred  within  3 years  prior  to 
death  are  included  in  the  donor’s  estate;  how- 
ever, the  estate  receives  an  offsetting  deduc- 
tion if  the  policy  has  been  given  to  a qualified 
charity. 


YOCOM 

YOHIMBINE  HCI 


Oescriptton:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a sbmulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon«  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  informah'on  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  comnxin  after  parenteral  administration  of  the  drug.'  '2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. ^ 3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  ^ 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 

orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness . In  the  event  of  side  effects  dosage  to  be  reduced  to  'h  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.  3 
How  Supplied:  Oral  tablets  of  Yocon'^  1/12  gr.  5.4  mg  in 
bottles  of  100’s  NDC  53159-001-01  and  1000’s  NDC 
53159-001-10. 
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world's  leading  provider  of  peer-reviewed  original, 
clinical  editorial  concerned  with  the  diagnosis  and 
treatment  of  cardiovascular  disease. 
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A BRIGHT  IDEA... 

IN  MILD  TO  MODERATE 
HYPERTENSION 

180-mg  Calan  SR...once-dailv,  single-agent  therapy 


• Efficacy  proven  comparable  to  240  mg' 

• 24-hour  control  with-once-daily  dosing'* 

• Low-dose,  well -tolerated"  therapy' 

A more  economical  choice* 


•Total  daily  dosages  above  240  mg  should  be  administered  in  divided 
doses.  Calan  SR  should  be  administered  with  food. 

'Constipation,  which  is  easily  managed  in  most  patients,  is  the  most 
commonly  reported  side  effect  of  Calan  SR. 

‘Price  comparison  versus  240-mg  Calan  SR. 

Please  see  next  page  of  this  advertisement  for  references  and  a brief 
summary  of  prescribing  information. 
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Consistent  with  1988  JNC  recommendation... 

The  1988  report  of  the  Joint  National  Committee  on  Detection,  Evaluation, 
and  Treatment  of  High  Blood  Pressure  recommends  that  blood  pressure 
be  controlled  "...with  the  fewest  drugs  at  their  lowest  dose...."^ 


When  you  want  high 
single-agent  efficacy  in  a 
lower  dose,  prescribe... 


SUSTAINED-RELEASE  CAPLETS 


A BRIGHT  IDEA 

in  verapamil  SR  therapy 
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BRIEF  SUMMARY 

Contraindications:  Severe  LV  dysfunction  (see  Warnings],  hypotension  (systolic  pressure 
< 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syndrome  (if  no  pacemaker  is  present),  2nd-  or 
3rd-degree  AV  block  (if  no  pacemaker  is  present),  atrial  flutter/fibrillation  with  an  accessory 
bypass  tract  (eg,  WPW  or  LGL  syndromes),  hypersensitivity  to  verapamil. 

Warnings:  Verapamil  should  be  avoided  in  patients  with  severe  LV  dysfunction  (eg,  ejection 
fraction  < 30%)  or  moderate  to  severe  symptoms  of  cardiac  failure  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta-blocker.  Control  milder  heart  failure 
with  optimum  digitalization  and/or  diuretics  before  Calan  SR  is  used.  Verapamil  may  occasionally 
produce  hypotension  Elevations  of  liver  enzymes  have  been  reported.  Several  cases  have  been 
demonstrated  to  be  produced  by  verapamil.  Periodic  monitoring  of  liver  function  in  patients  on 
verapamil  is  prudent  Some  patients  with  paroxysmal  and/or  chronic  atrial  flutter/fibrillation  and 
an  accessory  AV  pathway  (eg,  WPW  or  LGL  syndromes)  have  developed  an  increased  antegrade 
conduction  across  the  accessory  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  or  ventricular  fibrillation  after  receiving  I.V.  verapamil  (or  digitalis).  Because 
of  this  risk,  oral  verapamil  is  contraindicated  in  such  patients.  AV  block  may  occur  (2nd-  and 
3rd-degree,  0.8%).  Development  of  marked  Ist-degree  block  or  progression  to  2nd-  or  3rd- 
degree  block  requires  reduction  in  dosage  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy.  Sinus  bradycardia,  2nd-degree  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe 
hypotension  were  seen  in  some  critically  ill  patients  with  hypertrophic  cardiomyopathy  who  were 
treated  with  verapamil. 

Precautions:  Verapamil  should  be  given  cautiously  to  patients  with  impaired  hepatic  function 
(in  severe  dysfunction  use  about  30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients 
should  be  monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  overdosage. 
Verapamil  may  decrease  neuromuscular  transmission  in  patients  with  Duchenne's  muscular 
dystrophy  and  may  prolong  recovery  from  the  neuromuscular  blocking  agent  vecuronium.  It  may 
be  necessary  to  decrease  verapamil  dosage  in  patients  with  attenuated  neuromuscular  transmis- 
sion. Combined  therapy  with  beta-adrenergic  blockers  and  verapamil  may  result  in  additive 
negative  effects  on  heart  rate,  atrioventricular  conduction  and/or  cardiac  contractility;  there  have 
been  reports  of  excessive  bradycardia  and  AV  block,  including  complete  heart  block.  The  risks 
of  such  combined  therapy  may  outweigh  the  benefits.  The  combination  should  be  used  only 
with  caution  and  close  monitoring.  Decreased  metoprolol  clearance  may  occur  with  combined 
use  Chronic  verapamil  treatment  can  increase  serum  digoxin  levels  by  50%  to  75%  during  the 
first  week  of  therapy,  which  can  result  in  digitalis  toxicity.  In  patients  with  hepatic  cirrhosis, 
verapamil  may  reduce  total  body  clearance  and  extrarenai  clearance  of  digitoxin.  The  digoxin 
dose  should  be  reduced  when  verapamil  is  given,  and  the  patient  carefully  monitored.  Verapamil 
will  usually  have  an  additive  effect  in  patients  receiving  blood-pressure-lowering  agents.  Disopyr- 
amide  should  not  be  given  within  48  hours  before  or  24  hours  after  verapamil  administration. 


Concomitant  use  of  flecainide  and  verapamil  may  have  additive  effects  on  myocardial  contractility, 
AV  conduction,  and  repolarization.  Combined  verapamil  and  quinidine  therapy  in  patients  with 
hypertrophic  cardiomyopathy  should  be  avoided,  since  significant  hypotension  may  result. : 
Concomitant  use  of  lithium  and  verapamil  may  result  in  a lowering  of  serum  lithium  levels  or ; 
increased  sensitivity  to  lithium.  Patients  receiving  both  dmgs  must  be  monitored  carefully.  i 
Verapamil  may  increase  carbamazepine  concentrations  during  combined  use.  Rifampin  may  reduce 
verapamil  bioavailability.  Phenobarbital  may  increase  verapamil  clearance.  Verapamil  may  increase 
serum  levels  of  cyclosporin.  Concomitant  use  of  inhalation  anesthetics  and  calcium  antagonists : 
needs  careful  titration  to  avoid  excessive  cardiovascular  depression.  Verapamil  may  potentiate : 
the  activity  of  neuromuscular  blocking  agents  (curare-like  and  depolarizing);  dosage  reduction ' 
may  be  required.  Adequate  animal  carcinogenicity  studies  have  not  been  performed.  One  study  i 
in  rats  did  not  suggest  a tumorigenic  potential,  and  verapamil  was  not  mutagenic  in  the  Ames : 
test.  Pregnancy  Category  C.  There  are  no  adequate  and  well-controlled  studies  in  pregnant 
women.  This  drug  should  be  used  during  pregnancy,  labor,  and  delivery  only  if  clearly  needed. 
Verapamil  is  exaeted  in  breast  milk;  therefore,  nursing  should  be  discontinued  during  verapamil : 
use. 

Adverse  Reactions:  Constipation  (7.3%),  dizziness  (3  3%),  nausea  (2.7%),  hypotension  (2.5%), 
headache  (2.2%),  edema  (1.9%),  CHF,  pulmonary  edema  (1.8%),  fatigue  (1.7%),  dyspnea  (1-4%), 
bradycardia:  HR  < 50/min  (1.4%),  AV  block:  total  r,2°,3°  (1.2%),  2°  and  3°  (0.8%),  rash. 
(1.2%),  flushing  (0.6%),  elevated  liver  enzymes.  The  following  reactions,  reported  in  1.0%  or 
less  of  patients,  occurred  under  conditions  where  a causal  relationship  is  uncertain:  angina : 
pectoris,  atrioventricular  dissociation,  chest  pain,  claudication,  myocardial  infarction,  palpitations, : 
purpura  (vasculitis),  syncope,  diarrhea,  dry  mouth,  gastrointestinal  distress,  gingival  hyperplasia, 
ecchymosis  or  bruising,  cerebrovascular  accident,  confusion,  equilibrium  disorders,  insomnia, 
muscle  cramps,  paresthesia,  psychotic  symptoms,  shakiness,  somnolence,  arthralgia  and  rash, 
exanthema,  hair  loss,  hyperkeratosis,  macules,  sweating,  urticaria,  Stevens- Johnson  syndrome, 
erythema  multiforme,  blurred  vision,  gynecomastia,  increased  urination,  spotty  menstruation, 
impotence.  12/21/89  • P90-W198V 
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Buying  Price  Aione  May  Leave 
You  With  A Few  Hoies 


The  purchasing  decision  for  your  professional  liability 
insurance  can  be  crucial.  You  need  to  be  wholly  covered, 
but  you  could  find  yourself  covered  with  holes.  A 
selection  based  on  price  could  produce  short-term 
savings,  but  hurt  you  in  the  long  run. 

With  ICA,  you’ll  get  what  you  pay  for. ..the  strongest 
consent-to-settle  clause  in  the  industry,  in-house  claims 
attorneys  to  answer  your  questions,  and  superior,  tough 


counsel  to  defend  you.  When  it’s  time  to  renew  your 
policy,  remember  the  specialists  in  professional  liability. 

Call  1(800)  899-2356.  Nothing  will  be  missing 
in  your  protection. 
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Texas  educator  calls  for 
changes  in  health-care  policy 
prescriptions 

Medicine  can  be  prepared  to  meet 
patients’  needs  for  health  care  in  the 
21st  century,  a leading  educator  told 
TMA  members  and  guests  at  the 
association’s  Fall  Leadership  Confer- 
ence in  Austin.  But  only  by  “moving 
quickly  to  correct  the  policy  pre- 
scriptions for  the  health  of  our 
state”  can  physicians  ensure  that 
Texans  will  have  adequate  access  to 
health  care  by  the  year  2000. 

John  P.  Howe  III,  MD,  president 
of  The  University  of  Texas  Health 
Science  Center  at  San  Antonio  and 
keynote  speaker  at  the  conference, 
warned  that  border  health  problems, 
medically  underserved  areas,  health 
manpower  shortages,  changing  pat- 
terns of  illness,  and  the  need  for 
research  to  develop  new  therapies 
will  be  the  most  important  problems 
to  overcome  in  providing  adequate 
care. 

“Other  issues  may  appear  in  the 
next  few  years,”  he  said,  “but  none 
will  be  as  important  to  the  well- 
being of  future  Texans  as  these  five.” 

Population  along  the  border  has 
increased  from  36,000  in  1901  to 
the  estimated  6 million  of  today,  he 
said,  and  border  residents  are  faced 
with  “a  worrisome  incidence  of 
communicable  diseases  — tubercu- 
losis, hepatitis,  and  typhus.” 

“Tuberculosis  rates  are  twice 
the  national  average.  El  Paso  has 
more  cases  of  tuberculosis  than  19 
states.  Hepatitis  type  A incidence  is 
twice  as  high  as  the  national  aver- 
age. . . . The  rate  of  amebiasis  is 
three  times  that  of  the  nation.” 


Science  and 
Education 


Speaking  of  medically  under- 
served areas  in  the  state.  Dr  Howe 
noted  that  3.3  million  Texans  live 
“outside  our  major  cities,”  where 
rural  hospitals  continue  to  close  and 
more  than  90  counties  have  no  hos- 
pital obstetric  services.  Fifty-four 
counties,  in  fact,  have  no  hospitals 
at  all,  he  said,  noting  that  Texas 
leads  the  country  in  hospital  closures. 

Consistent  with  the  shortage  of 
rural  health-care  facilities  is  the 
shortage  of  professional  personnel, 
he  said.  “While  20%  of  the  popula- 
tion resides  in 
rural  areas, 
only  9%  of 
the  active 
Texas  physi- 
cians prac- 
tice in  these 
areas.”  And  while  the  national 
nurse-patient  ratio  is  1:200,  Texas 
has  only  one  nurse  for  every  418 
patients. 

“Today  there  are  16  Texas 
counties  without  a practicing  physi- 
cian. ...”  Dr  Howe  noted.  “At  the 
same  time,  a 1990  survey  of  11,000 
graduating  medical  students  showed 
that  only  13.5%  expressed  a prefer- 
ence for  rural  practice  — down  from 
26%  in  1981.” 

Changing  patterns  of  illness  are 
another  primary  topic  of  concern  for 
physicians  planning  for  the  21st  cen- 
tury. In  recent  years  Texans  have 
been  faced  with  outbreaks  in  measles, 
syphilis,  and  AIDS,  and  observers 
have  noted  increased  cancer  preva- 
lence due  to  our  aging  population, 
he  said.  In  addition.  South  Texas 
has  the  highest  cervical  cancer  rate 
in  the  nation,  breast  cancer  in  wo- 
men younger  than  40  has  increased 
in  some  areas  of  Texas,  and  Texas 
leads  the  nation  in  the  number  of 
births  to  teenage  mothers. 


Biotechnology  in  Texas  increased 
dramatically  in  the  past  7 years,  but 
less  than  3%  of  the  health-care  dol- 
lar is  set  aside  for  basic  research.  Dr 
Howe  said. 

“Biotech-related  employment 
increased  by  nearly  35%  between 
1983  and  1988,  four  times  faster 
than  the  rise  in  total  state  employ- 
ment and  more  than  twice  as  fast  as 
the  total  national  growth  in  these 
industries,”  he  said. 

“Yet  we  can  do  more.  In  1988, 
Texas  sent  $1.31  to  Washington  for 

every  dollar 
we  received  in 
grants  to  state 
and  local  insti- 
tutions, includ- 
ing those 
involved  with 
biomedical  research.  We  ranked 
49th  when  comparing  the  amount  of 
federal  dollars  received  on  a per 
capita  basis.  We  received  $2.6  bil- 
lion in  federal  grants  for  health  and 
human  services  programs  in  1988, 
which  meant  $156  for  every  Texan, 
but  residents  of  45  other  states  got 
more.” 

What  can  organized  medicine  do 
to  prepare  for  the  21st  century? 

“The  principal  prescription  must  be 
written  for  our  state’s  most  precious 
asset  — its  human  capital,”  Dr 
Howe  said.  “Every  one  of  these 
issues  can  be  solved  in  time,  through 
the  education  of  the  young  people  of 
the  ’90s  who  will  be  the  health  pro- 
fessionals, from  the  bench  to  the 
bedside,  of  the  21st  century.” 


“less  than  3%  of  the 
health-care  dollar  is  set 
aside  for  basic  research” 
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Science  anci  Education 


To  this  conclusion,  Dr  Howe 
added  “prescriptions”  to  prepare 
Texas  health  care  for  the  next  century: 

• To  manage  the  border  health  cri- 
sis by  2000,  Dr  Howe  told  his 
TMA  audience  that  “the  distance 
between  medicine  and  public 
health  should  be  reduced.” 

“Academic  public  health,  from 
research  to  education,  must  have 
a greater  presence  across  Texas, 
but  particularly  along  the  United 
States-Mexico  border.” 

• “The  TMA  can  be  a leader  in 
advancing  science  education  as  a 
priority  in  the  schools  and  stimu- 
lating the  interest  in  our  young 
people.” 

• “Communicable  diseases,  cancer, 
lifestyle  illnesses,  and  trauma 
care  must  be  given  new  priority 
status  within  our  state.” 

• “Our  academic  health  centers 
should  be  given  legislative  incen- 
tives to  quicken  the  pace  of  new 
discoveries  — from  fundamental 
biology  to  clinical  therapies,  par- 
ticularly in  those  areas  which 
could  impact  populations  of 
patients  in  Texas,  such  as  dia- 
betes mellitus.  In  turn,  our  con- 
gressional delegation  should 
join  us  in  looking 
for  additional 
ways  to  make 
Texas  more  com- 
petitive in  attract- 
ing federal  awards 
to  our  research 
centers.” 


Molecular  biologist  named 
head  of  UT  institute 

Wen-Hwa  Lee,  PhD,  a molecular 
biologist  whose  lab  has  been 
attributed  with  isolating  the  first 
oncogene,  has  been  named  director 
of  the  Institute  of  Biotechnology 
(IBT)  at  The  University  of  Texas 
Health  Science  Center  at  San  Anto- 
nio (UTHSCSA). 

Health  science  center  officials, 
describing  Dr  Lee  as  a world-class 
addition  to  the  Texas  scientific  com- 
munity, say  he  will  begin  “almost 
immediately”  planning  research 
goals  for  the  institute  and  for 
recruiting  key  staff  members.  The 
exact  date  of  his  move  from  San 
Diego,  where  he  is  professor  of 
pathology  at  the  University  of  Cali- 
fornia, is  uncertain,  however. 

The  appointment  of  Dr  Lee  ends 
the  2-year  search  for  a director  of 
the  IBT,  and  his  acceptance  of  the 
post  is  “a  tremendous  coup  for 
Texas,”  says  UTHSCSA  president 
John  P.  Howe  III,  MD. 

Dr  Lee  is  currently  studying  mole- 
cular mechanisms  of  retinoblastoma 
formation  with  $1.23  million  in 
funding  from  the  National  Institutes 
of  Health,  university 
officials  say. 

He  received  his  PhD 
from  the  University  of 
California,  Berkeley, 
before  working  as  a 
research  scientist  at 
the  Cetus  Corpora- 
tion and  holding  a 
faculty  post  at  the 


Wen-Hwa  Lee,  PhD 


University  of  Southern  California. 
Dr  Lee  moved  to  the  University  of 
California,  San  Diego,  in  1984. 

The  University  of  Texas  Institute 
of  Biotechnology  is  housed  in  the 
recently  completed  Hayden  Head 
building,  located  about  10  miles 
west  of  UTHSCSA. 


Physician  Oncology  Education 
Program  calls  for  cancer 
training  proposais 

The  TMA  Physician  Oncology  Edu- 
cation Program  (POEP),  which  has 
spent  more  than  $500,000  on  cancer 
education  programs  for  physicians 
since  1987,  is  accepting  funding 
requests  from  individuals  and  insti- 
tutions who  want  to  provide  profes- 
sional CME  this  fiscal  year. 

The  POEP  will  provide  funds  for 
programs  in  five  categories: 

1.  cancer  education  added  to  exist- 
ing programs; 

2.  cancer  education  courses  to  sup- 
plement programs  in  community 
hospitals  and  other  physician 
work  settings; 

3.  cancer  education  programs  for 
primary  care  physicians; 

4.  pilot  programs  in  physician  can- 
cer education;  and 

5.  cancer  education  programs  for 
residents. 

Applicants  submitting  requests 
for  funding  of  pilot  programs  must 
submit  their  requests  before  Lebru- 
ary  1,  1991,  but  applicants  for  other 
categories  of  funding  must  submit 
requests  before  June  1,  1991.  All 
programs  must  be  implemented 
before  August  31,  1991,  the  end  of 
the  POEP  fiscal  year. 
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Call  us:  TMA  library  wants  to  answer  your  questions 


Looking  for  a ready  source  of  information?  Try  the  Texas  Medical  Associa- 
tion Library.  Last  year  TMA  librarians  answered  9,082  reference  questions 
(requiring  6,809  computer  searches),  maintained  a 63,651-vol- 
ume collection,  and  assisted  3,243  visitors  to  the  TMA  headquar- 
ters in  Austin. 

They  also  circulated  the  equivalent  of  17,864  volumes  and 
purchased  subscriptions  to  868  journals.  They  trained  physicians 
to  conduct  their  own  computer  searches  and  offered  new  com- 
puter-based services  to  visitors  and  callers.  And  they 
mailed  more  than  300,000  pages  (more  than  100  feet  if 
stacked)  of  medical  information  to  physicians  throughout 
the  state. 

Most  library  services  are  available  at  no  charge  to  members; 
however,  the  library  charges  $5  (plus  10  cents  per  page)  for 
each  photocopy  request  made. 

For  more  information  about  library  services,  write  to  the 
TMA  Library,  1801  N Lamar  Blvd,  Austin,  TX  78701. 


“POEP  is  the  only  program  of  its 
kind,”  says  POEP  director  Catherine 
Edwards,  PhD.  “No  other  medical 
association  has  taken  this  collabora- 
tive approach  to  providing  innova- 
tive cancer  education  programs  with 
the  groups  best  qualified  to  offer 
them  — institutions,  hospitals,  and 
especially  physicians.  It’s  evident 
that  the  physician  is  the  essential 
factor  in  cancer  control,  and  that’s 
what  we  emphasize  in  our  pro- 
grams.” 

The  Texas  Cancer  Council  (TCC) 
funds  POEP,  and  TMA  houses  and 
administers  the  program.  TMA  and 
TCC  share  other  costs,  such  as 
travel  expenses  and  salaries. 

Statistics  show  that  21  POEP 
programs  provided  more  than  4,000 
hours  of  training  in  cancer  preven- 
tion, detection,  screening,  and  diag- 
nosis to  more  than  1,800  physicians 
in  its  most  recent  fiscal  year. 

Since  its  inception  in  1987,  the 
POEP  has  distributed  TCC  funds  to 
75  programs  designed  to  offer  can- 
cer prevention,  screening,  and  early 
detection  training  to  Texas  physi- 
cians. Dr  Edwards  says  POEP  will 
continue  to  emphasize  prevention, 
screening,  and  detection,  but  is  also 


interested  in  funding  physician  train- 
ing in  patient  follow-up  and  pallia- 
tive care. 

Eor  funding  applications,  write  to 
Physician  Oncology  Education  Pro- 
gram, 1801  N Lamar  Blvd,  Austin, 
TX  78701. 

State  board  releases 
FLEX  results 

The  Texas  State  Board  of  Medical 
Examiners  has  released  the  follow- 
ing results  of  FLEX  and  state 
jurisprudence  examinations  adminis- 
tered in  June.  Of  Texas  medical 
school  graduates  taking  the  exami- 
nations, 88%  passed  the  required 
jurisprudence  examination,  95% 
passed  ELEX/component  I,  and 
97%  successfully  completed  compo- 
nent 11.  More  than  1,000  graduates 
took  each  component  of 
the  test. 


IF  THE  WORLD  WERE  INDEED 
A PERFECT  PLACE... 

PANTY  HOSE  WOULD  NEVER  RUN, 

EVERY  POPCORN  KERNEL  WOULD  POP, 

CHILDREN  WOULDNT  TRY 
TO  ACT  LIKE  ADULTS. 

ADULTS  WOULDNT  BEHAVE 
LIKE  CHILDREN. 

CHOCOLATE  WOULD  SURPASS 
BRUSSELS  SPROUTS  IN 
NUTRITIONAL  VALUE, 

AND  ALL  HUSBANDS  AND  WIVES 
WOULD  SUPPORT  THEIR  SPOUSES 
WHO  CHOOSE  TO  SERVE  WITH 
THE  NATIONAL  GUARD  AND  RESERVE. 

BUT.  THEN  AGAIN,  IF  THE  WORLD 
WERE  INDEED  A PERFECT  PLACE... 
WE  WOULDNT  NEED  THE 
NATIONAL  GUARD  AND  RESERVE. 

FOR  THE  TIME  BEING,  HOWEVER, 

WE  DO.  THE  NATIONAL  GUARD  AND 
RESERVE  MAKES  UP  MORE  THAN  40% 
OF  OUR  NATION'S  DEFENSE.  THAT'S 
IMPORTANT.  TO  ALL  OF  US. 
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PUT  YOUR 
MEDICAL 
CAREER  IN 
FUGHT. 

Discover  the  thrill  of  fly- 
ing, the  end  of  office 
overhead  and  the  enjoy- 
ment of  a general  prac- 
tice as  an  Air  Force  flight 
surgeon.  Talk  to  an  Air 
Force  medical  program 
manager  about  the 
tremendous  benefits  of 
being  an  Air  Force  medi- 
cal officer: 

• Quality  lifestyle,  quali- 
ty practice 

• 30  days  vacation  with 
pay  per  year 

• Support  of  skilled 
professionals 

• Non-contributing 
retirement  plan  if 
qualified 

Discover  how  to  take 
flight  as  an  Air  Force 
flight  surgeon.  Talk  to 
the  Air  Force  medical 
team  today.  Call 


USAF  Health  Professions 
“STAT” 

1-800-423-USAF 
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Drug  abuse  is  continuing  to  change 
the  field  of  health  care.  Although 
traditionally  an  area  dealt  with  by 
psychiatrists,  most  medical  fields  are 
now  encountering  the  sequelae  of 
drug  abuse  in  one  form  or  another. 
The  recent  escalation  of  drug  abuse 
in  the  US  has  increased  the  need  for 
treatment  enormously.  A 1987 
study  of  756  emergency  rooms 
reported  46,331  admissions  linked 
to  cocaine  — a 1 -year  increase  of 
86%  (1).  In  Texas,  the  level  of 
adolescent  substance  abuse,  which 
was  well  below  average  in  1 980,  has 
now  reached  national  levels.  As 
such,  we  in  the  clinical  setting  have 
important  opportunities  facing  us. 
With  the  sudden  onset  of  this 
epidemic,  few  clinicians  have  had  an 
opportunity  to  gain  expertise  in 
recognizing  and  treating  these 
patients  (2).  As  earlier  intervention 
is  more  likely  to  be  successful,  such 
knowledge  is  important  to  physicians’ 
efficacy  in  addressing  this  problem. 
This  paper  reviews  the  etiologies 
and  sequelae  of  drug  abuse  as  well 
as  diagnosis,  treatment,  and  the 
physician’s  role  in  stemming  the 
current  epidemic. 


Finn  R.  Amble,  MD, 
1631  9th  Ave,  NE, 
Rochester,  MN  55906 
(recent  graduate  of 
Baylor  College  of 
Medicine,  Flouston 
TX). 


Drug  abuse  by  adolescents 

Finn  R.  Amble,  MD 


Psychoactive  drugs  have  been 
used  in  the  most  civilized 
societies  (3).  In  the  United 
States,  addiction  is  usually  described 
as  having  its  origins  in  the  middle 
19th  century.  The  major  factors 
cited  include  the  perfection  of  the 
hypodermic  syringe  by  Dr  Alexander 
Wood  in  1853,  the  importation  of 
Chinese  laborers  between  1852  and 
1870,  and  the  widespread  availabil- 
ity of  opium  and  cocaine-containing 
products  from  physicians  and  retail 
stores. 

Even  physicians  have  not  been 
immune  from  the  lure  of  substance 
abuse  (4).  One  cocaine  victim  of  the 
late  19th  century  was  the  eminent 
surgeon,  William  Stewart  Halsted. 
While  experimenting  with  cocaine 
hydrochlorate  as  a possible  anes- 
thetic, Halsted  and  several  of  his 
colleagues  and  students  became 
addicted.  He  was  hospitalized  in 
1886  and  1887  for  this  addiction 
which  ended  his  professional  career. 

Since  its  isolation  from  the  plant 
erythroxylon  coca  by  Neimer  in 
1858,  cocaine  has  been  both  praised 
and  damned.  Noting  the  accompa- 
nying feelings  of  pleasure  to  be  simi- 
lar to  those  of  various  stimuli  in 
everyday  life,  Sigmund  Freud  did 
much  to  initially  popularize  cocaine 
(5).  While  Freud  was  praising  the 
drug  in  1884,  Erlenmyer  attacked 
him  for  unleashing  the  “third 
scourge  of  humanity”  — after  alco- 
hol and  morphine  (3).  Eollowing  a 
number  of  drug  use  peaks  in  the 
1900s,  the  next  big  upswing  was  in 
the  1960s  when  large  numbers  of 
people  began  to  experiment  with 
drugs  (4).  This  problem  continues 
today. 


Epidemiology  and  risk  factors 

Since  the  turn  of  the  century,  mortal- 
ity rates  in  the  general  population 
have  steadily  declined  and  life  ex- 
pectancy has  risen.  Eor  those  aged 
15-24  years,  however,  mortality 
rates  have  increased  significantly 
since  the  early  1960s  (6).  The  contri- 
butions of  substance  abuse  to  this 
tragedy  are  significant  (7). 

The  use  of  cocaine  in  particular 
increased  disproportionately  in 
recent  years.  The  exposure  rate  for 
adolescents,  however,  is  higher  than 
that  for  the  general  population  as 
the  abuse  of  cocaine  in  this  group  is 
increasing  faster  than  that  of  any 
other  drug  (8).  The  introduction  of 
“crack,”  an  inexpensive,  potent, 
smokable  form  of  cocaine  which  is 
widely  available,  has  contributed  to 
the  escalating  rate  of  abuse  by  these 
younger  age  groups.  Eurthermore, 
while  an  estimated  56  million 
Americans  have  tried  marijuana  at 
some  point,  nearly  6 out  of  10  stu- 
dents have  done  so  before  their 
graduation  from  high  school  (7). 

Substance  abuse  is  a problem  not 
escaped  by  our  state  of  Texas.  In 
1988,  an  average  of  38  gallons  of 
alcohol  were  consumed  by  each 
Texan  over  age  13  (9).  Among  our 
youth,  use  of  inhalants  increased 
more  than  2,000%,  use  of  uppers 
increased  about  93%,  and  use  of 
marijuana  increased  19%  over  1980 
figures.  Of  the  graduating  high 
school  class  of  1988,  54%  had  used 
illicit  drugs  at  some  point.  The  crim- 
inal ramifications  are  equally  im- 
pressive. For  example,  arrests  in 
Houston  for  crack  cocaine  increased 
by  450%  from  1986  to  1987.  In 
1980,  substance  use  among  Texas 
youth  was  well  below  the  national 
average,  but  today  Texas  use  pat- 
terns are  similar  to  national  levels. 
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The  reasons  behind  the  adoles- 
cents’ vulnerability  to  drug  abuse 
are  protean  and  complex.  In  their 
search  for  identity,  many  teenagers 
view  drug  usage  as  a rite  of  passage 
signifying  to  themselves  and  others 
that  they  are  no  longer  children 
(11).  The  need  to  be  accepted  by 
one’s  peers  is  particularly  strong 
during  adolescence.  In  a society 
where  70%  of  high  school  seniors 
drink  alcohol  at  least  once  a month 
and  27%  smoke  marijuana,  the 
price  of  peer  acceptance  is  often 
drug  use  (11). 

Predictors  of  adolescent  drug  use 
are  listed  in  Fig  1.  In  his  study  of 
adolescent  drug  abuse,  Crowley 
states  that  the  first  two  factors  pre- 
dicting risk  of  drug  abuse  in  a par- 
ticular youth  are  availability  and 
acceptability  of  drugs  in  that  youth’s 
environment  (12).  He  identifies  the 
youth  at  highest  risk  to  become  a 
substance  abuser  as  a male  born  to 
alcoholic  parents,  raised  in  an  area 
where  a highly  reinforcing  drug  is 
freely  available  and  quite  accepted,  a 
boy  with  drug  using  friends  who 
generally  tends  to  break  the  rules 
and  take  risks  and  who  already  has 
tried  the  available  drug  and  whose 
experience  has  shown  that  there  is 
neither  much  risk  of  punishment  for 
using  drugs,  nor  much  concrete 
reward  for  abstinence  (12,13). 


1.  Predictors  of  adolescent  drug  use. 

Availability  of  drugs 
Acceptability  of  drugs 
Male  sex 
Alcoholic  parents 
Use  of  highly  reinforcing  drug 
Risk-taking  behavior 
Prior  drug  use 
Drug-using  friends 
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Children  of  alcoholics,  for  example, 
are  two  to  four  times  as  likely  to 
develop  alcohol-related  problems  as 
are  children  of  non-alcoholics  (24). 
Thus,  28  million  children  are  at  risk 
for  alcoholism  and  other  drug 
abuse. 

While  some  may  discontinue  the 
use  of  abused  substances  after  brief 
experimentation,  all  too  often  initi- 
ating consumption  of  tobacco,  alco- 
hol, and  other  drugs  leads  to  contin- 
uing use  and  dependence  (14).  This 
is  particularly  true  when  use  of  these 
substances  begins  early.  Among 
girls,  for  example,  tobacco  use 
seems  to  be  an  especially  important 
predictor  of  subsequent  escalation  of 
drug  use  (7).  Furthermore,  a high 
proportion  of  those  adolescents  who 
begin  to  use  illicit  drugs  remain 
long-term  users  (8). 

Health  effects 

The  medical  sequelae  of  drug  abuse 
are  broad  and  dramatic.  Aside  from 
alcohol  and  tobacco,  marijuana  is 
the  drug  most  frequently  used  by 
Americans  for  nonmedical  reasons 
(3).  Concern  about  the  adverse 
effects  of  marijuana  use  has  inten- 
sified over  recent  years.  Major  con- 
cerns about  marijuana  include  its 
effects  on  personality,  cognitive 
capacities,  and  behavior  (Fig  2). 


2.  Effects  of  marijuana  use. 


Short-term  memory  loss 
Decreased  attention  span 
Impaired  perceptual  motor  coordination 
Females;  Abnormal  menstruation,  failure 
to  ovulate 

Males:  Decreased  testosterone,  reduced  sperm 
count,  abnormalities  in  sperm  structure 
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Delta-9-tetra-hydro-cannabinol 
(THC),  the  principal  psychoactive 
agent  in  marijuana,  has  been  shown 
to  produce  short-term  memory  loss, 
decreased  attention  span,  and 
impaired  perceptual  motor  coordi- 
nation that  can  interfere  with  learn- 
ing and  school  performance  (7). 
THC  is  highly  lipid-soluble,  ac- 
counting for  high  initial  serum  lev- 
els, rapid  serum  level  drop-off,  and 
later  gradual  release  from  lipid 
stores.  When  smoked,  approxi- 
mately 50%  of  THC  is  absorbed. 
Organs  with  high  lipid  content,  such 
as  the  brain,  tend  to  concentrate 
THC.  There  is  evidence  that  chronic 
THC  exposure  damages  and  des- 
troys nerve  cells  and  causes  other 
pathological  changes  in  the  hip- 
pocampus (7).  Interestingly,  the  neu- 
ronal loss  appears  to  be  identical  to 
the  loss  seen  with  normal  aging. 

This  raises  concerns  that  mild  func- 
tional losses  due  to  aging  and 
chronic  marijuana  use  could  be 
additive,  placing  long-term  mari- 
juana users  at  risk  for  serious  or  pre- 
mature memory  disorders  as  they 
age.  These  concerns  are  exacerbated 
by  the  fact  that,  from  1975  to  1983, 
the  THC  content  of  marijuana 
increased  by  more  than  400%  (3). 

Perhaps  the  best-studied  effects 
of  marijuana  involve  the  reproduc- 
tive system.  With  chronic  use, 
impaired  fertility  is  seen  as  testos- 
terone levels  decrease  in  men  (8). 
Reduced  sperm  count  and  abnor- 
malities in  sperm  structure  and 
motility  have  also  been  noted.  In 
females,  long-term  marijuana  use 
may  result  in  abnormal  menstrua- 
tion and  failure  to  ovulate  (8). 

Arguably  the  most  addictive  drug 
known,  cocaine  continues  to  gain 
popularity  in  the  young  age  groups 
(5).  Cocaine  is  associated  with 
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numerous  cardiovascular  toxicities 
including  tachycardia,  hypertension, 
ventricular  arrhythmias,  and  death 

(15)  (Fig  3).  In  small  doses,  it  can 
depress  the  heart  rate  via  central 
vagal  stimulation.  When  used  intra- 
venously in  high  concentrations, 
cocaine  produces  a dose-related 
increase  in  sympathetic  tone  which 
leads  to  tachycardia  and  hyperten- 
sion with  increased  oxygen  demand 

(16) .  This  sequence  of  events  has 
been  suggested  as  the  cause  of 
myocardial  infarctions  which  have 
been  observed  following  cocaine  use 

(17) .  Furthermore,  repeated  cocaine 
injection  causes  arteriosclerotic 
lesions  in  rabbits  similar  to  those 
seen  in  man  (15).  These  data  suggest 
that  cocaine  may  cause  vascular 
damage  resulting  in  the  premature 
onset  of  cardiovascular  disease. 


3.  Effects  of  cocaine. 


Acute: 

Tachycardia 
Hypertension 
Ventricular  arrhythmia 
Myocardial  infarctions 
Vascular  damage 

Chronic: 

Vasoconstrictive  necrosis  of  nasal  septum 

Chronic  sinusitis 

Pulmonary  fibrosis 

Localized  skin  inflammation 

Endocarditis 

Osteomyelitis 

Septic  arthritis 

Hepatitis 

Periodontal  disease 
Talc  retinopathy 
Opiate-induced  hypoadrenalism 
Nephropathy 
Poor  nutrition 

Increased  incidence  of  traumatic  injuries 


Complications  of  chronic  cocaine 
use  have  been  well  documented. 
Intranasal  cocaine  administration 
may  cause  vasoconstrictive  necrosis 
with  perforation  of  the  nasal  sep- 
tum, chronic  sinusitis,  and  pul- 
monary fibrosis.  Intradermal  drug 
injection  causes  pock-marked  skin, 
localized  inflammation,  and  may 
lead  to  various  infections,  including 
tetanus  (18).  Other  related  health 
problems  include  endocarditis, 
osteomyelitis,  septic  arthritis,  hepati- 
tis, periodontal  disease,  talc  retin- 
opathy, opiate-induced  hypoadrenal- 
ism, nephropathy,  poor  nutrition, 
and  increased  incidence  of  traumatic 
injuries  (18). 

During  pregnancy,  the  effects  of 
cocaine  extend  beyond  the  user  to 
the  fetus.  Currently,  at  least  1 in  10 
newborns  have  been  exposed  to  ille- 
gal drugs  by  their  mothers  during 
pregnancy  (1).  Prenatal  exposure 
has  been  shown  to  produce  lasting 
changes  in  the  function  of  the  brain. 
Data  suggest  that  exposed  children 
are  at  risk  for  neurobehavioral 
abnormalities  lasting  into  adulthood 
(19).  Also  associated  with  cocaine 
use  during  pregnancy  are  intrauter- 
ine growth  retardation,  increased 
incidence  of  stillbirths,  decreased 
birth  weight,  decreased  head  circum- 
ference and  skull  defects  (20,  21). 

Natural  history 

The  natural  history  of  substance 
abuse  has  a recurring  pattern. 
Czechowicz  describes  four  basic 
stages  of  dependence  in  the  nonmed- 
ical use  of  any  drug  (7),  listed  in  Fig 
4.  The  first  stage,  experimentation, 
occurs  most  often  in  social  settings. 
Although  most  children  refuse  when 
first  offered  drugs,  over  half  of  all 
teenagers  eventually  experiment 


with  tobacco,  marijuana,  and  alco- 
hol, the  so-called  “gateway  drugs” 
(11).  They  enjoy  both  their  entry 
into  a new  “partying”  society  and 
their  ability  to  achieve  an  increas- 
ingly predictable  chemical  euphoria. 
Unfortunately,  adolescents  who  have 
discovered  this  new  world  of  easily 
attained  pleasure  have  experienced 
few,  if  any,  negative  consequences 
and  will  not  readily  respond  to 
requests  for  a return  to  abstinence. 
Management  of  adolescents  in  this 
first  stage  includes  skill-building 
techniques,  a strong  anti-drug  pol- 
icy, and  strengthened  efforts  to  posi- 
tively influence  the  peer  group. 

Occasional  or  recreational  use  is 
found  in  the  second  stage  when  the 
adolescent  actively  seeks  the  eu- 
phoric effects  of  the  psychoactive 
drug.  The  adolescent  at  this  point 
often  develops  expertise  in  the  use  of 
substances  for  mood  regulation  and 
does  not  perceive  drug  use  as  caus- 
ing undesirable  consequences.  As 
drug  use  increases,  behavioral 
changes  occur  and  motivation  for 
former  healthy  pursuits  may  mark- 
edly decrease.  Professional  treatment 
in  an  outpatient  setting  may  be 
effective  but  is  likely  to  fail  unless 
drug  use  ceases.  Successful  treatment 
almost  always  requires  a period  of 
separation  from  home  and  school. 

During  stage  three,  regular  use 
occurs  and  there  is  intense  preoccu- 
pation with  and  self-perceived  need 
for  the  psychoactive  drug.  Ado- 
lescents in  this  stage  have  lost  con- 

4.  Stages  of  drug  dependence. 

1.  Experimentation 

2.  Occasional  or  recreational  use 

3.  Regular  use 

4.  Daily  use  of  psychoactive  drug 
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trol  over  the  use  of  drugs.  These 
youngsters  develop  tolerance  and 
frequently  use  multiple  drugs.  Their 
major  concern  is  to  attain  a drug- 
induced  euphoria.  Psychosocial 
functioning  deteriorates  and  may 
include  antisocial  behavior.  Inter- 
vention efforts  that  focus  only  on 
negative  elements  — delinquency, 
behavior  problems,  school  failure, 
legal  violations,  and  poor  choice  of 
friends  — are  likely  to  fail  (11).  The 
concerned  physician  can  confront 
the  drug  user  by  discussing  the 
patient’s  feelings,  explaining  the 
addictive  ramifications  of  drug 
abuse,  and  expressing  a desire  to 
help  the  patient.  Drug  users  may  not 
believe  that  drugs  are  their  problem, 
but  most  of  them  are  relieved  and 
grateful  for  help  offered  by  a non- 
judgmental,  caring,  and  concerned 
physician  (11). 

In  the  fourth  stage,  daily  use  of 
psychoactive  drugs  occurs.  The  ado- 
lescent now  uses  drugs  to  prevent 
negative  feelings  rather  than  seeking 
euphoria.  Psychosocial  functioning 
is  significantly  impaired.  Possible 
outcomes  at  this  point  include  con- 
tinued behavior  as  a drug  addict  or 
alcoholic;  death  from  accident,  sui- 
cide, or  homicide;  and  recovery  (7). 

There  are  also  progressive  steps 
of  adolescent  involvement  with  legal 
and  illegal  drugs;  (1)  beer  or  wine; 
(2)  cigarettes  or  hard  liquor;  (3) 
marijuana;  and  (4)  other  illicit  drugs 
(8).  A direct  progression  from  non- 
use of  psychoactive  substances  to 
use  of  illegal  drugs  practically  never 
occurs.  For  example,  while  26%  of 
marijuana  users  will  experiment 
with  opiates,  cocaine,  and  hallucino- 
gens, only  1%  of  nonusers  do  so. 
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Diagnosis  and  treatment 

To  effectively  address  the  drug  abuse 
epidemic,  aggressive  intervention  is 
required.  As  the  disease  is  progres- 
sive and  potentially  fatal,  interven- 
tion is  more  likely  to  be  successful 
the  earlier  the  diagnosis  is  made 
(11).  Without  early  diagnoses,  sub- 
stance abusers  generally  seek  profes- 
sional help  only  after  their  efforts  at 
self  control  have  failed  and  a sig- 
nificant crisis  has  developed  in  their 
work  or  personal  life  (2). 

To  be  effective,  health  care 
providers  must  first  recognize  the 
manifestations  of  substance  abuse. 
Increasingly,  drug  abuse  is  being 
viewed  as  a primary,  progressive, 
chronic,  and  fatal  disease  which, 
particularly  in  the  later  stages,  ren- 
ders its  victims  incapable  of  the 
insight  required  to  seek  remedial 
care  (2).  In  addition  to  requiring  a 
high  index  of  suspicion  for  the  effec- 
tive management  of  adolescent  drug 
abusers,  physicians  need  an  aware- 
ness of  the  progressive  stages  of 
drug  use. 

The  early  stages  of  adolescent 
drug  abuse  may  be  missed  because 
changes  are  often  subtle  and  behav- 
ioral changes  may  be  attributed  to 
the  normal  maturation  process  dur- 
ing adolescence  (7).  Also,  the  drug 
ingestion  history  provided  by  drug- 
abusing  adolescents  is  notoriously 
unreliable  (11).  Most  often,  the 
diagnosis  of  drug  abuse  is  made 
based  on  behavioral  or  physical 
changes  that  points  to  the  need  to 
investigate  further  — such  as  deteri- 
oration in  school  performance; 
impaired  family  relationships;  per- 
sonality changes,  unpredictable 
mood  swings;  depression;  with- 
drawn behavior  and/or  changes  in 
friends  and  peer  group;  legal  prob- 
lems; and  physical  changes  such  as 
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frequent  cough,  sore  throat,  and/or 
conjunctivitis  (8).  The  most  common 
symptoms  found  with  chronic 
cocaine  use  include  depression,  irri- 
tability, insomnia,  lethargy,  fatigue, 
memory  and  concentration  prob- 
lems, and  sexual  disinterest  or  impo- 
tence (2).  Interestingly,  those  symp- 
toms are  exactly  the  opposite  to 
those  effects  of  cocaine  that  origi- 
nally attracted  the  user,  namely,  feel- 
ings of  increased  physical,  mental, 
and  sexual  capabilities  (2). 

The  diagnosis  of  adolescent  drug 
abuse  in  its  early  stages  can  often  be 
made  by  asking  the  youngster,  as 
well  as  the  parent,  about  general 
health  concerns,  school  perfor- 
mance, family  and  peer  relation- 
ships, and  attitudes  at  home,  in 
addition  to  questions  about  drug  use 
(7).  In  their  research  on  screening 
for  risk  factors,  Klitzner  and  associ- 
ates found  that  a simple  paper-and- 
pencil  questionnaire  can  successfully 
discriminate  the  degree  of  risk  of 
substance  abuse  in  adolescent 
patients  and  can  be  successfully 
integrated  into  the  routine  activities 
of  pediatric  practice  (23).  As 
MacDonald  concludes,  making  an 
incorrect  diagnosis  of  drug  depen- 
dency and  proceeding  with  careful 
periodic  follow-up  may  be  less  dan- 
gerous than  rejecting  the  diagnosis 
because  of  lack  of  conclusive  evi- 
dence (11). 

Regarding  treatment,  some  of  the 
therapeutic  failures  with  cocaine 
abusers  stem  from  the  tendency  of 
many  professionals  to  rely  exclu- 
sively on  psychotherapy  and  the 
acquisition  of  insight  or  understand- 
ing to  end  the  use  of  the  drug.  This 
approach  rarely  succeeds  because  it 
fails  to  address  the  primary  present- 
ing problem  (drug  use)  and  ignores 
the  powerful,  compulsive  nature  of 
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addictive  behavior  (2).  Of  great  im- 
portance for  patients  and  physicians 
alike  to  understand  is  that,  with 
individuals  who  have  become  depen- 
dent on  cocaine,  the  possibility  of 
returning  to  merely  occasional  use 
of  this  or  other  drugs  is  simply  unre- 
alistic and  often  leads  to  severe  re- 
lapse. As  with  other  chemicals  such 
as  alcohol,  once  the  line  is  crossed 
from  occasional  use  to  dependency, 
the  ability  to  return  to  controlled 
usage  appears  to  be  lost  (2). 

Certain  treatment  components 
appear  to  be  vital  for  long-term  suc- 
cess. These  include  the  requirement 
of  complete  abstinence,  the  use  of 
ongoing  urine  surveillance,  and  the 
use  of  treatment  techniques  that 
immediately  and  directly  address  the 
patient’s  drug  use  and  associated 
denial  (2).  For  substance  abuse  in 
general,  the  combination  of  individ- 
ual therapy  with  participation  in  a 
recovery  group  led  by  a professional 
therapist  appears  to  produce  opti- 
mal success  rates.  Group  sessions 
provide  positive  role  models,  a 
ready-made  peer-support  network, 
and  an  excellent  forum  for  dis- 
cussing a wide  range  of  issues  cru- 
cial to  abstinence  and  recovery  (2). 
Physicians  should  thus  become 
familiar  with  programs  modeled 
after  Alcoholics  Anonymous,  which 
holds  that  giving  up  alcohol  and 
other  drugs  must  come  before  trying 
to  rebuild  a shattered  life.  Choice  of 
treatment  programs  should  be  based 
on  a history  of  effectiveness  based 
on  recovery  rates. 

It  is  important  to  add  that  most 
cocaine  abusers  concurrently  abuse 
alcohol  or  other  sedative-hypnotics 
to  alleviate  the  unpleasant  side 
effects  of  cocaine  (ie,  the  “crash”). 
Because  these  other  drugs  are  usu- 
ally associated  or  paired  with 


cocaine  use,  they  can  trigger  power- 
ful urges  for  cocaine.  Prescription 
drugs  with  high  abuse  potential 
should  be  avoided  and  most  depres- 
sive type  symptoms  can  be  treated 
without  the  use  of  antidepressants 
or  tranquilizers  (2,8). 

In  dealing  with  substance  abuse, 
the  physician  is  wise  to  consider  the 
role  of  the  family.  Adolescent  drug 
use  not  only  causes  family  problems 
but  also  may  be  related  to  family 
attitudes  and  practices  (18).  Attempts 
to  cope  with  an  alcoholic  parent,  for 
example,  often  lead  to  predictable 
behavior  patterns,  termed  co-depen- 
dency. Families  must  readjust  the 
attitudes  and  practices  that  either 
caused  the  problem  or  developed 
subsequently  in  response  to  the 
changing  teenager.  If  the  “cured” 
adolescent  returns  to  an  unaltered 
home  environment,  the  chance  of 
relapse  is  great.  On  the  other  hand, 
incorporation  of  the  family  into  the 
treatment  plan  is  frequently  effec- 
tive. In  fact,  studies  by  the  National 
Institute  on  Drug  Abuse  have  shown 
recovery  rates  of  drug-dependent 
adolescents  to  be  directly  related  to 
the  degree  of  family  involvement  in 
treatment  (23,24). 

Conclusion 

As  with  past  epidemics,  the  active 
participation  of  the  medical  commu- 
nity can  significantly  contribute  to 
addressing  substance  abuse.  To  be 
effective  in  this  endeavor,  physicians 
must  understand  the  etiologic  fac- 
tors involved  with  substance  abuse, 
recognize  the  associated  manifesta- 
tions, and  be  motivated  to  begin 
appropriate  intervention. 

Furthermore,  while  treatment  of 
drug  abuse  can  be  highly  effective, 
the  diagnosis  is  frequently  missed, 
treatment  is  often  refused  or  inade- 


quate, and  recidivism  is  common. 
For  these  reasons,  it  is  generally 
acknowledged  that  the  best 
approach  to  drug  abuse  is  preven- 
tion (11).  To  achieve  effective  pre- 
vention, the  role  of  physicians  can 
effectively  extend  to  public  policy 
and  the  education  of  our  communi- 
ties concerning  this  progressive  and 
fatal  disease  (25).  The  fact  that  only 
34%  of  high  school  seniors  saw 
much  risk  in  experimenting  with 
cocaine  in  a 1987  survey  shows  that 
there  is  much  to  be  taught  (7).  Such 
a commitment  from  the  medical 
community  beyond  the  clinical  set- 
ting may  help  us  to  avoid  the  mor- 
bidity and  mortality  which  tobacco 
and  alcohol  abuse  have  incurred 
upon  our  society. 
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Treatment  of  phenotypic  females 
with  XY  gonadal  dysgenesis  is 
evolving.  In  the  past,  these  patients 
have  routinely  undergone  hysterec- 
tomy with  bilateral  gonadectomy. 
Since  the  major  concern  in  women 
with  XY  gonadal  dysgenesis  is  ovar- 
ian malignancy,  these  patients  need 
not  only  gonadectomy  but  frozen 
section  and  appropriate  surgical 
staging  based  on  histologic  findings. 
However,  even  women  with  stage  I 
dysgerminoma  do  not  require  hys- 
terectomy. The  state  of  the  art  in 
reproductive  endocrinology  makes  it 
possible  for  us  not  only  to  offer 
them  the  development  of  secondary 
sexual  characteristics  with  cyclic 
replacement  therapy,  but  also  the 
opportunity  for  childbearing  with 
the  use  of  embryo  transfer. 
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46, XY  gonadal  dysgenesis:  three  case  reports 
demonstrating  an  evolution  in  management 

Bob  L.  Shull,  MD 
Janie  S.  McMillion,  MD 


Gonadal  dysgenesis  in  the 
phenotypic  female  patient 
whose  karyotype  includes  a 
Y chromosome  was  first  described 
by  Swyer  in  1955  (1).  Since  then, 
there  have  been  a number  of  reports 
of  patients  who  represent  a pheno- 
typic, karyotypic,  and  pathologic 
spectrum.  The  presenting  features  of 
primary  amenorrhea,  sexual  infantil- 
ism, female  internal  and  external 
genitalia,  and  streak  gonads  with  a 
propensity  to  develop  neoplastic 
changes  have  remained  rather  con- 
stant. Surgical  treatment  in  the  past 
has  included  hysterectomy  with 
gonadectomy.  Recent  advances  in 
preoperative  evaluation,  surgical 
staging,  postoperative  follow-up, 
and  reproductive  endocrinology  may 
now  allow  these  patients  to  function 
fully  as  females  with  secondary  sex- 
ual development  and  potential  for 
childbearing  if  the  uterus  is  left  in 
place.  Three  patients  treated  in  the 
past  10  years  are  presented  to 
demonstrate  the  evolution  which  is 
ongoing  in  the  management  of 
patients  with  46,XY  gonadal  dysge- 
nesis. 

Case  reports 

Case  1 

In  1978  a 35-year-old  phenotypic 
female  patient  presented  with  a 
complaint  of  clitoral  hypertrophy 
present  since  birth.  Her  medical 
records  revealed  clitoral  measure- 
ments of  2.5  X 0.5  cm  at  2 years  of 
age,  but  at  the  request  of  the  patient’s 
mother,  followup  examinations  were 
not  performed.  Pubarche  occurred 
at  age  12.  She  experienced  a single 
episode  of  menses  at  age  20.  On 
physical  examination,  the  patient 
was  5 ft  (152  cm)  tall  and  weighed 
120  lb  (54  kg).  Her  breasts  were 
Tanner  Stage  I.  Hair  distribution 


was  Tanner  Stage  V.  Pelvic  examina- 
tion revealed  a hooded  clitoris  mea- 
suring 5 cm  long  and  2 cm  in  diame- 
ter. Labial  folds  were  empty.  The 
vaginal  epithelium  was  atrophic.  A 
small  cervix  was  palpated  but  the 
uterus  and  gonads  were  not  palpa- 
ble. Laboratory  findings  included 
female  luteinizing  hormone  (LH)  61 
mU/ml  (normal  5-15  mU/ml);  folli- 
cle stimulating  hormone  (FSH)  49 
mU/ml  (normal  5-20  mU/ml);  total 
testosterone  0.08  mcg/dL  (normal 
female  0.01-0.04  mcg/dL).  All  other 
hematologic  and  endocrine  studies 
were  normal.  Karyotype  was  46,XX 
with  an  enlarged  atypical  X chromo- 
some. Chromosomal  banding  was 
not  performed.  Surgical  findings 
included  a single  rudimentary  uter- 
ine horn  on  the  right  with  a right 
streak  gonad.  The  left  gonad  mea- 
sured 2.5  X 2.0  cm  and  histologi- 
cally contained  hyalinized  tubules 
identified  as  atrophic  testis.  The 
uterus  measured  2.0  x 1.3  x 1.0  cm 
and  weighed  10  g.  In  addition  to  the 
gonadectomy  and  hysterectomy, 
reduction  and  reconstruction  of  the 
clitoris  were  performed.  Skin  biopsy 
was  performed  in  an  attempt  to 
establish  a fibroblast  cell  line  for  H- 
Y antigen  determination,  but  the 
culture  did  not  grow.  Because  the 
left  gonad  histologically  appeared  to 
be  a testis,  the  atypical  X chromo- 
some should  have  contained  a 
translocated  Y fragment.  This 
unusual  patient  is  an  example  of 
mixed  gonadal  dysgenesis  in  which 
the  karyotype  may  be  variable.  The 
external  genitalia  is  ambiguous  and 
internal  genitalia  is  predominantly 
female.  Gonads  are  streak  and  testis 
are  seen  as  described  earlier. 
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After  being  treated  with  oral  con- 
jugated estrogen,  the  patient  had 
satisfactory  breast  development. 

Case  2 

The  second  patient  (1982)  was 
referred  at  age  18  with  primary 
amenorrhea.  At  age  16,  she  had 
been  given  estrogen  and  had  no 
withdrawal  bleeding.  On  examina- 
tion the  patient  was  5 ft  1 in  (155 
cm)  tall  and  weighed  113  lb  (50.85 
kg).  Her  breasts  were  Tanner  Stage 
I.  She  had  Tanner  Stage  11  hair. 
External  genitalia  were  normal.  The 
vaginal  mucosa  and  cervix  were 
atrophic.  A small  uterus  was  pal- 
pated and  no  adnexal  masses  were 
present.  Laboratory  results  were  all 
normal  except  gonadotropins  were 
elevated  in  the  postmenopausal 
range  (FSH  = 146  mU/ml,  LH  = 65 
mlJ/ml).  Karyotype  showed 
mosaicism  with  85%  of  cells 
counted  46,XY  and  15%  45,XO. 
Surgical  findings  included  bilateral 
streak  gonads  and  a small  uterus 
and  tubes.  Bilateral  gonadectomy 
and  appendectomy  were  performed. 
Microscopically,  the  gonads  con- 
sisted of  an  atrophic  ovarian  cortex 
with  mesonephric  remnants  bilater- 
ally but  no  identifiable  testicular  tis- 
sue. Genetic  studies  performed  on 
the  surgical  specimens  showed  the 
left  ovary  contained  6.3%  46,XY 
cells  and  93.7%  45,XO;  the  right 
ovary  8.3%  46,XY  and  91.7% 
45,XO.  Postoperatively  the  patient 
received  cyclic  estrogen  and  medrox- 
yprogesterone acetate  replacement 
therapy.  She  subsequently  had  with- 
drawal menses,  breast  and  pubic 
hair  development,  and  a 2 in  (5  cm) 
height  increase. 


Case  3 

The  third  patient  (1987)  was  also 
referred  at  age  1 8 with  primary 
amenorrhea.  She  was  adopted  and 
had  no  information  about  family 
history.  She  experienced  thelarche 
and  pubarche  at  age  12.  Laboratory 
evaluation  showed  an  elevated  FSH 
of  73  mU/ml  and  LH  of  57  mU/ml. 
Karyotype  was  46,XY.  All  other 
endocrine  evaluations  were  normal. 
Pelvic  ultrasound  showed  a small 
uterus  and  adnexal  structures.  She 
was  5 ft  8 in  (173  cm)  tall,  weighed 
171  lb  (76.95  kg),  and  had  Tanner 
Stage  III  breast  development  and 
Tanner  V sexual  hair.  External  geni- 
talia were  normal,  but  the  vaginal 
epithelium  was  atrophic.  A small 
cervix  was  visible  but  the  uterine 
corpus  and  ovaries  were  not  palpa- 
ble. The  surgical  findings  included  a 
small  uterus  and  tubes.  The  left 
gonad  measured  6.0  x 3.8  x 2.8  cm 
and  weighed  23  g;  two  yellowish 
areas  approximately  1 cm  in  diame- 
ter were  seen  on  gross  sectioning. 
The  right  gonad  was  homogeneous 
measuring  5.0  x 4.0  x 2.0  cm  and 
weighed  12  g.  Frozen  sections 
showed  the  nodules  in  the  left  gonad 
were  germinoma;  therefore,  staging 
for  ovarian  malignancy  was  per- 
formed including  omental  biopsy, 
abdominal  washings,  and  pelvic  and 
aortic  lymph  node  sampling.  The 
permanent  histologic  specimens 
confirmed  the  presence  of  germi- 
noma (dysgerminoma)  in  the  left 
gonad.  Both  gonads  had  multiple 
foci  of  calcification  and  nests  of 
gonadoblastoma.  All  staging  speci- 
mens were  negative  for  tumor. 
Postoperative  computed  tomogra- 
phy (CT)  scan  of  the  abdomen  was 
obtained.  No  suspicious  nodes  were 
seen.  The  diagnosis  at  dismissal  was 
46,XY  gonadal  dysgenesis  with 


Stage  lA  dysgerminoma  and  bilat- 
eral gonadoblastomas.  Assay  for  the 
beta  subunit  of  human  chorionic 
gonadotropin  (b-HCG),  performed 
to  screen  for  occult  nondysgermino- 
matous  germ  cell  tumor,  was  nega- 
tive. Estrogen  skin  patches  and 
cyclic  oral  medoxyprogesterone 
acetate  were  prescribed.  At  the  time 
of  follow-up,  she  had  cyclic  with- 
drawal bleeding,  breast  develop- 
ment, and  a 1.5  in  (4  cm)  height 
increase. 

Discussion 

Risk  of  neoplasia 
In  1953,  Scully  described  the 
gonadoblastoma  (3)  and  in  1955, 
Swyer  reported  on  46,XY  gonadal 
dysgenesis  (1).  Since  1955,  over  150 
cases  of  neoplasia  arising  in  dysge- 
netic  gonads  have  been  reported 
with  the  risk  of  malignancy  esti- 
mated to  be  25%  (4).  In  a compre- 
hensive review  of  the  140  tumors 
reported  through  1983,  Troche  and 
Hernandez  (5)  described  the  follow- 
ing characteristics:  mean  age  at  diag- 
nosis 18  years  8 months;  amenor- 
rhea in  94.5%  of  patients;  and  Y 
chromosome  or  Y chromosome 
fragment  in  90.7%  of  those  patients 
who  had  a karyotype.  Tumors  were 
bilateral  in  38.6%  of  patients;  53.1% 
of  all  tumors  were  gonadoblastomas; 
19.6%  dysgerminomas;  17.5% 
gonadoblastomas  with  areas  of  dys- 
germinoma; and  9.8%  were  other 
histologic  types,  mainly  of  germ  cell 
origin.  Since  9.8%  of  the  cases 
occurred  in  patients  less  than  10 
years  of  age  and  38.6%  were  bilat- 
eral, the  recommendation  to  per- 
form bilateral  gonadectomy  at  the 
earliest  time  after  diagnosis  of  XY 
gonadal  dysgenesis  is  well  founded. 


Texas  Medicine  /The  Journal  Volume  86  No.  11  November  1990 


65 


There  are  no  literature  reports  of 
metastatic  gonadoblastoma,  there- 
fore the  key  factor  in  these  patients 
is  that  dysgerminoma  or  other  germ 
cell  tumors  which  do  metastasize  are 
frequently  associated  with  gona- 
doblastomas  (6-9).  It  is  recom- 
mended that  a patient  with  gona- 
doblastoma should  be  treated  as  are 
all  other  patients  with  potential 
ovarian  malignancy.  At  the  time  of 
surgery,  examination  of  a frozen  sec- 
tion of  the  tumor  should  be  per- 
formed. If  the  frozen  section  is  posi- 
tive, the  patient  requires  surgical 
staging  for  ovarian  cancer.  Subse- 
quent followup  includes  identi- 
fication of  tumor  markers  such  as  b- 
HCG  or  alpha-fetoprotein  (aFP). 
Low  levels  of  b-HCG  may  be  seen 
with  pure  dysgerminoma,  but  levels 
greater  than  100  lU/ml  or  any  evalu- 
ation of  aFP  signifies  the  presence  of 
nondysgerminomatous  components 
(8).  Postoperative  CT  scan  of  the 
abdomen  may  be  helpful  in  demon- 
strating nodal  involvement.  The  sub- 
sequent management  of  the  patient 
will  be  based  on  all  the  available 
data. 

Case  3,  a dysgerminoma  associ- 
ated with  gonadoblastoma,  had  neg- 
ative hypogastric  and  periaortic 
nodes  as  well  as  a negative  titer  for 
beta-HCG.  A postoperative  CT  scan 
of  the  abdomen  demonstrated  no 
nodal  enlargement.  The  experience 
which  has  been  gained  with  Stage 
lAI  dysgerminoma  in  patients  with- 
out gonadal  dysgenesis  suggests  that 
hysterectomy  is  unnecessary  to 
achieve  cure  (8).  Consequently,  we 
treated  our  patient  with  bilateral 
gonadectomy  and  preserved  the 
uterus. 

Conservative  surgery  such  as  uni- 
lateral oophorectomy  is  an  option  in 


46,XX  patients  with  dysgerminoma 
but  is  not  acceptable  in  the  patient 
with  a Y chromosome.  The  high 
incidence  of  bilaterality  of  tumors, 
presence  of  microscopic  foci  of 
tumors  and  possibility  of  later  devel- 
opment of  neoplasm  in  the  remain- 
ing gonad,  are  all  reasons  to  remove 
the  Y containing  gonads.  In  addi- 
tion, the  Y containing  gonads  do  not 
serve  as  a source  of  oocytes  and  play 
no  role  in  reproduction.  One  case 
reported  by  Adewole  (10)  outlined 
the  successful  use  of  chemotherapy 
in  a patient  with  a metastatic  germ 
cell  tumor  arising  from  a streak 
ovary  left  in  place  after  laparotomy. 
Another  case  report  describes  use  of 
postoperative  radiation  therapy  fol- 
lowing unilateral  salpingo- 
oophorectomy  for  dysgerminoma 
when  the  karyotype  was  found  to  be 
46,XY  (8).  However,  surgical 
removal  of  both  gonads  remains  the 
treatment  of  choice  when  the  kary- 
otype contains  a Y chromosome. 

Inheritance 

Several  reports  in  the  literature 
describe  the  occurrence  of  multiple 
cases  of  gonadal  dysgenesis  in  a sin- 
gle generation  (11-13).  Mann  and 
associates  (12)  reported  five  cases  of 
gonadal  dysgenesis  occurring  in 
three  consecutive  generations.  They 
suggested  their  patients  represented 
a form  of  XY  gonadal  dysgenesis 
which  is  inherited  in  an  X linked 
recessive  manner.  Other  investiga- 
tors have  proposed  autosomal  domi- 
nant transmission  from  the  male 
(14).  The  clinician  should  obtain  a 
menstrual  history  for  all  phenotypic 
females  in  the  maternal  line  of  inher- 
itance. All  phenotypic  females  with 
primary  amenorrhea  or  who  are 
below  the  age  of  expected  menarche 
warrant  physical  examination  and 


chromosomal  analysis.  Any  patient 
with  a karyotype  containing  a Y 
chromosome,  Y chromosomal  frag- 
ment, or  Y containing  mosaicism 
should  be  further  evaluated  (15,16). 

Endocrinology 

The  development  of  secondary  sex- 
ual characteristics  in  these  patients 
ranges  from  sexual  infantilism  to 
complete  development  of  female  sec- 
ondary sexual  characteristics 
(16,17).  Other  patients  may  develop 
male  phenotypic  patterns,  such  as 
case  1,  who  had  significant  cli- 
torimegaly  (13).  The  sex  of  rearing 
is  almost  invariably  female,  conse- 
quently, one  of  the  major  therapeu- 
tic goals  is  to  stimulate  full  develop- 
ment of  female  secondary  sexual 
characteristics.  All  of  our  patients 
were  given  a form  of  estrogen  ther- 
apy resulting  in  breast  development. 
In  those  patients  who  did  not 
undergo  hysterectomy,  medroxypro- 
gesterone acetate  was  added.  The 
combination  regimen  promotes 
cyclic  bleeding  and  reduces  the  risk 
of  endometrial  abnormalities. 

Options  for  reproduction 
The  final  and  perhaps  most  unique 
evolution  in  the  options  for  manage- 
ment of  XY  gonadal  dysgenesis 
patients  regards  their  reproductive 
potential.  Now  ovum  donors  can 
provide  the  opportunity  for  these 
women  to  receive  a fertilized  egg, 
establish  a pregnancy,  and  deliver. 
The  challenge  to  us  is  to  allow  them 
this  opportunity  by  using  restraint  in 
performing  hysterectomy,  skill  in 
staging  and  managing  neoplasia, 
and  judgement  in  offering  embryo 
transfer. 
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Summary 

Patients  with  46, XY  gonadal  dysge- 
nesis may  present  with  a variety  of 
phenotypic  and  karyotypic  findings. 
All  require  gonadectomy  but  not 
necessarily  hysterectomy.  Frozen  sec- 
tions should  be  obtained  at  the  time 
of  surgery  and  surgical  staging  per- 
formed as  indicated.  The  uterus  may 
be  preserved  even  in  the  presence  of 
Stage  I dysgerminoma.  Postoperative 
followup  should  include  appropriate 
estrogen  replacement,  CT  scan  or 
tumor  markers  as  needed,  evalua- 
tion of  family  members  at  risk,  and 
counselling  regarding  reproductive 
options. 
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Rectus  sheath  hematoma  is  an  un- 
common problem  caused  by  the 
acute  disruption  of  epigastric  vessels 
or  rupture  of  a rectus  muscle  that 
can  clinically  mimic  an  acute  sur- 
gical abdomen.  Although  this  entity 
usually  is  self-limiting  and  can  be 
managed  conservatively,  bleeding 
into  the  rectus  muscle  in  an  anti- 
coagulated patient  is  potentially  life 
threatening.  We  report  a case  of  a 
21 -year-old  female  student  who  pre- 
sented with  an  acute  onset  of  ab- 
dominal pain  after  physical  fitness 
training. 
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A 2 1-year-old  active-duty 
female  student  who  was 
attending  the  Academy  of 
Health  Sciences  — United  States 
Army,  presented  to  Brooke  Army 
Medical  Center,  San  Antonio,  Texas, 
following  8 hours  of  increasing  peri- 
umbilical abdominal  pain  that  was 
aggravated  by  movement.  There  was 
no  history  of  nausea,  vomiting, 
fever,  chills,  or  change  in  bowel 
habits.  She  denied  symptoms  associ- 
ated with  upper  respiratory  illness, 
urinary  tract  infection,  or  menstrual 
irregularity.  The  patient  related  a 
reproductive  history  of  G2,  Pl-0-1- 
1,  and  had  completed  her  last  men- 
strual cycle  the  previous  day.  She 
stated  she  had  participated  in  super- 
vised physical  fitness  training  early 
that  morning.  Her  surgical  history 
was  significant  for  a ruptured  right 
ovarian  cyst  in  1988  diagnosed  by 
laparoscopy.  Initial  assessment 
revealed  a normotensive,  afebrile 
female  in  moderate  distress.  Physical 
examination  demonstrated  a 2.0  cm 
X 1.0  cm  discrete,  irreducible  mass 
without  overlying  erythema  or  dis- 
coloration in  the  right  lower  rectus 
abdominis  muscle  which  was 
exquisitely  tender  upon  palpation. 
The  tenderness  increased  with  head 
flexion.  Pelvic  and  rectal  evaluation 
were  unremarkable. 

Laboratory  analysis  showed  a 
white  blood  cell  count  of  14.4  x 
107L,  a hematocrit  of  34.7%,  and  a 
platelet  count  of  319  x 107L.  Serum 
electrolytes,  aspartate  transaminase, 
alanine  transaminase,  and  bilirubin 
values  were  within  reference  limits. 
The  urinary  human  chorionic 
gonadotropin  was  negative.  An 
acute  abdominal  radiographic  series 
demonstrated  a nonspecific  gas  pat- 
tern without  evidence  of  bowel 
obstruction.  A scheduled  abdominal 


ultrasound  was  not  performed  due 
to  equipment  malfunction.  An 
abdominal  computed  tomography 
(CT)  scan  demonstrated  a right  rec- 
tus sheath  hematoma  (Fig  1).  The 
patient  was  discharged  to  her  quar- 
ters. Bed  rest  and  analgesics  were 
prescribed.  The  patient’s  military 
duty  was  limited  by  barring  physical 
training  until  the  hematoma  and 
pain  had  resolved.  She  was  seen  6 
weeks  after  her  initial  admission  and 
showed  full  clinical  resolution  of  her 
symptoms.  She  was  able  to  resume 
her  full  military  duties. 

Discussion 

Rectus  sheath  hematoma  is  an 
uncommon  surgical  entity  of  the 
anterior  abdominal  wall.  This  lesion 
was  known  in  antiquity  to  Galen 
and  Hippocrates,  and  has  been  well 
described  in  the  world  literature 
with  more  than  500  cases  reported 
by  1981  (1).  The  first  case  descrip- 
tion in  the  United  States  was  in 
1857  by  Richardson  (2).  In  1926, 
Fothergill  described  the  clinical  fea- 
tures of  a rectus  muscle  mass  that 
are  considered  to  be  diagnostic  for 
this  condition,  and  now  bear  the 
name  of  “Fothergill’s  sign.”  The 
main  feature  of  this  sign  is  a mass 
that  does  not  cross  the  midline,  and 
which  remains  palpable  when  the 
recti  are  tense.  Fothergill  originally 
stated:  “The  main  point  is  the  recog- 
nition that  these  swellings  are  part 
and  parcel  of  the  abdominal  wall. 
This  is  generally  made  by  noting 
that  they  can  still  be  felt  when  the 
recti  are  in  action,  and  that  they 
become  fixed  as  the  muscles  con- 
tract” (3). 
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1 . Six  cuts  of  the 
lower  abdominal 
CT  scan  demon- 
strate asymmetry 
of  the  rectus 
muscles.  The 
elliptical  complex 
lesion  (arrows)  is 
consistent  with 
rectus  sheath 
hematoma. 


Cullen  reviewed  the  literature  in 
his  classic  paper  in  1937,  in  which 
he  characterized  the  sometimes 
innocuous  antecedent  causes  of  mus- 
cular straining  such  as  coughing  and 
sneezing  that  are  associated  with 
this  condition  (4).  He  also  described 
a darkening  of  the  skin  from  blood 
in  the  periumbilical  area,  or  of  the 
lower  abdominal  wall  that  was  con- 
sidered to  be  pathognomonic  of  free 
blood  (Cullen’s  sign)  (5),  although 
this  has  been  more  often  associated 
with  intraperitoneal  hemorrhage. 

The  rectus  abdominis  muscle  is 
contained  within  a strong  fascial 
sheath  composed  of  the  aponeuroses 
of  the  oblique  and  transversus  abdo- 
minis muscles,  and  the  transversalis 
fascia.  This  sheath  is  complete  on 
the  anterior  aspect  of  the  muscle, 
but  the  posterior  sheath  terminates, 
forming  an  arched  border  called  the 
linea  semicircularis  (of  Douglas), 
midway  between  the  umbilicus  and 
the  pubis.  Above  this  level,  the 
leaves  of  the  internal  oblique 
aponeurosis  envelop  the  muscle, 
while  below  this  level,  the  internal 
oblique  aponeurosis  passes  only 
anteriorly.  Consequently,  this  situa- 
tion leaves  the  posterior  aspect  of 

Texas  Medicine  / The  Journal  Volume  86 


the  lower  rectus  abdominis  muscle 
free,  and  any  bleeding  below  the 
umbilicus  within  the  rectus  sheath 
may  allow  free  blood  to  lie  against 
the  peritoneum.  The  resultant  peri- 
toneal irritation  and  pain  may 
mimic  an  acute  surgical  abdomen. 

Rectus  sheath  hematoma  results 
from  either  spontaneous  rupture  of 
epigastric  vessels  or  the  rectus  mus- 
cle itself,  but  vascular  disruption 
rather  than  a muscular  tear  is  usu- 
ally seen  (5,6).  The  right  rectus 
abdominis  muscle  is  affected  more 
often  than  the  left.  This  condition  is 
rarely  seen  in  childhood,  peaks  dur- 
ing the  fifth  decade,  and  is  three 
times  more  frequent  in  women  than 
in  men  (6).  It  has  been  associated 
with  coexistent  medical  problems 
such  as  infectious  disease  (eg,  ty- 
phoid fever  with  Zenker’s  degenera- 
tion), collagen  diseases,  and  blood 
dyscrasias.  Bleeding  may  present 
without  obvious  trauma  or  disease. 
The  etiology  of  most  cases  falls  into 
one  of  three  groups.  These  are  (a) 
muscular  exertion  or  trauma,  (b) 
muscular  degenerative  disease,  and 
(c)  vascular  degeneration  and  blood 
dyscrasias,  including  iatrogenic 


causes  (7).  Seemingly  benign  muscu- 
lar straining,  such  as  coughing,  leap- 
ing, twisting,  golfing,  sneezing,  or 
straining  at  stool  has  been  reported 
as  the  initiating  event.  Patients  on 
anticoagulant  therapy  have  pre- 
sented with  hematoma  formation 
4-14  days  after  therapy  began.  Of 
the  20  cases  involving  anticoagu- 
lants that  had  been  reported  by 
1972,  12  patients  bled  sponta- 
neously (1).  The  overall  mortality 
for  rectus  sheath  hematoma  is  4%, 
has  been  reported  to  be  18%  in 
cases  that  proceeded  to  surgery,  and 
has  been  as  high  as  25%  in  antico- 
agulated patients  (5). 

The  diagnosis  of  rectus  sheath 
hematoma  begins  with  a careful  his- 
tory and  physical  examination. 

There  may  or  may  not  be  a palpable 
mass  depending  upon  the  amount  of 
bleeding  into  the  rectus  sheath.  The 
hematocrit  can  be  a valuable  indica- 
tor of  a large  intravascular  volume 
loss.  The  white  blood  count  usually 
is  mildly  elevated.  Prior  to  the  use  of 
ultrasonography  or  computed 
tomography,  the  correct  diagnosis 
was  made  in  fewer  than  30%  of 
cases.  With  the  absence  of  either 
Fothergill’s  or  Cullen’s  sign,  ensur- 
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ing  the  correct  diagnosis  becomes 
important  in  order  to  avoid  an 
unnecessary  laparotomy  as  the  dif- 
ferential diagnosis  includes  acute 
appendicitis,  rupture  of  an  ovarian 
cyst,  ovarian  torsion,  ovarian 
abscess,  and  ectopic  pregnancy  (1). 

The  availability  of  sophisticated 
diagnostic  scanning  techniques  has 
aided  the  early  diagnosis  of  rectus 
sheath  hematoma.  In  1977,  five 
cases  of  rectus  sheath  hematoma 
were  diagnosed  by  ultrasound  exam- 
ination, with  the  authors  recom- 
mending this  technique  as  the  nonin- 
vasive  procedure  of  choice  (8).  By 

1981  a report  was  published  that 
described  both  the  ultrasound  and 
CT  appearance  of  the  lesion.  At  this 
time  CT  was  recommended  as  an 
accurate,  noninvasive  method  to 
clinically  evaluate  obscure  abdomi- 
nal masses  such  as  rectus  sheath 
hematoma  (1).  Benson  cautioned  in 

1982  that  the  ultrasound  appear- 
ance of  rectus  sheath  hematoma 
depended  on  whether  the  lesion  was 
above  or  below  the  linea  semicircu- 
laris.  He  reported  two  cases  where 
ultrasound  diagnosis  was  made  of 
what  was  thought  to  be  pelvic  path- 
ology, and  rectus  sheath  hematoma 
was  diagnosed  at  surgery  (9). 

Patients  diagnosed  with  rectus 
sheath  hematoma  who  are  receiving 
anticoagulant  therapy  should  have 
these  drugs  discontinued  (6).  In  the 
absence  of  substantial  bleeding  or 
signs  of  hypovolemia,  conservative 
management  with  bed  rest  and  anal- 
gesics is  usually  recommended. 

Some  authors  have  advocated  surgi- 
cal drainage  in  all  cases  (10).  Most 


authors,  however,  recommend  surgi- 
cal intervention  only  for  severe 
symptoms  or  to  rule  out  other  acute 
intra-abdominal  pathology  (11,12). 
A paramedian  incision  is  generally 
used  with  vertical  opening  of  the 
anterior  rectus  sheath.  The  hema- 
toma is  evacuated  and  any  identified 
bleeding  vessels  are  ligated.  Drainage 
of  the  wound  is  not  necessary.  Post- 
operative care  is  routine.  Caution 
should  be  advised  before  operating 
on  patients  with  rectus  sheath 
hematoma  secondary  to  anticoagu- 
lant therapy,  as  the  patient’s  bleed- 
ing diathesis  should  be  corrected 
with  blood  products,  if  necessary, 
prior  to  surgical  intervention.  De- 
pending on  associated  medical  prob- 
lems, the  prognosis  in  rectus  sheath 
hematoma  is  generally  good  with  a 
full  recovery  expected. 
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Hand  Surgery 


Nuclear  Medicine 


L.  LEE  U\NKFORD,  MD 

DAVID  J.  ZEHR,  MD  — Microsurgery 

ARNOLD  V.  DIBELLA,  MD  — Wrist  Derangements 

PAUL  R.  ELLIS,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas.  Texas  75246;  214  823-5351 
LANKFORD  ZEHR  DIBELLA  HAND  SURGERY  ASSN. 


KENNETH  D.  GLASS,  MD,  FACS 

Hand  Surgery  and  Reconstructive  Surgery  of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 
Dallas,  Texas  75235;  214  631-7488 

Medical  City  Dallas.  Suite  C-200,  7777  Forest  Lane,  Dallas,  Texas 
75230:  214  661-4797 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALU^S 

Surgery  of  the  Shoulder,  Elbow  & Hand 
Microsurgery  & Reimplantation 

Baylor  Medical  Plaza,  3600  Gaston  Ave.,  Suite  303,  Dallas,  Texas  75246; 
214  823-7090 

Medical  City  Dallas  II.  7777  Forest  Lane,  Suite  81 16,  Dallas,  Texas  75230: 
214  661-7010 


REGIONAL  HAND  CENTER  FOR  WEST  TEXAS 
AND  EASTERN  NEW  MEXICO 

Royce  C.  Lewis,  Jr,  MD 
3702  21  street 

Lubbock,  Texas  79410:  806  795-8261 


Neurological  Surgery 


DOCTORS  SMITH,  WHEELER,  PARKER, 
AND  CRAVENS,  PA 

Ronald  Smith,  MD,  Retired 
Joe  Ellis  Wheeler,  MD 
Leighton  B.  Parker,  MD 
George  F.  Cravens,  MD 

920  South  Lake,  Fort  Worth,  Texas  76104 
Telephone  81 7 336-0551 


DALIJ\S  NEUROSURGICAL  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 
Gamma  Knife  Radiosurgery 

Charles  W.  Simpson,  MD  Richard  H.  Jackson,  MD 

Morris  Sanders,  MD  Terry  Hodd,  MD 

W.  Robert  Hudgins,  MD 

St.  Paul  Professional  Blvd.,  5959  Harry  Hines  Blvd.,Suite  620 
Dallas.  Texas  75235;  214  637-0420 

Presbyterian  Professional  Bldg.,  8230  Walnut  Hill  Lane,  Suite  610: 

Dallas,  Texas  75231;  214  369-7596 


NUCLEAR  MEDICINE  IJ\BORATORIES  OF  TEXAS 
HERBERT  0.  ALLEN,  MD,  FACNM 

Texas  Medical  Center,  641 1 South  Main  Street,  Houston.  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic  Radioactive 
Tests  In:  Hematology,  Thyroidology,  Endocrinology,  Gastroenterology, 
Cardiology.  Neurology,  Neurosurgery,  Urology.  Ophthalmology.  Obstetrics- 
Gynecology  and  Non-Invasive  Nuclear  Cardiology 

Herbert  C.  Allen,  Jr.,  MD,  FACNM.  Director— 713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


Ophthalmology 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD 
William  B.  Snyder,  MD 
William  L.  Hutton,  MD 
Dwain  G.  Fuller,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 


Gary  Edd  Fish,  MD 
Rand  Spencer,  MD 
Bradley  F.  dost  MD 


7 1 50  Greenville  Ave. , Dallas,  Texas  7523 1 ; 2 1 4 692-694 1 or  800  872-2020 
3600  Gaston  Avenue,  Dallas,  Texas  75246;  214  821-4540 


BRUCE  0.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

281 1 Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 


LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 


2201  North  Stanton,  El  Paso.  Texas  79902;  915  545-2333 


RETINA-VITREOUS  ASSOCIATES 
W.  Rex  Hawkins,  MD 

Limited  to  Retina  and  Vitreous 

1200  Binz,  Suite  400,  Houston,  Texas  77004 
713  528-1122 

VITREO-RETINAL  CONSULTANTS  OF  TEXAS 

Harold  Granek,  MD 

Diplomate,  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

1021  Washington  Avenue,  Fort  Worth,  Texas  76104;  817  332-6200 


ARTHUR  M.  CLEMENTS,  MD 

Surgery  & Diseases  of  the  Eye 

Diplomats  American  Board  of  Ophthalmology 

211  Medical  Drive,  Suite  1.  Fredericksburg,  Texas  78624 
512  997-6535;  1-800-421-7513 


Orthopedic  Oncology 

RICHARD  G.  BUCH,  MD 

Fellowship  Trained  Orthopedic  Oncology 

Infections  and  Major  Joint  Reconstruction  — Custom  Implants 

5939  Harry  Hines  Blvd.,  Suite  530,  Dallas,  Texas  75235 
(214)  879-6299 
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Orthopedic  Surgery 


Physical  Medicine  & Rehabilitation 


L.  Ray.  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
Wynne  M.  Snoots,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 


W.Z.  Burkhead,  Jr.,  MD 
Richard  D.  Schubert,  MD 
John  A.  Baker,  MD 
James  R.  Sacked,  MD 
Daniel  E.  Cooper 


W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

1 02  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  512  226-2424 


2909  Lemmon  Ave.,  Dallas,  Texas  75204-2385;  214  220-2468;  FAX  214  720-1982 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas;  817  335-4316 

Louis  J.  Levy,  MD,  PA 
Henry  C.  McDonald,  Jr,  MD 
Ered  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J,  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 


THE  INSTITUTE  FOR  REHABILITATION 
AND  RESEARCH  (TIRR) 

In  the  Texas  Medical  Center,  Houston,  Texas 


Comprehensive  care  hospital  specializing  in  rehabilitation  care  for  persons  dis- 
abled by  injury  or  disease.  Inpatient  and  outpatient  services. 


Spinal  Cord  Injury 
Head  Injury 
Amputee 
Stroke 
Pediatric 
Cerebral  Palsy 


Sports  Arts  Center 
Restorative  Surgery 
Scoliosis 
Spina  Bifida 
Neurophysiology 
Neuromuscular 


u I »/in  Accredited  by;  Joint  Commission  on  Accreditation  of  Hospital  Organizations 

J.  Price  Brock,  Jr,  MD  Commission  on  Accreditation  of  Rehabilitation  Facilities 

Robert  L.  Dickey,  MD 

Patient  Services  Coordinator:  713  797-5922  or  in  Texas  1 -800-44REHAB 


ORTHOPEDIC  ASSOCIATES  OF  ABILENE 

1701  Pine  Street,  Abilene,  Texas  79601 


WARM  SPRINGS  REHABILITATION  HOSPITALS 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.W.  Bendel,  Jr,  MD 

E.E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.R.  Vavrin,  MD,  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-8284 


ORTHOPEDIC  ASSOCIATES  OF  DALU\S 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Huntly  G.  Chapman,  MD  James  W.  Brodsky,  MD 

Phillip  E.  Hansen,  MD  Kurt  W.  Rathjen,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303,  Dallas,  Texas  75246;  214  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2116 
Dallas,  Texas  75230;  214  661-7010 


ORTHOPAEDIC  FOOT  SURGERY  AT  DALLAS 

Surgery  & Diseases  of  the  Foot  and  Ankle 
Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane,  Suite  105,  Dallas  75231;  214  369-4361 


SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road,  Dallas,  Texas  75235  214  350-7500 


Specialized  in-patient  and  out-patient  rehabilitation  programs  and  elec- 
trodiagnotic  evaluation  for  aduits  and  children. 

Brain  Injury 

Spinal  Cord  Injury 

Stroke  and  Neurological  Disorders 

Orthopedic 

Gonzales:  PO  Box  58,  Gonzales,  Texas  78629 
800/792-WARM,  512/672-6592-Admissions  Coordinator 

Larry  Browne,  MD  Medical  Director 

William  F,  Blackerby,  Ph.D,  Director  of  Brain  Injury  Systems 

Robert  McNew,  Administrator 

San  Antonio:  5101  Medical  Drive,  San  Antonio,  Texas  78229  800/451-1350, 
512/691  -01 00-Admissions  Coordinator 

Alex  C.  Willingham,  MD,  Medical  Director 
Brian  C.  Buck,  MD,  Director  of  Pediatric  Rehabiliation 
William  F.  Blackerby,  Ph.D.  Director  of  Brain  Injury  Systems 
Rick  Marek,  Administrator 


Plastic  Surgery 


HOUSTON  PU\STIC  SURGERY  ASSOCIATES 


Richard  E.  Jones,  MD 
Donald  M.  Mauldin,  MD 
James  B,  Montgomery,  MD 
Kevin  GiU.  MD 
James  L.  Ough,  MD 


Scott  L.  Blumenthal,  MD 
Scott  O.  Paschal,  MD 
L.  T.  Johnson,  MD 
Kenneth  Driggs,  MD 
Charles  E.  Cook,  MD 


Simon  Fredricks,  MD,  FACS  James  B.  Stafford,  IV,  MD,  FACS 

Jonathan  J.  Dora,  MD,  FACS  Steven  M.  Hamilton,  MD 

David  J.  Katrana,  DDS,  MD,  FACS 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 


Pediatric  Ophthalmology 

ROBERT  D.  GROSS,  MD,  FAAP 


6560  Fannin,  Suite  750,  Houston,  Texas  77030;  713  795-5575 


Psychiatry 


Children’s  Eye  Specialists,  PA 

Medical.  arxJ- Surgical  Eye  Diseases  in  Children 

Eye  Muscle  Imbalances  in  Adults 

800  Fifth. Ave  — Suite  420,  Fort  Worth,  Texas  76104-7304 
817  336-0900  Metro  988-7700 


GONZALO  A.  AILLON,  MD 
Psychiatry-Bilingual 

3450  Wheatland  Road,  Suite  120 
Dallas,  Texas  75237;  214  296-6241 


Texas  Medicine  Volume  86  No.  11  November  1990 


75 


Texas  Physicians’  Directory 


RICHARD  G.  JAECKLE,  MD 
Psychiatry 

Diplomate,  ABPN:  Psychiatry  Diplomate.  ABPN:  Child-Adolescent 

Presbyterian  Professional  Building  II,  Suite  404 

8220  Walnut  Hill  Lane,  Dallas,  Texas  75231 ; 214  696-0964 


DALLAS  PSYCHIATRIC  ASSOCIATES 

Inpatient  & Outpatient  Services 

• Adult,  Adolescent  and  Child  Psychiatry 

• Alcohol  and  Chemical  Dependency 

• Medical  Stress  & Chronic  Pain 

• Intensive  Outpatient  Programs  for  Alcohol  & Chemical 

• Dependency,  Aftercare  & Relapse  Management 

• Day  Treatment  Program  & Therapeutic  School  for  Adolescents 

• Emergency  Evaluation  Services 


Larrie  Arnold,  MD 
Howard  Cohen,  MD 
Gary  Etter,  MD 
Ronald  Flesichmann,  MD 
Bradford  Goff,  MD 
Fred  L.  Griffin,  MD 
Joan  R.  Hebeler,  MD 
Lynne  Inman,  MD 
R.  Sanford  Kiser,  MD 


Prema  Manjunath,  MD 
Gretchen  Megowen,  MD 
Gary  Morton,  MD 
William  M.  Pederson,  MD 
Jaime  Quaintanilla,  MD 
Leslie  H.  Secrest,  MD 
Dawn  Shogren,  MD 
Angela  M,  Wood,  MD 
John  M.  Zimburean,  MD 


Offices:  Brookhaven  Psychiatric  Pavilion  of  RHD  Memorial  Medical  Center,  Medical  City,  Irving 
Health  Care  System  Phone  214  247-1150 


DAY  TREATMENT  CENTER  OF  DALIJ\S 

Gonzalo  A.  Aillon,  MD 
Medical  Director 


Thoracic  Surgery 


ALLAN  L.  GRAHAM,  MD,  FACS* * 

ROBERT  W.  MILEY,  MD,  FACS 
RICHARD  L.  SHEPHERD,  MD,  FACS 
Diplomates  American  Board  of  Surgery  and  Board 
of  Thoracic  Surgery 

• Also  certificate  of  special  qualification  in  general  vascular  surgery,  American  Board  of  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

515  South  Adams,  Fort  Worth,  Texas  76104;  817  332-7878 


RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS,  MD 
Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 
Suite  404,  Dallas,  Texas  75246;  214  827-3890 
Hours  by  Appointment 


Urology 


FORT  WORTH  UROLOGY  CLINIC 

Hugh  Lamensdorf,  MD  J.  Daniel  Johnson,  MD 

Ira  N,  Hollander,  MD  A.E.  Thurman,  MD 

J.  Scott  Hassell,  MD 


AN  ALTERNATIVE  TO  PSYCHIATRIC  HOSPITALIZATION 
1326  Stemmons  Avenue,  Dallas,  Texas  75208;  (214)  943-1878 


Box  1 1340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
817  336-5711 


Radiation  Oncology 


RADIATION  ONCOLOGY  OF  THE  SOUTHWEST 

• Complete  Radiotherapy  Services;  Inpatient-Outpatient  Care 

• External  or  Internal  Irradiation  (implants) 

• Specialized  in  combination  therapy  surgery-irradiation 
chemotherapy-irradiation 

• Bilingual  personnel 

Carlos  H.  Fernandez,  MD 

Diplomate  American  Board  of  Therapeutic  Radiology 
Practice  Limited  to  Radiation  Oncology 

Telephone  (day  or  night)  713  988-2194 

7777  Southwest  Freeway,  Suite  636,  Houston,  Texas  77074 


SOUTHWEST  UROLOGY  ASSOCIATES 
Adult  and  Pediatric  Urology 

Ted  Boone,  MD  James  T,  Coggins,  MD 

Warren  M.  Greene,  MD  Wm.  A.  Freeborn,  MD 

Diplomates  of  American  Board  of  Urology 

221  W,  Colorado,  #440,  Dallas,  Texas  75208;  214  948-3101 
3450  W.  Wheatland  Road,  #60,  Dallas,  Texas  7521 1 

C.F  SKRIPKA,  JR,  MD,  FACS 

Urology,  Neurourology,  Endourology,  Male  Sexual  Dysfunction,  Laser 
Surgery,  & ESWL, 

1101  North  19th,  Suite  1 14,  Abilene,  Texas  79601 
915  673-5726 


Rheumatology 


DON  E.  CHEATUM,  MD,  FACP  FACR 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  214  823-4151 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  mem- 
bers at  $80  per  column  inch  per  month  and  listings  must  run 
for  a minimum  of  six  months.  A discount  of  5%  is  allowed  for 
six  months’  advance  payment.  New  listings,  changes,  or  can- 
cellations should  be  sent  to  Mark  Bizzell,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701 . Deadline  is  the 
1st  of  the  month  preceding  publication  month. 
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.CANOR. 

MRANOIA? 


Diet.  The  sun.  Radon. 

It  seems  just  about 
every  day  there's  a new 
cancer  warning.  No  won- 
der people  are  getting  a 
little  crazy.  But  there  is  a 
simple  way  to  take  con- 
trol of  the  situation.  And 
your  life. 

Call  the  American 
Cancer  Society's  toll-free 
information  line.  Our 
people  will  answer  any 
questions  you  have  about 
prevention  or  detection. 
No  one  has  more  com- 
plete and  up-to-date 
information. 

We'll  give  you  the 
truth.  The  facts.  The  per- 
sonal guidance  to  do 
what's  right. 


“What  did  the  doctor  tell  you?” 

“Yo  no  se.” 


Patients  don’t  follow  instructions.  They  forget  what 
you  tell  them.  They  call  back  and  ask  questions. 

And  it’s  all  your  fault. 

Put  it  in  writing. 


Give  your  patients  instructions  in  plain  English  and  Spanish  with 
the  Discharge  Instruction  System™  package. 

• Patients  don’t  have  to  remember  everything. 

• Compliance  is  improved. 

• Telephone  questions  are  reduced. 

• Patients  like  good,  written  instructions. 

Other  instruction  packages  cost  over  $5,000.  Here’s  what  ours 
does  for  only  $495: 


• Over  200  different  patient  instructions. 

• All  instructions  in  both  languages. 

• Edit  and  add  your  own  instructions  with  the  included  word 
processor. 

• Runs  on  any  IBM-compatible  PC  and  printer. 

• 30-day,  money-back  guarantee.  If  you  don’t  like  it  for  any 
reason,  just  send  it  back  for  a full  refund.  Period. 


Call  us!  Free  demo  disk,  $495  for  the  complete  package. 
MasterCard,  Visa,  COD,  checks  and  hospital  P.O.  accepted. 


Automedics,  Inc. 

476  Hwy  A1A,  Suite  6A  • Satellite  Beach,  FL  32937  • (407)  773-0012 

Reseller  Inquiries  Invited 


CAUI<800'ACS*2345 
WE’LL  EASE  YOUR  MIND. 


AAAERICAN 
V CANCER 
fSOQETY’ 


Classified 

Advertising 


Opportunities  Available 

Anesthesiologist 

Anesthesiologist  — BE/BC  for  urgent  need  in  Pampa. 
Texas,  near  Amarillo.  Exclusive  to  do  all  surgeries.  1 30 
cases/month.  10-15%  of  cases  are  OB  Office  across 
from  hospital.  Very  lucrative  offer.  For  more  information, 
call  Anita  Patterson,  1 -800-825-3463  or  send  CV  to  her 
c/o  HealthTrust,  Inc.,  4525  Harding  Road,  Nashville,  TN 
37205, 

Anesthesiologist  — BE/BC  for  urgent  partnership  opportu- 
nity in  Lufkin,  Texas.  Primarily  heart  cases,  very  little  OB. 
Lucrative  offer.  Beautiful  area  of  east  Texas.  For  more 
information,  call  Anita  Patterson,  1 -800-825-3463,  or 
send  CV  to  her  c/o  HealthTrust,  Inc.,  4525  Harding 
Road,  Nashville,  TN  37205. 


Cardiology 

Cardiologist  — Invasive/Non-Invasive  BC/BE  to  join  two 
BC  cardiologists  located  in  southwest  Houston.  Good 
salary,  fringe  benefits,  partnership  after  two  years.  Send 
CV  to  P.  McKenzie,  7737  Southwest  Frwy.,  Suite  900 
Houston,  TX  77074. 

Cardiologists  — One  invasive  and  one  non-invasive  car- 
diologist to  joip  suuuin  successful  and  rapidly  expanding 
four-person  group  involved  in  a full  spectrum  of  cardiac 
diagnostics  and  therapeutics.  Group  provides  care  at  six 
area  hospitals  with  services  including  open  heart  surgery 
and  cardiac  catheterization  laboratories  ing  angioplasty). 
The  practice  serves  a population  of  more  than  250,000 
and  is  located  in  a Coastal  Texas  metropolitan  area  with 
a major  university  and  a diverse  array  of  cultural  and 
recreational  activities  available.  Extremely  competitive 
financial  package  with  opportunity  for  full  partnership  is 
offered  for  board-certified  or  board-eligible  cardiologists. 
Contact  John  Haumann,  3939  Roswell  Rd  NE,  Suite 
100,  Marietta,  GA  30062;  call  1-800-759-3020. 

Dermatology 

Dermatologists  — Locum  Tenens  wanted  for  Dermatol- 
ogy practice  in  Houston.  Send  CV  and  information  to 
Dermatology,  11301  Fallbrook,  Suite  212,  Houston, 
Texas  77065,  713-955-7546. 


Emergency  Medicine 

Needed:  Emergency  physicians,  North  Central  Texas  area, 
full  and  part-time.  For  an  application  call  817-336-8600 
or  write  Emergency  Medicine  Consultants,  PA;  1 525 
Merrimac  Circle,  Suite  107,  Fort  Worth,  TX  76107. 


TEXAS  MEDICUS,  P.A. 
HOUSTON,  DALLAS  & NORTH  TEXAS 

Texas  Medicus  is  currently  seeking 
physicians  interested  in  emergency 
medicine  positions  throughout  Texas. 

If  interested  please  call 
1-800-486-3763 


Emergency  Physician  — Local  Houston  ER  group  needs 
experienced  ER  physician.  Fee-for-service  with  guaran- 
tee. Contact  Greater  Houston  Emergency  Physicians 
Associates,  RO.  Box  7445,  Houston,  TX  77248;  713- 
869-6235. 

San  Angelo  — Outstanding  opportunity  in  minor  emer- 
gency/family practice  clinics.  Guaranteed  $100,000  for 
4-day  week,  13  hr.  days,  50  weeks/year.  Profit  sharing 
above  guarantee.  Contact  Wayne  Williams,  MD,  915- 
942-861 1 , Shamrock  Clinics,  4208  College  Hills,  San 
Angelo,  TX  76904. 


EMERGENCY 

PHYSICIANS 


Full-time  or  part-time 
M.D.’sand  D.O.’s 
Some  Directorships  open 

♦Work  in  Texas... 
♦Excellent  Salary... 
♦Liability  Insurance... 


CALL  NOW 


Incorporated 


EMERGENCY 

ASSOCIATES 

INCORPORATED 

1-800-521-0723 


Texas:  Emergency  Medicine,  Dallas/Fort  Worth  and  East 
and  West  Texas  — full-time  and  part-time  positions  avail- 
able with  EmCare,  a progressive  physician-oriented 
group  committed  to  excellence  in  emergency  medicine. 
Opportunities  include  staff  and  directorship  positions,  in 
high  volume.  Level  1 Trauma  Centers,  as  well  as  smaller 
community  hospitals.  We  offer  very  desirable  geographic 
locations  including  the  Dallas/Fort  Worth  area,  East 
Texas,  Amarillo,  Greenville,  Abilene,  Corpus  Christi, 
Houston/Galveston,  Longview,  Waco,  Tyler,  and  Athens. 
Competitive  compensation  rates  range  from  $86,000  to 
$200,000  annually.  Positions  are  also  available  for  pri- 
mary care  physicians  in  clinic  settings  in  Amarillo.  Con- 
tact Ruth  Hargrove  Dean  or  Kay  Brienzi,  EmCare,  Inc., 
1717  Main  Street,  Suite  5200,  Dallas,  TX  75201 ; 800- 
527-21 45  or  21 4-761  -9200. 


EmCare 

GOVERNMENT  SERVICES,  INC. 

Family  Practice  - Internal  Medicine - 
Emergency  Medicine 
Qualified  Physicians  Being  Recruited 
For  Opportunities  Offering 

Competitive  Guaranteed  Income  with  Fee  for 
Service  Income  Potential 
Professional  Liability  Insurance 
Excellent  Health,  Life  and  Disability  Insurance  for 
Full-Time  Independent  Contractors 
On-site  Administrative  and  Support  Personnel  Provided  by  EGSI 
Billing  and  Corporate  Support  Provided 

For  additional  information  on  opportunities  and  locations  contact 

Glenn  W.  Farmer 
Director 

Catherine  M.  Dawson 
Assistant  Director 

1-800-527-2145 

EGSI,  1717  Main  Street,  Suite  5200 
Dallas,  Texas  75201 
214/761-9200 


Liberty,  Texas:  Seeking  full-time  and  part-time  physicians 
for  a low  volume  emergency  department.  Position(s) 
offer  flexible  scheduling,  competitive  compensation 
packing  including  malpractice  insurance.  Contact;  Emer- 
gency Consultants,  Inc.,  2240  S.  Airport  Rd.,  Room  29, 
Traverse  City,  ME  49684;  1 -800-253-1 795  or  in  Michi- 
gan 1 -800-632-3496. 

Southeastern  Texas:  Part-time  emergency  department 
and  ambulatory  care  positions  available  in  the  Hous- 
ton/Beaumont areas.  Position(s)  offer  flexible  scheduling, 
competitive  compensation  package  including  malprac- 
tice insurance.  Contact:  Emergency  Consultants,  Inc., 
2240  South  Airport  Road,  Room  29,  Traverse  City,  Ml 
49684;  1 -800-253-1 795  or  in  Michigan  1 -800-632- 
3496. 


Tyler  — Modern  minor  emergency/ambulatory  care  cen- 
ters seeking  well-rounded  practitioner  for  expansion. 
Generous  modified  fee-for-service  income  package  with 
superior  professional  liability  insurance  included.  Must 
have  good  experience  in  family  medicine.  Industrial 
medicine  experience  helpful.  Send  CV  or  call  Keith 
Williams,  MD  or  Jackie  Hall,  3305  North  Third,  Ste.  304, 
Abilene,  TX  79603,  915-676-3023, 

Abilene  — Modern  physician-managed  minor  emergency 
centers  seeking  well-rounded  practitioner  due  to  over- 
seas transfer.  Generous  modified  fee-for-service  income 
package  with  superior  professional  liability  insurance 
included.  Stable  physician  team.  Must  have  good  experi- 
ence in  family  medicine.  Industrial  medicine  experience 
helpful.  Send  CV  or  call  Keith  D.  Williams,  M.D.,  Medical 
Director,  or  Jackie  Hall,  Abilene  Minor  Emergency  Clin- 
ics, 3305  North  Third,  Suite  304,  Abilene,  TX  79603, 
915-676-3023. 


EMERGENCY  CARE 

Emergency  Physician  Practice  Opportunities 
Available  in  The  Following  Areas: 


’ Huusioii.  Texas 
• Golden  Triangle.  Texas 
' East  Texas 


► Northeast  Arkansas 
' Other  Opportunities 
in  TX,  KY.  AL.  AR 


Medical  Networks  has  excellent  career  and  part-time 
practice  opportunities  available  for  physicians  exper- 
ienced in  emergency  medicine  In  addition  to  paid 
S IM/S3M  profc.ssional  liability  insurance,  our  attrac- 
tive compensation  packages  range  up  to  S 1 “‘S.otHt  an- 
nually. Hourly  rate-vs. -percentage  afrangemems  axail- 
able  in  .some  locations. 

Sec  our  classified  ad.'i  in  this  i.ssuc  for  more  details. ' 
or  contact: 

Physician  Resources  Department 
Medical  Networks.  Inc 
P.O.  Box  -t-t-tS 
Houston.  Texas  ■^"ilO-n-iK 


In  Texas  call  collect: 
(713)  446*9696 


Outside  Texas 
(800)  231-0223' 
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EAST  TEXAS  AND  CENTRAL  TEXAS:  Emergency  department 
staff  positions  in  modern  100+  bed  hospitals  with  vol- 
umes of  approximately  10,000/12,000  per  year.  Excellent 
back-up.  Superior  professional  liability  coverage.  Emergi- 
care  Systems  Corporation,  3305  North  Third,  Suite  304. 
Abilene,  TX  79603,  attention  Jackie  Hall,  915-676-3023 

San  Antonio  — Full  time  position  available  for  BE/BC  ER 
physician  at  moderately  busy  Level  II  urban  hospital. 
Applicants  with  commensurate  experience  considered. 
Adults  only.  Excellent  specialty  back-up  and  remunera- 
tion based  on  fee-for-service.  Contact  Curtis  S.  Heinrich 
MD.  216  Sheffield,  San  Antonio,  TX  78213.  512-344- 
0404  or  4831. 


Endocrinology 

Beaumont-Houston-Endocrinologist  — A young,  board- 
certified  Endocrinologist  practicing  in  Beaumont  is  now 
seeking  an  associate  to  join  his  growing  practice.  He  is 
currently  director  of  the  newly  expanded,  25-bed  Dia- 
betes Unit  at  our  250-bed  hospital  and  also  has  privi- 
leges at  two  other  local  hospitals  with  an  additional  856 
beds.  The  extensive  referral  base  includes  a large  area  of 
southwest  Louisiana  with  a total  population  of  300,000. 
This  practice  is  1 00%  endocrinology  and  diabetes.  Can- 
didates with  interest  in  Pediatric  Endocrinology  are  espe- 
cially welcome.  Also,  there  is  an  opportunity  in  the  Clear 
Lake  area  just  south  of  Houston.  For  more  information 
about  these  attractive  opportunities,  send  your  CV  to: 
Manager,  Professional  Relations,  Humana  Inc.,  Dept.  II- 
1 1 E,  500  West  Main  Street,  Louisville  KY,  40201  -1438. 
Or  call  Toll  Free  1 -800-626-1 590. 


Family  Practice 

Well-established  reputable  multi-specialty  clinic  is 
seeking  a family  practice  physician,  preferably  American 
graduate.  Clinic  located  in  a thriving  industrialized  area 
30  minutes  from  Houston  and  1 5 minutes  from  Galve- 
ston. Close  proximity  to  excellent  educational  facilities, 
universities,  colleges  and  recreational  areas.  May  begin 
immediately.  Excellent  salary,  income  proportional  to 
effort.  Please  forward  C.V.  or  contact  Dr.  Cochrane, 
Beeler-Manske  Clinic,  RO.  Box  3333,  Texas  City,  TX 
77592-3333;  409-948-8521  (Collect), 

Family  Physician  or  Internist  needed  for  East  Texas  com- 
munity near  large,  recreational  lake.  Financially  sound. 
22-bed  hospital  with  referral  area  of  15,000  persons. 
Shared  E/R  call  weekdays  only.  Contact  Administrator, 

PO  Box  471 , Trinity,  TX  75862.  PH  409-594-3541 . 

Family  Practitioner  (BC/BE)  to  associate  with  F.R  with 
busy  Family  Practice  including  OB.  Small  town  of  8,000 
(D.A.  20,000).  Forty-five  minutes  south  of  San  Antonio. 
Compensation  exceeds  $1 00,000.  Contact:  Oscar 
Garza  M.D.,  322  Berry  Ranch  Road,  Pearsall,  TX  78061 , 
512-334-4142. 

East  Texas:  Beautiful,  forested  East  Texas  provides  great 
family  environment  and  recreation  opportunities  for  mis- 
sions minded  EM/FP  in  new  Urgent  care/Oocupational 
Medicine  Clinic.  Quality  of  personal  and  spiritual  life  is  our 
concern  for  you.  High  quality  health  care  is  our  commu- 
nity commitment.  Competitive  salary  and  benefits  with 
mission  leave  available.  Send  CV  to:  9030  Hickory  Rd, 
Tyler,  TX  75703.  214-561-6274. 

Family  Practice  — Opportunities  available  in  Austin  with  a 
Primary  Care  Group.  Salary  guarantee,  bonus  incentive, 
malpractice  and  other  benefits.  Write  to  PCT  at  8303 
Mopac,  Ste.  450,  Austin,  TX  78759  or  call  512-338- 
6141. 

Family  Practitioner  (BC/BE)  to  associate  with  FP  with  busy 
predominately  ambulatory/emergency  practice.  Guaran- 
tee plus  incentive.  Beautiful  small  town  of  5,000  (DA 
18,000)  in  Texas  Hill  Country  near  San  Antonio.  Contact: 
Jim  McCoy,  MD,  120  Medical  Dr.,  Boerne,  Texas  78006, 
512-249-9307. 


IN  THE  DARK 
ABOUT 

LOCUM  TENENS 
MEDICINE? 

We’ll  give  you  the  facts.  Based  on  our 
years  of  experience  as  locum  tenens 
practitioners,  we’ll  tell  you  both  the 
advantages  and  the  disadvantages  of 
pursuing  this  unique  lifestyle.  We’ll 
also  alert  you  to  the  major  changes 
we  expect  to  see  in  the  field  over  the 
next  five  to  ten  years.  For  invaluable 
information  concerning  your  life  and 
future  in  locum  tenens  medicine,  call 
us  at  1-800-531H22. 

INTERIM 

NETWORK 

“The  PRN  Physicians’’  since  1982. 
New  Braunfels,  Texas 
Now  one  of  six  regional  offices 
serving  the  western  U.S.A. 


Occupational  Medicine/Family  Practice  — Established 
clinic  seeking  BC/BE  physician.  Competitive  salary  lead- 
ing to  eventual  buy  out.  Central  Texas  university  city, 
35,000,  near  cultural  and  recreational  activities.  Send  CV 
to  Ad  Box  772,  Texas  Medical  Association,  Advertising 
Department,  1801  N.  Lamar,  Austin,  TX  78701 . 

Family  Practice  Physician  — full-  or  part-time  to  join  sev- 
eral member  group  operating  clinic.  For  details,  submit 
resume  to:  San  Benito  Medical  Associates,  Inc.,  351  N. 
Sam  Houston,  San  Benito,  TX  78586,  512  399-2443, 
Attn:  Thomas  S.  LaMotte. 

Due  to  explosive  growth,  family  practitioners  needed  for 
booming  multi-specialty  group.  Excellent  compensation 
package  including  productivity  incentives,  malpractice 
coverage,  and  comprehensive  fringe  benefits  package. 
Send  CV  to:  Physician  Recruiter,  Health  First  Medical 
Group,  850  Ridge  Lake  Boulevard,  Suite  G02,  Memphis, 
TN  38120  EOE/M/F/H/V 

General  Surgery 

General  Surgeon  — 42  y/o  BC  general  surgeon  is  seeking 
BC  general  surgeon  to  share  busy  solo  practice.  Interest 
in  endoscopy  is  needed.  The  practice  is  in  a historic, 
rural,  centrally  located  Texas  town  with  good  churches, 
schools,  and  recreational  facilities.  Hospital  is  non-profit 
and  community  owned.  Reply  Ad  Box  770,  Texas  Medi- 
cal Association,  Attn:  Mark  Bizzell,  1801  N.  Lamar, 
Austin,  TX  78701 . 

General  Surgeon  — Board  Certified,  sought  to  establish 
private  practice  associated  with  99-bed  hospital  in  West 
Texas  town  of  12,000  plus.  Income  guarantee  and  other 
financial  incentives  are  available.  Contact:  Thomas  R. 
Hochwalt,  CEO,  Cogdell  Memorial  Hospital,  Cogdell 
Center,  Snyder,  TX  79549;  915-573-6374. 


General  Surgeon,  Southern  Louisiana:  Superb  opportunity 
for  BC/BE  general  surgeon  to  join  highly  regarded  2-man 
surgical  group.  Interest  in  peripheral  vascular  surgery  a 
plus  but  not  required.  Established  referral  base.  Cover- 
age arrangement  with  2 other  surgeons  in  community. 
Supported  by  212-bed  medical  center.  Near  universities 
in  Baron  Rouge  and  Lafayette.  Located  in  the  center  of 
"Sportsman's  Paradise",  hunting  and  fishing  are  abun- 
dant. Generous  compensation/benefits  package.  Inter- 
view and  relocation  expenses  covered.  For  additional 
info  call  Amy  Evitts  (800-759-3020)  or  send  CV  to  Low- 
derman  & Haney,  3939  Roswell  Road  NE,  Suite  100, 
Marietta,  GA  30062. 

Internal  Medicine 

A prosperous  and  well-established  22-physician  multi- 
specialty group  serving  an  eight  county  area  of  rural 
southeast  Texas  has  an  excellent  opportunity  for  an 
internist.  The  group  is  an  independent,  fee-for-service 
entity  offering  an  attractive  salary  and  benefits.  No  initial 
investment  required  by  the  physician.  If  interested,  con- 
tact William  Schlotter  at  1 -800-333-61 53  or  send  cur- 
riculum vitae  to  Brenham  Clinic  Association,  600  North 
Park,  Brenham,  TX  77833. 

Internist  with/without  subspecialty  interests,  BC/BE  to 
join  19  physician  multispecialty  group  with  five  Internists. 
Southeast  Missouri  rural  city  of  1 7,500.  No  PPO,  HMO. 
Low  taxes.  A nice  PRO.  Contact  Administrator,  Ferguson 
Medical  Group.  1012  North  Main  Street,  Sikeston,  MO 
63801, 314-471-0330. 

Beautiful  Pacific  Northwest  — BC  Internist  located  1 0 
miles  south  of  Downtown  Seattle  seeks  BC/BE 
Internist/Specialist.  Fully  equipped  new  office  building 
next  to  hospital  which  has  state-of-the-art  equipment 
and  facilities.  Salary/benefits  first  year  and  opportunity  for 
full  partnership  for  right  person  after  one  year.  Send  CV 
to:  Dominick  R.  Toulouse  MD,  401 1 Talbot  Rd.  So.  #460, 
Renton,  WA  98055. 

Third  Internist  Needed  for  Busy  Dffice,  January  1991  or 
until  right  one  comes  along.  Opportunities  unlimited  for 
hard  working  and  caring  physician  who  wants  to  do  bet- 
ter than  average.  Salary  $105,000  plus  bonus.  Call  214- 
586-0766  or  write  Vincent  H.  Wang  MD,  1005  S.  Jack- 
son,  Jacksonville,  TX  75766. 

Internal  Medicine  physicians  needed.  Due  to  explosive 
grovi/th,  multi-specialty  group  seeks  BE/BC  physicians  in 
Internal  Medicine.  Excellent  guaranteed  salary  and 
benefits  package  with  productivity  incentives.  Excellent 
fringe  benefits  package  included.  Wonderful  lifestyle. 
Send  CV  to  Physician  Recruiter,  Health  First  Medical 
Group,  850  Ridge  Lake  Blvd.,  Suite  G02,  Memphis,  TN 
38102,  or  call  901-684-3434.  EOE/M/FA//H 

OB/GYN 

DB/GYN  to  join  another  established  OB/GYN  within  a well- 
established,  expanding  multi-specialty  group  in  a choice 
rural  area  of  central  Texas.  Salary  with  an  incentive  bonus 
opportunity.  Excellent  benefits.  Independent  fee-for-ser- 
vice 22-physician  group  with  drawing  area  of  100,000+. 
Send  curriculum  vitae  or  call  William  Schlotter,  Brenham 
Clinic  Association,  600  North  Park,  Brenham,  TX  77833, 
or  call  1-800-333-6153. 

BE/BC  OB/GYN.  Excellent  opportunities  in  Houston,  Dallas 
and  other  areas  throughout  the  state.  Practice  types 
include  group  practices,  solo,  and  HMO's.  For  details, 
send  CV  to  Practice  Dynamics,  11222  Richmond,  Ste. 
125,  Houston,  Texas  77082  or  call  713-531  -091 1 . 

Ohstetricians/Gynecologists  needed.  Booming  multi-spe- 
cialty practice  seeks  BE/BC  OB/GYN  physicians  to  begin 
as  soon  as  possible.  Excellent  compensation/fringe 
benefits  package.  Signing  Bonus  for  experienced  OB's 
and  Wonderful  Lifestyle.  Send  CV  to:  Physician  Recruiter. 
Health  First  Medical  Group,  850  Ridge  Lake  Boulevard, 
Suite  G02,  Memphis.  TN  38102  EOE/M/F/H/V 
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Ophthalmologist 


Ophthalmologist 


MANN  EYE  CLINIC 

Seeks  a Medical 
Ophthalmologist 

Houston,  TX — Enjoy  practicing  in  a 
progressive,  high-profile,  multi-loca- 
tion ophthalmology  practice  while 
enjoying  the  variety  of  cultural  and 
athletic  activities  offered  in  the  Sun 
Belt’s  largest  city.  ❖ Mann  Eye  Clinic 
is  committed  to  delivering  quality  care 
in  a personal  environment.  With  six 
locations  and  a Medicare  certified 
ASC,  we  are  a team-oriented , growing, 
respected  and  innovative  practice. 

❖ We  seek  a medical  ophthalmolo- 
gist with  excellent  clinical  skills  who 
is  eager  for  professional  growth  in  an 
exciting,  dynamic  practice. 

Please  write: 

Mann  Eye  Qinic 
18850 South  Memorial Blvd. 
Humble,  Texas  77338 
Attn:  John  D.  Marvin 

MANN  EYE  CLINIC 


Orthopedics 

Orthopedic  Surgery  — BC/BE.  Lucrative  solo  and  group 
opportunities  in  Pasadena  and  Conroe,  TX.  Income 
guarantee,  malpractice  and  office  space  provided  first 
year.  For  more  information  please  send  C.V.  to  Anita  Pat- 
terson, HealthTrust,  Inc.,  4525  Harding  Road,  Nashville, 
TN  37205  or  call  1 -800-825-3463. 

Beaumont-Orthopedic  Surgeon  — A busy,  two-man  group 
in  Beaumont  is  now  seeking  to  add  a third  member.  This 
group  has  a thriving  and  expanding  sports  medicine 
clinic.  For  more  information,  send  your  CV  to:  Gordon 
Crawford,  Professional  Relations,  Humana  Inc.,  Dept.  II- 
11F,  500  West  Main  Street,  Louisville,  KY  40201 -1438. 
Or  call  Toll  Free  1 -800-626-1590. 
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Pathologist 

Pathoiogist,  board  eligible  or  certified  to  join  established 
Arkansas  practice  consisting  of  private  AP  (surgical- 
cytology)  lab  with  coverage  of  a number  of  hospitals. 
Immediate  opening,  excellent  compensation  plus 
benefits.  Reply  in  confidence  to:  Gerald  A.  Stolz,  Jr., 
M.D.,  Pathology  Services  Lab,  P.A.,  RO.  Box  925,  Rus- 
sellville, AK  72801 . 

Beaumont  Pathologist  — Excellent  opportunity  for  a 
Pathoiogist  to  assume  leadership  of  the  Department  of 
Pathology  at  our  250-bed  hospital  in  Beaumont,  Texas. 
The  hospital  serves  a referral  area  of  300,000.  Send  CV 
to:  Gordon  Crawford,  Professional  Relations,  Humana 
Inc.,  Dept.  11-1 1H,  500  West  Main  Street,  Louisville,  KY 
40201-1438,  Or  call  Toll  Free  1-800-626-1590. 


Pediatrics 

A Well  Established  and  expanding  multi-specialty  group  in 
a choice  rural  area  of  central  Texas  wishes  to  add  a pedi- 
atrician to  two  established  pediatricians  within  the  group. 
Salary  with  incentive  opportunity.  Excellent  benefits. 
Independent  fee-for-service.  A 22-physician  group  with 
drawing  area  of  100.000-r.  Send  curriculum  vitae  or  call 
William  Schlotter,  Brenham  Clinic  Association,  600  North 
Park,  Brenham,  TX  77833,  or  call  1-800-333-6153. 

Pediatrician  — Vacation  area  near  the  ocean  and  Mex- 
ico. Enjoy  practice  in  a modern,  spacious,  custom  built 
clinic  with  lab,  x-ray.  Pleasant  hours,  good  beginning 
salary,  ownership  possible.  Contact  Adele  Bromiley,  MD, 
2335  Central  Blvd.,  Brownsville,  TX  78520;  512-546- 
3126. 

Abilene  — Pediatrician  — Unique  opportunity  for  a pedi- 
atrician in  offices  next  to  our  new  replacement  hospital  In 
the  high-growth  section  of  Abilene.  Immediate  referrals 
and  attractive  financial  assistance.  Abilene  is  the  heart  of 
a 22-county  trade  area  and  is  home  to  three  universities 
and  Dyess  AFB.  Send  CV  to:  Manager,  Professional 
Relations,  Humana  Inc.,  Dept.  11-1  ID,  500  West  Main 
Street,  Louisville,  KY  40201-1438.  Or  call  Toll-Free  1 - 
800-626-1590. 

Busy  Pediatrician  looking  for  an  associate  B.C./B.E.  in 
Pediatrics  for  a dynamic  office  based  practice.  Close  to 
Dallas  Metroplex.  Attractive  compensation  package. 

Must  have  a Texas  license.  Please  contact:  AD  Box  771 , 
Texas  Medical  Association,  Advertising  Department, 

1801  North  Lamar,  Austin,  TX  78701 . 

If  ynu  have  an  interest  in  Level  II  neonatal  care.  The 
Department  of  Pediatrics  at  the  University  of  Texas  Medi- 
cal School  at  Houston  may  have  an  opportunity  of  inter- 
est to  you  in  the  division  of  neonatal-perinatal  medicine. 
Pediatricians  are  needed  to  provide  the  opportunity  for 
direct  patient  care  as  well  as  the  opportunity  to  partici- 
pate in  the  education  of  pediatric,  obstetrical  and  family 
practice  house  staff.  This  job  will  have  variety  and  will 
also  allow  you  time  participate  in  continuing  medical 
education.  This  is  a good  opportunity  for  an  individual 
looking  for  a position  on  a short  term  basis.  Applicants 
should  be  B^BC  in  Pediatrics.  The  University  of  Texas  is 
an  equal  opportunity  employer.  Women  and  minorities 
are  encouraged  to  apply.  Contact  Susan  E.  Denison, 

MD,  Department  of  Pediatrics,  University  of  Texas  Medi- 
cal School,  PO  Box  20708,  Houston,  TX  77225,  713- 
792-5342. 


Primary  Care 

BE/BC  Primary  Care  Doctors.  Needed  immediately.  Both 
part-time  and  full-time  near  Austin.  For  further  informa- 
tion contact  Jerry  Lewis,  The  Lewis  Group  @ 1 -800-666- 
1377. 


Radiology 

Hospital  position  available  for  board  certified  radiologist. 
45  minutes  from  downtown  Houston.  Must  be  proficient 
in  angiography,  CT,  MRI,  ultrasound  and  nuclear 
medicine.  For  information  call  409-765-8891  or  409- 
765-9699. 

BE/BC  Radiologists  needed  immediately  for  Texas  com- 
munities. Both  solo  and  group  practices.  Partnership 
potential.  For  further  information  contact  Jerry  Lewis, 

The  Lewis  Group  @ 1-800-666-1377. 

Rheumatology 

College  Station,  TX-Rheumatologist  — A rheumatologist  is 
needed  in  College  Station,  home  of  Texas  A&M,  where 
referrals  are  currently  leaving  the  community.  For  more 
information,  call  Toll-Free  1 -800-626-1590,  or  send  your 
CV  to:  Gordon  Crawford,  Manager,  Professional  Rela- 
tions, Dept.  1 1-1 1C,  500  West  Main  Street,  Louisville, 

KY  40201 -1438. 


Other  Opportunities 

Position  Available:  Seeking  BC/BE  Family  Practice,  Gen- 
eral Internist,  Endocrinologist,  OB/GYN  to  join  estab- 
lished multi-specialty  clinic.  Excellent  benefits  and  guar- 
antee. Send  CV  to  Leroy  W.  Kitch,  Administrator,  Skinner 
Clinic,  124  Dallas  St.,  San  Antonio,  TX  78205. 


PRiVATE  PRAaiCE  OPPORTUNiTIES 

(in  oH  specialties) 

Texas  & Sunbelt  States 
Call  T-S00-284-4560 

Houston  785-3722  Reuben 

or  send  CV:  11140  Westheimer  g j-  q n s t e i n 


Suite  144 
Houston,  TX  77042 


& Associates 


Lubbock  State  School  — Staff  physician  with  current 
Texas  license.  Excellent  benefits:  40  hour  work  week, 
malpractice  protection,  paid  holidays,  vacation/sick 
accruals,  retirement,  tax  sheltered  income  program. 
Salary  negotiable.  Includes  augmentation.  Contact  Liz 
Smitten,  Director  of  Human  Resources,  Lubbock  State 
School,  P.O.  Box  5396,  Lubbock,  TX  79417-5396.  806- 
763-7041.  EOE. 


Correctional  Facilities-Several 
locations,  full-time  Physicians,  63K-84K, 
Psychiatrist  82K-129K.  Excellent 
Benefits,  Texas  Lie.  Huntsville,  Rusk, 
Gatesville,  Palestine,  Amarillo,  Marlin, 
Houston  area.  Inquiries:  TDC,  Bx  99 
Pers.  Annex,  Huntsviile,  TX  77342 
(409)  294-2755. 


Family  Practice,  Pediatrics,  Internal  Medicine,  OB/GYN, 
Orthopaedic  Surgeon,  BC/BE,  to  join  1 9 physician  multi- 
specialty group.  Southeast  Missouri  rural  city  of  17,500. 
No  PPO,  HMO,  A nice  PRO.  Low  taxes.  Excellent  salary 
and  fringe  benefits.  Contact  Administrator,  Ferguson 
Medical  Group,  1012  North  Main  Street,  Sikeston,  MO 
63801, 314-471-0330. 
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Medical  Practice 

■ Appraisal 

■ Brokerage 

■ Management 
Consulting 


ANESTHESIOLOGY 


NORTHEAST  TEXAS 

Busy  regional  medical  center  In  attractive,  pro- 
gressive NE  Texas  community  of  27,000  (refer- 
ral area  150,000)  seeks  BE/BC  anesthesiologist 
Modern  200-bed  hospital  with  latest  technology. 
Shared  call  coverage.  Strong  economy, 
excellent  schools:  many  recreational  and  social 
opportunities.  Contact;  Vicki  Truitt 


CARDIOLOGY 


SOUTH  TEXAS 

Thirty  minutes  from  Padre  Island,  Young,  grow- 
ing, cardiology  group  seeks  non-lnvasive 
associate.  Must  be  BC  or  BE  seeking  certifica- 
tion Spanish  speaking  helpful  but  not  required. 
Excellent  location  Great  opportunity  for 
qualified  candidate.  Contact:  Barry  Strittmatter 


FAMILY  PRACTICE 


CENTRAL  TEXAS 

Medical  staff  of  50-bed  hospital  in  beautiful  cen- 
fral  Texas  (within  one  hour  of  Austin),  seeks 
BE/BC  family  physician  for  private  practice  (to 
share  a call  with  three  other  BC  FPs).  Solo  or 
group  environment.  OB  a plus,  but  not  required 
Progressive,  family-oriented  community  with 
excellent  schools.  Many  social  and  recreational 
opportunities.  Competitive  incentive  package  to 
qualified  physician,  Contacf  Jim  Truitt 


WITHIN  ONE  HOUR  OF  DALLAS 

Two  family  physicians  seek  third  associate  for 
group  practice  near  lake  area.  Attractive,  fully 
equipped  office  Ultra-modern  hospital.  Shared 
call,  competitive  incentive  package  to  qualified 
physician.  Contact:  Jim  Truitt. 


NEAR  AUSTIN  AND  SAN  ANTONIO 

Community  of  5,000  (referral  area  24,000) 
seeks  board  certified  family  physician.  Shared 
call  with  two  other  family  physicians:  OB  need- 
ed. Financially  sound,  30-bed  hospital  offering 
competitive  incentive  package  to  qualified  physi- 
cian Contact  Jim  Truitt 


DALLAS 

Established  fee-for-service  practice  available  for 
assumption  Full  scope  of  family  medicine,  ex- 
cept OB  Average  gross  $320K  + annually  Bi- 
lingual (Spanish)  skills  helpful.  Retiring  physician 
will  introduce  Financing  available  to  qualified 
candidafe.  Contact:  Jim  Truitt, 


WEST  TEXAS 

Three  board  certified  family  physicians  seek 
fourth  associate  for  busy  practice.  OB  prefer- 
red Friendly  town,  good  schools.  Within  35 
minutes  of  larger  city.  Very  lucrative  financial 
situation.  Excellent  for  pilot  physician. 
Contact  Jim  Truitt 


PANHANDLE 

Texas  community  of  8,000  (referral  area 
16,000)  seeks  BC  FPs  for  group.  Share  call  with 
two  recently  trained  BC  FPs  New  hospital 
under  construction,  Sound  economy,  good 
schools,  airport.  Generous  incentive  package 
including  income  guarantee,  relocation,  office 
space,  more  Contact:  Jim  Truitt. 


PANHANDLE 

Panhandle  community  seeks  BE/BC  family 
practitioner  to  complement  very  busy,  recent- 
ly trained,  BC  family  practitioner  Excellent  hos- 
pital facilities.  Ideal  location  for  outdoorsman. 
Generous  incentive  package  available  for 
qualified  candidate.  Contact,  Barry  Strittmatter. 


D/FW  METROPLEX 

Recently  trained,  BC  family  physician  seeks 
associate  for  practice  in  affluent  NE  Tarrant 
County  community  Modern  hospital  will  spon- 
sor qualified  physician.  Excellent  schools  and 
quality  of  life  Contact:  Vicki  Truitt. 


SOUTH  TEXAS 

Within  one  hour  of  San  Antonio  — South  Texas 
community  seeks  BE/BC  family  practitioner  for 
service  area  of  20,000  OB  is  available,  but  not 
required  Flunting,  fishing  (fresh  and  salt  water) 
and  other  recreational  activities  abound  Forty- 
two  bed  hospital  will  offer  generous  incentive 
package  to  qualified  candidate 
Contact:  Barry  Strittmatter 


GENERAL  SURGERY 


SW  LOUISIANA 

Small  southwest  Louisiana  community  seeks 
BE  / BC  general  surgeon.  Assured  referrals  from 
five  primary  care  physicians.  Friendly  communi- 
ty Within  20  minutes  of  metropolitan  area.  Ideal- 
ly suited  for  the  outdoorsman.  Generous  incentive 
package  to  qualified  candidate 
Contact:  Barry  Strittmatter, 


INTERNAL  MEDICINE 


EAST  TEXAS 

Two  BC  internists  seek  compatible  associate 
for  group  practice  in  community  of  approxi- 
mately 12,000  (referral  area  50,000),  Shared 
call  and  overhead  Ultra-modern,  100-bed  hos- 
pital, Attractive  community;  many  social  and 
recreational  opportunties.  One  hour  from 
Dallas.  Competitive  incentive  package. 
Contact:  Jim  Truitt, 


THE  TEXAS  SPECIALISTS 


— Working  in  Texas  for  Texans,  since  1984  — 


WEST  TEXAS 

Four  American  trained,  board  certified  internists 
seek  compatible  associate  for  busy  group  prac- 
tice in  Texas  community  of  100,000  -i- . Office 
adiacent  to  modern  250-bed  hospital  Excellent 
call  arrangement,  salary  and  benefits.  Full 
associate  status  in  second  year 
Contact:  Jim  Truitt, 


SOUTH  TEXAS 

Thirty  minutes  from  Padre  Island.  BC  IM 
specializing  in  critical  care  seeks  compatible 
associate  Great  climate  and  lifestyle;  recrea- 
tional opportunities  abound.  Excellent  income 
potential  Contact:  Barry  Strittmatter, 


NEUROLOGY 


NORTHEAST  TEXAS 

Regional  medical  center  serving  150,000  seeks 
BE/BC  neurologist  for  associate  practice  (or 
solo  sharing  call)  with  BC  neurologist.  Pro- 
gressive, family-oriented  community  with 
strong,  diversified  economy,  excellent  schools. 
Many  social  and  recreational  opportunities. 
Generous  incentive  package  to  qualified  physi- 
cian Contact.  Vicki  Truitt 


OBSTETRICS  / GYNECOLOGY 


NORTHEAST  TEXAS 

Regional  medical  center  serving  150,000  seeks 
BE/BC  OB/GYN  for  private  practice  (to  share  call 
with  three  other  OB/GYNs),  Progressive,  family- 
oriented  community  with  strong,  diversified 
economy,  excellent  schools.  Many  social  and 
recreational  opportunties.  Competitive  incentive 
package  to  qualified  physician 
Contact:  Vicki  Truitt. 


EAST  TEXAS 

Recently  trained,  board  certified  OB/GYN  seeks 
compatible  associate  for  practice  in  communi- 
ty of  approximately  12,000  (referral  area 
50,000),  Shared  call  and  overhead.  Ultra- 
modern, 100-bed  hospital  Attractive  commun- 
ity; many  social  and  recreational  opportunities. 
One  hour  from  Dallas  Competitive  incentive 
package  Contact:  Jim  Truitt. 


ONCOLOGY 


NORTH  DALLAS 

Well-established,  board  certified  oncologist 
seeks  compatible  associate  for  busy  practice, 
Office  adiacent  to  modern,  934-bed  hospital. 
Competitive  incentive  package:  excellent  poten- 
tial for  clinically  interesting  and  financially 
rewarding  practice.  Attractive  life  style  in 
dynamic  Dallas/Fort  Worth  metropolitan  area 
Contact:  Jim  Truitt, 


ORTHOPEDIC  SURGERY 


EAST  TEXAS 

Board  certified  orthopedic  surgeon  seeks  com- 
patible associate  for  practice  in  community  of 
approximately  12,000  (referral  area  50,000). 
Shared  call  and  overhead  Well-equipped,  ultra- 
modern, 100-bed  hospital  Attractive  communi- 
ty: many  social  and  recreational  opportunities. 
One  hour  from  Dallas.  Competitive  incentive 
package  to  qualified  physician. 

Contact:  Jim  Truitt. 


EAST  TEXAS 

Medical  staff  of  100-bed  hospital  seeks  ortho- 
pedic surgeon  for  referral  area  of  approximately 
50,000  Attractive  community  of  14,000  with 
strong,  diversified  economy  Excellent  fishing 
and  hunting.  One  hour  from  Dallas  Competitive 
incentive  package  to  qualified  physician. 
Contact  Barry  Strittmatter, 


OTOLARYNGOLOGY 


D/FW  METROPLEX 

BC  ENT  seeks  associate  for  busy  practice  in 
affluent  NE  Tarrant  County  community.  On 
campus  with  modern  hospital.  Excellent 
schools  and  quality  of  life 
Contact  Vicki  Truitt 


PEDIATRICS 


FORT  WORTH 

Medical  staff  in  well  established  Metroplex 
hospital  seeks  BE/BC  pediatrician  to  establish 
nucleus  of  single  specialty  group  Solo  prac- 
tice option  also  available.  Competitive  incen- 
tive package  from  hospital  and  medical  staff 
support  will  be  offered  to  qualified  candidates. 
Contact:  Barry  Strittmatter, 


D/FW  METROPLEX 

Young  American  trained,  BC  pediatrician  seeks 
associate  for  practice  in  affluent  suburban  com- 
munity in  the  heart  of  thriving  D/FW  Office  on 
campus  with  modern  hospital.  Excellent 
schools  and  quality  of  life 
Contact:  Vicki  Truitt 


SOUTH  TEXAS 

Two  American  trained  - BC  pediatricians  seek 
compatible  associate  to  join  rapidly  growing 
practice  Excellent  income  potential  in  an  area 
acclaimed  for  Its  great  climate  and  recreational 
opportunities.  Contact:  Barry  Strittmatter, 


PULMONARY  MEDICINE 


WEST  TEXAS 

Four  man  group  of  American  trained,  board 
certified  Internists  seeks  compatible  pulmonary 
medicine  associate  Community  of  100,000 -i- . 
Office  adjacent  to  modern  250-bed  hospital. 
Shared  call,  excellent  income  and  benefits.  Full 
associate  status  in  second  year. 

Contact:  Jim  Truitt. 


RHEUMATOLOGY 


NORTHEAST  TEXAS 

Medical  staff  of  regional  medical  center  seeks 
board  certified  rheumatologist  to  establish  ser- 
vice in  referral  area  of  at  least  150,000  Refer- 
rals from  seven  orthopedic  surgeons  and 
approximately  90  other  physicians  in  the  com- 
munity, Strong  economy,  excellent  schools, 
many  recreational  and  social  opportunties 
Modern  hospitals.  Generous  incentive  package 
to  qualified  physician.  Contact:  Vicki  Truitt, 


UROLOGY 


D/FW  METROPLEX 

Recently  trained,  BC  urologist  seeks  associate 
for  practice  in  affluent  NE  Tarrant  County  com- 
munity, On  campus  with  modern  hospital. 
Competitive  incentive  prackage  to  qualified  can- 
didate. Excellent  schools  and  quality  of  life 
Contact:  Vicki  Truitt. 


Classified  Advertising 


Infectious  Disease  Specialist  — College  Station  — There  is 
now  an  attractive  Private  Practice  opportunity  for  an  Infec- 
tious Disease  Specialist  in  College  Station.  The  medical  staff 
of  our  hospital  there  has  requested  that  an  Infectious  Dis- 
ease Specialist  establish  practice  there  as  referrals  are  now 
leaving  the  community.  Generous  financial  and  marketing 
assistance  will  be  provided  in  helping  to  establish  this  new 
service.  For  further  information,  send  your  CV  to:  Gordon 
Crawford,  Manager,  Professional  Relations,  Humana  Inc., 
Dept.  11-1 1G,  500  West  Main  Street,  Louisville,  KY  40201  - 
1438.  Or  call  Toll-Free  1-800-626-1590. 


QA/UR 

CERTIFICATION 

The  American  Board  of  Quality 
Assurance  and  Utilization  Review 
Physicians  (ABQAURP)  is  pleased 
to  announce  that  one  of  the  four 
1991  Certificatbn  Examinations 
will  be  held  in  Dallas,  Texas: 

March  22-23  - Refresher  Course 
March  24  - Certification  Examination 

Dallas  Airport  Hilton 

Diplomates  of  ABQAURP  have 
experienced  increased  professional 
opportunities  due  to  the  recognitbn  of 
their  expertise  in  this  field. 

ABQAURP 

1777  Tamiami  Trail,  Suite  205,  TM1 
Fort  Charlotte,  FL  33948 
Phone  813-743-2425 
FAX  81 3 743-2009 


Texas  Coast.  200+  bed  hospital  seeking  physicians  special- 
izing in;  internal  medicine,  family  practice,  gastroenterology 
and  radiology.  Competitive  salary  packages  and  benefits. 
Excellent  medical  community.  For  information  contact  Mr. 
Jenkins  at  1 -800-933-091 1 . 


EXCELLENT  PRACTICE  OPPORTUNITY. 

Two  physician  practice  looking  for  third 
partner  in  Bryan/College  Station,  Texas. 
Population  approximately  100,000  with 
drawing  area  of  250,000.  Send  curriculum 
vitae  to  Central  Texas  Heart  Center,  1301 
Memorial  Drive,  Bryan,  Texas  77802. 


Internist  or  Family  Practitioner,  BC/BE.  San  Antonio  State 
Chest  Hospital  has  immediate  need  for  hospital  based  prac- 
tice. Broad  spectrum  of  cases.  Regular  hours,  liberal  state 
salary  & benefits  including  retirement  & 401 K programs. 

EOE  Apply  SASCH  Box  23340,  San  Antonio,  TX  78223. 

51 2-543-8857  x208  or  225. 


Denton  State  School/Fort  Worth  State  School  — has  imme- 
diate opportunity  for  a full  time  Staff  Psychiatrist.  Excel- 
lent benefits!  Please  submit  resume  in  confidence  to 
Denton  State  School,  RO.  Box  368,  Denton,  TX  76202- 
0368  or  contact  Claudia  at  81 7-387-3831  Ext.  3374; 

Fort  Worth  State  School,  5000  Campus  Drive,  Ft.  Worth. 
TX  761 1 9-5997  or  contact  Frances  at  81 7-534-4831 
Ext.  400. 


To  care  for  him  who  shall  have 
borne  The  Battle.  -A.  Lincoln 

Serve  your  country... 
by  joining  the  Department 
of  Veteran  Affairs  (VA) 
Medical  Center, 

Big  Spring,  Texas. 

We  have  current  openings  for... 

• Internist 

• Pulmonologist 

• Psychiatrists 

• Psychologist 

• Anesthesiologist/CRN  A 

Our  Medical  Center...Is  a 249-Bcd 
GM&S,  rehabilitation,  psychiatric,  and 
nursing  home,  facility  affiliated  with 
Texas  Tech  Univ.  School  of  Medecine. 

To  Apply  Or  Get  More  Information 
Call  Or  Write  Mr.  Sincleair,  Personnel 
Officer  (05-S),  VA  Medical  Center, 

Big  Spring,  TX  79720. 

Phone  (915)  263-7361  Ext  7014 
or  (915)  2644822. 

An  Equal  Opportunity  Employer 


Neonatologist-Houston  Area  — Neohatologist  needed  to 
provide  services  to  our  459-bed  hospital  in  the  Clear 
Lake  area  that  offers  a Level  II  + Nursery,  with  1220-130 
births  per  month.  Negotiate  with  our  hospital  or  possible 
university  affiliation.  Send  your  CV  to:  Gordon  Crawford, 
Professional  Relations,  Humana  Inc.,  Dept  11-1 1 B,  500 
West  Main  Street,  Louisville,  KY  402201-1438.  Or  call 
Toll  Free  1-800-626-1590. 

General  Physician  III,  BD  elig.  or  cert.,  Texas  Medical 
License.  Wichita  Falls  State  Hospital,  accredited  JCAHO. 
Salary:  from  73-87K,  + board  certification  pay.  Opportu- 
nity tor  additional  Income  with  dual  employment.  Wichita 
Falls,  Texas  is  a progressive  university  city  of  1 00,000 
located  two  hours  from  Dallas/Fort  Worth  metroplex. 
Write:  Richard  Bruner,  Superintendent;  Box  300;  Wichita 
Falis,  Texas  76307.  or  call  collect  817-692-1220.  An 
equal  opportunity/atfirmative  action  employer. 


Full  Time  Travel  Required  (one  year  minimum).  Health 
research  organization  needs  Physicians  for  National 
Health  and  Nutrition  Examination  Survey  sponsored 
by  the  U.S.  Public  Health  Service.  Individuals  will  be 
part  of  a large  medical  team  conducting  health  exam- 
inations in  government  examination  centers  traveling 
to  68  areas  of  the  U.S.  through  1 993.  Physicians 
must  be  licensed  in  one  state.  Competitive  salary, 
paid  malpractice,  per  diem,  car,  four  weeks  paid 
vacation  per  year,  holidays,  and  health,  life,  dental, 
disability  insurance  offered.  Call  Beverly  Geline  at 
800-937-8281,  ext.  8248.  Westat,  Inc.,  Rockville, 
Maryland,  EOE/M/FA//H. 

Situations  Wanted 


Positions  Wanted 

Board  Certified  Ailergist  — 25  years  experience  in 
solo  adult/children  practice.  Desire  to  relocate  in  state 
of  Texas.  Willing  to  buy  into  existing  practice  or  con- 
sider new  area  in  need  of  allergist.  Available  now. 
Reply  to:  Texas  Medical  Association,  AD  Box  774- 
Advertising,  1 801  N.  Lamar,  Austin,  TX  78701 . 

For  Sale  or  Lease 


Medicai  Equipment 

Quality  Used  Medical  Equipment  — Special  this  month 
— Reflontrons  &QBC's  — We  Buy-Sell  Autoclaves  to 
X-Rays.  MedExchange,  3021  Carmel,  Dallas,  TX 
75204  214-834-5040  FAX  823-9428. 

Del  Mar  Avionics  System  8300  2-D/M-mode  echo 
machine.  Includes  monitor,  VCR  (with  remote),  video 
printer  and  cart.  Excellent  Condition.  $8,000.  817- 
277-9107. 

Sacrificei  Kodak  DT-60  Desktop  Analyzer  — Dry  chem- 
istry desk  top  analyzer  65  tests  per  hour  with  Stat- 
Spin  Centrifuge,  Slides,  Calibrators  and  much  more. 
Contact  Don  Gross  @ 51 2-344-8726. 


Office  Space 

For  sale  or  lease:  4000  sq.  foot  medical  office  building 
Seton  vicinity  . . . Austin  Retina  Associates.  Call  51 2- 
451-0236. 

North  Dallas  Medical  Office  Condo  For  Sale  Or  Lease  — 

Woodhill  Medical  Park,  across  the  street  from  Presby- 
terian Hospital.  Perfect  for  solo  practitioner.  Call  Ellen 
Koerber,  M.D.  at  214-692-9595. 

Practices 

Selling  Your  Practice?  We  offer  practice  evaluations  & 
brokerage,  physician  recruiting,  and  partnership  buy- 
in  services.  We  can  help  you  make  the  right  deci- 
sions. For  a free  brochure,  call  or  write:  Practice 
Dynamics,  Dept  T,  11222  Richmond,  Ste  125,  Hous- 
ton, TX  77082:  713-531-0911. 

For  Sale  — Multidisciplinary  Chronic  Pain  Manage- 
ment Treatment  Clinic.  CARE  (Commission  for 
Accreditation  of  Rehabilitation  Facilities)  accredited. 
785K  gross  in  1 989.  3701  Junius  Street,  PC  Box 
C008,  Dallas,  Texas  75246. 

Move  to  Colorado  — Pleasant  university  town  near 
mountains.  Active  Internal  Medicine/Geriatric  practice 
and  building  for  sale.  Solo  corporation,  1000  ft.  build- 
ing, large  lot,  near  hospital.  Call  303-482-4510 
evenings. 
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For  Sale  — Active  35  year  practice  can  be  had  for  the 
price  of  the  clinic  building.  Owner  retiring.  Ideal  for 
minority  physician.  J.  MarDock,  M.D.  1028Tarryall, 
Dallas,  TX  75224. 

Family  Practice  — Victoria,  Texas:  Well  established, 
profitable,  solo  practice  tor  sale.  Excellent  community, 
highly  competitive  health  care  facilities.  Any  reason- 
able offer  considered.  Inquires;  Texas  Medical  Associ- 
ation, Advertising  Dept.  Ad  Box  #773,  1801  N Lamar. 
Austin.  TX  78701 . 


Hobbies 

Lionel  Trains  — $1 0.000  for  Old  Lionel  Trains  in  excel- 
lent condition.  H.R.  Safford,  III.  M.D.,  2005  Franklin 
#550.  Denver,  CO  80205.  303-837-0912  (9a-4p) 
761-8899 
(7-9p) 


Business  and  Financial 
Services 

Physician’s  signature  loans  to  $50,000.  Up  to  seven 
years  to  repay.  No  prepayment  penalties.  Prompt,  cour- 
teous service.  Competitive  fixed  rate.  Physicians  Service 
Association,  Atlanta,  Georgia.  Toll  free  1 -800-241  -6905. 
Serving  MDs  for  over  10  years. 

Advertising  Rates  & Data:  Regular  classified  advertising 
sells  for  $2.00  per  word,  minimum  25  words  or  $50,  per 
issue.  We  do  not  count  articles  (a,  an,  the).  Display 
classified  advertising  sells  for  $95  per  column  inch,  per 
month.  A variety  of  typefaces,  logos,  and  borders  may 
be  used  in  display  classified  ads.  Ad  box  numbers  can 
be  substituted  for  formal  addresses  upon  request  at  no 
extra  cost.  Name  and  address  of  ad  box  number  listings 
cannot  be  given  out  unless  specific  permission  to  do  so 
has  been  given.  The  advertising  office  will  not  contact  ad 
box  number  holders  except  by  mail.  Federal  laws  pro- 
hibit references  to  race,  color,  religion,  sex,  natural  origin, 
or  age  unless  bona  fide  occupational  qualifications.  Copy 
deadline  is  the  1st  ot  the  month  preceding  publication. 
Send  copy  to  Mark  Bizzell,  Classified  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  TX  78701 . 
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Courses 

December 

Allergy  and  Immunology 

Dec  7-9,  1990 

Allergy  and  Immunology  for  the  Pri- 
mary Care  Physician.  San  Antonio,  Tex. 
Category  1,  AMA/PRA;  16  hrs.  Contact 
Office  of  Continuing  Medical  Education, 
The  University  of  Texas  Health  Science 
Center,  7703  Floyd  Curl  Dr,  San  Antonio, 
TX  78284  (512)  567-4447 

Cardiology 

Dec  3-5,  1990 

Interpretation  and  Treatment  of  Cardiac 
Arrhythmias.  Philadelphia.  Contact 
American  College  of  Cardiology,  Extra- 
mural Programs,  Dept  5080,  Washing- 
ton, DC  20061-5080  (1-800)  897-5400 

Dec  7-9,  1990 

Advances  in  Heart  Disease.  San  Fran- 
cisco. Category  1,  AMA/PRA;  16  hrs. 
Contact  American  College  of  Cardiol- 
ogy, Extramural  Programs,  Dept  5080, 
Washington,  DC  20061-5080  (1-800) 
897-5400 

Dec  9-12,  1990 

Coronary,  Hypertensive,  Valvular,  and 
Myocardial  Heart  Diseases.  Williams- 
burg, Va.  Contact  American  College  of 
Cardiology,  Extramural  Programs,  Dept 
5080,  Washington,  DC  20061-5080 
(1-800)  897-5400 

Dec  14-16,  1990 

23rd  Annual  Cardiovascular  Sympo- 
sium. New  York  City.  Category  1, 
AMA/PRA;  19.5  hrs.  Contact  American 
College  of  Cardiology,  Extramural  Pro- 
grams, Dept  5080,  Washington,  DC 
20061-5080  (1-800)  897-5400 

Family  Practice 

Dec  8,  1990 

Pamily  Oncology  Practice  Update  1990. 


CME  / Continuing 
Education  Directory 


Dallas.  Category  1,  AMA/PRA;  7 hrs. 
Contact  Diane  Pitkin,  Continuing  Medi- 
cal Education,  St  Paul  Medical  Center, 
5909  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214)  879-3789 

Oncology 

Dec  4-7,  1990 

Growth  Factors  of  Normal  and  Cancer 
Cells.  Houston.  Contact  Jeff  Rasco,  The 
University  of  Texas  M.D.  Anderson 
Cancer  Center,  Conference  Services,  Box 
131,  1515  Holcombe  Blvd,  Houston, 

TX  77030  (713)  792-2222 

Ophthalmology 

Dec  13-14,  1990 

New  Ideas  on  Common  Retinal  Disor- 
ders. San  Francisco.  Category  1, 
AMA/PRA;  12  hrs.  Contact  Extended 
Programs  in  Medical  Education,  Rm  C- 
124,  University  of  California,  San  Fran- 
cisco, CA  94143-0742  (415)  476-5808 

Orthopedic  Surgery 

Dec  8,  1991 

Orthopedic  Update.  Key  Largo,  Fla. 
Contact  Southern  Medical  Association, 
35  Lakeshore  Dr,  PO  Box  190088, 
Birmingham,  AL  35219-0088  (1-800) 
423-4992 

Dec  8-9,  1990 

The  Diabetic  Foot:  A Multi-Disciplinary 
Approach.  San  Antonio,  Tex.  Category 
1,  AMA/PRA;  10.5  hrs.  Contact  Office 
of  Continuing  Medical  Education,  The 
University  of  Texas  Health  Science  Cen- 
ter, 7703  Floyd  Curl  Dr,  San  Antonio, 
TX  78284  (512)  567-4447 

Pathology 

Dec  7,  1990 

Mini  Symposium:  Ancillary  Lymphoid 
Pathology  Studies,  Past,  Present  and 
Future.  Category  1,  AMA/PRA;  6 hrs. 
Contact  Office  of  Continuing  Medical 
Education,  The  University  of  Texas 
Health  Science  Center,  7703  Floyd  Curl 


Dr,  San  Antonio,  TX  78284  (512)  567- 
4447 

Dec  8,  1990 

47th  Annual  San  Antonio  Pathology 
Seminar:  Lymphoid  Pathology.  San 
Antonio,  Tex.  Category  1,  AMA/PRA;  6 
hrs.  Contact  Office  of  Continuing  Medi- 
cal Education,  The  University  of  Texas 
Health  Science  Center,  7703  Floyd  Curl 
Dr,  San  Antonio,  TX  78284  (512)  567- 
4447 

Pediatrics 

Dec  8-9,  1990 

Stabilization  and  Management  of  the 
Critically  III  Child.  San  Francisco.  Cate- 
gory 1,  AMA/PRA;  8.5  hrs.  Contact 
Extended  Programs  in  Medical  Educa- 
tion, Rm  C-124,  University  of  Califor- 
nia, San  Francisco,  CA  94143-0742 
(415)  476-5808 

Urology 

Dec  7-9,  1990 

Male  Erectile  Dysfunction.  Washington, 
DC.  Category  1,  AMA/PRA;  17  hrs. 
Contact  Ellen  Seaback,  American  Uro- 
logical Association,  Office  of  Education, 
6750  W Loop  South,  Ste  900,  Bellaire, 
TX  77401  (713)  665-7500 

Dec  8-10,  1990 

Hands-On  Ultrasonography  For  Urolo- 
gists. Los  Angeles.  Category  1, 
AMA/PRA;  16  hrs.  Contact  Ellen 
Seaback,  American  Urological  Associa- 
tion, Inc,  Office  of  Education,  6750  W 
Loop  South,  Ste  900,  Bellaire,  TX  77401 
(713) 665-7500 

December-February 

Risk  Management 

For  information  on  the  following 
courses,  contact  Rosemary  Gafner,  EdD, 
Medical  Risk  Management,  Inc,  2500 
City  West  Blvd,  Ste  300,  Houston,  TX 
77030  (713)  789-3375 
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Anesthesiology  Risk  Management 
Feb  19,  1991,  Houston 

Emergency  Risk  Management 
Feb  7,  1991,  Houston 

Five  Steps  to  Medical  Risk  Management 

Jan  19,  1991,  Dallas 

Jan  26,  1991,  San  Antonio 

Feb  9,  1991,  Harlingen 

Feb  23,  1991,  Corpus  Christi 

Feb  28,  1991,  Beaumont 

Forensic  Obstetrics 
Feb  9,  1991,  Harlingen 

Medico-Fegal  Issues  in  Medical  Risk 
Management 

Feb  23,  1991,  Corpus  Christi 

Techniques  of  Reducing  the  Frequency 
of  Medico-Fegal  Fawsuits  Using  Para- 
commumcations  and  Neurolinguistics 
Jan  19,  1991,  Dallas 
Feb  9,  1991,  Houston  Feb  22,  1991, 
Corpus  Christi 

Quality  Assurance  and  Proper  Charting 
in  Medical  Risk  Management 
Jan  26,  1990,  San  Antonio 

January 

Cardiology 

Jan  14-18,  1991 

21nd  Cardiovascular  Conference.  Snow- 
mass,  Colo.  Category  1,  AMA/PRA;  21 
hrs.  Contact  American  College  of  Cardi- 
ology, Extramural  Programs,  Dept  5080, 
Washington,  DC  20061-5080  (1-800) 
897-5400 

Jan  18-20,  1991 

Diagnostic  Dilemmas  in  Cardiology. 
Cancun,  Mexico.  Contact  Southern 
Medical  Association,  35  Lakeshore  Dr, 
PO  Box  190088,  Birmingham,  AF 
35219-0088  (1-800) 423-4992 

Jan  27-29,  1991 

Congenital  Heart  Disease  in  the  Adult. 


San  Diego.  Contact  American  College  of 
Cardiology,  Extramural  Programs,  Dept 
5080,  Washington,  DC  20061-5080  (1- 
800)  897-5400 

Family  Practice 

Jan  11-12,  1991 

Advances  in  Family  Medicine.  Houston. 
Contact  Lila  Lerner,  Baylor  College  of 
Medicine,  Office  of  Continuing  Educa- 
tion, One  Baylor  Plaza,  Houston,  TX 
77030  (713)  798-6020 

Jan  20-25,  1991 

Taking  Care  of  Yourself,  Your  Family, 
and  Your  Patients.  Brackenridge,  Colo. 
Contact  Charlotte  Heffler,  TAFP,  8733 
Shoal  Creek,  Austin,  TX  78758  (512) 
451-8237 

Obstetrics  and  Gynecology 

Jan  24-26,  1991 

Diseases  of  the  Vulva  and  Vagina.  Hous- 
ton. Category  1,  AMA/PRA;  20  hrs. 
Contact  Carol  Soroka,  Baylor  College  of 
Medicine,  Office  of  Continuing  Educa- 
tion, One  Baylor  Plaza,  Houston,  TX 
77030  (713)  798-6020 

Oncology 

Jan  11-12,  1991 

8th  Annual  Western  Regional  Oncology 
Conference.  El  Paso,  Tex.  Contact 
Deana  Bernard,  Providence  Memorial 
Hosp,  Education  Dept,  2001  N Oregon, 
El  Paso,  TX  79902  (915)  452-6284 

Jan  12,  1991 

Update  of  Carcinoma  of  the  Thyroid. 
Houston.  Contact  Jeff  Rasco,  The  Uni- 
versity of  Texas  M.D.  Anderson  Cancer 
Center,  1515  Holcombe  Blvd,  Houston, 
TX  77030  (713)  792-2121 

Psychiatry 

Jan  18-20,  1991 

Psychiatric  Update  Conference  for 
Physicians.  Toronto.  Category  1, 
AMA/PRA;  20  hrs.  Contact  Dr  Alan 


Buchanan,  102-180  W Broadway,  Van- 
couver, BC  V5Z  4C9  (604)  922-3570 

Urology 

Jan  5-6,  1991 

Ultrasound- A:  Hands-On  Course.  Hous- 
ton. Category  1,  AMA/PRA;  16  hrs. 
Contact  Alice  Henderson,  American 
Urological  Association,  Office  of  Educa- 
tion, 6750  W Loop  South,  Ste  900,  Bel- 
laire,  TX  77401  (713)  665-7500 

February 

Anesthesiology 

Feb  22-24,  1991 

Seventh  Texas  Anesthesia  Conference 
for  Obstetrics.  Houston.  Category  1, 
AMA/PRA;  16  hrs.  Contact  Marjorie 
Kraft,  Office  of  Continuing  Education, 
The  University  of  Texas  Medical  School 
at  Houston,  1 100  Holcombe  Blvd,  Rm 
15.1509,  Houston,  TX  77030  (713) 
792-5346 

Cardiology 

Feb  1-3,  1991 

Perspectives  on  New  Diagnostic  and 
Therapeutic  Techniques  in  Clinical  Car- 
diology. Orlando,  Fla.  Contact  Ameri- 
can College  of  Cardiology,  Extramural 
Programs,  Dept  5080,  Washington,  DC 
20061-5080  (1-800)  897-5400 

Feb  8-10,  1991 

Advances  in  Diagnostic  and  Therapeutic 
Cardiac  Catheterization.  Orlando,  Fla. 
Contact  American  College  of  Cardiol- 
ogy, Extramural  Programs,  Dept  5080, 
Washington,  DC  20061-5080  (1-800) 
897-5400 

Emergency  Medicine 

Feb  23-24,  1991 
High  Risk  Cases  in  Emergency 
Medicine.  Dallas.  Contact  American 
College  of  Emergency  Physicians,  PO 
Box  61991 1,  Dallas,  TX  75261-991  1 
(1-800)  798-1822  or  (214)  550-0911 
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General  Practice 

Eeb  23,  1991 

Controversies  in  Breast  Carreer:  A Clini- 
cal Perspective.  San  Antonio,  Tex.  Cate- 
gory 1,  AMA/PRA;  6 hrs.  Contact 
Theodora  De  Nino,  MPH,  St  Luke’s 
Lutheran  Hospital,  7940  Lloyd  Curl  Dr, 
San  Antonio,  TX  78229  (512)  692-8719 

Leb  28-Mar  2,  1991 

Advances  in  Pulmonary  and  Critical 

Care  Medicine.  Montego  Bay,  Jamaica. 

Contact  Southern  Medical  Association, 

35  Lakeshore  Dr,  PO  Box  190088, 

Birmingham,  AL  35219-0088  (1-800) 

423-4992 

Internal  Medicine 

Leb  22-23,  1991 

Infectious  Diseases  Symposium.  El  Paso, 
Tex.  Contact  Deana  Bernard,  Providence 
Memorial  Hosp,  Education  Dept,  2001 
N Oregon,  El  Paso,  TX  79902  (915) 
452-6284 

Neurology 

Eeb  15-17,  1991 

24th  Annual  Recent  Advances  in  Neu- 
rology. San  Erancisco.  Category  1, 
AMA/PRA;  15  hrs.  Contact  the  Univer- 
sity of  California,  Extended  Programs  in 
Medical  Education,  Rm  C-124,  San 
Erancisco,  CA  94143-0742  (415)  476- 
4251 

Obstetrics  and  Gynecology 

Feb  15-17,  1991 

Advanced  Endoscopic  Surgery.  Dallas. 
Contact  Ashley  Lebkuecher,  Presbyterian 
Healthcare  System,  Office  of  Continuing 
Education,  8200  Walnut  Hill  Ln,  Dallas, 
TX  75231  (214)  696-8458 

Orthopedic  Surgery 

Feb  6-10,  1991 

Texas  Orthopedic  Pathology  Workshop. 
Dallas.  Contact  June  Bovill,  Continuing 
Education,  The  University  of  Texas 


Southwestern  Medical  Center,  5323 
Harry  Hines  Boulevard,  Dallas,  TX 
75235 (214) 688-2166 

Pathology 

Feb  14-17,  1991 

9th  Annual  Cytopathology  Review 
Course.  Houston.  Contact  Lila  Lerner, 
Baylor  College  of  Medicine,  Office  of 
Continuing  Education,  One  Baylor 
Plaza,  Houston,  TX  77030  (713) 
798-6020 

Preventive  Medicine 

Feb  21-23,  1991 

Annual  Cancer  Prevention  Conference. 
Houston.  Contact  Jeff  Rasco,  The  Uni- 
versity of  Texas  M.D.  Anderson  Cancer 
Center,  Conference  Services,  Box  131, 
1515  Holcombe  Blvd,  Houston,  TX 
77030  (713)  792-2222 

Psychiatry 

Eeb  22-23,  1991 

Sleep/Wake  Disorders.  Dallas.  Contact 
Ashley  Lebkuecher,  Presbyterian  Health- 
care System,  Office  of  Continuing  Edu- 
cation, 8200  Walnut  Hill  Ln,  Dallas,  TX 
75231  (214)  696-8458 

Radiology 

Feb  28-Mar  2,  1991 
Innovations  in  Radiological  Technology. 
Cancun,  Mexico.  Contact  Southern 
Medical  Association,  35  Lakeshore  Dr, 
PO  Box  190088,  Birmingham,  AL 
35219-0088  (1-800)  423-4992 

Urology 

Feb  9-11,  1991 

Genitourinary  Pathology  and  Radiology. 
Dearborn,  Mich.  Contact  Alice  Hender- 
son, American  Urological  Association, 
Inc,  Office  of  Education,  6750  W Loop 
South,  Ste  900,  Bellaire,  TX  77401 
(713) 665-7500 


Feb  11-15,  1991 

Genitourinary  Radiologic  Imaging. 
Dearborn,  Mich.  Contact  Alice  Hender- 
son, American  Urological  Association, 
Office  of  Education,  6750  W Loop 
South,  Ste  900,  Bellaire,  TX  77401 
(713) 665-7500 

Feb  18-22,  1991 

Female  Urology.  Cancun,  Mexico.  Cate- 
gory 1,  AMA/PRA;  16  hrs.  Contact 
Alice  Henderson,  American  Urological 
Association  Office  of  Education,  6750 
W Loop  South,  Ste  900,  Bellaire,  TX 
77401  (713) 665-7500 

March 

General  Practice 

Mar  2,  1991 

Pulmonary  Disease  Update.  Dallas.  Cat- 
egory 1,  AMA/PRA;  7 hrs.  Contact 
Diane  Pitkin,  Continuing  Medical  Edu- 
cation, St  Paul  Medical  Center,  5909 
Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)  879-3789 

Mar  16,  1991 

Cancer  Update  1991.  San  Antonio,  Tex. 
Contact  Peggy  Brown,  Baptist  Memorial 
Hospital  System,  1 1 1 Dallas  St,  San 
Antonio,  TX  78205  (512)  222-8431, 
ext  5435 

Mar  16,  1991 

Geriatrics  for  the  Primary  Care  Physi- 
cian. Dallas.  Category  1,  AMA/PRA;  7 
hrs.  Contact  Diane  Pitkin,  Continuing 
Medical  Education,  St  Paul  Medical 
Center,  5909  Harry  Hines  Blvd,  Dallas, 
TX  75235  (214)  879-3789 

Infectious  Diseases 

Mar  15-17,  1991 

Office  Management  of  Infectious  Dis- 
eases. Destin,  Fla.  Contact  Southern 
Medical  Association,  35  Lakeshore  Dr, 
PO  Box  190088,  Birmingham,  AL 
35219-0088  (1-800)  423-4992 
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Mar  17,  1991 

Future  Considerations  in  Anti-Retroin- 
ral  Therapy.  Houston.  Category  1, 
AMA/PRA;  2 hrs.  Contact,  Holly  Eord, 
Baylor  College  of  Medicine,  Office  of  | 
Continuing  Education,  One  Baylor 
Plaza,  Houston,  TX  77030  (713)  798- 
6020 

Obstetrics  and  Gynecology  | 

Mar  11-12,  1991  | 

Advances  in  Obstetrics  and  Gynecology 
Midwifery  Section.  Houston.  Contact  I 
Holly  Ford,  Baylor  College  of  Medicine,  j 
Office  of  Continuing  Education,  One 
Baylor  Plaza,  Houston,  TX  77030  (713)  i 
798-6020  I 

Ophthalmology 

Mar  15-17,  1991 

The  Cullen  Eye  Course.  Houston.  Con- 
tact, Lila  Lerner,  Baylor  College  of 
Medicine,  Office  of  Continuing  Educa- 
tion, One  Baylor  Plaza,  Houston,  TX 
77030(713)798-6020  I 

I 

Pediatrics  I 

I 

Mar  22-24,  1991 

27th  Annual  Pediatrics  for  the  Practi- 
tioner. Category  1,  AMA/PRA;  15  hrs. 
Contact  Office  of  Continuing  Medical 
Education,  The  University  of  Texas 
Health  Science  Center,  7703  Floyd  Curl 
Dr,  San  Antonio,  TX  78284  (512)  567- 
4447 

Physical  Medicine  and  Rehabilitation 

Mar  11-12,  1991 

Comprehensive  Review  Course  in  Physi- 
cal Medicine  and  Rehabilitation.  Hous- 
ton. Contact  Carol  Soroka,  Baylor  Col- 
lege of  Medicine,  Office  of  Continuing 
Education,  One  Baylor  Plaza,  Houston, 

TX  77030  (713)  798-6020  ' 

Pediatrics  | 

Marl-3,1991  1 

Neonatal  Pediatric  Pulmonary  Function  I 


Testing.  Orlando,  Fla.  Contact  Paul 
Hall,  Presbyterian  Healthcare  System, 
Office  of  Continuing  Eduction,  8200 
Walnut  Hill  Ln,  Dallas,  TX  75231  (214) 
696-8458 

Plastic  Surgery 

Mar  9-11,  1991 

Eighth  Annual  Texas  Rhinoplasty  Sym- 
posium. Dallas.  Contact  Rose  Bayles, 
Continuing  Education,  The  University  of 
Texas  Southwestern  Medical  Center, 
5323  Harry  Hines  Boulevard,  Dallas, 

TX  75235  (214)  688-2166 

Psychiatry 

Mar  1-3,  1991 

Fiarvard  Medical  School  Psychopharma- 
cology 1991.  Austin,  Tex.  Category  1, 
AMA/PRA;  17  hrs.  Contact  John  Car- 
rick,  MD,  3215  Steck  #100,  Austin,  TX 
78758  (512) 458-9253 

Mar  2,  1991 

Geriatric  Psychiatry  Review.  Dallas. 
Contact  Freddie  Heitman,  Office  of 
Continuing  Education,  The  University  of 
Texas  Southwestern  Medical  Center, 
5323  Harry  Hines  Boulevard,  Dallas, 

TX  75235  (214)  688-2166 

Mar  7-10,  1991 

Psychiatric  Update  Conference  for 
Physicians.  Whistler,  British  Columbia. 
Category  1,  AMA/PRA;  20  hrs.  Contact 
Dr  Alan  Buchanan,  102-180  W Broad- 
way, Vancouver,  BC  V5Z  4C9  (604) 
922-3570 

Urology 

Mar  8-10,  1991 

Ultrasonography  in  Urology.  San  Anto- 
nio, Tex.  Category  1,  AMA/PRA;  16 
hrs.  Contact  Alice  Henderson,  American 
Urological  Association,  Inc,  Office  of 
Education,  6750  W Loop  South,  Ste 
900,  Bellaire,  TX  77401  (713)  665-7500 

Mar  22-24,  1991 

Infertility.  Chicago.  Category  1, 


AMA/PRA;  16  hrs.  Contact  Alice  Hen- 
derson, American  Urological  Associa- 
tion, Inc,  Office  of  Education,  6750  W 
Loop  South,  Ste  900,  Bellaire,  TX  77401 
(713) 665-7500 

Video  Programs  for  CME  Credit 

American  Medical 
Television 

American  Medical  Television  is  shown 
every  Sunday  10  am- 12  Noon  EST  on 
the  Discovery  Channel.  Instructions  for 
obtaining  Category  1 credit  are  provided 
during  the  programming.  Contact 
Melissa  Shear,  American  Medical  Asso- 
ciation, Division  of  Communications 
and  Radio,  Television  and  Film  Services, 
512  N State  St,  Chicago,  IL  60610  (312) 
464-4420.  AMA  Video  Clinic  tapes  are 
available  on  loan  from  the  Texas  Medi- 
cal Association  Library.  Contact  Car- 
olyn Thompson,  TMA  Library,  1801  N 
Lamar  Blvd,  Austin,  TX  7870 1 (512) 
477-6704,  ext  195 

November  4,  1990 
10  am- 10:30  am:  Medical  Rounds 
10:30  am-1 1:30  am:  Cholesterol,  Part  1 
1 1:30  am-12  noon:  Dilantin  Epilepsy, 
Part  1 

November  1 1,  1990 
10  am-1 0:30  am:  Medical  Rounds 
10:30  am-1 1 :30  am:  Cholesterol,  Part  2 
11:30  am-12  noon:  Dilantin  Epilepsy, 
Part  2 

November  18,  1990 

10  am-10:30  am:  Medical  Rounds 
10:30  am-1 1 am:  NS  AIDS  in  the  Treat- 
ment of  Osteoarthritis 

11  am-1 1:30  am:  Cholesterol  Towering 
Compliance 

11:30  am-12  noon:  Prenatal  Nutrition 

November  25,  1990 
10  am-1 0:30  am:  Medical  Rounds 
10:30  am-1 1:30  am:  STDs:  Risk  Assess- 
ment, Diagnosis  and  Treatment 
1 1:30  am-12  noon:  Panic  Disorder 
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CME  / Continuing  Education  Directory 


Teleconference 
Network  of  Texas 

Eor  information  on  programming 
offered  through  the  Teleconference  Net- 
work of  Texas  contact  Teresa  Saad,  The 
University  of  Texas  Health  Sciences  Cen- 
ter, 7703  Eloyd  Curl  Dr,  San  Antonio, 
TX  78284-7978  (512)  567-2700. 

November-February 

Nov  1,  1990 

Malpractice:  Understanding  the  Patient's 
Predisposition  to  Sue.  Category  1 , 
AMA/PRA;  1 hr. 

Nov  15,  1990 

Risk  Reduction:  New  Approaches,  Part 

I.  Category  1,  AMA/PRA;  1 hr. 

Dec  6,  1990 

Risk  Reduction:  New  Approaches,  Part 

II.  Category  1,  AMA/PRA;  1 hr. 

Dec  20,  1990 

Evaluation  and  Management  of  the 
AIDS  Patient,  Part  I.  Category  1, 
AMA/PRA;  1 hr. 

Jan  3,  1991 

Evaluation  and  Management  of  the 
AIDS  Patient,  Part  II.  Category  1, 
AMA/PRA;  1 hr. 

Jan  17,  1991 

Upper  Respiratory  Tract  Infections.  Cat- 
egory 1,  AMA/PRA;  1 hr. 

Feb  7,  1991 

Urinary  Tract  Infections.  Category  1, 
AMA/PRA;  1 hr. 

Practice  Management 
Workshops 

The  following  workshops  and  seminars 
are  sponsored  by  the  Texas  Medical 
Association.  For  further  information, 


contact  the  TMA  Department  of  Prac- 
tice Management  Services,  1801  N 
Lamar  Blvd,  Austin,  TX  78701  (512) 
477-6704,  ext  350. 

November-December 

Risk  Prevention  Skills 
Nov  7,  1990,  Dallas 
Nov  8,  1990,  Houston 

How  To  Get  Started  in  Medical  Practice 

Nov  6-7,  1990,  Lubbock 

Nov  8-9,  1990,  Dallas 

Nov  28-29,  1990,  Houston 

Nov  30-Dec  1,  1990,  Temple 

How  to  Run  a More  Profitable  Practice 

Dec  6,  1990,  Dallas 

Dec  7,  1990,  Austin 

Dec  1 1,  1990,  Houston 

Dec  12,  1990,  San  Antonio 

Calendar  of  Meetings 

•Denotes  Texas  meeting 

November 

•Nov  8-10,  1990,  El  Paso,  Tex 
Southwest  Association  of  Hispanic 
American  Physicians 
Contact  SWAHAP  (915)  534-7755 

Nov  13-16,  1990,  Hilton  Head  Island, 
SC 

American  College  of  Physician  Execu- 
tives National  Institute  on  Health  Care 
Leadership  and  Management 
Contact  ACPE,  4890  W Kennedy  Blvd, 
Ste  200,  Tampa,  EL  33609-2575  (1-800) 
562-8088 

•Nov  12-15,  1990,  Dallas 
American  Heart  Association  Annual 
Meeting 

Contact  AHA,  7320  Greenville  Ave, 
Dallas,  TX  75231  (214)  373-6300 


•November  16-17,  1990,  Austin,  Tex 

Texas  Medical  Association  House  of  Delegates 
Interim  Session 

Contact  Sharon  Walker  (House  of  Dele- 
gates business)  or  Mrs  Dale  Willimack 
(meeting  facilities  and  housing),  TMA, 
1801  N Lamar  Blvd,  Austin,  TX  78701 
(512)  477-6704 

Nov  25-30,  1990,  Chicago 
Radiological  Society  of  North  America 
Scientific  Meeting 

Contact  RSNA,  1415  W 22nd  St,  Tower 
B,  Oak  Brook,  IE  60521  (312)  558-1770 

December 

Dec  1-6,  1990,  Atlanta 
American  Academy  of  Dermatology 
Annual  Meeting 

Contact  AAD,  1567  Maple  Ave,  PO  Box 
31 16,  Evanston,  IE  60204-3116  (312) 
869-3954 

January 

Jan  20-25,  1991,  Breckenridge,  Colo 
Texas  Academy  of  Family  Physicians 
Annual  Winter  Symposium 
Contact  Charlotte  Heffler,  8733  Shoal 
Creek  Blvd,  Austin,  TX  78766  (512) 
451-8237 

•Jan  24-27,  1991,  San  Antonio,  Tex 
Texas  Society  of  Pathologists  Annual 
Meeting 

Contact  Nancy  Swinney,  TSP,  1801  N 
Lamar  Blvd,  Austin,  TX  78701  (512) 
477-6704,  ext  241 

February 

Feb  17-20,  1991,  San  Francisco 
Society  of  Thoracic  Surgeons 
Contact  STS,  1 1 1 E Wacker  Dr, 

Chicago,  IE  60601  (312)  644-6610 
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Recoupment  success 

Dear  Dr  McGee: 

On  behalf  of  the  officers  and  di- 
rectors of  the  Bexar  County  Medi- 
cal Society,  please  accept  our  grat- 
itude for  the  successful  resolution 
of  the  Medicare  recoupment  effort. 

The  TMA  is  to  be  commended 
for  its  involvements  in  numerous 
negotiations  with  the  Health  Care 
Financing  Administration  and, 
finally,  its  involvement  in  a lawsuit 
against  HCFA.  Resulting  from  this 
successful  encounter  with  the  fed- 
eral government,  3500  Texas 
physicians  now  have  the  opportu- 
nity to  request  refunds  for  what 
had  been  alleged  as  over  payments 
since  1 987. 

We  appreciate  the  support  you 
have  provided  the  physicians  of 
Texas  and  commend  you  for  a job 
well  done. 

Brant  S.  Mittler,  MD 

President,  Bexar  County  Medical  Society, 
PO  Box  12678,  San  Antonio,  TX  78212. 

Texas  Medicine  refocus 

Dear  Dr  McGee: 

Please  extend  to  Mr  Mickey  and 
other  appropriate  staff  personnel 
our  sincere  congratulations  on  a 
job  well  done  concerning  the  for- 
mat change  of  Texas  Medicine.  The 
format  is  not  only  easily  read,  but 
appealing  and  attractive  to  the  eye. 

It  is  encouraging  to  see  that  our 
state  association  values  the  need 
for  change  as  organized  medicine 
moves  into  the  1990s.  With  the 
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daily  attacks  from  the  federal  govern- 
ment, medicine  at  all  levels  must  con- 
stantly monitor  the  need  for  making 
changes  as  deemed  appropriate. 

Again,  congratulations  on  the  new 
and  improved  publication  format, 
i 

Brant  S.  Mittler,  MD 

President,  Bexar  County  Medical  Society, 

PO  Box  12678,  San  Antonio,  TX  78212. 

Football  injuries 

Applause  is  indicated  for  this  study 
I into  an  area  that  has  such  potential 
j morbidity  for  Texas  youth.  The 
findings  point  out  that  the  sport  is 
safer  than  most  would  believe  even 
though  the  objective  is  mayhem. 
(“TMA  preliminary  report  provides 
new  look  at  Texas  football  injuries,” 
Texas  Medicine,  August  1990, 
pp  15-16.)  However,  in  response  to 
I the  postulate  that  “proper  physical 
conditioning  plays  a key  role  in  pre- 
venting injuries,”  I feel  Mr  S.  Holmes 
would  have  replied  “Elementary,  Dr 
Stocks.”  The  key  issue  is  the  defin- 
ition of  “proper.”  A visit  to  any  prac- 
tice, pre-  or  intra-season,  will  readily 
convince  the  observer  that  sufficient 
emphasis  is  given  to  conditioning  — 
the  high  incidence  of  injuries  in  pre- 
season (“two-a-days”)  drills  plus  the 
bulk  of  the  injuries  occurring  in  the 
first  month  of  the  season  suggest 
over-conditioning  as  the  culprit. 
Over-conditioning  and  excessively 
long  practice  times  resulting  in  “dead 
legs”  (chronic  muscle  fatigue)  and 
“dead  heads”  (mental  fatigue)  lead  to 
lack  of  concentration  and  reduced 
reactions  decreasing  a player’s  ability 
to  escape  from  injury-inducive  situa- 
tions. I submit  that  shorter  but  inten- 
sive practice  sessions  will  help  further 
reduce  injuries.  Perhaps  future  stud- 
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ies  will  contrast  programs  with  low 
injury  rates  with  those  with  high  rates, 
searching  factors  which  lead  to  opti- 
mal training  programs  for  the  sport 
which  is  so  dear  to  the  hearts  of  us 
Texans. 

Pat  Pryor,  MD 

7100  Old  McGregor  Road,  Waco,  TX  76710. 

DMA  “fingerprinting” 

DNA  “fingerprinting”  technology  has 
potentially  important  applications 
affecting  the  criminal  justice  system 
and  immigration  cases.  DNA  “finger- 
prints” are  obtained  from  traces  of 
human  biologic  material,  such  as 
semen  or  blood;  recombinant  DNA 
technology  is  used  then  to  ascertain 
genetic  sequence  patterns  that  are 
unique  to  each  person.  However,  its 
use  may  raise  many  difficult  ethical 
and  technologic  questions  having  prac- 
tical importance  to  many  physicians. 
For  that  reason,  doctors  should  under- 
stand the  core  issues  and  become 
involved  in  answering  them. 

The  full  effect  of  DNA  fingerprint- 
ing has  yet  to  be  felt,  but  the  technol- 
ogy is  revolutionizing  forensic 
identification  of  alleged  criminals.  It 
may  offer  a scientific  way  of  showing 
whether  the  genetic  material  in  sam- 
ples of  semen,  blood,  hair,  or  skin 
found  at  the  scene  of  a crime  matches 
the  genetic  material  of  a victim  or 
suspect. 

Analysis  of  genetic  material  also 
may  have  the  potential  to  establish 
identification  in  immigration  cases  (I). 
Genetic  analysis  also  has  been  used  for 
establishing  the  true  identity  of 
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abducted  children  when  the  presumed 
parents  are  not  living,  but  some  or  all 
of  the  presumed  grandparents  are  alive 
(2).  This  type  of  extended  relationship 
testing  may  be  applicable  to  other 
cases  of  disputed  identity,  such  as 
cases  involving  unidentified  bodies, 
and  families  separated  by  war  or  other 
disasters. 

One  critical  task  for  the  medical 
community  is  to  strike  an  appropriate 
balance  between  legitimate  scientific 
and  law  enforcement  interests  in  DNA 
fingerprinting  technology  and  compet- 
ing ethical  concerns.  The  technology 
has  the  potential  to  open  a Pandora’s 
box  of  ethical  questions,  some  of 
which  relate  to  privacy  and  confiden- 
tiality. A core  issue  which  must  be 
dealt  with  is  who  should  have  control 
of,  and  access  to,  genetic-related 
information? 

Maintenance  of  personal  autonomy 
must  be  considered  when  tissue  sam- 
ples are  taken  or  requested  for 
identification  purposes.  Attention  also 
must  be  focused  on  maintaining  the 
confidentiality  of  individual  genetic 
material.  For  example,  if  blood  is  col- 
lected during  routine  medical  exami- 
nation, can  this  sample  properly  be 
used  later  for  DNA  matching  purposes? 

Even  after  a tissue  sample  has  been 
discarded,  there  may  be  improper 
retention  of  genetic  data  and  records. 
What  is  to  prevent  the  collecting  of 
DNA  samples  from  extending  beyond 
those  accused  of  violent  crimes  to  per- 
sons accused  of  nonviolent  crimes,  and 
maybe  even  to  the  population  at  large? 


Salient  technologic  issues  may 
also  be  raised  by  DNA  fingerprint- 
ing. As  examples,  what  statistical 
confidence  levels  and  laboratory 
standards  should  be  established  for 
the  admission  of  DNA-type  evi- 
dence? How  may  deterioration  of 
biological  specimens  affect  the  valid- 
ity of  test  results?  What  measures 
must  be  undertaken  to  maintain  an 
unbroken  chain  of  custody  of  sam- 
ples to  be  used  for  DNA  fingerprint- 
ing? And  what  steps  will  be  taken  to 
prevent  distortion  of  test  results  by 
such  factors  as  unsanitized  labora- 
tory equipment,  poor  skill  of  labora- 
tory personnel,  sabotage,  or  switch- 
ing of  samples? 

Some  states  have  laws  requiring 
DNA  testing  of  convicted  sex 
offenders  (3).  But  law  enforcement 
and  criminal  justice  interest  in  DNA 
technology  may  be  running  far 
ahead  of  effectual  regulation  and 
present  technologic  abilities.  Before 
genetic  fingerprints  can  be  properly 
accepted  as  courtroom  evidence, 
there  must  be  pertinent  testing  tech- 
niques which  are  accepted  as  valid 
by  the  biomedical  community  (3). 
Ultimately,  national  standards  will 
have  to  be  carved  out  so  that  testing 
procedures,  interpretation  of  data, 
and  quality  controls  can  be  developed 
and  carried  out  in  a uniform  way. 

It  is  likely  that  virtually  all  physi- 
cians will  be  affected  directly  or 
indirectly  by  the  developing  genetic 
technology.  The  medical  community 
must,  therefore,  consider  the  atten- 
dant ethical  and  technologic  issues 
with  great  care. 

Leo  Uzych,  JD,  MPH 

103  Canterbury  Drive,  Wallingford,  PA 
19086. 
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OPERffnNG  ROOM. 


No,  you  won’t  find  gowned-and-scrubbed  physi- 
cians at  work  in  the  courtroom.  And  yet  this  arena 
increasingly  demands  our  attention.  Because  this  is 
where  major  issues  concerning  medicine  and  our 
nation’s  health  policies  are  resolved.  This  is  where 
physicians’  voices  must  be  heard  if  we  are  to  influ- 
ence decisions  that  directly  affect  our  professional 
lives  and  the  well-being  of  our  patients. 

Thanks  to  the  AMA,  our  voices  are  heard,  our 
interests  are  represented,  and  we  do  influence 
national  health  policies.  Since  1984,  the  AMA’s 
Health  Policy  Litigation  program  has  enlisted 
some  of  the  best— and  most  respected  — lawyers 
from  across  the  country  to  provide  constant  and 
expert  advocacy  in  the  courts,  particularly  the 
U.S.  Supreme  Court. 

Thanks  to  an  AMA  brief,  persons  with  infec- 
tious diseases,  including  AIDS,  are  protected 
under  the  federal  law  prohibiting  discrimination 
against  the  handicapped.  Thanks  to  an  AMA 


brief,  the  Supreme  Court  held  that  Health  and 
Human  Services  regulations  affecting  physician 
services  under  Medicare  can  be  challenged  in 
federal  court.  And  thanks  to  an  AMA  brief,  the 
constitutionality  of  some  medical  liability  tort 
reform  legislation — one  possible  solution  to  the 
professional  liability  problem  — has  been  upheld 
at  the  state  level. 

Our  presence  in  the  courts  is  one  of  the  most 
important  ways  the  AMA  works  on  behalf  of  all 
physicians.  We  draw  attention  to  important  issues, 
we  register  our  concerns  with  amicus  curiae  briefs, 
we  help  state  and  specialty  societies  present  their 
cases.  It’s  all  possible  through  the  support  of 
individual  physicians. 

Our  members  make  a difference. 

If  you  re  already  a member,  we  need  your 
continued  support.  If  you  re  not,  JOIN  TODAY. 
Call  1-800- AMA-1452 


In  most  cases,  medical  association  dues  may  be  deductible  as  professional  or  business  expenses. 

Dues  and  other  contributions  to  the  AMA  are  not  deductible  as  charitable  contributions  for  Federal  income  tax  purposes. 


SCOTT&WHITE 


November  8 & 9 

Plaza  San  Antonio,  San  Antonio 

FOURTH  ANNUAL  UPDATE  IN  PELVIC  AND  VAGINAL  SURGERY 
This  conference  will  provide  practical  information  on  current  concepts  in  the  surgical 
practice  of  gynecology.  Topics  will  include  the  medical  preparation  of  the  patient  for 
surgery,  D.V.T.  prophylaxis,  infection  prophylaxis,  transfusion  alternatives  and 
precautions,  pelvic  relaxation  and  prolapse,  vaginal  vault  prolapse,  physiology  of  the 
lower  urinary  tract,  evaluation  of  urinary  incontinence  and  stress  urinary  incon- 
tinence. 

November  30,  December  1 
Plaza  San  Antonio,  San  Antonio 

GASTEROENTEROLOGY  FOR  THE  PRIMARY  CARE  PHYSICIAN 

This  conference  will  focus  on  the  practical  diagnostic  and  therapeutic  information 

covering  a variety  of  topics  in  gastroenterology.  Topics  will  include  reflux  disorders, 

peptic  ulcer  disease,  medical  and  surgical  aspects  of  the  biliary  tract,  chronic  diarrhea, 

chronic  constipation,  irritable  bowel  syndrome,  colorectal  cancer,  colorectal  polyps, 

evaluation  of  liver  function,  abdominal  pain  in  childhood  and  acute  abdomen  in  the 

elderly. 

For  more  information  or  to  register,  contact:  Office  of  Continuing  Medical  Education  Scott  & White, 
2401  S.  31st  St.,  Temple,  Texas  76508,  (817)  774-2350 

February  14  & 15 
March  28  & 29 
April  25  & 26 
Scott  & White,  Temple 

ADVANCED  CARDIAC  LIFE  SUPPORT  COURSES 
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With  a 
balanced  approach 
to  rehabilitation, 
today’s  disabled 
children  can  become 

tomorrow’s 
independent  adults. 


At  Warm  Springs,  pediatric  rehabilita- 
tion  balances  tbe  mastery  of  basic 
cbildbood  living  skills  with  tbe  achieve- 
ment  of  a lifelong  sense  of  independence 
and  self-esteem.  To  make  it  work,  we 
make  it  fun  for  kids  - not  just  in  thera- 
peutic recreation,  but  also  in  physical, 
occupational  and  speech  therapy.  Our 
pediatric  program  works  on  skills  for 
childhood  play,  and  on  the  emotional 
and  social  skills  necessary  to  grow  into 
healthy  adults.  Directed  by  a physiatrist 
specializing  in  pediatric  rehabilitation, 
the  program  includes  one-on-one  and 
group  therapy,  taking  place  in  specially 
designed  areas  of  our  San  Antonio 
hospital  that  have  been  equipped  for 
children.  We  can  help  children  with 
many  types  of  disabling  injuries  or 
illnesses,  including  brain  injury  or  spinal 
cord  injury,  meet  today’s  challenges  - as 
well  as  tomorrow’s. 


Warm  Springs 
Rehabilitation  System 


Gonzales,  TX  800/792-9276,  512/672-6592 
San  Antonio,  TX  800/451-1350,  512/691-0100 


Upfront 


New  Editorial  Committee  to 
speak  for  your  interests 

A new  Texas  Medicine  Editorial 
Committee  has  been  appointed  to 
serve  as  the  “pulse”  representing 
physicians’  interests  and  communi- 
cation needs.  The  Texas  Medical 
Association  Board  of  Trustees 
appointed  the  demographically  bal- 
anced 12-member  committee  at  its 
September  meeting. 

The  members  of  the  committee  are: 


Duties  of  the  new  Editorial 
Committee  are  to  serve  as  overall 
advisor  on  the  content  of  the  publi- 
cation. The  committee  also  will 
establish  the  new  focus  for  the  jour- 
nal section  and  will  select  topics  and 
guide  the  acquisition  and  reviewing 
of  manuscripts. 

In  general,  Editorial  Committee 
members  serve  3-year  terms,  and  are 
eligible  for  reappointment  for  three 
terms,  as  are  all  other  TMA  commit- 
tee members.  This  year,  however, 
eight  members  of  the  new  committee 


were  appointed  to  1-  or  2-year  terms 
in  order  to  establish  a regular  rota- 
tion system  for  vacancies.  The  chair- 
man of  the  committee  will  be 
appointed  annually  by  the  Board  of 
Trustees. 

TMA  members  interested  in  sug- 
gesting topics  to  be  covered  in  Texas 
Medicine  are  encouraged  to  contact 
Editorial  Committee  members  or  the 
editorial  office  at  TMA,  Texas 
Medicine,  1801  N Lamar  Blvd, 
Austin,  TX  78701. 


Glen  E.  Journeay,  MD, 

Chairman,  Austin  family  practitioner 

Timothy  E.  Field,  MD, 

Jacksonville  obstetrician  and  gynecologist 

Julie  Graves-Moy,  MD, 

Houston  family  practitioner 

G.  Richard  Holt,  MD, 

San  Antonio  head  and  neck  surgeon 

Eugene  M.  Hoyt,  Jr,  MD, 

Houston  internist 

Frederick  L.  Merian,  MD, 

Yoakum  family  practitioner 

Martin  N.  Raber,  MD, 

Houston  oncologist 

Fazlur  Rahman,  MD, 

San  Angelo  oncologist 

Giro  V.  Sumaya,  MD, 

San  Antonio  pediatrician 

Luther  B.  Travis,  MD, 

Galveston  specialist  in  diabetes 

B.  David  Vanderpool,  MD, 

Dallas  surgeon 

Susan  Rudd  Wynn,  MD, 

Fort  Worth  allergist 


‘Medical  Ethics  in  Texas’:  a two-part  series  coming 
in  Texas  Medicine 

Henry  S.  Perkins,  MD 

Department  of  Medicine,  The  University  of  Texas  Health  Science  Center,  7703  Floyd  Curl  Drive, 
San  Antonio,  TX  78284. 

Ethical  questions  pervade  medical  practice:  May  the  physician  act  on  the 
family’s  request  to  stop  tube  feedings  for  a chronically  comatose  patient? 

May  the  physician  refuse  to  perform  elective  surgery  on  an  HIV-infected 
patient?  May  the  physician  ration  the  health  care  resources  used  for  individ- 
ual patients?  The  physician  practicing  medicine  in  Texas  (or  anywhere  else) 
cannot  avoid  such  perplexing  ethical  questions. 

Yet  the  physician  often  feels  ill-prepared  to  identify  and  manage  ethical 
issues  in  everyday  professional  life.  Eor  this  reason  Texas  Medicine’s  January 
and  Eebruary  “Journal”  sections  will  be  devoted  to  medical  ethics  issues  in  a 
physician’s  patient  care  and  community  life.  These  articles  comprise  essays 
from  medical  ethics  experts  from  throughout  Texas.  These  physicians, 
lawyers,  philosophers,  and  theologians  lay  a sound  conceptual  framework  for 
a practical  medical  ethics,  address  ethical  questions  and  cases  that  practition- 
ers actually  face,  and  offer  practical  suggestions  for  management.  The  mate- 
rial will  be  useful  not  only  to  the  medical  ethics  theoretician  but  also  to  the 
practicing  physician. 

As  guest  editor  for  these  two  sections,  I am  pleased  with  the  high  quality 
of  the  essays  they  contain.  They  will  focus  the  attention  of  Texas  physicians 
on  some  of  the  most  prominent  medical  ethics  issues  of  our  day.  They  also 
will  stimulate  discussion  about  these  issues,  and  function  as  vehicles  for 
reaching  consensus  about  them.  Therefore,  the  January  and  Eebruary  issues 
of  Texas  Medicine  should  prove  valuable  additions  to  any  physician’s  medical 
library. 
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Upfront 


TMA  leadership  conference 
to  focus  on  medicine’s 
dimensions 

The  chairman  of  the  American  Med- 
ical Association  Board  of  Trustees 
and  an  associate  editor  of  TIME 
magazine  are  among 
speakers  confirmed  for 
Texas  Medical  Associ- 
ation’s next  leadership 
conference.  Planned  for 
Saturday,  March  2, 

1991,  at  the  Stouffer 
Austin  Hotel,  the 
1991  Winter  Leader- 
ship Conference 
focuses  on  the  theme, 

“Exploring 
Medicine’s  Dimen- 
sions.” 

Joseph  T.  Painter, 

MD,  Houston,  chair- 
man of  the  AMA 
Board  of  Trustees, 
will  speak  on  key 
national  health  issues 
and  the  importance  of 
strong  leadership  to  the  medical 
community. 

Nancy  Gibbs,  associate  editor  of 
TIME  magazine,  will  talk  about  bet- 
ter communications  between  doctor 
and  patient,  and  between  the  medi- 
cal community  and  the  public  as  a 
solution  to  many  of  medicine’s  prob- 
lems. Ms  Gibbs  has  written  several 
medically-related  cover  stories  for 
TIME,  including  one  on  the  national 
crisis  in  emergency  care  and  another 
on  the  issues  surrounding  the  right 
to  die. 


Attorney  Gary  W.  Eiland  will 
speak  on  the  legal  aspects  of  Medi- 
care fee  disputes.  Mr  Eiland,  a partner 
with  Wood,  Lucksinger  & Epstein  in 
Houston,  was  chosen  to  present  the 
Philip  R.  Overton  Annual  Lecture- 
ship in  Medicine  and  the  Law. 

George  Conomikes,  a prac- 
tice management  consul- 
tant, will  present  a pre-con- 
ference “Dawn 
Duster”  session 
on  how  to  run  a 
more  efficient 
medical  prac- 
tice. The  confer- 
ence program 
will  be  held 
from  9:30  am 
to  12:30  pm, 
followed  by  a 
luncheon  spon- 
sored by  the 
Texas  Medical 
Association  Insur- 
ance Trust.  Con- 
current sessions 
are  planned  from 
2 to  5 pm. 

Additionally,  most  of  the  associa- 
tion’s 40  boards,  councils,  and  com- 
mittees meet  during  the  conference 
weekend. 

There  is  no  registration  fee  for 
TMA  members  and  association 
guests  who  attend  the  leadership 
conference  program.  Eurther  infor- 
mation on  the  conference  is  avail- 
able from  Jon  R.  Hornaday,  Direc- 
tor, Special  Services,  TMA  1801  N 
Lamar  Blvd,  Austin,  TX  78701, 
phone  (512)  477-6704,  ext  104. 


Butler  talks  to  US  Chamber 
about  the  Texas  health  insur< 
ance  crisis 

“The  problem  of  the  uninsured 
probably  is  worse  in  Texas  than  any- 
where else  in  the  country  because  of 
sheer  numbers.”  This  is  the  message 
Max  C.  Butler,  MD,  took  to  a con- 
ference of  US  Chamber  of  Com- 
merce executives  and  public  affairs 
specialists  who  met  in  Dallas,  Sep- 
tember 26,  1990,  to  develop  solu- 
tions to  the  access  to  care  problem. 

The  Houston  family  physician 
and  immediate  past  president  of 
TMA  highlighted  the  state’s  unique 
access  problems  and  how  the  associ- 
ation is  striving  to  overcome  them 
through  initiation  of  the  Ad  Hoc 
Committee  on  Einancing  and  Avail- 
ability of  Health  Insurance.  Dr  But- 
ler was  invited  to  participate  in  the 
Chamber’s  Southern  Region  Govern- 
mental Affairs  Roundtable  Confer- 
ence through  TMA’s  Medical  Issues 
for  Texans  speakers’  bureau. 

Dr  Butler  also  spoke  recently  to 
the  Texas  Legislature’s  Special  Joint 
Committee  on  Insurance  Regulation 
about  the  work  of  the  ad  hoc  com- 
mittee. See  p 16  for  an  article  on  his 
remarks  to  the  legislative  panel. 

In  making  these  and  similar  pre- 
sentations, Dr  Butler  is  bringing  the 
issue,  possible  solutions,  and  TMA’s 
leadership  to  state  decision  makers. 
Copies  of  his  presentation  to  the  US 
Chamber  were  mailed  statewide  to 
more  than  2,500  key  business,  gov- 
ernment, consumer,  insurance,  legal, 
and  medical  audiences.  You  may 
request  a copy  from  TMA’s  Public 
Relations  Department,  1801  N 
Lamar  Blvd,  Austin,  TX  78701. 
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Upfront 


Where  are  the  letters? 

The  Letters  section  of  Texas  Medicine  isn’t  missing,  but  if  you’re  missing  it, 
turn  to  the  very  back  of  the  magazine. 

Positioned  just  after  the  CME/  Continuing  Education  Directory,  the  Let- 
ters section  carries  reader  comments  on  just  about  any  aspect  of  the  medical 
world.  If  you  feel  strongly  about  something  published  in  the  magazine,  let  us 
know.  If  you  want  to  speak  up  on  a medical  topic  we  haven’t  covered,  write 
us  about  it.  Lively  exchange  of  opinion  is  the  goal  for  this  section. 

To  express  your  point  of  view  in  Texas  Medicine,  send  your  letter  to  Let- 
ters, Texas  Medicine,  TMA,  1801  N Lamar  Blvd,  Austin  78701. 

Please  type  letters  you  submit  for  publication,  and  keep  the  length  to  400 
words  or  less.  If  necessary,  you  may  include  a few  references,  preferably  less 
than  five.  Letters  are  published  at  the  discretion  of  the  managing  editor  and 
editorial  advisors,  and  are  subject  to  editing  and  abridgment. 

This  month’s  Letters  section  begins  on  p 86. 


Annual  Session  heads  for 
‘Big  D’ 

Get  out  your  calendar.  Flip  the  pages 
to  May  9-12,  1991,  and  write 
“TMA  Annual  Session.”  Four  days 
of  educational  opportunity  under 
one  roof  at  the  luxurious  Loews 
Anatole  hotel.  In  Dallas.  No  general 
registration  fee  for  TMA  members. 

For  more  information,  check  the 
next  four  issues  of  Texas  Medicine, 
or  contact  the  Department  of 
Annual  Session  and  Scientific  Pro- 
gramming, 1801  N Lamar  Blvd, 
Austin,  TX  78701,  phone  (512) 
477-6704. 

January  14  is  deadline  for 
Anson  Jones  Award  entries 

Physicians  may  wish  to  encourage 
media  representatives  to  submit  sto- 
ries for  Texas  Medical  Association’s 
34th  annual  Anson  Jones  Award 


competition.  The  award  recognizes 
excellence  in  communicating  health 
information  to  the  public. 

Any  Texas  media  outlet  (newspa- 
per, radio,  television),  magazine,  or 
company,  trade,  association,  or 
chamber  of  commerce  publication 
may  enter  in  one  of  two  categories: 
Science  of  Medicine  or  Socioeco- 
nomics of  Medicine.  The  deadline  is 
January  14,  1991,  for  work  pro- 
duced during  1990. 

Persons  in  the  medical  field  or 
from  medical  and  health-related 
institutions  are  not  eligible  for  the 
competition. 

Named  after  a pioneer  Texas 
physician  who  also  was  a journalist 
and  who  served  as  the  last  president 
of  the  Republic  of  Texas,  the  compe- 
tition has  developed  into  one  of  the 
premier  journalism  awards  in  the 
state.  It  offers  a $500  cash  award 
and  framed  certificate  to  winners  in 
each  category  and  framed  citations 
of  merit  certificates  to  others  with 
notable  entries. 


Two  panels  of  communication 
professionals  judge  the  entries,  with 
two  members  of  TMA’s  Council  on 
Communication  assisting  as  medical 
advisors.  The  council  makes  final 
judging  decisions. 

Council  Chairman  F.  Warren  Tin- 
gley,  Jr,  MD,  Irving,  will  present 
awards  to  winners  during  the  1991 
Annual  Session  in  Dallas,  May  8-11. 

Additional  information  and  entry 
forms  are  available  from  the  TMA 
Public  Relations  Department,  1801 
N Lamar  Blvd,  Austin,  TX  78701, 
phone  (512)  477-6704,  ext  121. 

A Legacy  of  Caring  opens 
search  for  funds 

TMA’s  A Legacy  of  Caring  cam- 
paign to  initiate  a $2  million  endow- 
ment fund  for  TMA-sponsored  pub- 
lic health  and  education  projects  has 
named  fund-raising  committees  rep- 
resenting 17  regions  of  the  state  (see 
box,  p 9).  But  even  before  those 
appointments  were  completed,  the 
campaign  reported  receiving 
$300,000  in  contributions. 

“I  think  essentially  what  that 
shows  is  that  the  physician  members 
of  the  Texas  Medical  Association  — 
as  has  been  the  case  since  it  was 
founded  — are  primarily  interested 
in  the  welfare  of  their  patients,”  says 
campaign  chairman  Max  C.  Butler, 
MD.  “They’re  willing  to  dig  deep 
into  their  pockets  to  help  fund 
health  programs  that  will  benefit  the 
people  of  Texas.” 

Interest  earned  from  the  endow- 
ment fund  will  address  public  health 
problems,  such  as  teenage  preg- 
nancy, tobacco  use,  AIDS,  and  bor- 
der health.  In  addition,  endowment 
income  will  be  used  to  fund  TMA’s 
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A Legacy  of  Caring:  17  regional  committees 


Campaign  Committee 


Committee  Chairman 


El  Paso Stefan  G.  Sarre,  MD 

Permian  Basin Jesse  D.  Cone,  MD 

South  Plains Warren  T.  Snodgrass,  MD,  and  David  A.  Laurentz,  MD 

Panhandle To  be  named 

West  Texas To  be  named 

Alamo Victor  J.  Weiss,  Jr,  MD 

Rio  Grande  Valley Richard  L.  Ballard,  MD 

South  Texas Roland  A.  Goertz,  MD,  and 

Joaquin  G.  Cigarroa,  Jr,  MD 

Gulf  Coast Reza  M.  Jahadi,  MD 

Houston Max  C.  Butler,  MD 

Central  Texas Joseph  M.  Abell,  Jr,  MD 

Southeast  Texas Mark  J.  Kubala,  MD,  James  B.  Ivers,  MD, 

and  Mrs  M.  Wyatt  Haisten 

East  Texas Ted  L.  Rankin,  MD,  and  Ronald  J.  Pinkenburg,  MD, 

and  Joe  E.  Smith,  MD 

Northeast  Texas Ted  L Rankin,  MD,  John  M.  Dodge,  MD,  and 

George  L.  Bohmfalk,  MD 

Dallas/North  Texas Byron  L.  Howard,  MD 

Ft  Worth/Midwestern Margie  B.  Peschel,  MD,  and  Drue  D.D.  Ware,  MD 

Big  Country James  D.  Webster,  MD 


involvement  in  continuing  medical 
education,  quality  of  care,  and 
access  to  health  care  issues.  TMA 
has  also  proposed  publishing  a 
health  newspaper  and  a history 
of  medicine  in  Texas.  A model 
program  to  attract 
minority  students  to 
health-related  careers 
is  yet  another  pro- 
posed project  that 
could  be  funded 
by  the  fund’s 
earnings.  (See  the 
October  issue  of 
Texas  Medicine, 

PP  6-7.) 

The  17  regional  committees  rais- 
ing funds  for  A Legacy  of  Caring 
form  a network  for  explaining  the 
goals  of  the  campaign  to  colleagues. 
The  committees  are  responsible  for 
regional  campaign  planning  and 
local  personal  solicitation. 

A Legacy  of  Caring  is  the  first 
fund-raising  endeavor  developed 
under  the  Texas  Medical  Association 


Education  and  Research  Foundation 
(TMA-ERF).  Because  of  its  tax- 
exempt,  nonprofit  status,  TMA-ERF 
may  receive  tax-deductible,  charita- 
ble contributions.  Although  TMA- 
ERF  was  established  in  1966,  it 

did  not  seek  contributions 
before  this  year. 

“I  think  primarily  the 
idea  of  establishing  an 
endowment  fund  fol- 
lows the  ideals  of  TMA 
members  who  believe 
physicians  should  put 
something  back  into 
the  profession,  not  only 
be  benefactors  of  it,”  Dr 
Butler  says.  “This  program  provides 
Texas  physicians  the  opportunity  to 
participate  in  some  of  those  activities.” 

“The  individuals  we’ve  contacted 
to  help  with  the  program  have  been 
very  cooperative.  They’ve  been  very 
enthusiastic  about  it.  I’m  very  appre- 
ciative of  their  efforts  on  behalf  of 
this  solicitation  that  we’re  doing.” 


managing  editor 

Texas  Medicine  has  named  a new 
managing  editor.  She  is  Kathryn 
Trombatore  of  Austin,  a 5-year  vet- 
eran of  the  Texas  Medical  Associa- 
tion staff.  She  succeeds  Rae  Vajgert 
who  retired  in  September. 

Ms  Trombatore  is  a magna  cum 
laude  graduate  of  Loyola  University 
of  the  South,  New  Orleans,  with  a 
major  in  journalism.  She  has  broad 
experience  in  communications  and 
public  relations,  having  served  for- 
merly as  Texas  Medicine’s  associate 
editor  for  medical  economics  and  on 
the  staff  of  The  University  of  Geor- 
gia’s public  relations  department.  In 
addition,  she  has  extensive  experi- 
ence in  printing  and  production 
techniques,  having  managed  produc- 
tion departments  for  Texas  Medicine, 
Pan-American  Life  Insurance 
Company,  New  Orleans,  Loyola 
University,  and  Dinstuhl  Printing 
and  Publishing,  New  Orleans.  Ms 
Trombatore  also  served  on  the  pub- 
lic relations  staff  for  the  Texas  Med- 
ical Association  before  joining  the 
Texas  Medicine  staff. 

Other  recent  staff  changes 
include  promotion  of  Donna  B. 
Jones  to  senior  associate  editor  and 
Karen  Saffell  Phipps  to  editorial  and 
production  assistant. 


Texas  Medicine  Volume  86  No.  12  December  1990 


9 


Treat  Your  Practice  As  Well  As 
You  Treat  Your  Patients 

Control-o-fax  has  helped  over  5,000  Texas  practices: 


For  over  30  years,  Control-o-fax  representatives  have 
been  helping  health  care  professionals  increase  practice 
profits. 

Take  advantage  of  our  healthy  approach. 

Call  now  and  request  your  FREE  informative  booklet: 
“I  low  to  Maximize  Insurance  Reimbursement?” 


• Accelerate  cash  flow 

• Streamline  insurance  processing 

• Increase  staff  productivity 

• Have  more  time  to  treat  patients 

• Produce  meaningful  management  reports 

• Have  a more  efficient  records  control 

• Lower  paperwork  costs 

• Increase  patient  flow 

• Maximize  your  utilization  of  the  system 


Authorized 

Industry 

Remarketer 


IBM®  PS/2® 
Hardware 


Mifax 

1-800-553-0011 


The  Control-o-fax 
Computer  System  ” 


Exclusive  endorsement  by  the 
Texas  Medical  Association 


The  Texas  Physicians’  Retirement  Planf“  designed  exclu- 
sively for  members  by  Paine Webber/Rotan  Mosle,  is  the 
only  retirement  planning  program  endorsed  by  the 
Association.  PaineWebber/Rotan  Mosle,  with  an  outside 
consultant,  offers  a full  range  of  retirement  planning 
services:  plan  design,  plan  administration,  asset  man- 
agement, asset  distribution. 

Superior  service  that 
simplifies  your  planning 

A PaineWebber/Rotan  Mosle  Investment  Executive  - 
specially  trained  to  service  the  retirement  planning 
needs  of  Association  members  - will  work  with  you 
to  eliminate  the  confusion  and  shorten  the  process  of  retire- 
ment planning.  It  all  adds  up  to  full  service  retirement  plan- 
ning: quality,  flexibility,  and  a cost  lower  than  you’d  probably 
find  on  your  own.  Call  today  and  find  out  how  we  could  save 
you  time  and  money. 


For  more  information  call  (800)  999-7740. 


PaineV(^bber/  ROTANMOSLE 

A Subsidiary  of  PaineWebber  Member  sipc 


SEARLE 


A BRIGHT  IDEA.'^ 


G 0 Sea/-/e  & Co 

So/  5no,  Chicago  IL  60680 


Address  medical  inquiries  to: 
G.D.  Searle  & Co. 

Medical  & Scientific 
Information  Department 
4901  Searle  Parkway 
Skokie.  IL  60077 


©1990,  G D.  Searle  & Co^ 


People 


Newsmakers 

Sally  Abston,  MD,  professor  of  surgery 
at  The  University  of  Texas  Medical 
Branch  at  Galveston,  has  been  named 
the  holder  of  the  Annie  Laurie 
Howard  Distinguished  Professorship 
in  Burn  Surgery  at  UTMB.  The  pro- 
fessorship honors  a physician  who  is 
internationally  recognized  as  an  out- 
standing burns  surgeon,  and  who 
has  made  many  contributions  to  tbe 
university  and  to  medicine. 

David  A.  Almeyda,  MD,  Houston  anesthe- 
siologist, has  been  elected  president 
of  the  newly  incorporated  Hispanic 
American  Medical  Association  of 
Houston  (HAMAH).  A non-profit 
organization,  HAMAH  is  dedicated 
to  promoting  better  health  care 
for  Houston’s  Hispanic-American 
population. 

Pierre  Arbour,  MD,  Temple  otolaryngolo- 
gist, has  been  elected  president  of 
the  American  Rhinologic  Society. 

Catherine  F.  Bontke,  MD,  director  of  the 
brain  injury  program  at  The  Institute 
for  Rehabilitation  and  Research,  has 
been  named  to  the  rehabilitation 
panel  of  the  Center  for  Disease  Con- 
trol’s Division  of  Injury  Control. 

Chusilp  Charnsangavej,  MD,  has  been 
named  to  the  Olga  Keith  and  Harry 
Carothers  Wiess  Chair  in  Diagnostic 
Imaging  at  The  University  of  Texas 
M.D.  Anderson  Cancer  Center.  Dr 
Charnsangavej  is  professor  of  radi- 
ology at  M.D.  Anderson. 


Fred  H.  Dunn,  MD,  of  Dallas,  has  been 
named  a fellow  of  the  American 
College  of  Radiology.  Fellowships 
are  awarded  for  significant  scientific 
or  clinical  research  in  the  field  of 
radiology,  or  significant  contribu- 
tions to  its  literature. 

Jack  Leigh  Eidson,  MD,  a family  practi- 
tioner in  Weatherford,  has  been 
appointed  by  Governor  Bill 
Clements  to  a second  term  on  the 
state’s  Family  Practice  Residency 
Advisory  Committee. 

Robert  W.  Guynn,  MD,  executive  director 
of  the  Harris  County  Psychiatric 
Center,  has  been  appointed  treasurer 
of  the  Texas  Society  of  the  American 
Association  of  Psychiatric  Adminis- 
trators. Dr  Guynn  also  serves  as 
professor  and  chairman  of  the 
department  of  psychiatry  and  behav- 
ioral sciences  at  The  University  of 
Texas  Medical  School  at  Houston. 

David  N.  Herndon,  MD,  professor  of 
surgery  at  The  University  of  Texas 
Medical  Branch  (UTMB)  at  Galve- 
ston, chief  of  staff  at  the  Galveston 
Shriners  Burns  Institute,  and  direc- 
tor of  Burns  Services  at  both  institu- 
tions, has  been  named  the  first  holder 
of  the  Jesse  H.  Jones  Distinguished 
Chair  in  Burn  Surgery  at  UTMB. 

Pamela  L.  Medellin,  MD,  of  Baytown,  has 
received  a 3-year  appointment  as 
Cancer  Liaison  Physician  for  the 
cancer  program  at  San  Jacinto 
Methodist  Hospital.  Dr  Medellin  is 
among  a national  network  of  volun- 
teer Cancer  Liaison  Physicians  who 
provide  leadership  and  support  to 
the  Commission  on  Cancer,  a pro- 
gram of  the  American  College  of 
Surgeons. 


Robert  D.  Moreton,  MD,  vice  president 
emeritus  at  The  University  of  Texas 
M.D.  Anderson  Cancer  Center,  has 
received  a 1990  Distinguished 
Alumni  Award  from  the  University 
of  Tennessee  College  of  Medicine. 

Richard  A.D.  Morton,  Jr,  MD,  El  Paso  oto- 
laryngologist, has  been  elected  presi- 
dent of  the  Texas  State  Board  of 
Medical  Examiners.  Also  elected 
was  George  S.  Bayoud,  MD,  Dallas  gen- 
eral surgeon,  as  vice  president. 

Charles  E.  Oswalt,  III,  MD,  has  been 
re-elected  president  of  the  Texas 
Division  of  the  American  Cancer 
Society.  Dr  Oswalt  is  a general  sur- 
geon in  private  practice  in  Graham, 
and  has  been  an  American  Cancer 
Society  volunteer  for  1 1 years. 

George  N.  Peters,  MD,  Dallas  general  sur- 
geon, has  been  re-elected  president- 
elect of  the  Texas  Division. 

The  Exchange  Club  of  San  Antonio 
honored  John  M.  Smith,  Jr,  MD,  as  the 

outstanding  citizen  for  1990  at  its 
Golden  Deeds  Banquet  in  October. 

The  Charles  Cameron  Sprague  Clin- 
ical Science  Building  has  been  dedi- 
cated at  The  University  of  Texas 
Southwestern  Medical  Center,  in 
honor  of  Charles  Sprague,  MD.  Dr 
Sprague  is  chairman  of  the  board 
and  chief  executive  officer  of  the 
Southwestern  Medical  Foundation. 

Betty  P.  Stephenson,  MD,  Texas  Medical 
Association’s  secretary/treasurer,  has 
been  installed  as  president  of  the 
American  Society  of  Anesthesiolo- 
gists. Dr  Stephenson  is  clinical  asso- 
ciate professor  of  anesthesiology  at 
Baylor  College  of  Medicine. 
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Charles  M.  Stiernberg,  MD,  of  Galveston, 
has  been  awarded  the  prestigious 
Honor  Award  by  the  American 
Academy  of  Otolaryngology-Head 
and  Neck  Surgery.  The  award  recog- 
nizes those  who  have  contributed 
service  to  the  academy  without 
remuneration. 

Darryl  M.  Williams,  MD,  has  been 
appointed  Dean  of  the  School  of 
Medicine  and  Professor  of  Internal 
Medicine  at  Texas  Tech  University 
Health  Sciences  Center. 

Obituaries 

Lyndon  Winfrey  Bing,  MD,  64;  Katy;  Bay- 
lor University  College  of  Medicine, 
1950;  died  September  16,  1990. 

Leslie  Donaid  Boelsche,  MD,  85; 

LaCrange;  The  University  of  Texas 
Medical  Branch  at  Galveston,  1932; 
died  September  22,  1990. 

Harry  Bunyan  Burr,  MD,  91;  Houston; 
Rush  University,  1929;  died  Septem- 
ber 28,  1990. 

Peter  Corte  Canizaro,  MD,  55;  Lubbock; 
The  University  of  Texas  Southwest- 
ern Medical  School,  1960;  died 
September  3,  1990. 

Andres  Goth,  MD,  76;  Dallas;  University 
of  Chile  School  of  Medicine,  1939; 
died  October  2,  1990. 

Frank  Samuel  Griffin,  MD,  79;  Liberty; 
Baylor  University  College  of 
Medicine,  1935;  reported  deceased. 

J.  William  Hearn,  MD,  89;  Austin;  Baylor 
University  College  of  Medicine, 
1937;  died  September  30,  1990. 


People 


Charles  Leroy  Hedberg,  MD,  68;  Corpus 
Christi;  University  of  Nebraska 
Medical  Center,  1948;  died  Septem- 
ber 25,  1990. 

RobertJohn  Huse,  MD,  47;  Mesquite; 
University  of  Minnesota  Medical 
School,  1969;  died  September  29, 
1990. 

Jack  G.  Kerr,  MD,  86;  Dallas;  Baylor 
University  College  of  Medicine, 
1931;  died  September  27,  1990. 

James  Franklin  Lee,  MD,  74;  Dallas;  Bay- 
lor University  College  of  Medicine, 
1944;  died  September  6,  1990. 

Keene  Fred  Ludden,  MD,  80;  Dallas;  The 
University  of  Texas  Southwestern 
Medical  School,  1944;  died  Septem- 
ber 18,  1990. 

Edison  Woodrow  McCullough,  MD,  72;  Mid- 
land; University  of  Pennsylvania 
School  of  Medicine,  1943;  died 
August  12,  1990. 

Frank  Allen  Mershon,  MD,  58;  Houston; 
Tulane  University  School  of 
Medicine,  1958;  died  September  23, 
1990. 

William  Nottingham  Powell,  MD,  86;  Tem- 
ple; University  of  Pennsylvania 
School  of  Medicine,  1931;  died 
September  19,  1990. 

Charles  William  Tennison,  MD,  82; 

LaMesa,  California;  Baylor  Univer- 
sity College  of  Medicine,  1933;  died 
October  4,  1990. 


ROCK 

HELICOPTERS,  INC. 

Authorized  SouthJ^as 
Rl^binson  R22  DealVship 


ROBINSON  RE^ 

The  top  selling  piston 
heiicopter  since  1981 

■ Fastest-1 10  mph  cruise 

■ Lowest  Initial  Cost 

■ Lowest  Operating  Cost 

■ Easiest  to  Maintain 

■ Proven  Reliability 

■ 1 000  Hour/1  Year  Warranty 
$99,850  * 

Standard  Equipment  Price 

* Each  purchase  package 
includes  a safety  course  of  20  hrs 
dual  flight  instruction  by  an 
experienced  CFI,  at  your  site,  in 
your  helicopter,  at  your  conven- 
ience. 

ROCK  HELICOPTERS,  INC. 

owned  by  a San  Antonio  family 
with  over  30  yrs.  tradition  of 
safety,  integrity,  and  quality  serv- 
ice to  the  helicopter  community. 

Contact  Rocky  Burke 
(512)  667-9616 
FAX  (512)667-9317 
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IF  YOUR  RETIREMENT  ISN’T  FAR  OFF,  YOUR  FINANCIAL 

PARTNER  SHOULD  BE  CLOSE  ATHAND 

Providing  for  retirement  can  be  an  occupation 
in  itself.  But  our  representatives  can  make  the 
job  easier. 

They’ll  help  you  figure  out  how  much  yearly 
income  you’ll  need  for  a comfortable  retirement 
and  how  to  maximize  your  retirement  portfolio. 
They’ll  even  help  you  accelerate  your  program  if 
you  started  late. 

To  receive  our  free  booldet  on  how  to 
prepare  for  a financially  secure  retire- 
ment, phone  your  local  representative  of 
The  New  England.  It  covers  annuities, 
pension  plans  and  401  (k)s,  and  explains 
which  options  offer  the  most  secure 
savings  and  the  most  dependable  income. 

That  way,  when  it’s  time  to  finish  worI<ing  at  one 
job,  you  won’t  have  to  start  another. 

The  New  England.  Your  Financial  Partner, 
Your  Financial  Future. 


The  New  England 

Your  Financial  Partner 


The  Carey  Agency 

Austin  512-346-6020 

Ackley  Financial 

Dallas  214-871-7771 

New  England  Financial  Services 

Dallas  214-991-2244 

New  England  Financial  Services 

Houston  713-629-4200 


e key  to  a lasting,  successful  partnership  is  trust. 


Entrusting  the  protection  of  your  medical  practice  to  an  insurer  is  one  of  ^ 
the  most  important  business  decisions  you  will  make.  Your  future  may  be 
affected  by  Ae  choice  you  make  today.  Sobering  statistics  indicate  that  you  ' 
could  be  involved  in  a liability  claim  or  lawsuit  during  the  course  of  your 
medical  career.  You  need  a strong  partner  like  TMLT. 
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It  makes  good  sense  to  team  up  with 
TMLT.  Your  concerns  are  our  concerns.  We 
take  very  seriously  the  protection  of  your 
medical  practice,  providing  assurance  and 
stixmg  claims  defense  with  individual 
V aittention. 


Remember  that  a liability  coverage  con- 
tract is  only  as  good  as  the  intent  and  integ- 
rity of  the  organization  who  offers  that  cov- 
erage. Pick  TMLT,  a strong  partner  you  can 
trust. 


In  today’s  complex  legal  environment, 
^jmtky  diat  insures  your  health  care  lia- 
j^lidiiis  simuld  not  watch  from  the 
be  in  the  game  with  yott  You 
' ■ ' se- 

bc 


Contact  us  to  learn  more  about  health 
care  liability  protection  plans  for  individ^*  i i 
als  and  groups,  prior  acts  coverage,^, 
mium  payment  options  including 
quarterly  and  annual,  and  risk  i 
pix^suns.  Let  us  tell 
TMLT’s 


P.O.  Box  14746  Austin,  Texas  78761 

“A  health  care  liability  claim  trust  created  by  the  Texas  Medical  Association 

Statewide  Services  Center:  1-800-580-TMLT  J 
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Medicare’s  relative  value 
scale  — what  it  looks  like 
for  Texas  physicians 

Texas  physicians  want  to  know  just 
how  Medicare’s  proposed  physician 
payment  system  will  affect  them 
when  it  begins  in  1992. 

TMA’s  Division  of  Medical  Eco- 
nomics is  scrutinizing  the  model  fee 
schedule  released  last  August  by  the 
Health  Care  Financing  Administra- 
tion. The  schedule  contains  relative 
values  for  more  than  1,400  physi- 
cian services  and  the  data  necessary 
to  calculate  what  physician  fees 
would  be  under  the  proposed  rela- 
tive value  scale-based  fee  schedule. 

The  charts  on  this  page  are 
among  the  first  results  of  TMA’s 
data  analysis.  They  show  calculated 
values  for  Houston,  Dallas,  and 
rural  West  Texas.  They  compare  the 
relative  value  scale  with  the  current 
payment  system  (“customary,  pre- 
vailing, and  reasonable”)  for  office 
and  hospital  visit  codes. 

Not  surprisingly,  under  the  rela- 
tive value  scale  all  office  visits  and 
hospital  visits  increase  significantly. 
For  example,  for  a comprehensive 
office  visit  with  a new  patient  (code 
90020)  in  rural  West  Texas,  the  rela- 
tive value  scale  would  pay  $55;  the 
current  payment  is  $40.  The  pay- 
ment for  a limited  visit  with  an 
established  patient  (code  90050) 
would  double  from  the  current  $12 
average  prevailing  to  $24  under  the 
relative  value  scale. 


How  the  proposed  relative  value  scale  would  compare  with 
today’s  “customary,  prevailing,  and  reasonable.” 
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Butler  tells  lawmakers 
basic  health  benefits 
package  must  be 
affordable 

“Health  care  must  be  avail- 
able to  all  Texans,  regardless 
of  their  economic  status.” 

That’s  the  message  former 
TMA  President  Max  C.  Butler,  MD, 
of  Houston,  communicated  to  mem- 
bers of  the  Texas  Legislature’s  Spe- 
cial Joint  Committee  on  Insurance 
Regulation  on  October  11. 

Dr  Butler  appeared  before  the 
legislative  panel  to  brief  lawmakers 
on  the  work  of  the  Texas  Medical 
Association’s  Ad  Hoc  Committee  on 
Financing  and  Availability  of  Health 
Insurance,  which  he  chairs.  The  ad 
hoc  committee  is  made  up  of  physi- 
cians, businessmen,  consumers, 
insurance  industry  representatives, 
hospital  administrators,  state  agency 
officials,  lawmakers,  and  trial 
lawyers.  It  will  present  recommen- 
dations to  the  72nd  Texas  Legisla- 
ture in  January. 

“Our  goal  is  to  identify  and  offer 
solutions  to  the  problems  of  unin- 
sured Texans  in  our  current  health- 
care system,”  Dr  Butler  said.  Some 
3.03  million  Texans  have  no  health 
insurance  and  another  3.7  million 
are  underinsured. 

While  the  ad  hoc  committee  has 
not  yet  finalized  its  recommenda- 
tions, Dr  Butler  said  the  committee’s 
members  believe  a two-tiered  system 
is  necessary. 

“We  feel  the  cost  of  health  insur- 
ance dictates  a two-tiered  health 
insurance  marketplace  — one  where 
employers  or  individuals  can  buy 
both  a basic  benefits  package  for 


those  in- 
dividuals not  presently  cov- 
ered by  health  insurance  and  a 
second  tier  to  offer  a more  compre- 
hensive package  to  those  who  can 
currently  afford  health  insurance,” 
he  said. 

“Seventy-five  percent  of  the  unin- 
sured population  in  Texas  earns  below 
200%  of  poverty  — or  less  than 
$12,560  a year,”  Dr  Butler  continued. 
“So  it’s  critical  that  the  basic  benefits 
package  be  affordable  — a Chevro- 
let with  standard  equipment  versus  a 
Cadillac  loaded  with  extras.” 

A similar  approach  also  was  rec- 
ommended to  the  joint  committee 
by  State  Board  of  Insurance  member 
JoAnn  Howard. 

A hassle  every  minute 
of  the  day 

Patrick  Coffey  doesn’t  seem  to  mind 
that  his  office  day  is  spent  dealing 
with  hassles.  It’s  his  job,  he  says,  to 
fight  the  battles  that  physicians  face 
in  dealing  with  Medicare. 

Mr  Coffey  is  just  one  of  the  staff 
members  in  TMA’s  Division  of  Med- 
ical Economics  who  are  determined 
to  smooth  the  way  for  Texas  physi- 
cians. 

Texas  Medicine  thought  you 
might  take  heart  from  knowing  how 
the  wars  and  skirmishes  some  of 
your  colleagues  have  fought  with 
Medicare  turned  out. 


Prior  to  speaking  to  a 
legislative  panel,  former 
TMA  President  Max  C. 
Butler  (right)  confers  with 
Kim  Ross,  director  of 
TMA’s  Division  of  Public 
Affairs. 


• Hassle  — A Texas  physician  sub- 
mitted claims  to  Medicare  for 
services  provided  to  a patient 
who  had  died.  After  reviewing 
the  claims.  Medicare  denied  them 
on  the  grounds  that  the  services 
had  been  provided  after  the 
patient’s  death.  The  physician 
resubmitted  the  claims  with  a 
copy  of  the  hospital  history  and 
death  summary  in  support  of  his 
contention  that  the  claims  were 
for  premortal  care,  but  to  no 
avail.  Medicare  still  insisted  the 
physician  had  been  caring  for  a 
corpse. 

Resolution  — After  TMA 
presented  the  case  at  a meeting 
with  the  Medicare  carrier,  the 
carrier  acknowledged  the  treat- 
ment had  preceded  the  patient’s 
death,  and  the  physician  received 
payment. 

• Hassle  — Many  Texas  physicians 
have  had  trouble  getting  errors 
corrected  in  the  Maximum 
Allowable  Actual  Charges 
(MAACs)  computed  by  the 
Medicare  carrier.  One  physician 
had  been  trying  to  get  a problem 
resolved  for  more  than  2 years 
when  he  asked  TMA  for  help. 

The  problem  was  caused  by  a 
procedure  code  and  fee  conver- 
sion that  had  not  been  accurately 
completed  by  the  carrier  and  had 
resulted  in  numerous  telephone 
calls  and  letters  between  the 
physician  and  the  carrier. 

Resolution  — At  a meeting 
with  TMA,  the  carrier  acknowl- 
edged the  problem  and  promised 
to  research  the  figures  and  report 
back  to  the  physician. 
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• Hassle  — Certain  elective  surg- 
eries require  preauthorization  by 
the  Texas  peer  review  organiza- 
tion (PRO)  prior  to  payment  by 
the  carrier.  However,  for  a period 
of  time,  both  the  PRO  and  the 
carrier  lacked  procedures  to  ade- 
quately handle  claims  for  the 
urgent,  emergency,  or  unusual 
surgical  situations  that  can  arise 
in  the  course  of  a surgery.  A 
physician  who  filed  a claim  for 
such  a surgical  complication  was 
summarily  denied  payment  for 
not  having  obtained  the 
preauthorization  number  for  this 
“elective  procedure.” 

Resolution  — TMA  worked 
with  the  carrier  to  establish  a 
procedure  that  is  more  respon- 
sive to  the  urgent  or  emergency 
surgical  situation.  In  this  case, 
the  carrier  returned  the  claim  to 
the  surgeon  with  a letter  explain- 
ing the  need  for  the  preauthoriza- 
tion number  which  the  PRO  will 
now  assign  after  the  surgery. 

• Hassle  — In  a classic  case  of 
overzealous  post-payment  utiliza- 
tion review  audit.  Medicare 
asked  a Texas  physician  for 
copies  of  records  on  1 14  patients 
she  had  hospitalized  and  195 
patients  seen  in  her  office  within 
the  last  2 years.  She  was  required 
to  provide  the  copies  at  her  own 
expense,  within  45  days,  and  she 
fully  expects  to  spend  further 
time  and  expense  refuting 
charges  of  upcoding  and  “medi- 
cally unnecessary”  procedures. 

Resolution  — TMA  plans 
to  discuss  this  review  with  the 
carrier  at  the  next  joint  meeting. 
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Texas  hospitals  receive  Rural  Health  Care  Transition  Grants 


When  the  grants  were  handed  out  last  October,  more  hospitals  in  Texas 
received  Rural  Health  Care  Transition  Grants  from  the  Health  Care  Financ- 
ing Administration  than  hospitals  in  any  other  state. 

The  grants  provide  seed  money  for  small,  rural  hospitals  that  have  devel- 
oped projects  to  strengthen  their  capability  to  provide  high  quality  care  to 
Medicare  beneficiaries.  The  grants  program  was  authorized  by  the  Omnibus 
Budget  Reconciliation  Act  of  1987  to  help  ensure  rural  hospitals’  survival. 
Under  the  program,  eligible  hospitals  may  request  up  to  $50,000  per  year  for 
up  to  2 years. 

In  Texas,  the  hospitals  named  grant  recipients  for  1990  were: 


• Bowie  Memorial  Hospital,  Bowie. 
•Brewster  Memorial  Hospital, 

Alpine. 

•Clay  County  Memorial  Hospital, 
Henrietta. 

• Colorado-Fayette  Medical  Center, 

Weimar. 

•Culberson  County  Hospital,  Van 
Horn. 

•Dallam-Hartley  Counties  Hospital 
District,  Dalhart. 

•Eagle  Lake  Community  Hospital, 
Eagle  Lake. 

•Frio  Hospital  Association, 

Pearsall. 

•Golden  Plains  Community 
Hospital,  Borger. 

•Hood  General  Hospital,  Granbury. 
•Hutchinson  County  Hospital 
District/Golden  Plains 
Community  Hospital,  Borger. 
•Jackson  County  Hospital  District, 
Edna. 


•Lynn  County  Hospital,  Tahoka. 
•Memorial  Hospital,  Kermit. 

• Moore  County  Hospital  District, 

Dumas. 

• Parmer  County  Community 

Hospital,  Friona. 

• Pecos  County  Memorial  Hospital, 

Fort  Stockton. 

• Reeves  County  Hospital,  Pecos. 

• Seymour  Hospital,  Seymour. 

• South  Limestone  Hospital, 

Groesbeck. 

• Stonewall  Memorial  Hospital, 

Aspermont. 

• Throckmorton  County  Memorial 

Hospital,  Throckmorton. 

• Tyler  County  Hospital  District, 

Woodville. 

•Ward  Memorial  Hospital, 
Monahans. 

• Yoakum  County  Hospital,  Denver 

City. 


If  these  problems  sound  too 
familiar,  try  the  following:  When 
you  send  letters  of  complaint  to 
Medicare,  send  Pat  Coffey  a copy  of 
the  letter  (Division  of  Medical  Eco- 
nomics, Texas  Medical  Association, 


1801  N Lamar  Blvd,  Austin,  TX 
78701).  And,  by  all  means,  write 
him  directly  if  you  need  TMA’s  help 
in  resolving  a problem  with  Medicare, 
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Practice  Management 

An  inside  look  at 
recruitment 
agreements  between 
hospitals  and  physicians 

Reed  Tinsley,  CPA 

Director,  Medical  Practice  Group,  O’Neal, 
McGuinness  &C  Atkins,  3200  Southwest  Free- 
way, Suite  2310,  Houston,  TX  77027. 

Today’s  competitive  climate  for 
delivery  of  health-care  services  has 
increased  the  pressure  on  hospitals 
to  recruit  quality  specialty  physi- 
cians. To  improve  utilization  and 
increase  bed  occupancy,  hospitals 
must  recruit  those  physicians  who 
will  expand  the  scope  of  hospital 
admittance.  The  price,  however,  is 
not  cheap. 

To  recruit  the  new  specialists  they 
want,  hospitals  must  offer  physi- 
cians a variety  of  incentives.  Physi- 
cians, in  turn,  need  those  incentives 
to  offset  the  increasing  costs  of  start- 
ing a medical  practice. 

Physician  recruitment  is  a negoti- 
ated process,  in  which  inexperience 
and  a lack  of  knowledge  can  impair 
the  hospital/physician  relationship 
or  derail  the  recruitment  effort.  This 
article  takes  a brief  look  at  the  pro- 
cess, from  both  the  hospital’s  and 
physician’s  viewpoints. 

The  competitive  environment  of  new 
physician  recruitment 

To  remain  competitive  and  to  thrive 
economically,  hospitals  must  be  able 
to  recruit  specialty  physicians. 
According  to  a recent  article  in  the 
Wall  Street  Journal,  about  10%  of 
US  hospitals  are  in  serious  financial 
trouble;  200  could  close  within  the 


next  3 years.  To  avoid  becoming  a 
statistic,  hospitals  must  maintain  or 
increase  their  bed  occupancy  rates. 

Since  physicians  still  can  choose 
to  which  hospitals  they  refer  their 
patients,  hospitals  must  compete 
against  each  other  to  recruit  physi- 
cians. They  look  for  physicians  who 
will  expand  health  care  services  in  a 
geographic  area,  expand  services  to 
a segment  of  the  community,  and 
add  a needed  medical  specialty  to 
the  hospital’s  community.  Hospitals 
hope  these  physicians  will  increase 
the  annual  inpatient  revenue  and 
related  service  utilization  through 
increased  patient  admissions. 

For  example,  studies  have  shown 
a cardiovascular  surgeon  contributes 
on  average  more  than  $600,000 
annually  to  a hospital’s  inpatient 
revenue,  an  internist  more  than 
$500,000,  a general  surgeon  more 
than  $450,000,  and  a urologist 
more  than  $200,000.  With  these 
amounts  of  money  involved,  it  is 
easy  to  see  why  recruitment  is  so 
competitive  and  why  incentives  are 
necessary  in  the  physician  recruit- 
ment process. 

Though  this  article  focuses  on 
new  physician  recruitment,  competi- 
tion is  also  forcing  hospitals  to  use 
retention  programs  for  their  current 
staff  physicians.  These  programs 
include  practice  management  assis- 
tance, leasing  of  employees,  market- 
ing help,  and  loan  guarantees. 

Any  recruitment  agreement  must 
take  into  account  the  Medicare  and 
Medicaid  Fraud  and  Abuse  Statutes. 
Simply,  the  statutes  state  that  a 
physician  or  other  person  cannot  be 
compensated  in  any  way  for  refer- 
ring Medicare  and  Medicaid 
patients  — in  this  case,  to  the  hospi- 
tal. However,  opinions  from  the 


Health  Care  Financing  Administra- 
tion have  indicated  payments  made 
by  a hospital  to  incidentally  promote 
the  use  of  hospital  services  are  not 
illegal  so  long  as  they  are  not  tied  to 
patient  admissions  and  utilization. 
At  a minimum,  a recruitment  agree- 
ment should  contain  a provision 
denying  any  implication  that 
benefits  are  being  provided  to  the 
physician  for  the  referral  of  patients. 
This  also  should  be  documented  in 
the  hospital’s  internal  records. 

Recruitment  incentives 

Recruitment  incentives  take  many 
forms,  but  almost  all  are  related  to 
finances.  Following  are  common 
incentives  being  offered  to  physicians: 

1.  monthly  income  guarantee; 

2.  subsidy  of  expenses,  such  as  mal- 
practice insurance  and  office  per- 
sonnel; 

3.  free  office  rent; 

4.  payment  of  legal  and  profes- 
sional expenses  to  assist  in  start- 
ing a medical  practice; 

5.  loan  guarantees; 

6.  relocation  expenses;  and 

7.  interest-free  loans. 

Because  of  the  expense  involved, 
most  physicians  opening  new  medi- 
cal practices  want  as  many  incen- 
tives as  possible.  A hospital’s  goal, 
on  the  other  hand,  should  be  to  take 
whatever  reasonable  steps  necessary 
(ie,  offer  incentives)  to  recruit  the 
physicians  it  wants.  This  is  a give- 
and-take  negotiation  process;  both 
sides  must  be  satisfied  with  the  final 
recruitment  contract. 

The  most  common  incentive 
offered  is  a monthly  income  guaran- 
tee. A hospital  guarantees  a physi- 
cian “x”  amount  of  cash  income  per 
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month.  If  the  physician  collects  any 
monies  for  services  rendered,  the 
hospital  will  make  up  the  difference. 
For  example,  if  the  hospital  guaran- 
tees $19,000  per  month  and  the 
physician  collects  $4,000  in  a cer- 
tain month,  the  hospital  will 
advance  the  physician  the  difference 
of  $15,000. 

A frequent  question  that  some- 
times is  not  addressed  is  whether  the 
income  guarantee  is  proper  in 
amount.  Depending  upon  the  spe- 
cialty, the  guarantee  may  not  be 
large  enough  to  cover  practice  over- 
head and  physician  salary  and  also 
secure  an  equipment  loan  to  furnish 
the  office. 

A physician’s  ability  to  get  a bank 
loan  is  often  overlooked  in  the 
physician  recruitment  process.  When 
negotiating  the  income  guarantee, 
both  parties  must  be  aware  that  the 
guarantee  usually  will  be  the  physi- 
cian’s only  collateral  for  obtaining  a 
loan  for  equipment  or  additional 
working  capital.  Most  physicians 
finish  residency  or  relocate  without 
much  to  offer  in  the  way  of  collat- 
eral. Therefore,  even  though  the 
equipment  can  be  used  as  collateral, 
banks  want  assurance  that  the 
physician  can  meet  monthly  interest 
payments  and  reduce  principal  on  a 
monthly  or  other  periodic  basis.  An 
adequate  income  guarantee  can  pro- 
vide the  assurance  needed  to  grant  a 
loan.  If  the  income  guarantee  will 
not  be  sufficient  assurance,  the  hos- 
pital should  provide  the  physician  a 
bank  loan  guarantee. 

A 12-month  cash  flow  projection 
including  start-up  costs  can  confirm 
the  adequacy  of  an  income  guaran- 
tee. The  projection  should  be  pre- 
pared before  negotiation  even  begins 
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on  the  income  guarantee  and  other 
recruitment  incentives.  Using  a com- 
bination of  service  frequency,  fee 
schedule,  payor  mix,  contractual 
and  bad  debt  adjustments,  the  tim- 
ing of  cash  receipts,  and  projected 
overhead  (including  physician  com- 
pensation), the  physician  can  deter- 
mine a nearly  exact  idea  of  the  med- 
ical practice’s  cash  flow  for  its  first 
year.  This  projection  can  determine 
the  adequacy  of  the  income  guaran- 
tee; it  also  can  be  used  to  request 
additional  incentives  if  needed,  and 
it  can  be  presented  to  a bank  when 
negotiating  a loan  for  equipment  or 
working  capital. 

Repayment  of  recruitment  incentives 

Unlike  most  other  types  of  recruit- 
ment incentives  that  generally  do 
not  have  to  be  repaid,  income  guar- 
antees usually  do  have  to  be  paid 
back  to  the  hospital.  In  the  past  (and 
occasionally  today),  hospitals 
allowed  physicians  to  repay  income 
guarantees  on  an  installment  basis, 
over  a number  of  years,  at  an  inter- 
est rate  usually  approximating  the 
prime  rate.  The  payback  usually 
began  within  1 year  after  the  last 
income  guarantee  payment.  The  cur- 
rent trend,  however,  is  for  physicians 
to  repay  their  guarantee  with  service 
rather  than  in  cash,  or  with  a combi- 
nation of  both.  After  starting  a new 
practice,  most  physicians  have  extra 
time  but  not  a lot  of  extra  cash  to 
repay  a guarantee. 

The  types  of  service  repayments 
may  include  indigent  patient  care, 
assistance  with  hospital  public  rela- 
tions such  as  seminars  and  health 
clinics,  emergency  room  or  stand-by 
coverage  in  another  hospital  depart- 
ment, administrative  projects,  or 
employee  physical  examinations. 


The  physician  and  hospital  agree  on 
an  hourly  rate  the  physician  will 
charge  for  these  services,  and  the 
income  guarantee  payback  is  re- 
duced as  these  services  are  performed. 

For  example,  a new  internist 
agreed  to  staff  the  hospital’s  new 
physical  rehabilitation  department 
at  an  hourly  rate  of  $300.  Because 
of  this  arrangement,  the  hospital  can 
expand  its  services  to  the  commu- 
nity, and  the  physician  can  use  spare 
time  to  repay  the  income  guarantee, 
probably  in  less  than  a year.  When 
negotiating  a contract,  both  hospital 
and  physician  should  explore  oppor- 
tunities to  expand  services  to  the 
community,  where  the  physician  can 
use  his  or  her  time  to  pay  back  all  or 
a portion  of  the  guarantee.  Both 
sides  most  likely  can  benefit  from 
this  arrangement. 

Finally,  the  physician  should  not 
overlook  the  potential  tax  conse- 
quences of  repayment.  When  the 
guarantee  is  paid  back  in  cash,  it  is 
usually  paid  back  with  income  col- 
lected from  services  rendered. 
Repayment  of  the  guarantee  will  not 
generate  a deductible  business 
expense.  When  the  guarantee  is 
repaid  by  service,  income  will  be  re- 
cognized as  the  services  are  rendered 
to  the  hospital.  The  main  point  is, 
when  beginning  to  repay  income 
guarantees,  physicians  should  moni- 
tor tax  consequences  closely  to 
avoid  an  unexpected  tax  burden. 
Consult  a competent  tax  advisor. 

Nonprofit  vs  for-profit  hospitals 

It  is  important  to  know  how  non- 
profit and  for-profit  hospitals  differ 
in  the  recruitment  process.  Gener- 
ally, nonprofits  are  more  conserva- 
tive in  offering  recruitment  incen- 
tives because  they  fear  incentives 
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might  jeopardize  their  tax-exempt 
status.  The  basic  rule  is  that,  for  a 
hospital  to  remain  tax-exempt,  no 
part  of  its  net  earnings  can  he  used 
for  the  benefit  of  a private  individual 
(ie,  physician).  Therefore,  in  order 
to  offer  recruitment  incentives,  the 
hospital  must  be  able  to  show  that 
using  its  funds  for  incentives  was 
incidental  to  its  ability  to  further  its 
charitable  objective  of  promoting 
health  for  the  benefit  of  the  commu- 
nity. The  hospital  must  show  that 
the  recruitment  incentives  were  nec- 
essary to  benefit  its  community.  For 
example,  a community  might  need 
an  additional  cardiologist  and 
recruitment  incentives  may  be  neces- 
sary to  recruit  the  cardiologist  to  the 
community. 

Benefit  to  a community  is  easier 
to  show  in  a rural  setting  than  an 
urban  one.  However,  even  urban, 
nonprofit  hospitals  can  offer  com- 
petitive recruitment  incentives  if 
they  do  their  homework.  For  exam- 
ple, a nonprofit  hospital  should  be 
able  to  document  community  need 
and  show  how  its  recruitment  incen- 
tives benefit  its  charitable  purpose, 
how  physician  benefits  are  mini- 
mized, and  how  the  hospital’s  inter- 
ests are  protected.  The  documenta- 
tion also  should  demonstrate  the 
reasonableness  of  the  recruitment 
program.  Physicians  who  want  to 
negotiate  higher  income  guarantees 
or  request  additional  incentives  from 
nonprofit  hospitals  also  should  be 
able  to  show  how  the  community 
will  benefit  by  their  placement. 


Conclusion 

In  today’s  competitive  health  care 
environment,  both  physicians  and 
hospitals  need  to  know  about  the 
negotiation  process  and  the  use  and 
availability  of  recruitment  incentives. 
Either  party’s  lack  of  knowledge  can 
cause  the  recruitment  effort  to  fail, 
which  leads  to  wasted  time  and  mon- 
ey and  the  postponement  of  a physi- 
cian’s career.  And  even  when  a re- 
cruitment is  initially  successful,  fail- 
ure to  structure  the  incentives  and 
written  agreement  properly  can  lead 
to  a less  than  harmonious  relation- 
ship between  hospital  and  physician. 


The  best  advice  is  for  both  physi- 
cians and  hospitals  to  do  their 
homework  — know  what  to  ask  for, 
what  to  give,  and,  foremost,  how  it 
will  affect  the  joint  hospital/physi- 
cian relationship  after  the  ink  has 
dried  on  the  recruitment  agreement. 


END  PATIENTS’  FOOT  AND  BACK 
SUFFERING  NOW! 


BREAKTHROUGH. . . CUSTOM  FITTED  ORTHOTIC  FOOT  SUPPORTS! 


Don’t  suffer  another  minute  from  foot,  leg 
and  back  discomfort!  Enjoy  blissful  relief 
with  our  revolutionary,  custom-fitted  Tru-Step 
orthotic  foot  supports.  Every  foot  is  unique. 
That’s  why  our  hand-crafted  supports  give  you 
instant  relief  from  pain  by  re-aligning  your  feet 
and  restoring  flexibility  and  balance. 

Send  us  their  feet.  . . 
we*ll  do  the  rest! 


complete,  easy  to  follow  instructions.  You  make 
your  instant  foot  impressions,  place  them  in  the 
convenient  postage-paid  kit,  and  send  them  to  our 
laboratory. 


Call  Now  or  Write 
C&L  Foot  Laboratories 
9935  Caminito  Tomatillo 
P.O.  Box  26112 
San  Diego,  CA  92196 

Act  Now! 


TO  ORDER,  CALL 

1-800-852-4056 


Texas  Medicine  Volume  86  No.  12  December  1990 


21 


Practice  Management 
Workshops 

It  takes  smart  decisions  to  develop  a 
successful  practice.  Where  to  go  to  school? 
What  to  specialtze  in?  Where  to  set  up 
practice — and  what  type  of  practice?  Now 
make  the  decision  that  will  help  keep  your 
practice  successful.  Use  the  Texas  Medical 
Association  Advantage. 

Your  Association  provides  a senes  of 
workshops  designed  to  help  your  practice 
succeed.  Whether  you're  a new  physician 
establishing  a practice,  geanng  up  for  retire- 
ment, or  somewhere  in  between — TMA  has 
the  workshop  for  you. 


How  To  Run  A More 
Profitable  Practice 

This  action-onented  workshop  is  designed 
to  provide  effective  solutions  for  maximizing 
your  revenues  and  minimizing  your 
overhead.  You  will  learn  how  to  evaluate  your 
practice  and  to  implement  productive,  cost- 
effective  programs  using  a tested,  31 -step 
strategy. 

December  1 1 Houston 

December  12  San  Antonio 


How  To  Get  Started  In 
Medical  Practice 

Designed  to  give  you  the  basic  step-by-step 
procedures  needed  for  a successful  practice, 
whether  you  are  starting  your  own  practice  or 
joining  an  established  one.  By 
knowing  basic  management 
techniques  you  will  control  your 
practice  rather  than  allowing  your 
practice  to  control  you. 
Discounted  pricing  for  senior 
residents  currently  enrolled  m 
a recognized  Texas  residency 
program  or  fellowship 

Lubbock 
Fort  Worth 
San  Antonio 
Houston 
Dallas 
Galveston 


January  11-12 
January  23-24 
January  25-26 
February  1-2 
February  6-7 
February  8-9 


TMA  1990  VIP  Risk 
Management  Series 

A special  risk  management  series  for  Very 
Important  Professionals  — the  medical  office 
support  staff.  TMA  1990  VIP  Risk 
management  Senes  covers  the  tow  most 
important  areas  of  communication  for  the 
medical  staff:  interpersonal  relations  and 
procedural  skills.  During  the  seminar,  the 
staff  can  personally  assess  their  skills  for  areas 
of  growth. 

December  6 Houston 

December  13  Beaumont 

To  register,  call  TMA  Department  of 
Practice  Management  Services: 

(512)  477-6704,  Ext.  350. 


TexasMedical 

Association 


PHYSICIANS  CARING  FOR  TEXANS 


KELSEY-SEYBOLD  CLINIC,  P.A. 

"Commitment  to  Quality,  Dedication  to  Service" 


Excellent  opportunities  exist  to  join  our  established,  multi-specialty  group  located  in  the  heart 
of  the  Texas  Medical  Center.  With  over  35  specialties  and  170  physicians  utilizing  several 
hospitals,  this  well-respected  group  offers  a competitive  benefits  and  salary  compensation 
package  which  includes  an  incentive  bonus  program  based  on  performance.  Houston  is  the 
nation’s  fourth  largest  city  and  offers  many  advantages,  including  affordable  housing,  excellent 
schools,  colleges  and  universities,  and  a vibrant  cultural  atmosphere. 

Current  practice  opportunities  include: 


Orthopedics 

Allergy 

Urology 

Pulmonology 


Internal  Medicine 
ENT 

Occupational  Medicine 
General  Surgery 


Family  Practice 

OB/GYN 

Pediatrics 


Send  your  letter  and  CV  in  confidence  to: 

Sandra  Vega 

Physician  Recruitment  Services 
Kelsey-Seybold  Clinic,  P.A. 

1709  Dryden,  18th  Floor 
Houston,  Texas  77030 
800-231-6421 


Manpower  report  prepared  for 
House  of  Delegates  decision 

Findings  of  TMA’s  most  recent  bien- 
nial survey  of  participants  in  Texas 
residency  programs  may  be  as  inter- 
esting for  consistency  of  results  as 
for  possible  emerging  trends.  But 
some  of  the  changes  in  residents’ 
choice  of  practice  seen  in  the  survey 
could  be  worrisome  if  they  prove  to 
be  more  than  aberrations. 

One  of  the  most  striking  changes 
seen  since  the  survey  was  published 
in  1988  is  the  reduced  percentage  of 
residents  in  Texas  medical  schools 
who  entered  primary  care  practices, 
down  from  52%  in  1988  to  44%  in 
1990.  But  just  as  interesting  is  the 
current  difference  between  the  per- 
centage of  males  and  females  select- 
ing primary  care  specialties.  The 
percentage  of  female  graduates 
selecting  primary  care  specialties 
dropped  from  55%  to  48%,  since 
the  1988  survey.  Of  the  males  sur- 
veyed, only  36%  selected  primary 
care  practices,  while  just  2 years  ago 
44%  chose  primary  care  specialties. 
Males,  however,  now  appear  to  be 
selecting  surgical  specialties  with 
greater  frequency,  showing  an 
increase  from  21%  to  30%.  How- 
ever, the  percentage  of  foreign  medi- 
cal graduates  entering  primary  care 
practice  in  Texas  who  were  not  US 
citizens  increased  from  39%  to  43% 
in  1990. 

Little  change  was  observed  in 
ethnic  distribution  between  the  1988 
and  1990  surveys,  but  there  was  a 
difference  in  percentages  of  whites 
and  minorities  selecting  primary 
care  specialties:  More  than  50%  of 
minority  residents  chose  primary 
care,  compared  to  only  36%  of  the 
white  respondents. 


Science  and 
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One  unexplained  finding  was  the 
more  frequent  selection  of  pathology 
as  a specialty.  In  the  1990  survey, 
pathology  was  the  fourth  most  pop- 
ular choice.  Yet,  in  1988,  pathology 
was  not  even  listed  among  the  top 
10  choices. 

The  1990  survey  is  the  work  of 
the  Council  on  Medical  Education 
and  its  Committee  on  Manpower, 
which  were  expected  to  present  rec- 
ommendations for  consideration  in 
November  by  the  TMA  House  of 
Delegates.  If  approved  by  the  House, 
the  report  will  be  available  this 
month.  Watch  future  issues  of  Texas 
Medicine  for  the  committee  and 
council’s  recommendations. 

Country  doctor’s  son 
wins  Nobel  Prize  for 
Medicine 

Jim  Busby 

Associate  editor 

Dr  E.E.  Thomas  had  no  reason  to 
think  his  son  would  someday  win 
international  acclaim  in  medicine. 
The  boy  did  what  was  necessary  to 
make  A’s  and  B’s  in  Coolidge  High 
School,  and  he 
was  a reliable 
companion 
and  assistant 
when  Dr 
Thomas  made 
house  calls  in 
the  farmland 
just  northeast 
of  Waco.  Friends  described  him  as  a 
soft-spoken  fellow,  a good  athlete,  a 
great  fishing  pal,  just  a good  old 
country  boy.  In  the  words  of  his 
sister,  “He  didn’t  know  anything 


then,  except  crawfishing.”  But  then, 
no  one  knew  what  the  country  doc- 
tor’s son  was  about  to  do. 

Dr  Thomas  delivered  his 
youngest  child,  E.  Donnall  Thomas, 
at  home  in  Mart,  Texas,  on  March 
15,  1920.  His  sister,  14  years  old  at 
the  time,  remembers  returning  from 
school  one  day  to  see  her  new 
brother  for  the  first  time.  Seventy 
years  later,  when  he  won  the  Nobel 
Prize  for  Medicine  on  October  8, 
1990,  he  called  his  84-year-old  sister 
at  her  home  in  Ralls,  Texas. 

“He  sounded  so  calm,  as  though 
getting  the  Nobel  Prize  was  an  ordi- 
nary occurrence,”  Mrs  O.C.  Thomas 
says  of  the  telephone  conversation. 
“But  he’s  very  quiet  and  doesn’t 
push  himself  on  anything  or  anybody, 
so  it  was  characteristic  of  him.”  E. 
Donnall  Thomas  said  something 
else,  however,  that  tells  even  more 
about  the  Nobel  Laureate  and  his 
father,  whose  companionship  and 
encouragement  were  the  primary 
reasons  the  son  always  knew  he 
would  become  a physician.  “I  sure 
wish  Dad  were  here,”  he  told  her. 

Texas  Medical  Association  mem- 
bership records  show  that  the  elder 
Dr  Thomas  was  born  in  1870  and 
graduated  from  the  Medical  Depart- 
ment of  Baylor 
University  in 
1902.  He  first 
attended  medi- 
cal school  at 
the  University 
of  Louisville 
where  he  grad- 
uated as  vale- 
dictorian, although  he  completed 
only  the  first  four  grades  of  gram- 
mar school  before  studying  medi- 
cine, his  son  says  today.  He  started 
his  practice  in  1890.  “He  went  back 


“He  sounded  so  calm,  as 
though  getting  the  Nohel 
Prize  was  an  ordinary 
occurrence” 
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to  Limestone  County  (Texas)  and 
practiced,  but  was  aware  that  his 
medical  education  was  rather  scanty. 
So  he  went  back  to  Baylor  Medical 
School  and  did  medical  school  over 
again,”  says  Dr  Thomas. 

Even  today  the  countryside  of  Dr 
Thomas’  youth  is  rural  — rich  black 
farm  land  between  Corsicana  and 
Waco.  Now,  the  drive  from  Mart  to 
Waco  is  a quick,  easy  one,  but  in  the 
early  days  of  the  elder  Dr  Thomas’ 
practice  there,  he  traveled  by  buggy, 
or  by  horseback  if  the  roads  were 
muddy. 

“When  I was  in  high  school,  the 
roads  had  improved  quite  a bit,  and 
I used  to  drive  him  on  house  calls. 
He  would  be  so  tired  he  would  sleep 
on  the  back  seat  while  I drove.”  The 
younger  Thomas  spent  enough  time 
tailing  his  dad  that  be  became  known 
locally  as  “Doc,”  even  before  he 
entered  high  school  at  Coolidge,  just 
a few  miles  from  Mart.  Eventually 
he  assisted  his  father  at  “minor 
surgery  and  all  kinds  of  things.” 

“I  spent  a lot  of  time  with  him,” 
Dr  Thomas  remembers.  “We  were 
very  real  companions.” 

E.E.  Thomas  was  about  50  years 
old  when  E.  Donnall  was  born,  and 
now  the  son  thinks  back  over  the 
time  their  lives  have  covered.  “We 
span  the  time  from  pioneer  medicine 
to  modern  scientific  medicine,”  he 
says. 

“I  remember  making  house 
calls  with  him  when  sulfanilamide 
became  available  and  he  first  used 
it  in  some  patients  with  lobar  pneu- 
monia. I remember  how  ecstatic  he 
was  that  this  drug  could  really  halt 
pneumonia.” 

Mrs  O.C.  Thomas  of  Ralls,  E. 
Donnall’s  half-sister,  recalls  the  nur- 
turing family  that  raised  four  chil- 
dren, all  of  whom  graduated  from 


college.  (“My 
dad  would 
have  fainted 
if  we 
hadn’t.”) 

Her  mother 
died  of  tuber- 
culosis, leaving  three 
children  between  the  ages  of  7 
and  15  to  the  care  of  their  father.  A 
few  years  later  her  father  married  “a 
very  smart,  sweet  woman”  who 
taught  Latin  and  English  in  Mart.  E. 
Donnall  was  born  when  his  half-sis- 
ter was  14. 

“We  had  a wonderful  relation- 
ship all  the  way  through,”  Mrs 
Thomas  says  of  her  family.  “When 
we  wanted  to  know  something,  we’d 
ask  Daddy,  and  if  he  didn’t  know, 
he’d  go  and  find  out.” 

“I  think  the  main  thing  was  my 
daddy  teaching  us  to  learn  and 
showing  us  how  to  go  about  hunting 
up  things  and  wanting  us  to  achieve,” 
she  says.  “Dad  always  had  great 
ambition  for  all  of  us,  perhaps  more 
than  we  ever  did.” 

She  remembers  her  father  reading 
“the  Saturday  Evening  Post  and 
things  like  that”  to  the  light  of  a 
coal  oil  lamp  (“He  read  to  us  an 
awful  lot.”),  and  like  her  brother  she 
remembers  the  practice  of  country 
medicine:  house  calls,  the  home 
delivery  of  her  brother,  emergency 
surgery  in  the  family’s  kitchen. 

“I  remember  one  time  when 
somebody  had  been  shot,  some  man. 
And  they  came  to  our  house  at  2 
o’clock  in  the  morning.  Daddy  put 
that  man  down  on  the  kitchen  floor 
and  sterilized  that  gun  wound  and 
got  the  bullet  out.  The  man  lived 
and  got  along  all  right.  You  know, 
we  learned  things  like  that,  how  to 
stop  blood  and  all  — a whole  lot  of 
things.” 


When  E.  Donnall 
left  home  to  study 
chemistry  at  The  Uni- 
versity of  Texas,  he  began 
another  leg  of  his  journey 
to  the  Nobel  Prize. 

“When  I went  to  The 
University  of  Texas,”  he 
recalls,  “the  first  semester  I 
made  all  B’s,  and  I thought, 
‘Well,  I guess  I’m  a B student.’  But 
part  of  that  I now  know  was  sort  of 
catching  up  from  the  small  rural 
high  school.  With  heavy  courses  in 
physics  and  chemistry  and  so  on,  I 
pretty  soon  was  making  more  A’s 
than  anything  else.”  Before  long,  he 
became  a member  of  Phi  Beta 
Kappa.  “By  the  time  I hit  Harvard 
Medical  School  I found  that  I could 
compete  with  anybody.” 

Harvard  Medical  School  came 
after  he  earned  his  master’s  degree  in 
chemical  engineering  at  UT,  at  a 
time  when  family  financial  problems 
threatened  his  dream  of  doctoring. 
His  father  had  died  in  an  automo- 
bile accident  in  1941,  during  his 
son’s  senior  year  at  the  university, 
and  the  family  “really  didn’t  have 
any  money  at  all,”  Dr  Thomas  recalls. 

But  once  again  opportunity 
found  talent.  “Just  as  I was  finishing 
my  master’s  degree,  Dr  Raymond 
Gregory,  who  was  a professor  of 
medicine  in  Galveston,  offered  me  a 
job  that  would  allow  me  to  go  to 
medical  school  half  time  and  be  an 
instructor  in  pharmacology  so  that  I 
could  make  ends  meet.”  He  studied 
physiology  and  biochemistry  there, 
but  within  a year,  he  decided  to 
apply  to  Harvard.  Professor  Gregory 
and  Dr  Harry  Lochte  at  The  Univer- 
sity of  Texas  wrote  letters  of  recom- 
mendation “that  really  opened  the 
door  to  Harvard,”  Dr  Thomas  says 
now,  explaining  that  he  was  sur- 
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prised  by  the  acceptance.  Years  later 
a friend  and  former  Harvard  dean 
told  Dr  Thomas  that  he  had  been 
selected  from  1,200  applicants  for 
the  medical  school  position.  “Of 
course,  you  had  good  credentials,” 
the  friend  told  him,  “but  we  just 
wanted  to  see  what  this  fellow  from 
Texas  looked  like  who  would  apply 
to  Harvard  3 weeks  before  the  class 
started.” 

Show  them  he  did.  He  prospered 
at  Harvard,  and  crucial  points  in  his 
life  began  to  form  a line,  a path  that 
soon  would 
lead  to  incal- 
culable ad- 
vances in  bone 
marrow  trans- 
plantation and 
the  treatment 
of  leukemia. 

Following 
internship  and 
a fellowship 
in  Boston, 

Dr  Thomas  started  the  postdoc- 
toral studies  of  bone  marrow  trans- 
plantation at  Massachusetts  Institute 
of  Technology  that  would  one  day 
lead  to  the  Nobel.  His  transplanta- 
tion studies  not  only  were  notable 
for  what  they  eventually  revealed, 
but  also  for  the  researcher’s  drive  to 
stay  with  the  problem  when  others 
doubted  its  worth  and  abandoned  it. 

Later  he  became  an  instructor  at 
Harvard  Medical  School.  Several 
appointments  later,  he  became  pro- 
fessor of  medicine  and  head  of 
oncology  at  the  University  of  Wash- 
ington School  of  Medicine  in  Seattle. 
Now  he  is  professor  emeritus  at  the 
medical  school.  Until  1989  he  was 
director  of  medical  oncology  and 
associate  director  of  clinical  research 
programs  at  the  Fred  Hutchinson 


Cancer  Research  Center  in  Seattle. 
When  one’s  biography  becomes  so 
laden  with  appointments  and  hon- 
ors, the  Nobel  Prize  is  a poetic  way 
of  saying  it  all.  Yet  despite  the 
confidence  that  grew  with  experi- 
ence, Dr  Thomas  says  he  was  over- 
whelmed by  the  prize. 

The  1990  prize,  which  acknowl- 
edges his  work  in  bone  marrow 
transplantation,  was  awarded  con- 
currently to  the  Boston  physician 
who  completed  the  first  kidney  trans- 
plant, Joseph  E.  Murray.  The  Nobel 
Assembly  cited 
the  two  scien- 
tists for  “discov- 
eries . . . crucial 
for  those  tens  of 
thousands  of 
severely  ill 
patients  who 
either  can  be 
cured,  or  be 
given  a decent 
life  when  other 
treatment  methods  are  without 
success.” 

Today  when  E.  Donnall  Thomas 
recalls  his  father  with  the  experience 
of  70  years,  the  country  doctor’s 
stature  has  not  diminished.  Quite 
the  contrary  it  seems:  “In  retrospect, 
in  looking  back  on  it  from  this  per- 
spective, being  a general  practitioner 
in  that  small  town,  I think  he  was 
rather  an  amazing  person.  He  was  a 
scholar.  He  knew  Latin;  he  knew 
Greek.  He  was  familiar  with  most  of 
the  world’s  great  literature.  When  I 
went  back  as  a graduate  student  in 
chemistry,  I found  that  he  knew 
almost  as  much  organic  chemistry  as 
I did.  He  was  sort  of  self-taught.  He 
was  always  interested  in  every- 
thing.” 


“we  just  wanted  to  see 
what  this  fellow  from 
Texas  looked  like  who 
would  apply  to  Harvard  3 
weeks  before  the  class 
started” 


When  the  Harvard  faculty  took  a 
look  at  the  boy  from  Mart,  they  saw 
an  image  of  the  father  as  well.  Dr 
Thomas  remembers  telling  them  of 
one  special  night  in  the  country: 

“My  father  got  a house  call.  This 
was  a black  lady  down  on  the  Nava- 
sota  River  bottom.  And  I drove  him 
down  there  to  deliver  a baby.  I 
remember  sitting  in  the  car  waiting 
for  most  of  the  night.  Finally  my 
father  came  out  and  he  was  elated. 
This  lady  turned  out  to  have  a pla- 
centa previa,  and  he  had  used  a 
Vorhees’  bag  and  had  successfully 
delivered  her  and  carried  her  and  the 
baby  through  it.  All  of  this  was  done 
by  the  light  of  a single  kerosine 
lamp.  When  I told  my  professor  of 
obstetrics  at  Harvard  about  this,  he 
almost  couldn’t  believe  it.” 

Many  years  later  the  younger 
Thomas  would  encounter  similar 
disbelief  when  others  doubted  the 
plausibility  of  bone  marrow  trans- 
plantation. 
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Placental  examination 
can  explain  brain 
damage  in  some 
neonates 

Pamela  Paradis  Powell 

Department  of  Pathology  and  Laboratory 
Medicine,  The  University  of  Texas  Medical 
School  at  Houston 

Most  studies  — and  lawsuits  — 
involving  brain-damaged  infants 
have  focused  on  events  in  labor  and 
delivery  to  explain  neurological 
deficits,  but  studies  that  included 
placental  examination  have  shown 
that  brain  damage  in  90%  of  infants 
is  the  result  of  maldevelopment, 
rather  than  intrapartum  injury.  This 
is  the  fundamental  message  being 
sent  with  growing  fervor  by  Texas 
physician  organizations  to  other 
physicians,  attorneys,  and  insurance 
companies. 

“The  problem  of  malpractice  has 
influenced  the  availability  of  obstet- 
rical care,”  says  Houston  obstetri- 
cian Anthony  P.  Lucci,  MD,  an  out- 
spoken proponent  of  the  need  to 
inform  doctors  and  lawyers  about 
placental  examination.  “We  need  to 
defend  and  protect  physicians  doing 
obstetrics  from  nonmeritorious  law- 
suits. Ninety-two  counties  in  Texas 
are  already  without  obstetric  care 
because  of  the  escalation  of  lawsuits. 
Many  physicians,  especially  in  the 
rural  areas,  just  can’t  afford  to  pay 
the  inflated  insurance  premiums.” 

Dr  Lucci  is  chairman  of  the  TMA 
Subcommittee  on  Perinatal  Health 
and  is  a member  of  the  Committee 
on  Maternal  and  Child  Health. 

Some  insurance  companies  in 
other  states  now  insist  on  placental 
examinations  and  will  even  pay  for 


them.  Dr  Lucci  says.  However,  pla- 
cental examination  is  not  available 
at  the  majority  of  Texas’  hospitals, 
he  says. 

Dr  Lucci  organized  a symposium 
last  summer  at  St  Joseph  Hospital  in 
Houston  dealing  with  legal  and 
technical  aspects  of  placental  exami- 
nation and  published  an  article  on 
the  topic  in  the  January  1990  issue 
of  Texas  Medicine  (pp  33-38). 

Other  physicians  and  physician 
organizations  are  also  involved  in 
spreading  the  word  about  the 
importance  of  placental  examina- 
tion. The  Texas  Society  of  Patholo- 
gists (TSP)  in  July,  for  example, 
sponsored  the  first  of  at  least  three 
programs  on  placental  examination. 
A second  TSP  program  is  scheduled 
for  March  9,  1991,  in  Houston,  and 
a third  is  being  planned  for  1992. 
The  American  Society  of  Clinical 
Pathologists  and  College  of  Ameri- 
can Pathologists  included  placental 
examination  among  topics  at  their 
cosponsored  meeting  in  Dallas  in 
October.  In  September,  a consensus 
conference  of  the  College  of  Ameri- 
can Pathologists  acknowledged  the 
importance  of  placental  examination 
in  patient  care  and  in  defense 
against  legal  action. 

“While  we  want  to  stress  the 
importance  of  placental  examina- 
tion,” Dr  Lucci  says,  “we  also  want 
physicians  to  see  the  utility  of  this 
examination  in  a broader  context, 
specifically  in  helping  to  determine 
the  cause  of  brain  damage  in 
neonates.  There  are  certain  obstetric 
conditions  associated  with  a higher 
rate  of  neurological  deficits  that  can 
be  identified  before  labor  and  deliv- 
ery. We  want  to  refocus  attention  on 
these  obstetric  conditions  and  their 
attendant  risks  and  thereby  promote 
more  attentive  prenatal  care.” 


Although  interest  in  placental 
pathology  first  arose  in  the  1 9th  cen- 
tury, Richard  L.  Naeye,  MD,  sees 
the  scientific  study  of  the  placenta  as 
just  beginning.  “Today,  only  a hand- 
ful of  pathologists  are  interested  in 
the  placenta,”  he  said.  “We  have 
adequate  research  involving  the 
human  embryo  and  the  premature 
neonate  from  24  weeks’  gestation 
and  beyond.  However,  there  really 
are  not  enough  developmental 
pathologists  to  investigate  what 
actually  occurs  in  the  intrauterine 
environment  between  10  and  24 
weeks’  gestation.”  Dr  Naeye,  a 
nationally  recognized  authority  in 
placental  examination,  is  chairman 
of  the  pathology  department  at  The 
Pennsylvania  State  University  Col- 
lege of  Medicine  in  Hershey.  He  will 
be  among  speakers  at  the  TSP  meet- 
ing in  March. 

The  Texas  Medical  Association 
became  involved  in  placental  exami- 
nation in  1988  when  the  Council  on 
Scientific  Affairs  began  studying  an 
Oklahoma  program.  Larly  the  next 
year,  council  chairman  William  T. 
Hill,  MD,  Houston,  met  with  repre- 
sentatives of  the  obstetrics/gynecol- 
ogy and  pathology  organizations  in 
Texas,  as  well  as  the  Texas  Hospital 
Association,  TMA  legal  counsel,  and 
insurance  representatives.  He  sought 
and  received  consensus  that  efforts 
to  spread  knowledge  of  placental 
pathology  would  be  worthwhile  and 
might  lead  to  some  relief  from  the 
liability  situation  facing  physicians 
who  deliver  babies  in  Texas. 

In  January  1989,  the  House  of 
Delegates  of  the  Texas  Society  of 
Pathologists  passed  a resolution  to 
create  a program  for  educating 
Texas  pathologists  about  placental 
pathology.  Working  with  TMA  and 
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other  organizations,  the  society  is 
seeking  to  make  the  practice  of 
proper  pathologic  examination  of 
placentas  from  high-risk  pregnancies 
a reality  statewide.  The  value  of 
such  a practice  was  formally  recog- 
nized by  the  executive  council  of  the 
Texas  Association  of  Obstetricians 
and  Gynecologists  in  July  1989. 

To  initiate  its  educational  pro- 
gram, the  Texas  Society  of  Patholo- 
gists devoted  its  Seventh  Annual 
New  Issues  Forum  to  updating 
pathologists  on  useful  guidelines  for 
performing  placental  examination. 
Douglas  R.  Shanklin,  MD,  professor 
of  pathology  and  of  obstetrics  and 
gynecology  and  vice  chair  of  pathol- 
ogy at  The  University  of  Tennessee 
in  Memphis  was  the  forum’s  guest 
speaker. 

“We  have  been  charged  by  the 
society  to  educate  pathologists  in 
Texas  about  placental  examinations 
in  an  effort  to  decrease  litigious 
actions  across  the  state,”  said  Joyce 
G.  Schwartz,  MD,  assistant  profes- 
sor of  pathology  at  The  University 
of  Texas  Health  Science  Center  at 
San  Antonio  and  chair  of  the  New 
Issues  Forum.  “The  society  hopes  to 
offer  multiple  seminars  on  placental 
examination.  This  first  seminar  was 
to  spark  the  interest  of  pathologists.” 

“Pathologists  in  Texas  need  to 
learn  the  value  of  placental  exami- 
nation,” added  Dr  Schwartz.  “Our 
institution  houses  the  fourth  largest 
birthing  center  in  the  United  States 
with  some  8,000  births  each  year. 
With  an  obstetric  population  that  is 
largely  indigent,  we  have  our  share 
of  sickly  infants.  Consequently,  we 
routinely  examine  most  placentas. 
This  practice  has  proven  beneficial 
for  detecting  hidden  infections  and 
unapparent  maldevelopment.” 


Science  and  Education 


“We  don’t  understand  the  sim- 
plest things,”  commented  Dr  Naeye. 
“We  need  to  break  out  of  the  con- 
ventional thought  processes  that 
dominate  obstetrics  and  perinatol- 
ogy today  and  begin  to  probe  the 
underlying  causes  of  premature 
birth.  Only  then  can  we  begin  to 
develop  mechanisms  of  defense 
against  preterm  deliveries.  Obstetri- 
cians need  to  gain  access  to  pregnant 
women  before  the  critical  period  of 
fetal  development  — before  14 
weeks’  gestation.” 

Dr  Lucci  added,  “Our  future 
efforts  should  be  focused  on 
intrauterine  development,  especially 
neurologic  development,  and  the 
importance  of  placental  circulation 
and  perfusion.” 

Despite  a fourfold  increase  in 
delivery  by  cesarean  section  over  the 
past  10  years  and  the  development 
of  fetal  monitoring  technology.  Dr 
Lucci  notes,  the  incidence  of  cere- 
bral palsy,  a motor  disorder  com- 
monly thought  to  result  directly 
from  intrapartum  injury,  has  not 
decreased.  Because  only  10%  of 
cases  of  cerebral  palsy  are  associated 
directly  with  the  birth  process,  he 
stressed  the  importance  of  evaluat- 
ing antenatally  the  condition  of  a 
fetus. 

The  placenta  has  many  functions 
— respiratory,  excretory,  nutritional, 
protective,  hormonal.  Although 
interest  in  the  placenta  has  emerged 
amid  a medicolegal  crisis,  this 
organ,  which  is  the  mirror  of  fetal 
life,  may  one  day  provide  the  key  to 
a better  understanding  of  cerebral 
palsy  and  other  debilitating  disor- 
ders that  develop  in  utero.  Already  it 
has  begun  to  add  a new  dimension 
to  liability  arguments. 


ANNOUNCING  THE  OPENING  OF 

NEUROPATHOLOGY 
DIAGNOSTIC 
LABORATORY,  P.A. 


Donna  C.  Dowd,  M.D.,  F.CA.P. 
Medical  Director 

Diplomate: 

American  Board  of  Neuropathology 
American  Board  of  Anatomic 
and  Clinical  Pathology 

Methodist  Plaza,  Suite  1 14 
4499  Medical  Drive 
San  Antonio,  Texas  78229 

(512)  690-1916  (800)  874-5952 
FAX  (512)  692-1894 

Special  Expertise  in  Diagnosis  of 
Diseases  of  Brain,  Spinal  Cord, 
Skeletal  Muscle  and  Peripheral  Nerve 


r 


Corporate  Medical 
Systems,  Inc. 

(The  Medical  Billing  Professionals) 


Are  You  Managing 
Your  Insurance  Claims, 
or  Are  They  Managing 
You? 


Proven  Results 

• Increase  cash  flow  by 
improved  collections 

Experienced 

• Extensive  knowledge  of 
medical  billing  procedures 

Thorough 

• Management  of  all  claims  from 
initiation  to  final  collection 


TEXAS  COMMERCE  CENTRE 
25025  1-45  NORTH,  SUITE  408 
THE  WOODLANDS,  TX  77380 
(713) 363-3156 • (800) 456-1362 
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Grand  Rounds  on 
Medical  Malpractice 

• A primary  resource  hook  hi  medical 
liability  and  risk  management 

• Suitahtefor  individuat  or  group  study 


Build  a strong  foundation 


• AiMA  PIIA  Category  1 CME  credit 


in  the  fundamentals 


Order  Grand  Rounds  on  Medical  Malpractice  today.  (>all  toll-free 


of  medical  liability 
and  risk  management. 


1-800-621-8335 

Grand  Rounds  on  Medical  Malpractice.  (OP63069O)  soft  cover,  360  pages. 

AMA  member  price:  $40.00;  non-member  price:  S55.00. 

The  CME  Test  Packet  for  Grand  Rounds  on  Medical  Malpractice  (OP630890) 
offers  seven  tests;  two  Category  1 CME  credits  per  test.  Purchased  with  book:  JS.OO; 
purch;ised  alone:  $10.00.  Test  administration:  $30. 


Don't  Be  Overwhelmed 
By  Revolutionary  Reimbursement  Changes 

Be  sure  your  office  is  trained  to  effectively  bill  and  collect! 


KarenZupko.& 
Associates  is  a 
Chicago-based 
practice  management 
firm  consulting  to 
over  750  practices 
nationwide  - from 
multi-  to  single 
specialty  groups  as 
well  as  solo 
practices. 


Audiotapes 


□ Successfully  Asking  Patients  to 
Pay  at  the  Time  of  Service  $25 

□ 20  Telephone  Techniques  for 
Medical  Receptionists 

$10  New! 


□ 2 Cassette  Setll-Improving 
Insurance  Reimbursement  and 
the  recently  updated  1990  Con- 
cepts in  CPT  Coding  $40  New! 


Please  fill  out  the  form  below  and  mail  to:  KarenZupko  &:  Associates 

980  North  Michigan  Avenue,  Suite  1360 
Chicago,  Illinois  6061  1. 

Name  


Address 
City 


State 


Zip 


Phone 


Specialty 


Total  Enclosed  

Payment  must  accompany  all  orders. 


Legislative  Affairs 


Proposed  legislative  provisions: 

Private  Review  Agent  Certification  Act 

This  proposed  legislation  would  reduce  the  hassles  relating  to  the  actions  of 
private  review  firms  employed  by  private  insurance  and  self-insurance  pro- 
grams. Among  its  most  important  elements  is  the  establishment  of  a com- 
plaint process  for  patients  and  providers  who  contest  private  review  agents’ 
decisions. 

It  provides  for  public  hearings  on  applications  for  certification  and 
renewal,  liability  for  private  review  agents’  negligent  acts  that  cause  injury  or 
death,  and  civil  monetary  penalties  for  private  review  agents  who  violate  the 
law  or  regulations.  And,  the  legislation  would  make  all  information  submit- 
ted by  private  review  agents  public  information. 

The  legislation  also  requires: 


A cure  for  the  ills  of  private 
UR  companies 

It’s  just  like  the  AIDS  virus  and  just 
as  incipient.  Every  time  somebody 
finds  a way  of  trying  to  deal  with  it, 
it  mutates  into  a new  form  that 
invades  the  physician’s  office  and  the 
hospital. 

It’s  not  a virus  in  the  literal  sense, 
but  harmful  nonetheless  — it’s  pri- 
vate sector  utilization  review  compa- 
nies. And,  Texas  Medical  Associa- 
tion is  hot  on  the  trail  of  a cure  in 
the  form  of  proposed  legislation. 

As  proposed  by  the  association’s 
Physician-Patient  Advocacy  Com- 
mittee and  reviewed  by  the  Councils 
on  Socioeconomics  and  Legislation, 
the  legislation  largely  follows  a bill 
enacted  in  Georgia.  “During  the  past 
2 years,  since  the  last  legislative  ses- 
sion, we’ve  been  studying  legislation 
from  other  states,”  says  Mike 
Dabbs,  TMA  director  of  Quality 
Assurance/Utilization  Review.  The 
practices  of  private  utilization  review 
companies  are  “potentially  affecting 
the  care  of  patients  and  are  a major, 
major  hassle  to  physicians.  And, 
they  have  become  a major  hassle  for 
hospitals,  too,”  Mr  Dabbs  says. 

In  May  1989,  the  Advocacy 
Committee  voiced  concern  that  the 
companies’  direct  contact  with 
patients  constitutes  “a  direct  threat 
and  intervention  in  the  physician- 
patient  relationship.”  In  that  same 
report,  presented  to  the  House  of 
Delegates,  the  committee  said: 

“Patients  are  being  notified  that 
their  bills  cannot  be  paid  because  of 
the  physician’s  lack  of  cooperation 
with  precertification  or  continued 
stay  review.  Hospitals  are  being 


• Certification  by  the  Texas 
Department  of  Health  for  private 
review  companies. 

• Practicing  physician  input  in 
developing  screening  criteria. 

• Medical  direction  by  a physician 
licensed  in  Texas. 

• Signature  of  a physician  licensed 
in  Texas  on  adverse  determina- 
tions. 

• Reimbursement  to  providers  for 
the  reasonable  cost  of  providing 
medical  information  to  private 
review  agents. 

• Submittal  of  utilization  review 
plans,  qualifications  of  review 
personnel,  information  materials, 
a list  of  the  company’s  clients, 
and  copies  of  all  contracts. 


asked  to  allow  reviewers  in  the  hos- 
pital to  talk  to  patients.  Physicians 
are  spending  more  and  more  of  their 
time  providing  detailed  medical 
information  to  reviewers  in  order  to 
gain  approval  for  necessary  treat- 


• Strict  confidentiality  of  the  pri- 
vate review  agent. 

• At  least  two  levels  of  appeal, 
including  specialty  review. 

It  prohibits: 

• The  use  of  length-of-stay  criteria 
to  determine  treatment  periods 
or  payment. 

• Preadmission  certification  for 
emergency  admissions. 

• Incentive-based  contracts. 

• Direct  contact  with  patients  dur- 
ing examination  or  treatment  and 
without  prior  notice  to  the  at- 
tending physician  and  the  facility. 


ment.  Such  review  programs  do  not 
currently  come  under  any  regulatory 
process  in  Texas  and  are  specifically 
excluded  from  the  state  law  that 
licenses  third  party  administrators.” 
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Commentary 

A better  environment 
means  better  public 
health 

Garry  Mauro,  Commissioner 

Texas  General  Land  Office 

Editor’s  note:  This  article  is  based  on  a 
speech  Mr  Mauro  made  during  a 
meeting  this  summer  sponsored  by 
Texas  Medical  Association’s  Council 
on  Legislation.  As  land  commis- 
sioner, Mr  Mauro  manages  20.5 
million  acres  of  state-owned  and 
state  mineral-right  lands,  including 
submerged  lands  in  the  Gulf  of 
Mexico  out  to  10.3  miles,  along 
with  beaches,  bays,  and  estuaries. 
The  1 8,000  oil  and  gas  wells  on 
these  lands  pump  money  into  the 
Permanent  University  Fund  and  the 
Permanent  School  Fund. 


Over  the  years,  the  Texas  Medical 
Association  has  made  public  health 
improvement  a major  part  of  its  leg- 
islative agenda.  It  would  be  doing 
this  state  an  even  greater  service  if 
it  would  become  strongly  involved 
in  what  I believe  to  be  one  of  the 
most  serious  health  crises  facing  the 
state  — the  environmental  health 
crisis. 

We  know  that  many  health  risks 
can  be  addressed,  if  not  solved,  by 
the  actions  of  responsible  individu- 
als. We  can  quit  smoking.  We  can 
practice  safe  sex.  We  can  demand 
and  provide  safe  conditions  in  the 
workplace. 

But  other  health  hazards  are  im- 
posed by  our  mere  existence  on  this 
planet.  The  more  we  know  about  air 
pollution,  about  toxic  wastes,  about 
contaminated  aquifers  and  freshwa- 
ter streams,  the  worse  it  gets. 

Our  knowledge  is  imperfect  and 
incomplete.  As  physicians,  you  deal 
in  science,  not  speculation.  But  as  an 
elected  official,  I am  convinced  that 
in  Texas  we  have  an  environmental 
health  crisis  on  our  hands.  And  in 
the  forums  of  public  health  policy, 
we  need  your  help. 

America  is  better  off  than  most 

countries.  Mexico  City’s  air  qual- 
ity index  for  ozone  has  reached 
as  high  as  297  in  a single  day. 
The  World  Health  Organization 
tells  us  that  ozone  exposure  of 
300  is  extremely  dangerous  — 
capable  of  causing  memory 
loss  and  respiratory  and  car- 
diovascular complications. 


The  experiment  in  world  commu- 
nism has  been  an  ecological  catas- 
trophe. In  China,  water  pollution 
has  virtually  eliminated  fish  from  the 
national  diet.  In  the  Soviet  Union, 
the  sturgeon  population  has  been 
decimated  by  river-borne  sewage 
and  industrial  effluent.  Ninety-five 
percent  of  the  water  in  Poland’s 
rivers  is  unfit  for  human  consump- 
tion, and  50%  is  unfit  even  for 
industrial  use. 

Before  we  wax  too  superior 
about  the  American  way  of  life,  con- 
sider that  more  than  160  million 
Americans  breathe  air  that  fails  to 
meet  the  minimum  health-based 
standards  of  the  Environmental  Pro- 
tection Agency. 

You  have  heard,  I hope,  about 
our  Clean  Air  Texas  coalition  of 
energy  producers,  labor  groups,  con- 
sumer advocates,  environmentalists, 
and  health-care  professionals.  Last 
year,  the  Texas  Legislature,  at  our 
urging,  passed  the  most  far-reaching 
alternative  fuels  legislation  in  the 
country.  President  Bush  called  the 
Texas  Plan  a “model  for  the  nation.” 
The  statute  requires  utility  and 
industrial  boilers  in  Texas  metro- 
politan areas  that  do  not  meet  the 
Environmental  Protection  Agency’s 
air-quality  standards  to  burn  natural 
gas  during  the  peak  months  of 
ozone  formation.  It  also  requires 
large  fleet  operators  to  convert  to 
natural  gas  and  other  clean-burning 
alternative  fuels  by  1998. 

Why  did  we  adopt  a natural  gas 
approach?  Part  of  it  was  economics. 
Texas  has  26%  of  our  proven 
reserves.  But  the  other  side  of  the 
coin  was  public  health.  Natural  gas 
is  our  cleanest  burning  fossil  fuel. 

In  1987,  Texas  led  the  nation  in 
toxic  emissions  into  the  atmosphere. 
Two  hundred  forty  million  tons  of 
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poison  in  the  air,  enough  to  fill 
170,000  Astrodomes,  and  that’s  just 
from  industry.  It  doesn’t  count  emis- 
sions from  cars,  buses,  and  trucks. 

In  1987,  Houston’s  ozone  pollu- 
tion was  the  second  worst  in  the 
nation,  trailing  only  Los  Angeles. 
During  the  summer  of 
1988,  air  pollution  in 
San  Antonio 
equaled  an  all 
time  high. 

People  with 
respiratory 
problems 
were 

warned  to 
stay  inside. 

Accord- 
ing to  the 
American 
Lung  Asso- 
ciation, 
asthma-related 
deaths  increased 
54%  between  1979 
and  1987.  What’s  even 
more  frightening  is  the  shift  in 
age  groups  who  are  most  afflicted  by 
asthma.  In  1970,  the  elderly  — 
those  over  65  — had  the  highest 
incidence.  By  1987,  children  under 
15  made  up  the  high-incidence 
group. 

The  lung  association  adds  that 
air  pollution  causes  120,000  unnec- 
essary deaths  in  this  country  every 
year.  We  are  literally  choking  our 
own  children  by  burning  coal  and 
oil,  gasoline  and  diesel.  We  can’t  live 
with  that  economically,  biologically, 
or  morally. 


That’s  why  we’re  fighting  to  fuel 
our  urban  fleets  with  alternative 
fuels.  Natural  gas  represents  a 
100%  improvement  over  diesel  in 
particulate  emissions. 

I dwell  on  air  pollution,  but  it’s 
only  part  of  the  environmental 

health  crisis  that  now  con- 
fronts our  state.  A quar- 
ter of  a million  Tex- 
ans live  in 
colonias  along 
the  border. 

Few  have 
safe  drink- 
ing water  or 
adequate 
sewage  facil- 
ities. 

But  the 
border  area 
isn’t  alone.  Dr 
Joe  Cunning- 
ham of  Jack- 
sonville in  East 
Texas  tells  me  about 
treating  patients  suffering 
from  lead  poisoning  from 
underground  water  sup- 
plies. The  problem  was  caused  by  a 
small  company  extracting  lead  from 
old  batteries.  It  took  3 years  to  shut 
down  that  flagrant  violator. 

Consider  the  toll  on  human 
health  of  agricultural  and  urban 
storm  runoff  into  our  streams.  You 
can’t  fish  or  swim  in  Austin’s  Town 
Lake  because  there  is  chlordane  in 
the  water. 

Recently,  we  saw  fishing  and  shell 
fishing  banned  in  Galveston  Bay 
because  of  an  oil  spill.  Hot  spots  of 
cadmium  and  arsenic  could  be 
churned  up  by  the  proposed  widen- 
ing of  the  Houston  ship  channel. 


But  the  situation  is  not  hopeless. 
We  can  achieve  far-reaching  health 
benefits  in  the  legislative  arena.  We 
have  seen  that  with  the  passage  of 
the  Clean  Air  Texas  program  in  the 
State  Legislature,  and  we  can 
achieve  more  by  ensuring  the  pas- 
sage of  amendments  incorporating 
that  program  into  the  federal  Clean 
Air  Act. 

The  secret  of  legislative  success  is 
in  coalition  building.  The  medical 
community  has  the  first-hand 
knowledge  and  the  moral  authority 
to  make  the  environment  a public 
health  priority  in  Texas. 

When  80%  of  respondents  in 
surveys  say  it’s  time  to  clean  up  the 
mess  we’re  in,  that’s  not  a majority. 
It’s  a mandate. 

In  your  communities,  in  your 
practices,  help  us  devise  an  agenda 
of  what  must  be  done.  Help  us 
transform  public  concern  about  the 
environment  into  effective  legisla- 
tion that  can  clean  up  our  air  and 
water. 

In  doing  so,  we  need  not  lose 
jobs.  We  can  link  economic  develop- 
ment to  environmental  improve- 
ment, as  we  have  done  with  our 
Clean  Air  Texas  program.  We  can 
open  up  new  careers  to  professionals 
and  job  opportunities  to  hundreds 
of  thousands  of  youngsters  who  are 
coming  into  the  workplace,  and  live 
healthier  lives  at  the  same  time. 
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Who’s  More  Likely 
Tb  Have  A Heart  Attack? 


People  born  today  have  a much  better 
chance  of  avoiding  heart  attack.  In  fact, 
since  1977,  death  rates  from  heart  attack 
have  dropped  by  30.9%.  Death  rates  from 
stroke  have  gone  down  a remarkable  37.3%. 

Over  the  years,  research  and 
education  have  helped  people  understand 
that  quitting  smoking,  controlling  diets 
and  blood  pressure  can  lower  the  major 
risk  factors  for  heart  attack  and  stroke.  So 
keep  up  the  good  work. 

And  we  ll  keep  on  supporting  the 
scientific  breakthroughs  and  medical 
innovations  that'll  help  make  even  more 
progress  against  America's  number  one 
killer.  To  learn  about  reducing  your  risk, 
contact  your  local  American  Heart 
Association. 

Your  Life  Is  In  Your  Hands. 


American  Heart  Association 


This  space  provided  as  a public  service. 


1991«WINTER 


TEXAS  MEDICAL  ASSOCIATION 

Saturday  March  2 Stouffer  Austin  Hotel 

■ Exploring  Medicine's  Dimensions  ■ 


Make  plans  now  to  attend! 

To  receive  more  information,  call  (512)  477-6704,  Ext,  103. 


I 


PHYSICIANS  CARING  FOR  TEXANS 


TcxasMedical 

Association 


F E A T U R E 


spenders  who  go  to  the  country  club  every 
weekend.  So  says  Dallas  obstetrician-gyne- 
cologist Dennis  J.  Factor,  MD.  Dr  Factor  was 
chairman  of  the  Texas  Medical  Association 
Committee  on  Maternal  and  Child  Health 
when  the  group  asked  Texas  Medicine  to  put 
the  spotlight  on  Texas  physicians  caring  for 
indigent  patients.  It  would  take  a grand  spot- 
light to  shine  on  all  these  physicians.  This 
article  describes  a few  of  their  representatives. 
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earing  down  the  formidable  barriers 
that  obstinately  stand  between  indigent  Texans  and  basic 
health  care  has  been  called  “a  herculean  task.”  But, 
compassionate  Texas  physicians  are  diligently  chipping 
through  the  apparently  impenetrable  walls. 

An  exact  count  of  physicians  who  help  the  indigent  is 
elusive  because,  as  Dr  Dennis  Factor  points  out,  in  many 
cases  “nobody  knows  except  the  physician  and  that  par- 
ticular patient.”  Dr  Factor  was  chairman  of  Texas  Medi- 
cal Association’s  Committee  on  Maternal  and  Child 
Health  when  the  committee  asked  Texas  Medicine  to 
publicize  the  efforts  of  these  unsung  heroes. 

Dr  Factor  considers  charity  care  “an  opportunity  for 
us  to  put  our  money  where  our  mouth  is.”  And,  indeed, 
when  a dollar  value  is  placed  on  uncompensated  care,  an 
impressive  figure  comes  to  light.  In  1987,  Texas  physi- 
cians provided  at  least  $159  million  dollars  in  uncom- 
pensated care  to  the  poor  of  Texas.  This  figure  is  widely 
recognized  as  a conservative  estimate. 

The  Christian  Free  Clinic 

mong  those  physicians  who  con- 
tribute to  the  grand  total  is  Henry 
Moore,  a family  physician  who 
has  practiced  in  Seguin  31  years.  Dr  Moore  operates  the 
Christian  Free  Clinic  in  a house  rented  from  Texas 
Lutheran  College  at  “a  very  reasonable”  rate.  A volun- 
teer primary  care  staff  conducts  two  evening  sessions  a 
week  for  the  clinic,  which  is  organized  as  a nonprofit 
corporation. 

You  might  measure  Dr  Moore’s  devotion  to  the  clinic 
by  the  precision  of  his  answer  when  asked  how  long  it 
has  been  in  operation.  Without  turning  to  a calendar  or 
some  other  reference,  his  answer  is  not  “About  five 
years,”  but  exactly  “Five  years  and  three  months.” 

That’s  when  an  idea  born  out  of  a local  hospital  prayer 
group  came  to  life. 

During  the  past  five  years  and  three  months,  the 
clinic’s  patient  load  has  grown  to  between  700  and  800 
patients,  with  a budget  of  about  $2,000  per  month, 
which  comes  from  donations.  “People  have  been  very 
generous,”  Dr  Moore  says,  “and,  we’ve  never  had  a 
money  problem.  If  we  want  to  write  any  prescription, 
two  drug  stores  here  sell  us  the  drugs  at  cost.  It  is  a com- 
munity effort — a physician  community  effort  and  a 


nursing  community  effort  and  a church  community 
effort.  We  have  two  nurses  every  night,  and  we  have 
townspeople  who  run  the  front  office.  It’s  just  amazing 
how  well  it  has  done.  We  don’t  have  a yearly  campaign. 
We  just  get  checks  every  day  from  people  saying  they 
want  to  help  us.” 

Although  there  are  no  money  problems,  there  are  two 
other  problems:  there  has  been  some  difficulty  in  refer- 
ring patients  to  other  facilities,  and  there  is  a waiting  list 
of  more  than  100  patients. 

The  clinic’s  patients  are  not  eligible  for  Medicare, 
Medicaid,  or  other  public  assistance  programs.  Dr 
Moore  says.  “They’re  either  large  families  with  one 
breadwinner  or  people  55  to  65  who  have  a chronic  dis- 
ease and  limited  income.  They  can’t  work,  or  they  work 


TMA  takes  a closer  look  at 
indigent  health  care 

In  May  1988,  the  Texas  Medical  Association  created 
the  Task  Force  on  indigent  Heaith  Care.  At  its  first 
meeting,  the  task  force  developed  three  objectives: 
(1)  to  provide  ieadership  in  improving  access  to  cur- 
rent programs  and  in  initiating  new  programs  serving 
the  indigent;  (2)  to  increase  physician  participation  in 
the  provision  of  care  to  indigent  and  Medicaid  patients; 
and  (3)  to  increase  recognition  of  the  dedication  of 
the  medicai  community  to  heaith  care  for  the  indigent. 

The  task  force  submitted  its  report  to  the  Council 
on  Socioeconomics  in  August  1990. 

Among  the  findings: 

The  uninsured 

The  rising  number  of  uninsured  and  underinsured  Tex- 
ans, coupied  with  an  inadequate  weifare  system,  has 
seriousiy  Jeopardized  access  to  heaith  care  for  a 
growing  number  of  Texans. 

In  1989,  3.03  million  Texans,  or  19%  of  the  state’s 
popuiation,  iacked  heaith  insurance.  Forty-three  per- 
cent (1.29  miliion)  of  those  who  iive  beiow  poverty  do 
not  have  heaith  insurance. 

Another  3.73  miliion  Texans  are  underinsured  and 
cannot  pay  the  difference  between  what  they  are 
biiied  and  what  insurance  pays. 
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a little  bit.  They  can’t  get  Medicare  because 
they’re  not  old  enough,  and  they  can’t  get  Med 
icaid.  So,  they  can’t  afford  their 
insulin,  or  they  can’t  afford  their 
high  blood  pressure  pills.” 

He  adds,  “There  is  a class  of 
people  in  Texas  who  will  not  buy 
their  medicine  if  there’s  no  money  left 
over  after  food,  house  rent,  and 
gasoline.  Time  and  time  again, 
we’ve  had  patients  who  say,  ‘I 
know  I should  have  been  on 
insulin.  I know  I should  have 
been  taking  that  pill  for  high  blood 
pressure.  But  I didn’t  have  the 


In  other  words,  6.73  million  Texans,  or 
40%  of  the  state’s  population  are  at  risk 
of  being  unable  to  pay  for  their  health 
care  because  they  do  not  have  health 
insurance  or  are  underinsured. 

According  to  a recent  State  Auditor’s  report,  $4.9 
billion  was  spent  in  1988  to  provide  health  care  to 
the  medically  indigent. 

In  spite  of  $4.91  billion  dollars  allocated  to  our 
indigent  health  care  system,  Texas  accounts  for  10% 
of  the  nation’s  total  uncompensated  hospital  care 
costs.  In  1988,  $1.3  billion  was  provided  in  uncom- 
pensated care  from  not  for  profit  and  public  hospi- 
tals, a 100%  increase  over  1984  levels. 

Approximately  80%  of  the  uncompensated  hospi- 
tal care  is  provided  by  the  10  largest  urban  public 
hospitals. 

Medicaid 

Only  one  in  three  Texans  (33%)  who  live  below  the 
poverty  level  is  eligible  for  Medicaid  because  the 
program  has  stringent  income  and  resource  eligibil- 
ity criteria. 

Texas  income  eligibility  levels  are  the  lowest  in 
the  country.  A family  of  three  can  earn  no  more  than 
$184  per  month  to  qualify  for  Medicaid,  compared  to 
national  average  income  eligibility  at  $407  per 
month. 


Only  one 
in  three 
Texans 
who  live 

below 
the  poverty 
level 
is  eligible 
for 

Medicaid. 


money  to  buy  it.’  And  so, 
they  don’t  seek  help.  They 
just  don’t  go  to  doctors 
until  they  end  up  with  all  the  dia- 
betic complications  and  the  hyper- 
tensive complications.  They’re 
proud  people.  They’re  not  going 
to  go  if  they  can’t  pay  their  own 
way.  ” 

Compounding  these 
problems  is  the  fact  that 
the  population  the  clinic 
serves  is  mobile.  “They 
don’t  have  telephones  usually,  and  you  can’t 
track  them  down  when  you  get  a pos- 


The  health  and  social  consequences 
of  relying  on  the  current 
system  of  publicly 
financed  care  are  evident: 


• Texas  has  the  highest  rate  of  teenage  pregnancies 

in  the  US. 

• Twenty-five  percent  of  pregnant  women  in  Texas 
receive  no  prenatal  care. 

• Over  40%  of  children  under  age  4 have  not 
received  their  immunizations. 

Finally,  there  are  significant  gaps  in  service  deliv- 
ery to  the  medically  indigent  in  Texas.  Texans  living 
in  rural  areas  are  much  more  likely  to  experience 
higher  rates  of  poverty  and  limited  access  to  health 
care  providers  and  facilities. 

Despite  recent  expansions,  most  physicians  are 
frustrated  with  Medicaid’s  inadequate  reimburse- 
ment and  inordinate  paperwork.  This  has  led  many 
doctors  to  stop  accepting  Medicaid  patients,  leaving 
those  who  do  accept  them  with  an  even  heavier  bur- 
den. In  Texas’  smaller  communities,  this  can  have  a 
dram2rtic  effect  on  access  to  care  for  patients  and 
the  physicians  providing  it. 
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For  these  physicians,  not  much  is  enough 

• In  addition  to  uncompensated  care,  physicians  provide  indigents 
undercompenserted  care.  Jerry  Sayre  expiains,  “I  stiii  have  patients 
who  pay  me  in  vegetabies  and  bring  in  sausage,  bring  in  pecans 
they’ve  picked  up.”  Dr  Sayre  is  chairman  of  TMA’s  Committee  on  Rurai 
Heaith  and  has  practiced  famiiy  medicine  in  Gatesviiie  for  14  years. 

• David  Hoerster  has  the  same  experience  in  Llano.  “Our  policy  is,  ‘If  you 
pay  anything  on  a monthly  basis — ^that  doesn’t  matter  if  you  bring  in  a 
pound  of  pecans  or  pay  your  whole  bill  every  month — ^then  we’ll  see 
you.’  We’ve  got  some  people  who  have  a $1,000  bill  and  pay  $5  a 
month,  and  that’s  perfectly  OK.  That’s  part  of  being  a famiiy  practi- 
tioner in  Llano  and  San  Saba,  Tex.”  Dr  Hoerster,  who  describes  himself 
as  a “small-town  kind  of  guy,”  practices  in  the  clinic  his  father  and  great 
uncle  founded  in  1952. 

• James  J.  Hrachovy  accepts  the  fact  that  payment  for  his  services  at 
the  local  family  planning  and  prenatal  clinic  in  Brenham  is  sporadic. 
“Let’s  put  it  this  way,”  he  says.  “If  I get  a check.  I’m  happy,  but  they 
pay  me  about  $50  for  half  a day.” 


itive  test  or  when  they  don’t 
show  up  for  a follow-up,”  Dr 
Moore  says. 

Despite  such  frustrations, 
the  dedicated  Dr  Moore  con- 
tinues. “It’s  not  something 
you  enjoy,”  he  admits.  “You 
usually  go  there  so  tired,  and 
you  say,  ‘Boy,  I hope  there 
are  not  a whole  lot  of 
patients  tonight.’” 

“But,”  he  adds,  “I’ve 
never  gone  to  the  clinic  with- 
out coming  away  feeling 
good  about  it.” 

Retired,  but  not  resting 

mong  Dr  Moore’s  colleagues  who 
keenly  feel  an  obligation  to  help 
the  indigent  is  Livingston  pediatri- 
cian Fred  Phillips.  In  1981,  Dr  Phillips  retired  from  his 
Houston  practice.  By  1982,  he  had  a problem.  He  was 
“tired  of  sitting  around  and  having  fun.”  The  solution? 
He  called  the  local  Public  Health  Regional  clinic  and 
volunteered  to  do  some  well  baby  clinics.  The  fun  has 
continued,  but  the  sitting  around  has  stopped. 

During  his  8 years  with  the  public  health  clinic.  Dr 
Phillips  has  volunteered  more  than  2,000  hours  and  seen 
more  than  15,000  children  from  Polk,  San  Jacinto,  and 
Tyler  Counties.  Marietta  Crowder,  MD,  regional  direc- 
tor with  the  Texas  Department  of  Health,  describes  Dr 
Phillips  as  “one  of  those  miracles  that  happens  once  in  a 
lifetime.”  She  adds,  “Dr  Phillips  is  a kind,  compassion- 
ate, tireless  worker,  and  a person  whose  entire  career  has 
been  devoted  to  humanitarian  principles,  and  helping 
meet  human  needs.  . . . We  hope  that  Dr  Phillips’  com- 
mitment as  a volunteer  will  serve  as  a role  model  for 
other  physicians  who  are  retired  and  who  may  wish  to 
volunteer  in  their  own  communities  through  their  local 
health  department  or  public  health  regional  clinics  to 
provide  services  so  essential  to  the  overall  quality  of 
health  of  fellow  Texans.” 

Dr  Phillips’  tireless  dedication  became  a local  legend 


that  achieved  statewide  prominence  when  the  physician 
received  the  Governor’s  Humanitarian  Award  in  Volun- 
teer Services  in  August.  Not  content  to  rest  on  his  laurels. 
Dr  Phillips  is  expanding  the  services  available  to  the  local 
indigent  population,  starting  with  the  newborn  clinic. 
“We’ve  had  more  newborns  here  than  we  can  squeeze 
into  our  clinics,”  he  says.  “Maybe  the  birth  control  pill’s 
not  working,”  he  wryly  explains.  A pediatric  cardiologist 
visits  the  clinic  every  other  month,  and  Dr  Phillips  is  try- 
ing to  arrange  for  a visiting  orthopedist. 

These  projects  leave  little  time  for  boredom,  and  Dr 
Phillips  is  enjoying  his  time  with  the  children  who  visit 
the  clinic.  “It’s  rewarding  to  get  these  kids  started  on  a 
healthy  life,”  he  concludes. 

The  value  of  determination 


nother  physician  with  little  time 
for  boredom  is  Dixie  Melillo,  a 
determined  woman  who  doesn’t 
shy  away  from  a challenge.  After  dropping  out  of  high 
school  to  marry  and  have  children,  she  returned  for  her 
diploma  at  age  21.  She  entered  medical  school  at  29, 
defying  advice  that  she  was  too  old  and  that  she  should 
be  home  caring  for  her  children. 

Drawing  on  the  same  zeal  and  energy  that  overcame 
the  obstacles  between  her  and  an  MD  degree,  the  private 
practice  general  surgeon  has  taken  on  breast  cancer. 
“When  I first  started  my  practice,  I saw  so  many  late 
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breast  cancer  patients,”  she  says.  “We  had  30-  and  40- 
year-old  ladies  with  big  old  cauliflowers  coming  out  of 
their  chests.  That  was  about  the  time  the  oil  crunch  hit 
the  Houston  area.  When  you  asked  them  why  they  let  it 
go,  they’d  answer,  ‘Well,  my  husband  lost  his  job,  we 
don’t  have  insurance.’  We  heard  that  again  and  again 
and  again.” 

Dr  Melillo  met  the  late  journalist  Rose  Kushner  dur- 
ing a medical  conference  and  complained  about  the  dis- 
turbing situation.  Ms  Kushner,  a cancer  patient  who 
wrote  a book  about  her  experience,  offered  Dr  Melillo 
straightforward  advice:  “Get  off  your  duff  and  start  a 
screening  clinic.” 

Dr  Melillo  took  the  advice 
to  heart,  and  in  1986,  she 
and  her  friend  Dorothy 
Weston  (“.  . . the  one 
who  used  to  sit  at  the 
kitchen  table  with  me 
and  dream  about  how 
we  were  going  to  take 
care  of  women”) 
founded  The  Rose,  a 
nonprofit  organi- 
zation in 
Pasadena  provid- 
ing free  and  low- 
cost  mammo- 
grams for  high-risk, 
low-income  women.  This 
summer  The  Rose  opened 
a second  location.  Dr 
Melillo  also  conducts 
community  education 
programs  and  a support 
group  for  women  with  breast 
cancer.  “There’s  no  reason 


"If  you 
get  out 


try 


for  someone  to  die  of  breast  cancer  in  the  Houston  area 
because  they  don’t  have  money,”  Dr  Melillo  says 
proudly. 

Dr  Melillo  estimates  that  15%  of  her  professional 
time  is  devoted  to  examining  and  treating  “sponsored” 
(nonpaying)  patients,  who  are  “funneled  right  in”  with 
her  private  patients.  “They’re  treated  like  every  paying 
patient  I have,”  she  says.  “And,  they  love  it,  too,  because 
they’re  not  herded  through.  They  are  treated  exactly  like 
every  other  patient.”  Surgical  oncologist  Allene  King, 
pathologist  Susan  Streusand,  and  radiologist  Tuenchit 
Khamapirad  also  work  with  the  patients. 

In  recognition  of  her  contributions  to  health  care  and 
other  civic  activities.  The  Houston  Post, 
Texas  Executive  Women,  and  Sakowitz 
selected  Dr  Melillo  as  one  of  10  Women  on 
the  Move  award  recipients  in  1985  and 
Houston  Mayor  Kathy  Whitmire  named 
her  the  city’s  Volunteer  of  the  Year  in  1988. 

As  Dr  Melillo  joins  other  physicians  who 
are  chipping  away  at  the  barriers  between  the 
indigent  and  health  care,  she 
is  confident  that  the  work 
will  be  rewarded,  although 
not  in  monetary  terms.  She 
has  learned,  “If  you  get  out,  and 
you  try  to  make  the  world  a 
better  place,  it’s 


and  you 
to  make 


a 


the  world 

better 

place, 

it’s  gonna 

come  back 
to  you.” 


gonna  come  back  to 
you.” 
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At  Medical  Protective,  lighting  for  oiir 
doctors  is  our  number  one  priority.  We  know 
we’re  not  just  insuring  your  finances.  We’re 
protecting  your  professional  reputation,  an 
asset  no  amount  of  insurance  can  replace. 

And  when  we  go  to  battle,  our  winning 
record  is  unsnqiassed.  The  reasons  are 
simple. 

First,  no  one  knows  more  about  defending 
doctors  than  we  do.  We  invented  professional 
liability  insurance  90  years  ago  and  have 
been  defending  doctors  ever  since. 

Second,  since  our  inception  we  have 
employed  only  the  most  experienced  and 
skilled  malpractice  law-yers  in  your  area.  We 
will  never  waver  from  this  commitment. 

Third,  commitment  of  this  kind  requires 
financial  strength  and  stability.  With  nearly 
a billion  dollars  in  assets  and  a continuous 
A.M.  Best  A+  (Superior)  rating,  we  don’t 
have  to  make  individual  case  decisions 
based  on  the  bottom  line.  We  have  the 
tinancial  clout  to  do  whatever  it  takes  to 
serve  our  doctors. 

If  you  would  like  this  kind  of  aggressive 
defense  in  your  corner,  don’t  wait.  Call  The 
Medical  Protective  Company  General  Agent 
in  your  area  today. 
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Dallas 

Suite  570,  Allied  Lakewood  Bank  Center 
6301  Gaston  Avenue 
Dallas,  Texas  75214-3947 
(214)  821-4640 


Sen’ing  Texas  Physicians  Since  1916. 


Houston 

Suite  346 
950  Echo  Lane 
Houston,  Texas  77024 
(713)  465-4445 


San  Antonio 

Suite  224 
14800  San  Pedro 
San  Antonio,  Texas  78232 
(512)  490-1081 


Lubbock 
Suite  1 

7212  Joliet  Avenue 
Lubbock,  Texas  79423 
(806)  796-7208 


JCNJIUrmC!^  is  the  physician-to-physician 

telephone  consultation  and 
referral  service  that  offers  you  direct  access  to  feculty 
specialists  at  The  University  of  Texas  Southwestern 
Medical  Center  at  Dallas. 

Call  toll-free  to  access; 

■ A free  medical  consultation 

■ Current  research  and  protocol  information 
M Referral  to  feculty  specialists 

■ \JUrking  relationshps  with  feculty  members 

■ Improved  health  care  delivery 

As  consultants,  UT  Southwestern  feculty  facilitate  a 
imiiti-disciplinary  approach  to  patient  management  by 
providing  the  most  i^-to-date  clinical  and  investigational 
information  without  increasing  the  cost  of  patient  care. 
Referral  services  are  provided  at  the  James  W.  Aston 
Ambulatory  Care  Center,  Children’s  Medical  Center, 
Parkland  Memorial  Hospital  and  Zale  L^^shy  University 
Hospital  at  Southwestan  Medical  Center. 

Simply  dial  the  toll-free  number  1-800-322-SWIS 
(Dallas/688-SWIS),  Monday  through  Friday,  8 a.m. 
to  5 p.m.  Specially  trained  SWIS  Consultation  Specialists 
will  direct  your  call  to  the  impropriate  faculty  member. 


For  professional  use  only 


The  University  of  Texas  Southwestern  Medical  Center  / 5323  Harry  Hines  Boulevard  / Dallas,  Texas  75235 

An  equal  qjportunity  employer 
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Proceedings  of  TMA  border 
conference  now  available 

Border  Health  Conference  Proceed- 
ings, a 200-page  document  record- 
ing presentations  at  TMA’s  1989 
Border  Health  Conference  in  El  Paso 
and  listing  conference  recommenda- 
tions, is  available  from  the  Texas 
Medical  Association. 

The  2-day,  1989  conference  fea- 
tured more  than  two  dozen  presen- 
tations by  spokespersons  from  the 
four  US  states  bordering  Mexico 
and  included  work  groups  that 
identified  more  than  30  border 
health  problems  and  recommended 
actions.  When  possible,  the  work 
groups  also  listed  organizations  that 
might  participate  in  solving  prob- 
lems and  appropriate  timetables  for 


completion  of  goals.  The  work 
group  recommendations  are  included 
in  the  Proceedings. 

The  recommendations  were  again 
considered  at  the  second  annual  bor- 
der conference,  held  in  San  Diego  in 
November.  That  conference  was 
sponsored  by  the  California  Medical 
Association  and  cohosted  by  the 
Texas  Medical  Association,  New 
Mexico  Medical  Association,  and 
Arizona  Medical  Association. 

To  receive  a copy  of  the  publica- 
tion, write  to  the  Public  Health 
Department,  Texas  Medical  Associa- 
tion, 1801  N Lamar  Blvd,  Austin, 
TX  78701.  Information  from  the 
Proceedings  can  also  be  requested 
through  the  Texas  Medical  Associa- 
tion Library. 


FDA  urges  caution  in  use  of 
spring-loaded  lancets 

The  Lood  and  Drug  Administration 
cautions  health-care  workers  to 
avoid  exposure  to  hepatitis  B,  HFV, 
and  “other  blood  borne  pathogens” 
when  collecting  blood  samples  with 
“spring-loaded  lancet  devices.” 

The  alert  states  that  “the  poten- 
tial for  hepatitis  B transmission 
exists  with  any  spring-loaded  lancet 
that  is  used  on  multiple  patients  if 
the  platform  is  not  removed  and  dis- 
carded immediately  after  each  stick.” 

The  EDA  says  the  alert  was 
prompted  by  an  outbreak  of  27 
cases  of  hepatitis  B in  a California 
hospital.  Those  cases  reportedly 
occurred  within  a 10-month  period 
and  were  traced  to  failure  to  remove 
the  platform  from  the  lancet 
between  uses. 


Border  health  reception 


Amado  M.  Pena  was  on  hand  at  a TMA  reception  in  October  to 
sign  his  posters  commemorating  the  second  annual  Border 
Health  Conference.  This  year’s  conference  was  held  in  San 
Diego  in  November.  In  1989,  TMA  sponsored  the  first  such 
conference.  In  presenting  the  poster  at  the  reception,  TMA  pres- 
ident-elect Sam  A.  Nixon,  MD,  said,  “Mr  Pena  celebrates  in  his 
art  the  strength  of  a people  who  meet  the  harsh  realities  of  life 
in  an  uncompromising  land.  Pobrecitos.  This  so  perfectly 
describes  the  people  — the  poor  ones  — and  conditions  along 
the  border.  ” The  print  may  be  ordered  from  the  Public  Health 
Department,  Texas  Medical  Association,  1801  N Lamar  Blvd, 
Austin,  TX  78701.  Cost  of  the  print,  including  tax,  is  $27.00 
(unsigned)  or  $39.96  (signed).  Add  $2.50  for  shipping  and 
handling. 
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Measles  cases  reported  to  the  Texas  Department  of  Health  (TDH),  by  month  of  onset  from 
1987-October  1990.  TDH  received  reports  of  451  cases  in  1987;  286  in  1988;  3,313  in  1989; 
and  4,084  through  October  10  of  this  year.  Data  courtesy  Texas  Department  of  Health. 
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Month  of  Onset,  1987-1990 


The  FDA  alert  warns  health-care 
workers  to  take  the  following  pre- 
cautions when  using  such  lancet 
devices: 

• Remove  the  lancet  after  use  and 
discard  in  appropriate  sharps 
containers.  The  platform  also 
must  be  removed  and  discarded. 
The  remaining  device  component 
should  be  cleaned  and  disinfected 
at  the  end  of  each  day,  and  more 
frequently,  if  visibly  contami- 
nated with  blood. 

• Devices  that  do  not  have  a 
removable  platform  should  only 
be  used  with  one  patient.  If  the 
device  is  to  be  reused,  it  should 
be  disinfected  according  to  the 
manufacturer’s  instructions.  If 


there  are  no  instructions  for  dis- 
infection, the  device  should  be 
discarded. 

• As  with  any  procedure  in  which 
exposure  to  blood  is  possible, 
health-care  workers  should 
observe  universal  blood  and  body 
fluid  precautions  to  prevent  the 
transmission  of  hepatitis  B,  HIV, 
and  other  blood-borne 
pathogens. 

For  additional  information,  con- 
tact J.  Thomas  Lowe,  DDS,  MPH, 
Deputy  Directory  of  Health  Affairs, 
Center  for  Devices  and  Radiological 
Health,  Food  and  Drug  Administra- 
tion, at  (301)  427-1060. 


TDH  immunization  requirement 
takes  effect  on  January  1 

Students  whose  12th  birthday  came 
on  or  after  September  1 of  this  year 
must  have  two  doses  of  measles  vac- 
cine or  show  evidence  of  measles 
immunity  under  a TDH  regulation 
that  becomes  effective  on  January  1. 
TDH  states  that  the  requirement 
applies  to  children  entering  public  or 
private  schools  or  child-care  facili- 
ties, although  proof  of  the  second 
dose  is  not  required  until  the  child’s 
12th  birthday. 

This  most  recent  immunization 
requirement  is  just  one  of  several 
resulting  from  action  taken  in  June 
by  the  Texas  Board  of  Health. 
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On  September  1,  1991,  Haemo- 
philus influenzae  type  b vaccination 
will  become  a requirement  for  all 
children  18  months  through  4 years 
of  age.  Also  at  that  time,  children 
and  students  enrolling  for  the  first 
time  must  have  received  rubella  vac- 
cine on  or  after  their  first  birthday. 

Earlier  this  year,  on  September  1, 
mumps  and  measles  vaccines 
became  required  for  all  children  at 
least  1 year  of  age  who  were 
enrolling  in  schools  or  child-care 
facilities  for  the  first  time. 

For  the  complete  list  of  the 
immunization  requirements,  and 
exclusions  to  them,  contact  the 
Texas  Department  of  Health,  Immu- 
nization Division,  1100  W 49th  St, 
Austin,  TX  78756,  or  call  (800) 
252-9152. 

The  story  of  a tobacco 
company,  the  Grim 
Reaper,  and  two 
irritated  Texas  doctors 

Jim  Busby 

Associate  editor 

First  a tobacco  company  throws  a 
high-flown  get-together  and  then 
won’t  allow  its  guests  to  smoke 
there.  Then  when  an  old  friend 
shows  up,  he’s  asked  to  take  a hike. 
And  finally,  one  of  the  country’s 
most  vocal  tobacco  industry  critics 
eagerly  awaits  his  chance  to  attend. 
What  is  this  world  coming  to? 

First  the  tobacco  company.  The 
story  starts  around  November  of 
1989  when  the  tobacco  company, 
Philip  Morris  Companies,  Inc,  began 
to  show  an  interest  in  the  Bill  of 


Rights.  A spokesperson  for  Philip 
Morris  said  the  National  Archives 
had  approached  the  company  to  en- 
courage its  participation  in  the  bi- 
centennial celebration  of  the  hal- 
lowed document.  Philip  Morris 
responded  with  television  advertise- 
ments offering  free  copies  of  the  Bill 
of  Rights  to  viewers  who  requested 
them.  The  company  mailed  3 mil- 
lion copies. 

Once  in  the  spirit  of  things,  Philip 
Morris  moved  on  to  higher  ground: 
It  managed  to  borrow,  somehow,  an 
original  Bill  of  Rights  from  the  Vir- 
ginia State  Fibrary  and  Archives  in 
Richmond.  The  idea  was  to  take  it 
to  each  of  the  50  states  as  part  of 
the  Philip  Morris  Bill  of  Rights  Tour. 
(The  Bill  of  Rights  has  faced  a num- 
ber of  challenges,  but  no  one  inter- 
viewed for  this  story  knows  of  a 
time  in  recent  history  when  the  doc- 
ument went  on  tour.) 

The  tour  started  in  New  England 
in  October,  and  that’s  where  the 
tobacco  company’s  unwanted  friend 
showed  up.  Since  some  people  think 
there’s  a close  relationship  between 
smoking  and  death,  Boston  attorney 
Edward  F.  Sweda  decided  to  show 
up  dressed  as  the  Grim  Reaper.  Mr 
Sweda  is  a lobbyist  for  GASP 
(Groups  Against  Smoking  Pollu- 
tion), an  organization  he  describes 
as  a “private,  nonprofit  advocate  of 
nonsmokers.”  The  group,  he  says,  is 
not  fond  of  sidestream  smoke  and 
tries  to  dissuade  children  from 
smoking.  Regrettably  for  Mr  Sweda, 
a security  guard  asked  him  to  move 
his  protest  to  a free-speech  area 
about  200  feet  away  from  the  peo- 
ple he  was  trying  to  communicate 
with.  (He  later  successfully  argued 
his  First  Amendment  Rights  and  was 
soon  happily  handing  his  anti-smok- 
ing materials  to  children  standing  in 


line  for  the  exhibit.)  But  aside  from 
his  role  as  an  eyewitness,  Mr  Sweda’s 
real  significance  in  this  story  is  that 
he  symbolizes  the  anti-smoking 
“pests”  who  plan  to  shadow  Philip 
Morris  throughout  its  17-month  trip 
through  the  US. 

Doctors  Ought  to  Care  (DOC)  is 
part  of  that  endeavor,  and  DOC 
founder  Alan  Blum,  MD,  says  his 
organization  will  “make  a house 
call”  when  Philip  Morris  shows  up 
in  Houston  in  March.  Already  DOC 
members  elsewhere  in  the  country 
are  following  the  Bill  of  Rights  Tour 
with  an  exhibit  of  their  own  — a 
13-foot,  (smoking)  Statue  of  Fiberty 
and  a “death  clock”  counting  the 
number  of  tobacco-related  deaths 
during  the  tour.  Dr  Blum  is  also  a 
member  of  the  TMA  Task  Force  on 
Tobacco  Use  Prevention. 

So  far,  Philip  Morris  seems  happy 
with  the  tour.  Mary  Taylor,  a Philip 
Morris  spokesperson,  claims  that 
30,000  people  attended  the  tour’s 
first  two  stops,  in  Barre,  VT,  and 
West  Warwick,  RI.  “We’re  having  a 
lot  of  high  school  students,  grade 
school  students,”  she  says,  adding 
that  public  interest  in  the  tour  is 
“tremendous.” 

Another  Philip  Morris  represen- 
tative says  some  slots  in  the  com- 
pany’s March  visits  to  Dallas  and 
Houston  are  already  booked  up. 

The  schedule  allows  up  to  250  peo- 
ple with  group  reservations  to  view 
the  Bill  of  Rights  every  30  minutes, 
from  10  am  to  3:30  pm  on  week- 
days, and  from  10  am  to  1:30  pm 
on  Sundays.  That  number  does  not 
include  persons  who  can  visit  the 
exhibit  in  groups  of  less  than  10 
until  closing  at  8 pm. 
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Ms  Taylor  says  “there  are  no 
product  endorsements”  on  the  tour 
and  that  the  company  promotion 
“says  just  what  it  would  if  we  were 
any  other  company:  ‘This  tour  is 
brought  to  you  by  the  Philip  Morris 
Company.’” 

But  if  not  for  self-promotion, 
why  did  Philip  Morris  take  the  Bill 
of  Rights  as  its 
project?  “Well  I 
think  probably 
for  the  same 
reason 
that 
Ameri- 
can 

Express 
took  on  the 
Statue  of  Lib- 
erty, or  that 
Lee  lacocca 
got  Chrysler 
involved  in 
Ellis  Island,” 

Ms  Taylor 
says.  “Corpo- 
rations are 
doing  more  of 
that.  We  were  one  of 
eight  or  ten  companies 
that  were  contacted  by  the 
National  Archives.” 

This  must  be  a costly 
way  to  spend  corporate  dollars, 
although  Ms  Taylor  declined  to 
reveal  how  much  the  company  is 
spending  to  insure  the  document. 
“It’s  expensive,”  she  says.  Security 
measures  include  26  former  US 
embassy  Marine  guards  and  storage 
techniques  to  prevent  damage  from 
light  or  humidity. 


“The  television  campaign  that 
was  kicked  off  last  November 
was  basically  to  remind  people  that 
the  200th  anniversary  was  coming 
and  we  should  celebrate  it,”  she 
points  out.  “That  was  done  with  the 
National  Archives.  And  with  the 
National  Archives  — although 
Philip  Morris  underwrote  the  entire 
cost  — we  sent  out  3 million  copies 
of  the  Bill  of  Rights  to  people 
around  the 
country.” 

Next  the 
company 
conceived 
the  Bill  of 
Rights 
Tour.  “We 
said,  ‘Well,  let’s 
get  that  document 
out  for  people  to 
see.’  And  a copy 
was  available  that 
was  in  won- 
derful con- 
dition in 
the  Virginia 
State  Library  and 
Archives  in  Richmond 
— the  Virginia  copy.” 

On  the  whole.  Dr  Blum’s 
assessment  of  the  company’s  motives 
is  less  cheery.  “This  is  a company 
that  doesn’t  even  want  to  tell  people 
what  it  does,”  he  says  of  Philip  Mor- 
ris. “It  doesn’t  even  want  to  tell  kids 
that  it  makes  cigarettes.  On  its 
copies  of  the  Bill  of  Rights  that  it 
distributes  to  school  children,  it  says 
that  Philip  Morris  is  the  world’s 
largest  maker  of  consumer  packaged 
goods.  Seventy  percent  of  this  com- 
pany’s profits  are  cigarettes  and  they 
don’t  even  want  to  say  that.” 

“When  a company  that  is  directly 
responsible  for  hundreds  of  thou- 
sands of  deaths  each  decade  gets  to 


trample  on  the  Bill  of  Rights  and 
hide  behind  the  Bill  of  Rights,  it 
stretches  the  limits  of  the  imagina- 
tion,” he  continues. 

Joel  Dunnington,  MD,  chairman 
of  TMA’s  Task  Force  on  Tobacco 
Use  Prevention,  is  only  slightly  more 
charitable:  “I  think  it’s  another 
example  of  how  the  tobacco  corpo- 
rations use  advertising  to  try  to  legit- 
imize selling  the  leading  cause  of 
death  in  the  country.  They’ve  done 
this  many  times.  They  associate 
themselves  with  social  activities,  the 
arts,  the  sciences,  trying  to  make 
themselves  more  respectable.” 

Will  death  clocks,  smoking  statues, 
and  Grim  Reapers  deter  Philip 
Morris? 

“My  own  prediction  is  that  if 
they  make  it  to  Houston,  it  won’t  be 
without  a lot  of  wounds,”  says  Dr 
Blum.  “This  is  a real  opportunity  for 
us.  Their  shenanigans  are  finally 
going  to  give  us  an  opportunity  to 
expose  them.” 

In  closing  we  should  mention 
that  the  Grim  Reaper,  in  the  true 
spirit  of  free  speech,  was  allowed  to 
join  a tour  group  in  viewing  the  Bill 
of  Rights  — after  a compromise.  He 
was  asked  to  leave  his  signs  of 
protest  outside. 
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Recent  research 
has  delineated  ^ ‘ ™ 
early,  more  subtle  ^ 
changes  In  lung  and 
immune  functions.  These 
alterations  directly 
predispose  smokers  to 
respiratory  tract  Infection 

Am  Fam  Phys  1987;36;133*140 


Pulvules®:W 
250  mg 


cefaclor 


r Established  therapy 

for  today’s  patients 

For  respiratory  tract  infections  due  to 
susceptible  strains  of  Indicated  organisms 


Where  th 


Brief  SsniRary. 

Coosidt  the  package  Hteiatgie  for  ptescrirhig  Mormatlofl. 
InflIcatloB:  Lower  respiratory  infections,  including 
pneumonia,  caused  by  Streptococcus  pneumoniae, 
Haemophilus  influenzae,  and  Streptococcus  pyogenes 
(group  A p-bemolytic  streptococci). 

CorttratodiGathw;  Known  allergy  to  cephalosporins. 
Warnings:  CECLOR  SHOULD  BE  ADMINISTERED 

CAimousiy  to  penicillin-sensitive  patients. 

PENIGILUNS  AND  CEPHALOSPORINS  SHOW  PARTIAL 
CROSS-ALLERGENICITY.  POSSIBLE  REACTIONS 
INCLUDE  ANAPHYLAXIS. 

Administer  cauOously  to  alleigic  patients. 
Pseudomembranous  colitis  has  been  reported  with 
virtually  ail  broad-spectrum  antiWobcs.  It  must  be  con- 
sidered In  differentia)  diagnosis  of  antibiotic-associated 
diarrhea.  Colon  flora  is  altered  by  broad-spectrum 
antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis, 

PmcanUrms; 

• Discontinue  Ceclor  in  the  event  of  allergic  reactions  to  it, 

• Proloirged  use  may  result  in  overgrowth  of  non- 
susc^ibte  organisms. 

• Positive  direct  Coombs’  tests  have  been  reported 
during  treatment  with  cephalosporms. 

■ Ceclor  should  be  administered  with  caution  in  the 
presence  of  markedly  impaired  renal  function.  Although 
dosage  adjustments  in  moderate  to  severe  renal 
impairment  are  usually  not  required,  careful  clinical 
observation  and  laboratory  studies  should  be  made. 

• Broad-spectrum  antiWobcs  should  be  presalbed  wltt 
caution  in  individuals  with  a history  of  gastrointesbnai 
disease,  particularly  coliUs. 

• Safety  and  effectiveness  have  not  been  determined  in 
prewancy,  lactation,  and  infants  less  than  one  month 
old.  Ceclor  penetrates  mother's  milk.  Exercise  caubon 
in  prescriWrig  lor  these  pabents. 


Adverse  Reacbons:  (percentage  of  patients) 
Therapy-related  adverse  reactions  are  uncommon. 
Those  reiiorted  include; 

• Hypersensitivity  reacbons  have  been  reported  in  about 
1.5%  of  patients  and  include  morbitllform  eruptions 
(1  in  100).  Pruritus,  urticaria,  and  positive  Coombs’ 
tests  each  occur  in  less  than  1 in  200  patients.  Cases 
of  serum-sickness-lika  reactions  have  been  r^orted 
with  the  use  of  Ceclor,  These  are  characterized  by 
findings  of  erythema  multiforme,  rashes,  and  obrer  skin 
manifestations  accompanied  by  arthritis/arthralgia,  with 
or  without  fever,  and  differ  from  classic  serum  sickness 
in  that  there  is  infrequently  associated  tymphzufenopathy 
and  proteinuria,  no  circulating  immune  complexes,  and 
no  evidence  to  date  of  sequelae  of  the  reaction.  While 
further  investigabon  is  ongoing,  serum-sicfcness-iike 
reactions  appear  to  be  due  to  hypersensitivity  and  more 
often  occur  during  or  following  a second  (or  subsequent) 
course  of  therapy  with  Ceclor.  Such  reactions  have  been 
reported  more  frequently  in  children  than  In  adults  with 
an  overall  occurrence  ranging  from  1 in  200  (0.5%)  in 
one  focused  trial  to  2 in  8,346  (0.024%)  in  overall 
clinical  trials  (with  an  incidence  in  children  in  clinical 
trials  of  0,058%)  to  1 in  38,000  (0.003%)  in  spon- 
taneous event  reports.  Signs  and  symptoms  usually 
oa'ur  a few  days  after  initiation  of  therapy  and  subside 
within  a few  days  after  cessation  of  therapy;  occasion- 
ally these  reactions  have  resulted  in  hospitalization, 
usually  of  short  duration  (median  hospitalization = two 
to  three  days,  based  on  postmarketing  surveillance 
studies).  In  those  requiting  hospitalization,  the  symp- 
toms have  ranged  frro  mild  to  severe  at  the  time  of 
admission  with  more  of  bie  severe  reacbons  occurring 
in  children.  Antihistamines  and  glucocorticoids  appear 
to  enhance  resolution  of  the  signs  and  symptoms.  No 
serious  sequelae  have  been  repotted. 

• Stevens-Johnson  syndrome,  toxic  epidermal  necrolysis. 


and  anaphylaxis  have  been  reported  rarely.  Anaphylaxis 
may  be  more  common  in  patients  with  a history  of 
penicillin  allergy. 

• Gastrointestinal  (mostly  diarrhea):  2.5% 

• Symptoms  of  pseudomembranous  coUbs  may  appear 
either  during  or  after  antibiotic  beatment. 

• As  wibi  some  penicillins  and  some  other  cephalo- 
sporins. transient  hepabtis  and  cholestatic  jaundice 
have  been  reported  rarely. 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia, 
confusion,  hypertonia,  dizziness,  and  somnolence  have 
been  reported. 

• Other:  eosinophiiia,  2%;  genital  pruritus  or  vaginitis, 
less  than  1%  and,  rarely,  thrombocytopenia  and  revmsiWe 
interstibal  nephritis. 

Atooimalities  in  laboratory  results  of  uncertain  etiolo®f. 

• Slight  elevations  in  hepafic  enzymes.  ” , 

• Transient  lymphocytosis,  leukopenia,  and,  rarely, 
hemolytic  anemia  and  reversible  neutropenia. 

• Rare  reports  of  increaswl  prothrombin  time  with  or . 
without  Winical  Weeding  in  patients  receiving  Ceotor 
and  Coumadin  concomitantly. 

• Abnormal  urinalysis:  elevations  in  BUN  or  serum 
creabnine. 

• Posibve  direct  Coombs'  test 

• False-posibve  tests  for  urinary  glucose  wWi  Benedict's 
or  FehlingS  solution  and  Clintte^  tabiete  but  not  with 
Tes-Tape®  (glucose  enzymatic  test  strip,  Lilly). 
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Take  a break  from  your  routine.  Learn  to 
jump  out  of  an  airplane  in  airborne  school. 
Survive  Field  Survival  Training  with  a Special 
Forces  unit.  Or  put  your  skills  and  endurance 
to  the  test  in  a Combat  Casualty  Care  Course. 

The  Army  Reserve  can  take  you  abroad. 
And  to  the  forefront  of  medicine,  where  youTl 
experience  the  kinds  of  training  and  education 


environments  that  only  the  Reserve  can  offer. 

Your  commitment?  Sixteen  hours  a month. 
Fourteen  days  a year.  Less,  in  some  cases, 
should  your  civilian  practice  demand  it. 

Find  out  more  about  how  we  operate.  And 
in  exchange  for  your  skills,  live  the  adventure 
of  your  life. 

Call  T800-USA-ARMYext.431  today. 


ARMY  RESERVE  MEDICINE.  BE  ALLYOU  CAN  BE 


If  hospitals  are  liable, 
emergency  care  suffers 

A court  decision  assigning  hospitals 
vicarious  liability  for  the  acts  of 
independent  contracting  physicians 
threatens  access  to  emergency  care, 
according  to  a legal  brief  prepared 
by  Texas  Medical  Association’s  Gen- 
eral Counsel.  Further,  the  brief  says, 
the  decision  imposes  unfair  liability 
on  a hospital,  which  is  not  licensed 
to  and  cannot  lawfully  control 
physicians  in  the  diagnosis  and 
treatment  of  patients. 

TMA’s  brief  supports  Baptist 
Memorial  Hospital  System,  which 
has  asked  the  Court  of  Appeals  for 
the  Fourth  Supreme  Judicial  District 
of  Texas  in  San  Antonio  to  either  set 
aside  a jury  trial  verdict  and  render 
judgment  for  the  hospital  or  order  a 
new  trial.  In  the  trial,  a jury  found 
the  hospital  system  vicariously  liable 
for  the  negligence  of  a physician 
operating  in  the  hospital’s  emergency 
room. 

TMA  argues,  “Only  physicians 
licensed  by  the  Texas  State  Board  of 
Medical  Examiners  may  diagnose 
and  treat  patients  in  Texas.  To  con- 
clude that  independent  contracting 
physicians  are  the  ostensible  agents 
of  the  contracting  hospital  would 
result  in  strict  liability  for  the  hospi- 
tal for  the  acts  of  independently  con- 
tracting physicians.  This  result 
would  force  hospitals  to  no  longer 
serve  the  public  interest  by  assuring 
immediate  access  to  licensed  physi- 
cians in  an  emergency  situation  typi- 
cally arranged  through  independent 
contracts  for  24  hours  a day  expert 
emergency  physician  coverage.” 


Law 


TMA  General  Counsel  Donald  P. 
Wilcox  observes  such  liability  also 
has  repercussions  for  physicians. 
“Applying  ostensible  agency  liability 
in  this  case  could  weaken  the  prohi- 
bition in  Texas  of  the  corporate 
practice  of  medicine  by  forcing  hos- 
pitals to  exercise  more  control  over 
how  medicine  is  practiced,”  he 
explains. 

The  brief  points  out  that  the 
Texas  Medical  Practice  Act  prohibits 
licensed  physicians  from  being  hired 
or  otherwise  controlled  by  hospitals. 
While  the  plaintiff  in  the  case  sug- 
gests that  because  hospitals  some- 
times do  employ  physicians,  it  is 
somehow  legally  permissible,  TMA 
responds,  “This  argument  is  similar 
to  advising  a client  that  since  some 
people  commit  murder  or  rob  or 
steal,  it  is  legally  permissible  to  do  so.” 

Texas  Supreme  Court  case 
tests  peer  review  protections 

A case  before  the  Supreme  Court 
of  Texas  tests  the  strength  of 
laws  protecting  the 
confidentiality  of  hospi- 
tal committee  records 
and  proceedings  — 
laws  that  are  essen- 
tial to  maintaining 
the  effectiveness  and 
benefit  of  the  peer 
review  process. 

In  July  1989,  the 
Honorable  Glen  M. 

Ashworth,  presiding 
judge  of  the  86th  Judi- 
cial District  Court  of 
Kaufman  County,  Tex,  said 
the  privilege  of  confidentiality  for 
hospital  committee  records,  pro- 


vided in  the  Health  and  Safety  Code, 
protected  a psychological  autopsy 
from  disclosure.  But,  some  10 
months  later,  the  judge  determined 
that  Terrell  State  Hospital,  a unit  of 
the  Texas  Department  of  Mental 
Health  and  Mental  Retardation, 
waived  the  privilege  when  the  hospi- 
tal superintendent  reviewed  the 
committee  records  in  a written 
response  to  a nonjudicial  inquiry 
from  a state  legislator.  After  the 
Court  of  Appeals,  Fifth  District  of 
Texas  at  Dallas,  refused  to  direct 
Judge  Ashworth  to  vacate  his  order, 
the  hospital  took  its  request  to  the 
State  Supreme  Court. 

Texas  Medical  Association  and 
the  Texas  Hospital  Association  have 
submitted  an  amicus  curiae  brief 
arguing  that  autopsy  also  is  pro- 
tected by  the  peer  review  privilege 
provisions  of  the  Medical  Practice 
Act  of  Texas  because  it  was  an 
“evaluation  of  the  quality  of  care 
rendered  by  a health-care  practi- 
tioner,” one  of  the  act’s 
definitions  of  “peer  review.” 
The  associations  say  the  hos- 
pital superintendent  “was 
merely  conducting  the 
‘legitimate  internal  busi- 
ness’ of  the  hospital,”  a 
use  the  Medical  Prac- 
tice Act  says  “.  . . 
does  not  constitute 
a waiver  of  the 
confidential  and 
privileged  nature  of 
medical  peer  review 
committee  proceedings.” 
The  Medical  Practice  Act 
includes  three  other  provisions 
concerning  waiving  the  privilege  of 
confidentiality: 
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Res  ipsa  loquituil  Not  this  time 


1.  A member,  employee,  or  agent  of 
a medical  peer  review  committee 
who  provides  access  to  otherwise 
privileged  communications  or 
records  in  cooperation  with  law 
enforcement  authorities  in  crimi- 
nal investigations  is  not  consid- 
ered to  have  waived  any  privilege 
established  under  this  Act. 

2.  The  disclosure  of  documents  or 
information  under  such  a sub- 
poena (from  the  State  Board  of 
Medical  Examiners)  does  not 
constitute  a waiver  of  the  privi- 
lege associated  with  medical  peer 
review  committee  proceedings. 

3.  Waiver  of  the  privilege  must  be 
executed  in  writing  by  the  chair- 
man, vice-chairman,  or  secretary 
of  the  affected  medical  peer 
review  committee. 

HHS  is  out  of  line,  Court  of 
Appeals  says 

The  US  Department  of  Health  and 
Human  Services  (HHS)  exceeded  its 
statutory  authority  in  forcing  physi- 
cians to  bill  on  assigned  basis  for 
laboratory  tests  performed  in  their 
offices,  the  US  Court  of  Appeals  for 
the  Sixth  Circuit  says.  The  court 
reiterated  its  opinion  when  HHS  un- 
successfully pleaded  for  a rehearing. 

This  decision  is  a significant  vic- 
tory for  physicians  and  patients  in 
the  struggle  against  arbitrary  intru- 
sions into  the  physician-patient  rela- 
tionship. This  particular  intrusion 
by  HHS  also  has  a tendency  to 
increase  costs  and  decrease  availabil- 
ity of  services.  Physicians  who  per- 
form laboratory  tests  at  low  cost  as 
a patient  service  may  have  been 


The  Texas  Supreme  Court  says  the  legal  doctrine  of  res  ipsa  loquitur  may  not 
be  used  to  establish  the  liability  of  health  care  providers  or  physicians  in 
medical  malpractice  cases  involving  the  use  of  mechanical  instruments. 

The  doctrine  applies  to  cases  in  which  mere  proof  that  an  accident  took 
place  is  sufficient  under  the  circumstances  to  warrant  an  inference  that  it  was 
caused  by  the  defendant’s  negligence  unless  otherwise  explained. 

Justice  jack  Hightower  wrote  the  opinion.  Justices  Lloyd  Doggett,  Oscar 
Mauzy,  and  Franklin  Spears  dissented.  Hightower  wrote  that  Texas  courts 
generally  have  recognized  that  res  ipsa  loquitur  is  inapplicable  in  medical 
malpractice  cases,  with  the  exception  of  alleged  malpractice  and  injuries  that 
are  “plainly  within  the  common  knowledge  of  laymen,  requiring  no  expert 
testimony.”  Examples  of  this  exception  include  negligence  in  the  use  of 
mechanical  instruments,  operating  on  the  wrong  portion  of  the  body,  or  leav- 
ing surgical  instruments  or  sponges  within  the  body. 

The  opinion  stresses,  however, 

“.  . . one  may  not  automatically  rely  upon  res  ipsa  loquitur  in  every  medical 
malpractice  case  which  involved  the  use  of  a mechanical  instrument.  Res  ipsa 
loquitur  may  not  be  applied  in  those  circumstances  when  the  use  of  the 
mechanical  instrument  is  not  a matter  within  the  common  knowledge  of  lay- 
men.” 

Justice  Hightower  cites  the  Medical  Liability  and  Insurance  Improvement 
Act  of  Texas  of  1977  in  his  opinion.  Texas  Medical  Association  was  instru- 
mental in  writing  and  passing  the  legislation,  which  states  in  part: 

“The  common-law  doctrine  of  res  ipsa  loquitur  shall  only  apply  to  health 
care  liability  claims  against  health  care  providers  or  physicians  in  those  cases 
to  which  it  has  been  applied  by  the  appellate  courts  of  this  state  as  of  the 
effective  date  of  this  subchapter.” 

The  Supreme  Court’s  opinion,  issued  June  20,  1990,  upheld  the  Court  of 
Appeals  in  Orville  E.  Haddock,  Jr,  vs  Larry  A.  Arnspiger  et  al.  On  November 
9,  1982,  Haddock  underwent  a colonoscopic  examination  as  part  of  his 
annual  physical  examination.  It  was  later  determined  that  Haddock’s  colon 
had  been  perforated  by  a flexible  colonoscope. 


forced  by  the  added  paperwork  bur- 
den to  send  patients  to  a large,  dis- 
tant, more  expensive  laboratory. 

Texas  Medical  Association  Gen- 
eral Counsel  Donald  P.  Wilcox  says 
the  Sixth  Circuit  decision  is  not 
final,  and  HHS  may  appeal  the  deci- 
sion to  the  US  Supreme  Court. 

“Also,  once  it  is  final,  HHS  will  be 
bound  to  follow  it  only  in  the  Sixth 
Circuit,”  Mr  Wilcox  said.  Texas  is  in 
the  Fifth  Circuit.  He  added,  “The 
American  Medical  Association  has 
indicated  that  it  will  seek  to  have 
this  opinion  upheld  both  in  the 
courts  and  in  the  Congress.  We  can 
expect  HHS-initiated  end  runs  in 
Congress  to  amend  the  statute  ‘to 


clarify’  that  nonparticipating  physi- 
cians cannot  bill  patients  for  labora- 
tory tests  performed  in  their  offices. 
This  will  have  to  be  successfully 
countered  by  AMA,  TMA,  and 
other  organizations.” 

The  Association  of  American 
Physicians  and  Surgeons  (AAPS) 
filed  suit  over  the  HHS  interpreta- 
tion of  the  Consolidated  Om.nibus 
Budget  Reconciliation  Act  of  1985 
after  member  physicians  started 
receiving  sanctions  threats  in  June 
1988  from  Nationwide,  the  Ohio 
Medicare  carrier.  The  physicians 
were  nonparticipating  physicians 
who  billed  patients  directly  (on  an 
unassigned  basis)  for  services  per- 
formed in  their  offices,  including 
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clinical  laboratory  tests.  HHS  con- 
tended that  physicians’  offices  were 
“laboratories,”  and  laboratories 
were  required  to  bill  for  all  charges 
on  an  assigned  basis. 

HHS  claimed  that  Congress  had 
effected  the  ban  on  direct  physician 
billing  by  striking  the  phrase  “which 
is  independent  of  a physician’s  office 
or”  and  inserting  “other  than”  into 
paragraph  (C)  of  Title  42  USC 
13951(h)(5),  so  that  the  paragraph 
reads;  “Payment  for  a clinical  diag- 
nostic laboratory  test  performed  by 
a laboratory  other  than  a rural 
health  clinic  may  only  be  made  on 
the  basis  of  an  assignment  ...” 

AAPS  noted  that  Congress  had 
not  amended  paragraph  (B)  of  the 
same  subsection,  which  provides 
that  “payment  may  be  made  to  the 
beneficiary  only  on  the  basis  of  the 
itemized  bill  of  the  person  or  entity 
which  performed  or  supervised  the 
performance  of  the  test.”  Such  per- 
sons or  entities  were  formerly  under- 
stood to  be  nonparticipating  physi- 
cians who  performed  laboratory 
tests  in  their  offices.  HHS  contended 
that  such  persons  or  entities  were 
now  restricted  to  “rural  health  clin- 
ics.” However,  rural  health  clinics 
are  required  to  accept  assignment  on 
all  patients. 

The  Court  asked:  “To  whom 
does  paragraph  (B)  of  the  law 
refer?”  HHS  had  only  one  answer: 
“to  ;zo«patients  of  rural  health  clin- 
ics.” However,  US  attorneys  were 
unable  to  define  a situation  in  which 
a rural  health  clinic  would  perform 
a clinical  diagnostic  laboratory  test 
on  a nonpatient. 
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The  Court  concluded: 

Sound  statutory  construction  dic- 
tates that  subsection  (B)  should 
refer  to  something,  and  not  be  a 
nullity.  Therefore,  the  sensible 
meaning  to  attach  to  subsections 
(A),  (B),  and  (C)  of  section 
13951(h)(5)  is  the  following:  (1) 
Someone  can  bill  Medicare 
patients  for  clinical  diagnostic 
tests  by  means  of  an  itemized  bill; 
(2)  that  someone  is  a non-labora- 
tory; and  (3)  the  category  of  non- 
laboratories (as  that  term  is 
understood  in  the  statute)  is  not 
an  empty  set,  and  it  includes 
some  physicians’  offices. 

The  Court  also  noted  that  the 
restriction  on  direct  billing  by  non- 
participating physicians  marked  a 
“significant  alteration  in  the  rela- 
tionship between  the  Medicare  sys- 
tem and  nonparticipating  physi- 
cians, eliminating  the  distinction 
between  participating  and  nonpar- 
ticipating physicians  in  the  area  of 
clinical  laboratory  testing.” 

The  Court  reversed  and 
remanded  the  district  court’s  dis- 
missal of  the  AAPS  action. 


The  five  stages 
of  dying  in  a 
malpractice  suit 

M.  Lee  Gunter 

Houston,  Tex 

Most  physicians  experience  five 
intense  grieving  stages  when  named 
as  defendants  in  medical  profes- 
sional liability  lawsuits,  similar  to 
the  stages  of  grief  that  follow  the 
death  of  a loved  one.  This  article, 
based  on  Mr  Gunter’s  experiences  as 
the  vice  president  of  claims  for  a 
national  insurance  company,  dis- 
cusses and  illustrates  these  stages  as 
they  are  exhibited  in  a liability  law- 
suit. Recognizing  the  emotional  toll 
on  physicians  who  are  defendants  in 
professional  liability  litigation  will 
help  them  with  these  grieving  stages. 

Mr  Gunter  is  an  independent 
consultant  in  Houston.  Irvin  J. 
Reiner,  MD,  an  obstetrician-gyne- 
cologist who  has  practiced  in  Hous- 
ton for  30  years,  assisted  in  prepar- 
ing this  article. 

During  my  years  of  employment 
with  a professional  liability  insur- 
ance company,  I had  the  duty  and 
opportunity  to  deal  with  doctors 
from  virtually  all  walks  of  medicine 
when  they  were  confronted  with 
malpractice  litigation.  In  dealing 
with  these  physicians,  I noticed  a 
striking  similarity  between  the  stages 
of  emotion  that  the  physicians  went 
through  and  the  stages  of  grieving 
that  Elizabeth  Kubler-Ross  describes 
in  her  book  On  Death  and  Dying. 
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M.  Lee  Gunter 


I learned  early  rhat  when  the 
physician  is  served  with  a malprac- 
tice suit,  it  does  signify  a death  . . . 
death  of  the  physician’s  naive  belief 
that  because  he  practices  good 
medicine,  he  is  immune  to  this  type 
of  legal  redress.  It  signifies  the  death 
of  the  illusion  that  because  he  is  a 
doctor  and  is  a kind  and  gentle  and 
moral  person,  the  patients  all  love 
him  and  wouldn’t  dare  sue  him. 

Welcome  to  the  real  world.  Doctor. 

I cannot  say  there  is  any  stereo- 
type of  physician  who  is  affected 
more  often  than  other  physicians  by 
the  malpractice  suit.  To  a varying 
degree,  all  of  my  physician  contacts 
have  been  affected  by  these  same 
stages  of  the  grieving  process.  Some 
have  made  the  progression  and  tran- 
sition through  the  grieving  process 
with  ease.  Some  never  have  made 
the  entire  transition  and  to  some 
degree  still  are  mired  in  one  or  more 
of  the  stages  of  grief. 

These  stages  are  denial,  anger, 
guilt,  acceptance  or  bargaining,  and 
resolution. 

After  I developed  the  ability  to 
recognize  these  emotional  stages,  I 
was  better  able  to  interface  between 
physicians  and  the  lawyers  who  de- 
fended them  in  malpractice  litigation. 

One  of  the  most  unusual  cases  of 
denial  I recall  happened  to  a physi- 
cian whom  I will  call  Dr  X.  When 
he  was  served  with  the  papers,  he 
went  through  the  entire  office  files 
and  could  not  find  a patient  with  the 
plaintiff’s  name.  He  laughed  about  it 
and  was  ready  to  trash  the  citation, 
claiming  that  the  dumb  lawyer  of 
dubious  legitimacy  had  filed  suit 
against  the  wrong  doctor.  After 


some  checking,  we 
found  that  it  was  his  former 
patient,  but  she  had  a new  name, 
and  there  really  was  a suit  lodged 
against  him.  His  denial  phase 
quickly  turned  to  anger  when  we 
confirmed  the  patient  and  the  nature 
of  the  malpractice  action. 

It  was  my  job  as  a representative 
of  the  insurance  company  to  visit 
with  Dr  X and  start  the  long  process 
of  gathering  more  information  and 
facts  about  the  case.  When  the  phys- 
ician was  forced  to  relive  the  episodes 
in  the  case  and  prepare  a report  for 
the  company,  the  anger  grew.  I sat  in 
the  doctor’s  office  auu  listened  to  a 
steady  stream  of  anger  and  words 
against  the  patient,  lawyers,  the  legal 
system,  and  insurance  companies  in 
general  as  all  being  part  of  a gradual 
deterioration  in  the  moral  fiber  of 
the  country  that  had  made  him  a 
victim.  Because  I represented  this 
worst  phase  of  the  doctor’s  life,  I 
bore  the  brunt  of  accusations  such 
as  “wasting  valuable  time”  and  “tar- 
nishing reputations  without  cause.” 

I knew  that  eventually  the  doctor 
would  run  out  of  breath  and  hostil- 
ity if  I just  sat  there  and  did  not 
argue  with  him.  Sure  enough,  the 
tirade  eventually  slowed  down,  and  I 
quietly  left  the  forms  with  the  office 
nurse  and  asked  her  to  see  that  the 
doctor  completed  the  questionnaire 
when  he  calmed  down.  The  nurse 
appeared  to  be  anxious,  so  I told  her 
about  Dr  Kubler-Ross’s  five  stages. 
The  nurse  in  turn  wanted  to  know  if 


‘ Dr  Kubler-Ross  was  the 
defense  counsel  the  insur- 
ance company  had  hired. 
The  basis  of  anger  is 
threat.  The  feeling  of  impo- 
tence and  the  desire  to  strike 
back  are  directly  related  to 
the  anger  phase  and  require 
creative  and  responsible  outlets. 

In  reviewing  the  facts  of  his  own 
case,  virtually  every  physician  can 
fall  victim  to  his  own  criticism.  This 
is  usually  the  time  when  a certain 
amount  of  guilt,  the  third  phase, 
creeps  into  the  physician’s  mind. 

This  attitude  is  reinforced  by  the 
registered  letter  that  usually  arrives 
from  the  front  office  of  the  insur- 
ance company  acknowledging 
receipt  of  the  suit  and  legally  setting 
out  the  boundaries  of  the  company’s 
responsibilities  in  the  case.  While 
this  has  to  be  done  to  satisfy  the 
laws  governing  insurance  compa- 
nies, the  things  both  written  and 
unwritten  add  to  the  physician’s 
anxiety  and  sense  of  isolation.  Par- 
ticularly noted  by  the  physician  are 
the  clauses  dealing  with  policy  lim- 
its, the  open  invitation  to  secure  his 
own  counsel,  and  the  warning  not  to 
discuss  the  case  with  anyone.  In  a 
strictly  objective  sense,  these  are  all 
good  pieces  of  advice,  but  the 
impact  on  the  physician  can  be  dev- 
astating. 

It  is  only  after  the  first  three 
stages  (denial,  anger,  and  guilt)  that 
bargaining  occurs.  After  his  initial 
shock.  Dr  X called  a few  weeks  later 
and  wondered  aloud  about  the  pos- 
sibilities of  “just  sitting  down  with 
the  plaintiff  attorney  and  discussing 
the  case.”  He  was  convinced  that 
with  straight  communication  and  a 
logical  approach,  the  attorney 
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would  understand  and  drop  the 
case.  When  I explained  the  financial 
incentive.  Dr  X better  understood 
that  the  plaintiff  attorney’s  motiva- 
tion was  not  likely  to  be  strict  logic 
and  “anything  you  say  can  and  will 
be  used  against  you.” 

I recall  the  time  I was  asked  to 
visit  one  of  my  physician  clients 
regarding  the  preparation  of  facts  in 
a case.  While  we  were  discussing  the 
case,  he  pointed  out  many  things  he 
could  have  done  differently,  but  he 
still  was  firm  in  his  belief  that  he  did 
not  violate  the  standard  of  care. 

With  a note  of  despair  he  began  to 
talk  about  his  24  years  of  service 
and  dedication  to  his  community 
and  his  patients,  the  long  hours  he 
had  worked  without  compensation 
and  many  times  without  recognition 
in  an  attempt  to  alleviate  suffering 
and  pain. 

When  I finally  asked  him  how  I 
could  help,  he  replied,  “Well,  I just 
wanted  someone  to  talk  to  about 
this  case.  You  know  I have  been 
warned  not  to  discuss  it  with  any- 
one, and  I can’t  even  discuss  it  with 
my  wife.  I don’t  think  she  would 
understand.  I also  think  it  is  distress- 
ing to  her.  When  I go  home,  I just 
want  to  forget  about  it,  but  1 can’t.” 

I felt  sorry  for  the  doctor’s  family 
and  office  staff.  They  were  the  peo- 
ple who  were  closest  to  him,  but  if 
they  did  not  understand  or  know 
what  was  happening  to  him  and 
how  to  handle  it,  they  were  in  a 
position  to  withdraw  from  him  and 
heighten  his  feelings  of  isolation  and 
despair.  Fortunately,  this  phase  of 
the  grieving  process  has  become  well 
recognized,  and  many  medical  orga- 
nizations have  organized  self-help 


groups  for  physicians  and  their  fam- 
ilies in  an  attempt  to  open  commu- 
nication channels  and  alleviate  the 
feelings  of  isolation  and  despair. 

At  this  point  in  the  evolution  of 
the  grieving  process,  the  physician  is 
in  a position  to  learn  how  the  legal 
arena  func- 
tions. Before 
this  time,  the 
physician  is 
either  too 
angry  or  too 
unconcerned 
to  be  attentive.  The  simple  act  of 
outlining  the  judicial  process  gives 
the  physician  an  opportunity  to 
become  an  active  participant  in  his 
case  and  then  allows  him  to  get 
down  to  work. 

As  the  situation  and  the  facts 
begin  to  accumulate  and  evolve, 
there  is  a point  where  hopefully  all 
the  parties  in  the  defense  decide  on 
the  best  course  of  action.  Besides  the 
medical  facts  in  the  case,  they  con- 
sider such  factors  as  the  physician’s 
demeanor  in  front  of  a jury,  both 
good  and  bad;  the  reputation  of  the 
plaintiff  attorney  and  his  client;  the 
expert  testimony  of  witnesses  on 
both  sides  of  the  case;  and  last,  but 
not  least,  how  much  money  is 
involved  in  negotiation  and  bargain- 
ing as  opposed  to  the  cost  of  moral 
vindication. 

I have  witnessed  cases  where  we 
felt  uneasy  about  defending  certain 
doctors  in  the  courtroom  regardless 
of  the  facts  in  the  case.  In  one  case, 
a gynecologist  was  accused  of  leav- 
ing an  instrument  in  a patient’s 
abdomen.  When  I was  in  his  office 
he  showed  me  both  the  “instru- 
ment” and  his  notice  letter.  The 
“instrument”  was  a hemoclip  that 


he  used  to  mark  the  spot  where  the 
appendix  was  removed.  It  was  obvi- 
ous that  the  attorney  and  the  patient 
(whom  the  doctor  had  not  seen  in  3 
years)  were  way  off  base  and  were 
going  to  make  fools  of  themselves  if 
this  action  went  any  further.  The 

doctor  was  no 
longer  outra- 
geously indig- 
nant. He  was 
just  hoping 
that  we  would 
go  along  with 
the  game  and  lure  the  plaintiff’s 
attorney  further  out  on  a limb.  After 
our  little  laugh,  I prevailed  upon  the 
physician  to  let  me  take  one  of  the 
hemoclips  with  me  to  the  plaintiff 
attorney’s  office  and  demonstrate 
what  had  happened.  I had  to  con- 
vince the  doctor  that  the  need  for 
cost  containment  overshadowed  his 
need  for  revenge  and  retribution  on 
the  attorneys. 

There  also  was  the  time  when  a 
physician  had  to  give  us  written  per- 
mission to  settle  a case  out  of  court. 
To  show  his  disdain,  he  wanted  to 
write  it  on  a piece  of  toilet  paper.  I 
prevailed  upon  him  to  write  a very 
simple  statement  on  his  prescription 
blank  and  promised  I would  convey 
his  disdain  verbally  to  the  front  office. 
Following  denial,  anger,  guilt, 
and  acceptance  or  bargaining,  the 
physician,  having  survived  this 
episode  in  his  professional  life,  takes 
stock  of  what  has  occurred.  Accep- 
tance/resolution is  the  ultimate 
phase  in  coming  to  grips  with  the 
lawsuit  and  the  fact  that  he  is  being 
sued.  He  does  not  need  to  accept  the 
motives  for  the  suit.  He  only  needs 
to  accept  the  fact  of  its  existence  and 
his  involvement  in  it.  For  some,  their 


“I  just  wanted  someone 
to  talk  to ...  I can’t  even 
discuss  it  with  my  wife.” 
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ideals  of  medical  practice  are  so 
changed  that  they  opt  for  early 
retirement  or  a career  change.  The 
real  losers  in  these  cases  are  the 
patients  and  the  communities  that 
are  deprived  of  experienced,  dedi- 
cated doctors. 

During  the  period  of  resolution, 
many  doctors  learn  cruel  lessons 
about  records,  communication  with 
their  patients,  and  how  to  defend 
their  actions  in  medicine.  Some  doc- 
tors improve  their  records  and  their 
clinical  competence  and  continue  to 
practice.  Some  continue  to  practice, 
but  should  consider  retirement  or  a 
career  change. 

I have  learned  over  the  past  few 
years  that  telling  a physician  not  to 
take  a malpractice  case  personally  is 
like  telling  a dying  patient  not  to 
take  death  personally.  I believe  that 
as  long  as  our  judicial  system  is 
structured  the  way  it  is,  we  will  face 
a persistence  of  malpractice  claims, 
meritorious  or  not.  While  the  actu- 
aries and  professionals  in  the  liabil- 
ity end  of  this  problem  can  reduce 
this  to  a numerical  concept,  it  is 
difficult  for  many  of  us  to  under- 
stand the  emotional  toll  that  the 
malpractice  crisis  takes  on 
physicians. 

Most  physicians  have  learned  to 
help  families  through  the  grieving 
process  by  recognizing  these  five 
stages  and  being  patient,  under- 
standing, and  supportive.  If  those  of 
us  whose  lives  are  intimately  in- 
volved with  physicians  and  their 
world  can  borrow  a page  from  their 
book  of  knowledge  and  if  physicians 
can  recognize  this  same  phenomenon 
in  their  colleagues,  then  we  can  help 
them  make  this  terrible  transition 
more  easily. 


YOCONT 

YOHIMBINE  HCI 


Description;  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-1 6a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
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system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
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or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  'k  tablet  3 
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She’s  called  Resuscitation  Annie.  She’s  a teaching  mannequin  created  to 
train  millions  of  Americans  in  fighting  heart  attacks.  It’s  just  one  of  the  many 
educational  programs  we  started  to  help  you  control  America’s  number  one  killer. 
And  it’s  all  helping. 

Since  1977,  death  rates  from  heart  attack  have  dropped  by  30.9%.  So  keep  up 
the  good  work.  Quit  smoking.  Watch  your  diet.  Monitor  your  blood  pressure.  And 
we’ll  keep  on  working  to  support  scientific  breakthroughs  and  medical  innovations 
that  help  make  hearts  healthier. 

To  learn  about  reducing  your  risk,  contact  your  local  American  Heart 
Association.  And  say  hello  to  Annie  if  you  see  her. 

Your  Life  Is  In  Your  Hands.  ^ 
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Roles  for  Texas  physicians  in  the  implementation 
of  Education  of  Handicapped  Act  Amendments 

Virginia  N.  Niebuhr,  PhD  Carole  L.  Card,  OTR 

Stephen  E.  Barnett,  MD  Sally  S.  Robinson,  MD 


As  a result  of  Public  Law  99-457, 
there  are  increasing  state  efforts  to 
provide  special  education  services  to 
handicapped  students  ages  3 and 
older,  and  to  develop  early  interven- 
tion for  those  from  birth  to  age  3 
years.  Physicians  can  make 
significant  contributions  to  these 
efforts.  This  paper  presents  informa- 
tion about  PL99-457  and  discusses 
the  potential  roles  for  Texas  physi- 
cians in  the  implementation  of  the 
law  and  in  meeting  the  needs  of 
developmentally  at-risk  infants, 
young  children,  and  their  families. 
Roles  are  described  in  the  areas  of 
clinical  care,  research,  graduate  and 
continuing  education,  and  policy 
development. 


Public  Law  99-457,  the  Educa- 
tion of  the  Handicapped  Act 
Amendments  of  1986,  amended 
and  re-authorized  PL94-142,  the 
original  Education  of  the  Handi- 
capped Act,  and  expanded  the  inter- 
vention possibilities  for  handicapped 
infants  and  young  children  and  their 
families  (1,2).  Fig  1 outlines  major 
features  of  PL99-457  and  PL94-142. 
There  is  evidence  that  physicians  are 
not  adequately  informed  about  legis- 
lation regarding  handicapped  chil- 
dren nor  about  what  their  involve- 
ment might  be  (3,4).  The  intent  of 
this  paper  is  to  discuss  the  role  of 
the  physician  in  the  implementation 
of  PL99-457  in  hopes  that  physi- 
cians can  better  understand  and 


respond  to  the  federal  legislation. 
The  term  “physician”  is  intended  to 
include  pediatricians  and  family 
practitioners. 

Preschool  Program  — The 
Preschool  Program  of  PL99-457 
explicitly  expands  the  incentives  for 
public  education  to  handicapped 
students  as  young  as  age  3.  As  of  fall 
1989,  in  order  to  receive  federal 
assistance  for  any  preschool  pro- 
gram, a state  must  have  developed  a 
plan  for  identifying  and  serving 
handicapped  3-5-year-olds  within 
the  public  schools.  Significant  fiscal 
incentives  are  provided  for  states  to 
serve  all  3-5-year-olds  by  the  school 
year  1991-1992.  The  appropriation 
level  for  this  program  has  increased 


1.  Comparisons  of  PL94-142  and  PL99-457. 


PL  94-142  PL  99-457 


Dr  Niebuhr,  Assistant  Professor,  Department 
of  Pediatrics,  the  School  of  Medicine,  and  Dr 

Ages 

Requirements  for  programs 
for  handicapped  students  ages 

6-21  (exception:  for 
visually  impaired  or  hearing 
impaired  students,  services 
must  be  available  from  birth. 

Incentives  for  development  of 
programs  for  handicapped 
children  ages  3-5. 

Requirements  that  programs 
for  handicapped  students  be 
available  for  students  ages 

3-21  (plus  visually  and 
hearing  impaired  infants). 

Incentives  for  development 
of  programs  for  handicapped 
infants  ages  0-2. 

Barnett,  Associate  Professor  and  Director  of 
School  Health  and  Community  Pediatrics 
Programs,  Department  of  Pediatrics,  School 
of  Medicine,  Dept  of  Pediatrics  C-19,  UTMB, 
Galveston,  TX  77550.  Ms  Card,  Director  of 
Early  Childhood  Intervention  Program 
(Project  LAUNCH),  Department  of 

Pediatrics,  School  of  Medicine;  Clinical 

Agency 

Educational  programs  to  be 
provided  through  public 
school  systems. 

Continued  public  school 
programs  for  students  ages 

3-21. 

Added  incentives  for  other 
agencies  to  develop  infant 
intervention  programs  (not 
necessarily  public  schools). 

Instructor,  Department  of  Occupational 

Therapy,  School  of  Allied  Health  Sciences, 
Project  LAUNCH-UTMB,  Shearn  Moody 

Plaza,  Suite  7020,  123  25th  St,  Galveston, 

TX  77550.  Dr  Robinson,  Medical  Director, 
Pediatric  Rehabilitation  Services;  Clinical 

Plans 

Requires  Individualized 

Educational  Plan  (lEP) 

Continues  to  require  lEP  for 
students  ages  3-21.  Requires 
Individualized  Family  Service 

Plan  (IFSP)  for  handicapped 
infants  ages  0-2. 

Associate  Professor,  Department  of  Pediatrics, 
School  of  Medicine,  Professional  Bldg,  200 
University  Blvd,  Suite  604,  Galveston,  TX 
77550. 

Family 

Insures  family’s  rights  and 
due  process;  family  must  consent. 

Requires  increased  attention  to 
family  needs  and  strengths  for 
handicapped  infants  ages  0-2. 
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from  $28  million  in  fiscal  year  1986 
to  $247  million  in  fiscal  year 
1989-1990  (2). 

Early  bttervention  Program  — 
The  Early  Intervention  Program, 

Part  H of  PL99-457,  offers  fiscal 
incentives  to  states  to  develop  birth- 
to-age-3  programs,  mandates  the 
development  of  statewide  inter- 
agency coordination,  and  mandates 
the  inclusion  of  families  in  assess- 
ment and  intervention  planning. 
There  is  no  mandate  regarding 
which  agencies  must  provide  the 
birth-to-age-3  programs,  so  these 
programs  will  not  necessarily  be 
provided  by  public  schools. 

Texas  — The  reader  familiar  with 
Texas  programming  for  handicapped 
children  will  quickly  recognize  that 
our  state  has  been  providing  some  of 
these  services  for  several  years. 

Texas  has  provided  national  leader- 
ship in  preschool  special  education 
through  Early  Childhood  Education 
for  the  Handicapped  (ECEH)  pro- 
grams in  public  schools.  ECEH  pro- 
grams have  existed  in  this  state  since 
the  initial  implementation  of  PL94- 
142  in  1978,  because  Texas  legisla- 
tion originally  extended  the  lower 
age  limit  for  handicapped  services  to 
age  3,  even  through  federal  law  only 
required  services  starting  at  age  6. 
Thus  the  Preschool  Program  of 
PL99-457  is  having  less  impact  on 
Texas  than  on  other  states  that  are 
just  now  developing  ECEH  programs. 

Similarly,  Texas  has  been  in  the 
forefront  of  infant  intervention  pro- 
grams. The  Texas  Interagency  Coun- 
cil for  Early  Childhood  Intervention 
(ECI),  in  existence  since  1981,  is  just 
the  type  of  interagency  coordinating 
board  recommended  in  the  PL99- 
457  legislation  and  served  as  the 
model  for  the  PL99-457  legislation. 
The  administrative  structure  of  the 
ECI  council  is  presented  in  Eig  2. 
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There  are  75  Texas  ECI  programs 
serving  handicapped  infants  from 
birth  to  age  3 and  reaching  into  all 
254  Texas  counties.  In  1989,  ECI 
served  15,000  Texas  children.  At 
this  time,  there  is  no  valid  way  to 
determine  what  percentage  of  the 
eligible  population  is  being  served; 
however,  it  is  likely  that  there  are 
many  unidentified  or  unreferred 
infants  in  need  of  early  intervention. 

Eederal  funds  are  intended  to 
help  implement  the  concepts  of 
“comprehensive,”  “multidisci- 
plinary,” and  “multiagency,”  which 
are  essential  in  legislation,  but  there 
is  no  intent  that  federal  funds  will  be 
the  primary  source  of  direct  services. 
In  1990,  the  Texas  ECI  program 
received  $5.2  million  in  federal 
funds  channeled  through  a block 
grant,  and  $14.2  million  in  state 
funds.  This  translates  into  slightly 
less  than  $1,300  federal  and  state 
ECI  dollars  per  infant  served. 

“Maintenance  of  effort”  of 
10%-20%  is  required  from  the 
agency  administering  each  infant 
program.  Eor  the  Texas  programs, 
the  administrating  agencies  for  the 
75  ECI  programs  include  private 
agencies,  local  school  districts  and 
regional  educational  service  centers, 
MHMR  programs,  state  schools  / 
state  centers,  and  one  state  medical 
school  (UTMB-Galveston).  Many  of 
these  administrating  agencies  them- 
selves operate  through  substantial 
state  funds,  so  the  “local”  contribu- 
tion to  the  ECI  programs  often  is 
really  just  another  source  of  state 
funds.  Other  sources  of  support  can 
include  Chapter  1 Handicapped 
Eunds  from  the  US  Department  of 
Education,  contributions  from 
United  Way  and  Easter  Seals,  private 
donations,  third-party  reimburse- 
ments, and  fees. 
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2.  Organizational  chart  for  the  Texas 

Interagency  Council  for  Early  Childhood 
Intervention  (ECI). 


Council 

One  representative  from: 

Texas  Dept  Mental  Health/Mental 
Retardation  (TDMHMR) 

Texas  Dept  of  Human  Services  (TDHS) 
Texas  Dept  of  Health  (TDH) 

Texas  Education  Agency  (TEA) 
Governor’s  appointee  (parent) 


ECI  Services 

Administrator  + 27  staff  members  from 
TDMHMR,  TDHS,  TDH,  TEA 


Advisory  Committee 

15  Council-appointed  representatives 
(professionals  and  parents) 


Texas  public  school  districts  are 
not  mandated  to  provide  compre- 
hensive infant  intervention  services 
for  all  handicapped  infants,  although 
they  continue  to  be  responsible  for 
educational  programs  for  Visually 
Handicapped  and  Auditorially 
Handicapped  children  from  birth  as 
outlined  in  the  PL94-142  legislation. 
However,  school  districts  can  apply 
for  ECI  monies  should  they  choose 
to  develop  an  infant  intervention 
program  within  the  district. 

Role  of  physicians 

The  Texas  ECI  Council  has  provided 
survey  data  suggesting  that  up  to 
one-third  of  a sample  of  children 
served  in  Texas  ECI  programs  had 
received  care  in  neonatal  intensive 
care  units  or  special  care  nurseries 
prior  to  entering  ECI  and  most  of 
this  sample  had  recurrent  or  chronic 
medical  problems.  Because  of  the 
multitude  of  health  problems  in  the 
children  served  in  early  intervention, 
there  is  an  increasing  role  for  the 
physician  in  many  aspects  of  early 
intervention.  Areas  for  involvement 
include  clinical  care,  research,  edu- 
cation/professional preparation  and 
policy  development. 
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Clinical  care 

There  are  five  steps  that  the  physi- 
cian must  take  in  the  clinical  care  of 
developrnentally  disabled  infants 
and  preschoolers.  First,  the  physi- 
cian must  be  able  to  identify  a 
significant  developmental  need.  All 
physicians  will  be  challenged  per- 
sonally to  evaluate  their  own  abili- 
ties in  infant  assessment  to  deter- 
mine if  they  need  additional  training. 
In  addition,  all  physicians  are  chal- 
lenged to  develop  collaborative  rela- 
tionships with  other  professionals 
involved  in  the  screening  and  iden- 
tification of  developmental  problems. 

Second,  the  physician  must  be 
able  to  communicate  effectively  to 
the  family  the  presence  of  a sus- 
pected handicap  and  the  need  for 
early  intervention.  Again,  all  those 
who  may  need  to  make  such  com- 
munications with  parents  are  chal- 
lenged to  evaluate  their  own  skills. 

Third,  the  physician  must  be  able 
to  refer  the  family  to  local  resources. 
Taking  this  step  requires  becoming 
familiar  with  community  resources. 
What  is  the  state  ECI  program  serv- 
ing this  area?  What  other  infant 
intervention  services  are  available? 
Who  is  the  contact  for  the  local 
school  district  Early  Childhood 
Education  for  the  Handicapped 
Program  (ECEH)?  What  advocacy 
efforts  can  be  spearheaded  to  iden- 
tify an  unserved  area  and  develop 
grant  applications  for  funding  addi- 
tional services  for  handicapped 
infants  and  children?  In  addition  to 
knowing  the  name  and  phone  num- 
ber of  the  referral  source  (for  exam- 
ple, ECI  or  ECEH  program),  the 
physician  has  a responsibility  to 
learn  whether  a particular  referral 
source  is  really  meeting  the  needs  of 
the  patient  and  family  — and  this 
can  be  difficult. 


Eourth,  once  a family  has  located 
an  intervention  program,  the  physi- 
cian can  contribute  significantly  to 
the  development  of  the  individual- 
ized program  plan  (5,6).  Eor  each 
child  and  family,  ECI  (infant)  pro- 
grams develop  an  Individualized 
Eamily  Service  Plan  (lESP),  and 
ECEH  (preschool)  programs  develop 
an  Individualized  Educational  Plan 
(lEP).  The  PL99-457  legislation 
reflects  a philosophy  of  respect  for 
families  and  a growing  belief  that 
parents  can  and  must  contribute  to 
their  child’s  development.  There  is 
now  a mandate  that  ECI  programs 
place  a major  emphasis  on  the 
identification  of  family  strengths  and 
family  needs  related  to  the  develop- 
ment of  the  child;  and  it  is  only  a 
matter  of  time  before  mandates  for 
consideration  of  family  needs  and 
family  involvement  are  also 
extended  to  the  preschoolers’  fami- 
lies served  in  ECEH  programs. 
Physicians  can  help  identify  family 
strengths  and  needs.  This  is  espe- 
cially possible  if  the  physician  has 
developed  strong  relationships  with 
a family  from  having  been  with  the 
family  through  a difficult  birth  or 
neonatal  period,  or  having  worked 
with  the  family  through  the  initial 
phases  of  adjustment  to  the  diagno- 
sis of  a handicap. 


Eor  all  ECI  clients  and  all  ECEH 
students,  the  initial  individualized 
plan  must  include  statements  of  the 
child’s  present  levels  of  physical 
development,  including  vision,  hear- 
ing, and  health  status.  Another  role 
for  the  physician  may  be  in  provid- 
ing these  health  assessments  and 
health  indices. 

The  fifth  step  in  the  physician’s 
role  with  developrnentally  disabled 
infants  is  involvement  in  case 
management.  Case  management  is  a 
central  concept  in  the  PL99-457 
legislation  related  to  infants.  Eig  3 
presents  the  expected  activities  of 
the  case  manager.  Who  serves  as  the 
case  manager  will  depend  on  the 
needs  of  the  child  and  family  and 
the  skills  of  various  team  members. 
The  case  manager  may  be  a nurse,  a 
social  worker,  an  infant  intervention 
specialist,  or  in  some  cases,  a physi- 
cian. The  physician  can  play  an 
essential  role  in  case  management 
activities,  especially  in  assessing 
development,  identifying  and  man- 
aging chronic  health  problems, 
assessing  family’s  strengths  and 
needs,  coordinating  medical  and 
health  services,  advocating  for  the 
child  and  family  among  other  team 
members  and  among  society,  and 
helping  family  members  become 
their  own  advocates.  Regardless  of 


3.  The  expected  role  of  the  case  manager. 


Coordinating  performance  evaluations 
Assisting  families 

Identifying  available  service  providers 

Participating  in  development,  coordination,  and  monitoring  of  service  delivery 
Informing  families  of  the  availability  of  advocacy  services 
Coordinating  with  medical  and  health  providers 
Facilitating  the  transition  planning 
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who  is  the  case  manager,  physicians 
must  certainly  recognize  the  need  to 
coordinate  their  services  and  recom- 
mendations with  those  of  other  dis- 
ciplines and  agencies  and  to  work 
ivith  case  managers. 

Research 

The  mandates  for  infant  and  pre- 
school assessments  and  intervention 
have  created  an  increasing  number 
of  questions  requiring  research 
efforts  for  answers.  Questions  about 
what  constitutes  developmental  at- 
risk  status,  what  indices  can  signal 
the  need  for  developmental  assess- 
ment, and  what  intervention  strate- 
gies and  approaches  are  the  most 
effective.  An  example  of  a research 
need  comes  directly  from  the  delib- 
erations of  the  US  House  of  Repre- 
sentatives Committee  on  Education 
and  Labor,  which  designed  the 
PL99-457  legislation.  Because  of  this 
committee’s  concerns,  the  99-457 
legislation  specifically  encourages 
research  initiatives  in  two  areas:  (1) 
investigation  of  relationships 
between  fetal  alcohol  syndrome  or 
fetal  alcohol  effects  and  handicap- 
ping conditions,  and  (2)  appropriate 
methodologies  for  identifying,  serv- 
ing, and  evaluating  service  for  hand- 
icapped infants.  The  need  for 
research  has  been  underscored  with 
federal  dollars  to  be  provided  for 
states  to  develop  research  programs. 

In  Texas,  the  ECI  council  allo- 
cated $200,000  for  research  in  pro- 
gram evaluation  and  public  evalua- 
tion of  the  ECI  programs.  A current 
research  effort  of  the  ECI  council  is 
a follow-up  evaluation  of  ECI  grad- 
uates, with  particular  regard  to  the 
children’s  coping  and  development, 
the  families’  adjustment,  and  the 
impact  on  preschool  intervention 
programs. 


Edti  cati  on/professional  p rep  a ra  tio  n 
With  an  increasing  demand  on 
physicians  as  a result  of  PL99-457, 
new  efforts  are  needed  to  address 
professional  education  and  prepara- 
tion at  the  levels  of  graduate  educa- 
tion and  continuing  education,  espe- 
cially in  the  fields  of  pediatrics, 
nursing,  and  the  allied  health  sci- 
ences (for  example,  occupational 
and  physical  therapy,  speech/lan- 
guage pathology,  psychology,  social 
work,  nutrition).  Some  physicians 
may  recognize  their  need  for  contin- 
uing education;  others  may  recog- 
nize their  skills  in  relevant  areas  and 
be  willing  to  provide  primary  educa- 
tion in  health  care  training  and/or 
continuing  education  for  physicians. 
The  Texas  ECI  Interagency  Council 
has  adopted  the  area  of  professional 
training  as  one  of  its  areas  for  study 
and  long-range  planning. 

Training  about  relevant  issues  to 
early  intervention  must  be  an  impor- 
tant component  in  residency  training 
(7).  Much  of  the  content  in  develop- 
mental, behavioral,  and  chronic  care 
curricula  may  be  valuable  related  to 
the  physician’s  involvement  with 
handicapped  infants,  young  children, 
and  families.  Several  such  curricula 
have  been  developed  and  published 
for  use  in  pediatric  residency  and 
fellowship  training  (8-1 1).  There  is 
a continuing  need  to  consider 
whether  existing  and  new  training 
programs  are  placing  sufficient 
emphasis  on  early  identification  and 
early  intervention. 

During  the  next  few  years,  we 
predict  an  increase  in  continuing 
medical  education  programs  focused 
on  developmental  assessment  and 
identification  of  risk.  The  American 
Academy  of  Pediatrics  (AAP)  has 


developed  a continuing  medical  edu- 
cation course  addressing  the  knowl- 
edge and  skills  needed  to  identify 
and  manage  children  with  handicap- 
ping conditions  (7,12,13),  and 
workshops  have  been  set  up  at  the 
AAP’s  annual  meetings;  but  the  issue 
of  reaching  the  majority  of  physi- 
cians is  difficult.  Specific  state-level 
efforts  are  needed,  and  Texas  associ- 
ations for  physicians  are  encouraged 
to  promote  continuing  medical  edu- 
cation relevant  to  the  implementa- 
tion of  PL99-457. 

In  addition,  physicians  can  play  a 
significant  role  in  training  teachers 
and  allied  health  professionals 
working  with  infants  and  young 
children.  The  lines  between  educa- 
tional intervention  and  health  care 
interventions  are  often  blurred  with 
severely  handicapped  students,  so 
there  is  a need  for  sharing  of  infor- 
mation and  skills  among  different 
professionals.  Eor  example,  when 
major  educational  interventions 
involve  positioning  to  avoid  contrac- 
tures, or  tactile  stimulation,  or  train- 
ing a child  to  self-catheterize,  who 
can  distinguish  between  what  a 
teacher  does  and  what  a therapist  or 
nurse  does?  Eurthermore,  in  infant 
and  preschool  handicapped  inter- 
vention, a transdisciplinary  ap- 
proach may  be  most  effective  (ie, 
one  in  which  many  professionals 
and  parents  are  learning  and  using 
techniques  traditionally  belonging  to 
one  specific  discipline).  Our  experi- 
ence has  been  that  one  sign  of  an 
effective  intervention  program  is  one 
in  which  it  is  often  difficult  to  tell 
from  observation  who  is  the  teacher, 
who  is  the  aide,  who  is  the  parent, 
and  who  is  the  therapist.  Physicians 
can  be  invaluable  in  helping  other 
professionals  learn  a transdisci- 
plinary approach. 
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4.  Policies  the  ECl  council  must  address. 


State  definition  of  developmental  delay 

State  position  regarding  services  to  children  at  risk 

System  of  personnel  development  and  personnel  standards 

Policy  regarding  contractual  services 

Central  directory  of  services 

Timetable  for  serving  all  eligible  children 

Public  awareness  program 

Comprehensive  child-find  system 

Procedural  safeguards 

Interagency  agreements 

Procedures  for  resolving  systemic  complaints 
Data  collection 

Supervision  and  monitoring  of  programs 


“■Information  provided  by  A.  Healy,  MD,  chairman,  Committee  on  Children  with  Disabilities, 
American  Academy  of  Pediatrics. 


Policy  development 
The  Texas  ECI  Council  is  responsi- 
ble for  policy  development  and  im- 
plementation around  a number  of 
major  issues  (Fig  4).  In  order  to  carry 
out  its  mission,  the  ECI  council  will 
need  input  and  assistance  from  pro- 
fessionals and  parents.  There  is  cer- 
tainly a need  for  physician  input  to 
many  of  these  policy  issues. 

There  are  several  approaches 
physicians  can  take  towards  involve- 
ment in  policy  development.  First, 
physicians  can  communicate  directly 
with  the  ECI  council,  its  advisory 
committee,  and/or  its  administrative 
staff.  The  physician  may  be  able  to 
make  a valuable  contribution 
towards  developing  a new  ECI  pro- 
gram in  a given  region:  assisting  in 
its  design  and  implementation  and 
assessing  its  effectiveness. 

A second  strategy  would  be  to 
work  with  your  own  professional 
organization  to  address  policy  issues 
(for  example,  Texas  Medical  Assoc- 
iation, Texas  Pediatric  Association, 
Texas  Academy  of  Family  Physicians). 
Your  organization  may  have  already 
begun  to  address  the  issues  sur- 
rounding Ed’s  development;  but  if 
not,  you  could  help  to  develop  such 
an  effort  and  create  linkages  be- 
tween your  organization  and  ECI. 

Areas  of  policy  and  program 
development  to  which  physicians 
can  contribute  may  be  limited  only 
by  the  individuals’  and  organiza- 
tions’ energy  level,  creativity,  and 
sense  of  professional  responsiveness. 
In  addition  to  the  policy  needs  listed 
in  Fig  4,  other  issues  include  policies 
for  screening  programs  to  identify 
infants  and  children  in  need  of  inter- 
vention, health  policies  for  interven- 
tion programs  (eg,  policies  for  man- 
agement of  HIV/AIDS  children  and 
infectious  disease,  and  policies  for 
medical  procedures  such  as  catheter- 


ization or  gastrostomy  care  in 
schools),  and  policies  for  profes- 
sional preparation  and  continuing 
education  requirements. 

There  are  a number  of  issues 
related  to  the  economics  of  health 
care  which  have  important  implica- 
tions for  the  implementation  of 
PE99-457.  Without  good  medical 
services,  the  children  in  early  inter- 
vention programs  may  not  be 
healthy  enough  to  benefit  from  edu- 
cational or  therapeutic  interven- 
tions; yet  there  are  major  financial 
access  barriers  to  the  medical/health 
services  needed  by  many  Texas  chil- 
dren. Without  reasonable  reimburse- 
ment plans,  physicians  may  not  be 
able  to  afford  to  participate  fully  in 
early  identification,  lEP/IFSP  devel- 
opment, and  case  management. 

For  example,  private  insurance 
may  reimburse  for  diagnostic  evalu- 
ations but  often  does  not  cover 
developmental  screening  during 
health  maintenance  visits.  Public 
insurance  may  reimburse  for  screen- 
ings during  wellness  examinations 
(for  example.  Early  Periodic 
Screening  and  Developmental 
Testing)  and  may  cover  diagnostic 
evaluations,  but  this  reimbursement 
is  only  half  the  usual  fee,  an  amount 
which  coincides  with  average  over- 
head costs  to  pediatricians  of  54% 
(14).  At  this  time,  neither  private 
nor  public  insurance  carriers  reim- 
burse for  case  management  or  fol- 
low-up. Although  pilot  studies  about 
Medicaid  reimbursement  for  case 
management  are  being  conducted  in 
several  states,  including  Texas,  the 


results  are  not  yet  available  nor  is  it 
clear  what  actions  will  be  taken  by 
Medicaid  administration  based  on 
these  studies.  Issues  of  reimburse- 
ment remain  critical  for  physicians’ 
involvement  with  infants  and  chil- 
dren in  need  of  early  intervention. 

It  seems  that  new  dollars  will  be 
needed  in  order  to  provide  necessary 
intervention  services  for  children 
with  special  needs.  If  the  PE99-457 
legislation  is  to  be  successful  with 
regards  to  services  for  infants  and 
preschoolers,  the  advocacy  of 
Texans  concerned  about  children, 
physicians  among  them,  will  be 
needed  in  order  to  generate  new  dol- 
lars from  our  state  and  federal  legis- 
latures. 

Summary 

A major  theme  of  the  PE99-457  leg- 
islation is  grassroots  involvement, 
but  there  are  no  mandates  that 
physicians  be  among  those  working 
towards  the  implementation  of  this 
law.  There  are  increasing  opportuni- 
ties and  responsibilities  for  our 
involvement;  and  now  is  the  time  for 
our  professions  to  be  responsive. 

Texas  can  continue  to  provide 
national  leadership  in  early  interven- 
tion; and  Texas  physicians  can  make 
valuable  contributions  to  these 
efforts,  especially  in  the  areas  of 
identification  and  assessment,  com- 
munity networking,  interdisciplinary 
communication,  research  and  evalu- 
ation, and  policy  development.  With 
increased  efforts,  there  will  be 
increased  hope  for  healthy  outcomes 
for  Texas  children. 
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Medical  impairment  poses  a poten- 
tial threat  to  the  driver  and  others 
who  share  the  roads,  if  the  condi- 
tion is  not  idefitified  and  controlled. 
In  Texas,  the  Texas  Medical 
Advisory  Board  evaluates  a driver’s 
medical  condition  to  determine  its 
effect  on  the  individual’s  driving 
ability.  This  study  attempted  to 
determine  if  the  board’s  initial 
revieiv  resulted  in  an  improvement 
in  driving  performance  of  persons 
whose  7nedical  conditions  ivere 
evaluated.  The  results  show  a 46% 
reduction  in  the  number  of  viola- 
tions and  a S3  % reduction  of  colli- 
sions in  the  study  population  after 
the  review.  The  control  population 
showed  a 17%  violation  and  3% 
collision  reduction  for  the  same 
period. 


Ginger  Gober, 
Associate  Clinical 
Data  Analyst, 
Pharmaco  Research 
Dynamics,  Two  Park 
Place,  4009  Bannister 
Lane,  Austin,  TX 
78704-7792. 


Initial  Medical  Advisory  Board  review  of 
medical  impairment:  Effect  on  driver 
performance  and  traffic  safety 

Ginger  Gober 


n Texas  there  were  395,969 
motor  vehicle  collisions  with 
3,261  deaths  in  1987.  According 
to  the  Department  of  Public  Safety 
(DPS)  (1),  2%  of  the  nonfatal  and 
10%  of  the  fatal  collisions  involved 
a medically  impaired  driver  (exclud- 
ing alcohol-related  impairment).  The 
alcohol-impaired  driver  accounted 
for  27%  of  all  statewide  fatal  colli- 
sions. Evaluating  potential  medical 
problems  before  licensing  decreases 
the  number  and  severity  of  motor 
vehicle  collisions  and  improves 
traffic  safety. 

The  Department  of  Transpor- 
tation (2)  reports  that  31  states  have 
established  Medical  Advisory 
Boards,  which  function  at  various 
levels  to  provide  a professional  opin- 
ion on  the  degree  to  which  a medical 
condition  will  interfere  with  safe 
driving.  This  enables  the  licensing 
agency  to  be  better  informed  when 
making  the  decision  to  license  a 
medically  impaired  individual.  Only 
seven  states,  including  Texas,  have 
boards  that  are  structured  to  encom- 
pass general  aspects  of  medical 
impairment.  The  Legislature  estab- 
lished the  Texas  Medical  Advisory 
Board  (MAB)  in  1970  to  help  the 
Department  of  Public  Safety  (DPS) 
improve  traffic  safety. 

Persons  with  medical  impair- 
ments, which  might  affect  their  abil- 
ity to  drive,  generally  are  identified 
during  the  license  renewal  process  or 
a DPS  investigation.  When  the  DPS 
questions  such  a person’s  ability  to 
drive,  he/she  is  referred  to  the  MAB 
and  advised  that  he/she  could  lose 
the  privilege  to  drive.  The  MAB 
obtains  information  from,  and  relies 
heavily  on,  medical  reports  and  rec- 
ommendations provided  by  the 
applicant’s  physician.  The  board 
meets  weekly  to  evaluate  these 


reports  and  make  a determination 
regarding  the  effect  the  medical 
condition  has  on  driving  ability. 

The  seriousness  of  each  applicant’s 
case  is  compared  with  the  estab- 
lished limits  set  in  the  Guide  for 
Determining  Driver  Limitations  (3) 
written  by  the  board.  In  each  case, 
the  MAB  decides  whether  or  not  the 
applicant’s  medical  condition  would 
interfere  with  safe  driving.  The  opin- 
ion is  then  returned  to  the  licensing 
agency  for  the  decision  to  license, 
deny,  or  restrict  the  person’s  driver 
license.  This  final  decision  rests 
solely  with  the  DPS;  however,  an 
appeal  process  in  the  court  system 
does  exist  if  the  applicant  wishes  to 
contest  the  decision. 

The  purpose  of  this  study  was  to 
determine  the  effect  of  the  initial 
medical  review  (IMR)  on  drivers’ 
performance.  IMR  was  defined  as 
the  first  time  an  applicant  is  referred 
to  the  MAB.  Two  articles  have  dealt 
specifically  with  the  issue  of  the 
MAB  review  process.  In  1979, 
Lippmann  (4)  studied  the  effect  of 
the  Texas  MAB  review  process  on 
all  19,110  individuals  reviewed  by 
that  time.  He  concluded  that  the 
Medical  Advisory  Board  review 
resulted  in  a 51%  reduction  of 
motor  vehicle  collisions  and  a 21% 
reduction  in  moving  violations  com- 
pared with  the  general  driving  pub- 
lic in  Texas.  Popkin  (5)  conducted  a 
study  in  North  Carolina  that  exam- 
ined drivers’  performance  before 
and  after  an  initial  medical  review, 
and  found  that  most  medically 
impaired  drivers  demonstrated 
significant  improvement  after  the 
review.  The  exceptions  were  those 
persons  with  alcohol  or  drug-related 
problems. 

Research  suggests  that  if  an  indi- 
vidual with  medical  limitations 
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1.  Sample  size,  median  age,  and  sex  of  study  and  control  groups. 


Male 

Female 

Condition 

Nu  mber 

Median  Age 

Number 

Median  Age 

Study  Croup: 

Blackout 

52 

45.0 

37 

35.0 

General  Debility 

44 

68.0 

41 

66.5 

Cardiovascular 

65 

56.0 

26 

60.0 

Neurological 

51 

41.5 

35 

35.0 

Psychiatric 

38 

35.0 

40 

38.0 

Alcohol  Abuse 

88 

40.0 

7 

39.0 

Drug  Abuse 

55 

27.0 

19 

26.0 

Metabolic 

52 

45.0 

30 

46.0 

Musculoskeletal 

47 

41.5 

44 

44.0 

Vision 

21 

65.5 

20 

57.0 

Control  Group 

514 

45.0 

298 

44.0 

known  to  interfere  with  safe  driving 
is  aware  of  how  the  condition 
affects  driving  performance,  he/she 
can  make  adjustments  and  reduce 
the  influence  the  condition  has  on 
driving  ability  (6-10).  This  in  turn 
directly  affects  traffic  safety  for  all 
persons  sharing  the  roads.  There- 
fore, it  was  hypothesized  that  if 
Texas  drivers  who  are  reported  to 
have  medical  limitations  are  evalu- 
ated by  the  MAB,  and  if  they  are 
made  aware  of  how  their  condition 
interferes  with  safe  driving,  the  driv- 
ing performance  of  these  individuals 
will  improve. 

Methods 

Subjects 

The  study  sample  was  selected  from 
the  total  population  of  11,000 
driver  license  applicants  referred  to 
the  MAB  during  1986.  They  entered 
the  MAB  evaluation  system  from 
four  sources: 

a.  Originals:  Individuals  applying 
for  an  original  Texas  license  vol- 
unteer medical  information  to 
the  DPS. 

b.  Renewals:  Individuals  renewing 
their  driver  license  volunteer 
medical  information. 

c.  Other  Sources:  Individuals  re- 
ferred by  the  DPS  because  medi- 
cal information  has  been  pro- 
vided by  a source  other  than  the 
applicant  (ie,  a family  member, 
an  anonymous  person,  collision 
report,  driving  record,  or  physician). 


d.  Resubmits:  Individuals  referred 
to  the  MAB  previously  by  DPS 
for  any  of  the  preceding  reasons 
and  being  re-evaluated  by  the 
MAB. 

Individuals  were  selected  for 
study  using  the  following  screening 
criteria: 

a.  The  1986  referral  was  the  first 
referral. 

b.  The  individual  has  a 2-year  driv- 
ing history  prior  to  1986. 

c.  The  entry  into  the  MAB  evalua- 
tion system  originated  with  a 
“renewal”  or  “other  source.” 
“Originals”  were  eliminated  due 
to  the  lack  of  prior  driving  his- 
tory. “Resubmits”  were  excluded 


because  the  purpose  of  this  study 
was  to  evaluate  the  effect  of  the 
initial  medical  review. 

The  Texas  Department  of  Health 
computer  listed  8,844  subjects  who 
met  initial  criteria.  These  individuals 
were  categorized  according  to  the 
medical  condition  of  the  driver.  Ten 
categories  of  medical  disabilities 
were  examined,  and  100  subjects 
were  randomly  selected  for  each 
medical  condition  from  the  target 
population.  (All  47  individuals 
referred  for  vision  problems  were 
used  due  to  the  low  numbers.) 

Driving  records  were  obtained 
for  947  subjects.  Additional  subjects 
were  deleted  from  the  study  because 
they  had  voluntarily  surrendered 


2.  Mean  number  of  collisions  and  moving  violations  of  control  group  and  study  groups  by 
medical  condition. 


Condition 

Mean  number 
of  violations 
before  review 

Mean  number 
of  violations 
after  review 

Mean  number 
of  collisions 
before  review 

Mean  number 
of  collisions 
after  review 

Blackout 

0.8876 

0.5393 

1.1124 

0.2697 

General  Debility 

0.6000 

0.1412 

0.3647 

0.0941 

Cardiovascular 

0.4066 

0.1758 

0.1648 

0.0989 

Neurological 

0.7209 

0.3488 

0.4767 

0.2209 

Psychiatric 

0.6410 

0.6410 

0.3205 

0.1795 

Alcohol  Abuse 

2.5789 

0.8316 

0.2421 

0.1579 

Drug  Abuse 

1.2973 

1.0270 

0.3919 

0.4054 

Metabolic 

0.4634 

0.3537 

0.2683 

0.1707 

Musculoskeletal 

0.3077 

0.3626 

0.1099 

0.1209 

Vision 

0.4390 

0.1463 

0.6098 

0.1220 

Total 

0.8670 

0.4667 

0.3941 

0.1835 

Control 

0.3707 

0.3091 

0.0862 

0.0837 
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3.  Mean  number  of  violations. 


their  license  during  the  study  period 
(24)  or  were  deceased  (21).  Ninety 
subjects  had  obtained  their  original 
license  during  the  study  period  and 
were  also  deleted  from  the  study. 

The  study  population  consisted 
of  812  individuals  in  10  medical  cat- 
egories. (Fig  1 shows  the  sample 
size,  median  age,  and  sex  distribu- 
tion of  subjects  for  each  medical 
condition  evaluated.)  The  812  con- 
trol subjects,  matched  for  age  and 
sex,  were  obtained  from  the  DPS 
computer  by  random  sample  of  the 
Texas  driving  population.  The  popu- 
lation was  examined  for  a 5-year 
period  from  1984  through  1988. 

The  time  frame  was  limited  by  the 
driving  history  maintained  by  the 
DPS. 

Procedure 

All  MAB  case  files  are  maintained 
on  the  Texas  Department  of  Health 
mainframe  computer.  A computer 
program  was  used  to  obtain  a list  of 
all  individuals  who  met  initial 
screening  criteria.  For  each  case  the 
name,  date  of  birth,  sex,  case  num- 
ber, driver  license  number,  medical 
condition,  and  source  of  entry  was 
obtained. 

Driver  license  numbers  were 
given  to  DPS  to  obtain  driving 
records.  The  driving  record  (DPS 
form  #5)  contains  a 5-year  driving 
history  of  citations  and  collisions. 
The  driving  records  were  examined 
and  counts  of  violations  and  colli- 
sions before  and  after  the  IMR  date 
were  collected.  The  counts  were 
then  entered  onto  a computer  using 
dBase  III  plus. 

Results 

The  number  of  violations  after 
review  was  reduced  in  all  medical 
categories  except  psychiatric,  which 


17-26  27-36  37^6  47-56  57-66  67+ 

Age 


4.  Mean  number  of  collisions. 


0.6 


Age 


• Study  group  before  + Study  group  after 

■H Control  group  before  B Control  group  after 


did  not  change,  and  musculoskele- 
tal, which  showed  a slight  increase. 
The  greatest  change  was  seen  in  the 
alcohol  abuse  group;  violations 
decreased  from  245  before  to  79 
after  review.  The  number  of  colli- 
sions after  review  decreased  in  all 
groups  except  drug  abuse  and  mus- 
culoskeletal, both  of  which 
increased  by  one.  The  greatest 
improvement  was  seen  in  the  black- 
out group,  in  which  collisions 
dropped  from  99  to  24.  The  mean 


number  of  violations  and  collisions 
for  each  medical  condition  are 
shown  in  Fig  2. 

The  control  population  “before” 
and  “after”  counts  were  obtained  by 
counting  the  number  of  violations 
and  collisions  before  and  after  July 
1,  1986.  (This  represented  an  arbi- 
trary midpoint  in  the  5-year  driving 
histories  available  through  DPS.) 

Figs  3 and  4 show  the  mean  number 
of  violations  and  collisions  before 
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5.  Paired  t-test  analysis  for  each  medical  condition  before  and  after  MAB  review  for  violations 
and  collisions. 


Condition 

t value  for 
violations 

Level  of 
significance 

t value  for 
collisions 

Level  of 
significance 

Blackout 

2.1363 

0.050 

1 1.0201 

0.001 

General  Debility 

1.8460 

4.1214 

0.001 

Cardiovascular 

2.6927 

0.010 

1.2282 

Neurological 

3.0886 

0.010 

2.5710 

0.020 

Psychiatric 

0.0000 

1.6212 

Alcohol  Abuse 

8.5391 

0.001 

1.2690 

Drug  Abuse 

1.0403 

-0.1179 

Metabolic 

0.9759 

1.2384 

Musculoskeletal 

-0.4906 

-0.2171 

Vision 

2.1466 

0.050 

3.1140 

0.010 

Study  Group 

6.9871 

0.001 

7.7761 

0.001 

Control  Group 

1.612 

0.1676 

and  after  the  “review”  date  in  the 
study  and  control  groups  by  age. 

An  independent  t-test  was  calcu- 
lated with  the  study  and  control 
groups,  before  the  review  date,  for 
violations  (7.5243)  and  collisions 
( 1 1.4079).  A second  t-test  was  cal- 
culated with  the  study  and  control 
groups,  after  review  date,  for  viola- 
tions (3.6210)  and  collisions 
(5.1844).  (p  = 0.001  for  all  indepen- 
dent t values.) 

A paired  t-test  was  used  to  ana- 
lyze the  data  before  and  after  MAB 
review  in  the  study  groups  and  the 
control  group.  Results  of  the  t-test 
are  shown  in  Fig  5. 

Discussion 

The  independent  t-test  analysis 
demonstrated  a significant  difference 
of  driving  performance  between  the 
IMR  group  and  the  control  for  vio- 
lations and  collisions  before  and 
after  review.  As  shown  in  Fig  3,  the 
study  group  has  a dramatic  improve- 
ment in  violations  after  the  review 
to  a level  that  does  not  differ  greatly 
from  the  control  group. 


In  Fig  4,  the  study  group  remains 
above  the  control  group  for  mean 
number  of  collisions,  but  there  is  a 
significant  improvement  after  the 
MAB  review.  The  improvement 
seems  to  be  the  same  for  all  groups 
except  the  67+  age  group.  The  sharp 
drop  in  number  of  collisions  for  this 
group  could  be  due  to  a number  of 
variables.  There  are  many  programs 
available  to  the  over  66  age  group 
which  are  targeted  toward  better 
driving.  These  drivers  may  be  limit- 
ing their  “behind  the  wheel”  time 
voluntarily  due  to  their  knowledge 
of  their  medical  condition  or  on 
their  doctor’s  advice.  It  is  also  possi- 
ble that  they  have  lost  their  privilege 
to  drive,  although  this  study  did  not 


obtain  the  final  decision  of  DPS  on 
the  participants.  The  MAB  is  not 
routinely  notified  of  DPS’s  decision 
on  the  license.  Fig  6 shows  the  num- 
ber and  type  of  opinions  rendered  by 
the  board  in  1986.  The  control 
groups  do  not  show  a significant 
change  during  the  study  period. 

The  paired  t-test  analysis  demon- 
strates an  improvement  in  driving 
performance  in  some  of  the  medical 
categories.  There  were  fewer  viola- 
tions by  persons  who  had  blackouts 
or  cardiovascular,  neurological,  alco- 
hol abuse,  and  vision  disabilities.  Of 
particular  interest  is  the  decreased 
number  of  violations  in  the  alcohol 
group.  It  is  possible  that  the 
increased  awareness  of  “driving 


6.  Summary  of  1986  Medical  Advisory  Board  opinions. 


Conditions 

No 

Vehicle 

Any 

Vehicle 

Class  C 
Only 

Class  C 
Except 

Restricted 

DPS 

Test 

No 

Opinion* 

Totals 

General  Medical 

85 

30 

136 

191 

16 

105 

219 

782 

Cardiovascular 

65 

140 

587 

475 

14 

60 

207 

1,548 

Neurological 

563 

34 

310 

738 

17 

191 

529 

2,382 

Psychiatric 

136 

39 

438 

298 

5 

39 

327 

1,282 

Alcohol  Abuse 

439 

99 

362 

550 

1 

26 

1,087 

2,564 

Drug  Abuse 

123 

1 1 

106 

125 

1 

3 

168 

537 

Metabolic 

128 

86 

195 

794 

7 

23 

258 

1,491 

Musculoskeletal 

11 

10 

57 

31 

5 

74 

57 

245 

Vision 

14 

0 

6 

3 

6 

1 

20 

50 

Unexplained  Blackout  117 

28 

101 

112 

1 

14 

116 

489 

Totals 

1,681 

447 

2,298 

3,317 

73 

536 

2,988 

11,370 

“■The  “No  Opinion”  column  contains  those  cases  in  which  no  response  was  received  from  the  applicant. 
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while  intoxicated”  and  “designated 
driver”  programs  have  had  an 
impact  on  the  reduction  of  viola- 
tions in  this  group.  Further  study  of 
these  possible  effects  is  indicated. 

The  number  of  collisions 
improved  significantly  for  persons 
with  blackouts,  general  debility,  and 
neurological  and  vision  problems. 
The  improvement  shown  for  black- 
outs is  not  surprising  considering 
that  most  of  these  individuals  are 
referred  for  this  condition  subse- 
quent to  stating  they  “blacked  out” 
during  a collision.  Upon  examining 
medical  evidence,  the  “blackout”  is 
usually  explained  by  some  other 
phenomenon  such  as  falling  asleep 
or  inattention.  These  types  of 
“blackouts”  are  not  likely  to  recur. 

It  is  difficult  to  determine  the 
extent  of  the  effect  MAB  review  has 
on  driver  performance;  however,  it  is 
apparent  that  an  improvement  does 
exist  after  review.  It  is  likely  that,  in 
addition  to  learning  more  about 
their  medical  limitations,  the  threat 
of  losing  the  privilege  to  drive 
influences  the  driving  performance 
of  these  individuals. 

The  results  of  this  study  are  lim- 
ited to  the  time  frame  considered 
and  are  not  inclusive  of  the  individu- 
als who  conceal  their  medical  prob- 
lems from  the  licensing  authority  or 
drive  without  a license.  Van  der 
Lugt  and  the  Texas  Diabetes 
Council  (11-12)  present  information 
that  indicates  that  less  than  10%  of 
impaired  drivers  report  their  condi- 
tion to  the  licensing  authority.  The 
failure  to  report  medical  conditions 
is  a major  problem  facing  the  MAB’s 
ability  to  perform  ideally.  Gregory, 
Mosher  and  Rozance  (13-14) 
describe  various  methods  that  can 
effectively  improve  the  reporting  of 
medical  problems. 


As  our  society  strives  to  improve 
traffic  safety,  it  is  important  for 
additional  studies  to  be  done  to 
track  the  improvement  and  the 
impact  of  traffic  safety  programs 
such  as  MAB.  Further  study  is  also 
needed  to  determine  how  to  increase 
the  effectiveness  of  the  MAB  process 
in  the  psychiatric  and  drug-abuse 
groups,  which  did  not  show 
significant  improvement  and  are 
significantly  different  from  the  con- 
trol group. 
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American  Physicians  Insurance  Exchange 

MALPRACTICE 

If  s an  allegation  that  can  happen  to  anyone. 


You  don’t  have  to  stand  alone! 


We  wrote  the  book  on  malpractice  insurance. 
We  started  writing  professional  liability 
insurance  over  12  years  ago,  when  the  other 
insurance  companies  were  looking  for  a way  out. 

Why?  Because  we’re  100%  owned  and 
controlled  by  dentists  and  physicians.  We 
know  you  can’t  operate  your  practice  without 
malpractice  insurance. 


We  know  a good  insurance  company  must 
insure  all  specialties.  And  we  have  never 
settled  a claim  without  an  insured’s  written 
consent.  We  believe  that  you  shouldn’t  have 
to  stand  alone.  If  you’re  concerned  about  your 
insurance  company’s  commitment  to  you, 
give  us  a call  today. 


1301  Capital  of  Texas  Highway,  Suite  #B-300 
Austin,  Texas  78746 
(512)  328-1520 


Nationwide  1-800-252-3628 


In  San  Antonio: 

Bill  Sweet 
(512)  525-0152 


Texas  Physicians’ 
Directory 

Allergy  Dermatology 


HEADACHE  & MIGRAINE  CLINIC 

(Rhinology-Allergy-Nutrition-Stress) 

Established  in  1 984.  (Concept  of  treatment  outlined  & published  in  International 
Rhinology  Supp.  2 1987)  S.  Hoover  MD 

(Oto-Rhino-laryngologist-allergist) 

With  a dedicated  staff  of  6 courteous  assistants,  we  treat  ALL  chronic  Recurrent 
Headaches  (namely:  Class,  Migraine,  Clusters,  tension,  premenstrual,  sinus, 
everyday,  and  headache  of  relaxation). 

We  treat  the  cause  therefore  we  do  NOT  give  narcotics,  analgesics,  sedatives, 
muscle-relaxants,  cafe-ergot,  methylsergide  nor  B Blockers 

1/45  N.  Frwy.  7324  SW  Frwy  @ Fondren 

150  W.  Parker  Rd.  Arena  Tower  II  #755 

Houston,  TX  77076  Houston,  TX  77074 

713  694-8188 
FAX  713  650-1941 


CORPUS  CHRISTI  ALLERGY  & 
ASTHMA  CENTER 
JAMES  A,  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 

2550  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  512  888-6782 


Anesthesiology 


EDWARD  A.  TALMAGE,  MD,  PA 

Diplomatic  American  Board  of  Anesthesiology 

PAIN  MANAGEMENT:  Diagnostic  & Therapeutic  Nerve  Blocks 
Neurolytic  Blocks 
Dorsal  Column  Stimulation 


Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston 
77082;  713  496-1006 


THE  CENTER  FOR  PAIN  MANAGEMENT 

A multidisciplinary  center  tor  comprehensive  treatment  and  management  of  chronic  and 
recurrent  acute  pain. 

OCTAVIO  J.  CALVILLO,  MD,  PhD 
Anesthesiologist 

Diplomate  of  the  American  Board  of  Anesthesiology 

SAN  JACINTO  METHODIST  HOSPITAL  — BAYTOWN 
Independence  Plaza  II,  4301  Garth  Road 
Baytown,  Texas  77521 
(713)  420-8822 


THE  UNIVERSITY  GENTER  FOR  PAIN  MEDIGINE 
AT  HERMANN 

Hermann  Hospital,  641 1 Fannin,  Houston,  Texas  77030 
713  797-2732 

A multidisciplinary  center  which  offers  comprehensive  treatment  options  for  acute,  subacute, 
and  chronic  pain  patients.  The  center's  total  management  of  each  patient's  pain  recognizes 
both  the  central  and  peripheral  components  of  the  syndrome. 

PRITHVI  RAJ,  MD,  FACA,  FFARCS 

Director 

ZACHARIAH  GERGER,  DO  AARON  CALODNEY,  MD 

Coordinator,  Outpatient  Sen/ices  Coordinator.  Inpatient  Services 

Diplomates  American  Board  of  Anesthesiology 


JOHN  ADNOT,  MD 

Mohs  Micrographic  Surgery  for  Skin  Cancer 

4200  S.  Hulen  #400 

Ft.  Worth.  Texas  76109;  81 7 377-0626 


DAVID  R.  WEAKLEY,  MD,  FACP 
DENIS  L.  BEAUDOING,  MD 

Dermatology  and  related  Surgery 

Dermatologic  Surgery,  Cosmetic  and  Laser  Surgery 

Diseases  of  the  skin,  dermabrasion,  chemical  peeling,  collagen,  sclerotherapy, 
lipoinjection,  allergy  and  cosmetic  counseling 

Medical  City,  Dallas  Suite  21 4A,  7777  Forest  Lane 
Dallas,  Texas  75230;  Phone  214  661-7460 


DERMATOLOGY  ASSOCIATES  OF 
SAN  ANTONIO 

James  Lewis  Pipkin,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 
Mucocutaneous  Virology 

1 08  Tendick,  San  Antonio,  Texas  78209; 

512  222-8651,222-2001 

MOHS  SURGERY 

For  Primary  and  Recurrent 
Cancer  of  the  Skin 

Forrest  C.  Brown,  MD 
Medical  City  Hospital 

7777  Forest  Lane,  Dallas,  Texas  75230;  214  661  -4537 


ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Cncology 

2201  Oxford  Avenue,  Suite  104 
Lubbock,  Texas  79410;  806  797-6631 


Endocrinology 

ERIC  A.  ORZECK,  MD,  FACP 
Endocrinology  & Diabetes 

8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 


Family  Practice 

DALLY\S  HEADACHE  ASSOCIATES 

The  Princeton  at  14651  Dallas  Parkway,  Suite  306,  Dallas,  Texas  75240, 

214  661-9902 

Director:  James  H.  Francis,  MD,  PA,  FAAFP 

The  Dallas  Headache  Clinic  is  dedicated  to  the  diagnosis  of  headaches  of  all  types  whether 
organic,  physiological  or  psychological.  Patients  are  evaluated  for  headache  types  that  may 
occur  in  all  specialty  fields  of  medicine  and  dentistry. 

The  Clinic  treats  headache  types  that  usually  respond  to  abortive  and  preventive  drug  treat- 
ment. biofeedback,  stress  management,  transcutaneous  neurostimulation,  physical  therapy,  or 
anesthetic  blockade  and  refers  the  other  headache  diagnoses  to  the  appropriate  specialist. 

Diplomate  American  Academy  of  Pain  Management 
Member  American  Association  for  Study  of  Headache 
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Hand  Surgery 


Nuclear  Medicine 


L.  LEE  LANKFORD,  MD 

DAVID  J.  ZEHR,  MD  — Microsurgery 

ARNOLD  V.  DIBELU\,  MD  — Wrist  Derangements 

PAUL  R.  ELLIS,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave..  Suite  450,  Dallas,  Texas  75246;  214  823-5351 
LANKFORD  ZEHR  DIBELLA  HAND  SURGERY  ASSN. 


KENNETH  D.  GLASS,  MD,  FACS 

Hand  Surgery  and  Reconstructive  Surgery  of  the  Upper  Extremity 

St,  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 
Dallas,  Texas  75235;  214  631-7488 

Medical  City  Dallas,  Suite  C-200,  7777  Forest  Lane,  Dallas,  Texas 
75230:214  661-4797 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALU\S 

Surgery  of  the  Shoulder,  Elbow  & Hand 
Microsurgery  & Reimplantation 

Baylor  Medical  Plaza,  3600  Gaston  Ave.,  Suite  303,  Dallas,  Texas  75246; 
214  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  81 16,  Dallas,  Texas  75230; 
214  661-7010 


REGIONAL  HAND  CENTER  FOR  WEST  TEXAS 
AND  EASTERN  NEW  MEXICO 
Royce  C.  Lewis,  Jr.,  MD 

3702  21  Street 

Lubbock,  Texas  79410;  806  795-8261 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 
HERBERT  0.  ALLEN,  MD,  FACNM 

Texas  Medical  Center,  641 1 South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  tor  Diagnostic  Radioactive 
Tests  In:  Hematology,  Thyroidology,  Endocrinology,  Gastroenterology, 
Cardiology,  Neurology,  Neurosurgery,  Urology,  Ophthalmology,  Obstetrics- 
Gynecology  and  Non-Invasive  Nuclear  Cardiology 

Herbert  C.  Allen,  Jr,  MD,  FACNM,  Director— 713  790-0540 
Diplomats  American  Board  of  Nuclear  Medicine 


Ophthalmology 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD  Gary  Edd  Fish,  MD 

William  B.  Snyder,  MD  Rand  Spencer,  MD 

William  L.  Hutton,  MD  Bradley  F.  dost  MD 

Dwain  G.  Fuller,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

7150  Greenville  Ave.,  Dallas,  Texas  75231 ; 214  692-6941  or  800  872-2020 
3600  Gaston  Avenue,  Dallas,  Texas  75246;  214  821-4540 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

281 1 Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 


LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 


Neurological  Surgery 


DOCTORS  SMITH,  WHEELER,  PARKER, 
AND  CRAVENS,  PA 

Ronald  Smith,  MD,  Retired 
Joe  Ellis  Wheeler,  MD 
Leighton  B.  Parker,  MD 
George  F.  Cravens,  MD 

920  South  Lake,  Fort  Worth,  Texas  76104 
Telephone  81 7 336-0551 


DALLAS  NEUROSURGICAL  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 
Gamma  Knife  Radiosurgery 

Charles  W,  Simpson,  MD  Richard  H.  Jackson,  MD 

Morris  Sanders,  MD  Terry  Hodd,  MD 

W.  Robert  Hudgins,  MD 

St.  Paul  Professional  Blvd.,  5959  Harry  Hines  Blvd., Suite  620 
Dallas,  Texas  75235;  214  637-0420 

Presbyterian  Professional  Bldg.,  8230  Walnut  Hill  Lane,  Suite  610; 

Dallas,  Texas  75231 ; 21 4 369-7596 


RETINA-VITREOUS  ASSOCIATES 
W.  Rex  Hawkins,  MD 

Limited  to  Retina  and  Vitreous 

1200  Binz,  Suite  400,  Houston,  Texas  77004 
713  528-1122 

VITREO-RETINAL  CONSULTANTS  OF  TEXAS 

Harold  Granek,  MD 

Diplomate,  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

1021  Washington  Avenue,  Fort  Worth,  Texas  76104;  817  332-6200 

ARTHUR  M,  CLEMENTS,  MD 

Surgery  & Diseases  of  the  Eye 

Diplomats  American  Board  of  Ophthalmology 

21 1 Medical  Drive,  Suite  1 , Fredericksburg,  Texas  78624 
512  997-6535;  1-800-421-7513 
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Orthopedic  Surgery 


Physical  Medicine  & Rehabilitation 


L.  Ray.  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
Wynne  M.  Snoots,  MD 
R,  Stephen  Curtis,  MD 
William  A,  Bruck,  MD 


W.Z,  Burkhead,  Jr.,  MD 
Richard  D.  Schubert,  MD 
John  A,  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper 


W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 


A Pr^foccir^nQl  A ccrsr^idti/^rt 

2909  Lemmon  Ave.,  Dallas,  Texas  75204-2385;  214  220-2468:  FAX  214  720-1982 


FORT  WORTH  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  817  335-4316 

Louis  J.  Levy,  MD,  PA 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L,  Brotherton,  MD 


J.  Price  Brock,  Jr,  MD 
Robert  L.  Dickey,  MD 


ROBERTO  G,  ROLFINI,  MD 

Diplomats  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

1 02  Rosa  Verde  Tower,  343  W.  Flouston  Street 
San  Antonio,  Texas  78205;  Telephone  512  226-2424 


THE  INSTITUTE  FOR  REHABILITATION 
AND  RESEARCH  (Y\RR) 

In  the  Texas  Medical  Center,  Houston,  Texas 


Comprehensive  care  hospital  specializing  in  rehabilitation  care  for  persons  dis- 
abled by  injury  or  disease.  Inpatient  and  outpatient  services. 


Spinal  Cord  Injury 
Brain  Injury 
Amputee 
Stroke 
Pediatric 
Cerebral  Palsy 


Sports  Arts  Center 
Restorative  Surgery 
Scoliosis 
Spina  Bifida 
Neuromuscular 


Accredited  by:  Joint  Commission  on  Accreditation  of  Flospital  Organizations 
Commission  on  Accreditation  ot  Rehabilitation  Facilities 


Patient  Services  Coordinator:  713  797-5922  or  1 -800-44REFIAB 


ORTHOPEDIC  ASSOCIATES  OF  ABILENE 

1701  Pine  Street.  Abilene,  Texas  79601 ; 915  677-6219 


WARM  SPRINGS  REHABILITATION  HOSPITALS 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.W.  Bendel,  Jr,  MD 

E.E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.R.  Vavrin,  MD,  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgeiy 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-8284 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Huntly  G.  Chapman,  MD  James  W.  Brodsky,  MD 

Phillip  E.  Hansen,  MD  Kurt  W.  Rathjen,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue.  Suite  303,  Dallas,  Texas  75246;  214  823-7090 
Medical  City  Dallas  II.  7777  Forest  Lane,  Suite  21 16 
Dallas.  Texas  75230;  214  661-7010 


ORTHOPAEDIC  FOOT  SURGERY  AT  DALLAS 

Surgery  & Diseases  of  the  Foot  and  Ankle 
Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane,  Suite  105,  Dallas  75231;  214  369-4361 


SOUTHWEST  ORTHOPEDIC  INSTITUTE 

5920  Forest  Park  Road,  Dallas,  Texas  75235  214  350-7500 


Specialized  in-patient  and  out-patient  rehabilitation  programs  and  elec- 
trodiagnotic  evaluation  for  adults  and  children. 

Brain  Injury 

Spinal  Cord  Injury 

Stroke  and  Neurological  Disorders 

Orthopedic 

Gonzales:  PO  Box  58,  Gonzales,  Texas  78629 
800/792-WARM,  512/672-6592-Admissions  Coordinator 

Larry  Browne,  MD  Medical  Director 

William  F.  Blackerby,  Ph.D.  Director  of  Brain  Injury  Systems 

Robert  McNew,  Administrator 

San  Antonio:  5101  Medical  Drive,  San  Antonio,  Texas  78229  800/451-1350, 
512/691  -01 00-Admissions  Coordinator 

Alex  C.  Willingham,  MD,  Medical  Director 
Brian  C.  Buck,  MD,  Director  of  Pediatric  Rehabiliatlon 
William  F.  Blackerby,  Ph.D.  Director  of  Brain  Injury  Systems 
Rick  Marek,  Administrator 


Plastic  Surgery 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 


Richard  E.  Jones,  MD 
Donald  M.  Mauldin,  MD 
James  B.  Montgomery,  MD 
Kevin  Gill,  MD 
James  L.  Ough,  MD 


Scott  L.  Blumenthal,  MD 
Scott  O.  Paschal,  MD 
L.  T.  Johnson,  MD 
Kenneth  Driggs,  MD 
Charles  E.  Cook,  MD 


Simon  Fredricks,  MD,  FACS  James  B.  Stafford,  IV,  MD,  FACS 

Jonathan  J.  Dora,  MD,  FACS  Steven  M.  Hamilton,  MD 

David  J.  Katrana,  DDS,  MD,  FACS 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 


Pediatric  Ophthalmology 

ROBERT  D.  GROSS,  MD,  FAAP 


6560  Fannin,  Suite  750,  Houston,  Texas  77030;  713  795-5575 


Psychiatry 


Children's  Eye  Specialists,  PA 

Medical  and  Surgical  Eye  Diseases  in  Children 

Eye  Muscle  Imbalances  in  Adults 

800  Fifth  Ave  — Suite  420,  Fort  Worth,  Texas  76104-7304 
817  336-0900  Metro  988-7700 


GONZALO  A.  AILLON,  MD 
Psychiatry-Bilingual 

3450  Wheatland  Road,  Suite  120 
Dallas,  Texas  75237;  214  296-6241 
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RICHARD  G.  JAECKLE,  MD 
Psychiatry 

Diplomate,  ABPN:  Psychiatry  Diplomate,  ABPN:  Child-Adolescent 

Presbyterian  Professional  Building  II.  Suite  404 

8220  Walnut  Hill  Lane.  Dallas.  Texas  75231 ; 214  696-0964 


Thoracic  Surgery 


ALU\N  L.  GRAHAM,  MD,  FACS* * 

ROBERT  W.  MILEY,  MD,  FACS 
RICHARD  L.  SHEPHERD,  MD,  FACS 
DIplomates  American  Board  of  Surgery  and  Board 
of  Thoracic  Surgery 


DALLAS  PSYCHIATRIC  ASSOCIATES 

Inpatient  & Outpatient  Services 

• Adult,  Adolescent  and  Child  Psychiatry 

• Alcohol  and  Chemical  Dependency 

• Medical  Stress  & Chronic  Pain 

• Intensive  Outpatient  Programs  for  Alcohol  & Chemical 

• Dependency,  Aftercare  & Relapse  Management 

• Day  Treatment  Program  & Therapeutic  School  for  Adolescents 

• Emergency  Evaluation  Services 


Larrie  Arnold,  MD 
Howard  Cohen.  MD 
Gary  Etter.  MD 
Ronald  Flesichmann.  MD 
Bradford  Goff.  MD 
Fred  L.  Griffin,  MD 
Joan  R,  Hebeler.  MD 
Lynne  Inman.  MD 
R.  Sanford  Kiser,  MD 

Offices:  Brookhaven  Psychiatric  Pavilion  of  RHD 
Health  Care  System  Phone  214  247-1150 


Prema  Manjunath,  MD 
Gretchen  Megowen,  MD 
Gary  Morton,  MD 
William  M.  Pederson.  MD 
Jaime  Quaintanilla,  MD 
Leslie  H.  Secrest,  MD 
Dawn  Shogren,  MD 
Angela  M.  Wood,  MD 
John  M.  Zimburean,  MD 

Memorial  Medical  Center.  Medical  City,  Irving 


DAY  TREATMENT  CENTER  OF  DALIY\S 

Gonzalo  A.  Aillon,  MD 
Medical  Director 


• Also  certificate  of  special  qualification  in  general  vascular  surgery,  American  Board  of  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

515  South  Adams.  Fort  Worth,  Texas  76104;  817  332-7878 


RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  R MEYERS,  MD 
Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 
Suite  404,  Dallas,  Texas  75246;  214  827-3890 
Hours  by  Appointment 


Urology 


FORT  WORTH  UROLOGY  CLINIC 

Hugh  Lamensdorf,  MD  J.  Daniel  Johnson,  MD 

Ira  N,  Hollander,  MD  A.E.  Thurman,  MD 

J.  Scott  Hassell,  MD 


AN  ALTERNATIVE  TO  PSYCHIATRIC  HOSPITALIZATION 
1326  Stemmons  Avenue.  Dallas,  Texas  75208;  (214)  943-1878 


Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
817  336-5711 


Radiation  Oncology 


RADIATION  ONCOLOGY  OF  THE  SOUTHWEST 

• Complete  Radiotherapy  Sen/ices;  Inpatient-Outpatient  Care 

• External  or  Internal  Irradiation  (implants) 

• Specialized  in  combination  therapy  surgery-irradiation 
chemotherapy-irradiation 

• Bilingual  personnel 

Carlos  H.  Fernandez,  MD 

Diplomate  American  Board  of  Therapeutic  Radiology 
Practice  Limited  to  Radiation  Oncology 

Telephone  (day  or  night)  713  988-2194 

7777  Southwest  Freeway,  Suite  636,  Houston,  Texas  77074 


SOUTHWEST  UROLOGY  ASSOCIATES 
Adult  and  Pediatric  Urology 

Ted  Boone,  MD  James  T.  Coggins,  MD 

Warren  M.  Greene,  MD  Wm.  A.  Freeborn,  MD 

Diplomates  of  American  Board  of  Urology 

221  W.  Colorado,  #440,  Dallas,  Texas  75208;  214  948-3101 
3450  W.  Wheatland  Road.  #60,  Dallas,  Texas  75211 

C.F.  SKRIPKA,  JR,  MD,  FACS 

Urology,  Neurouroloqy,  Endourology,  Male  Sexual  Dysfunction,  Laser 
Surgery,  & ESWL, 

1101  North  19th,  Suite  1 14,  Abilene,  Texas  79601 
915  673-5726 


Rheumatology 


DON  E.  CHEATUM,  MD,  FACP,  FACR 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  214  823-4151 


DIRECTORY  RATES  & DATA;  Space  is  available  to  TMA  mem- 
bers at  $80  per  column  inch  per  month  and  listings  must  run 
for  a minimum  of  six  months.  A discount  of  5%  is  allowed  for 
six  months’  advance  payment.  New  listings,  changes,  or  can- 
cellations should  be  sent  to  Mark  Bizzell,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701 . Deadline  is  the 
1st  of  the  month  preceding  publication  month. 
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Advertising 


Opportunities  Available 

Academics 

Medical  Director  of  Family  Practice  residency  and  faculty 
office  needed.  Full-time  faculty  position  at  The  University 
of  Texas  Medical  School,  Houston,  for  the  36  resident 
family  practice  program  at  Memoriai  Southwest  Hospital. 
Responsibilities  include  medical  directorship  of  residency 
model  office,  quality  assurance  program  for  residency 
program,  clinic  practice  and  teaching  of  residents  and 
third  and  fourth  medical  students.  Salary  is  commensu- 
rate with  credentials  and  experience.  Send  CV  and  letter 
of  interest  to  Donald  Koester,  M.D.,  Director,  7600 
Beechnut,  Houston,  TX  77074.  The  University  of  Texas  is 
an  equal  opportunity  employer.  Women  and  minorities 
are  encouraged  to  apply. 


Cardiology 

Cardiologist  — Invasive/Non-Invasive  BC/BE  to  join  two 
BC  cardiologists  located  in  southwest  Houston.  Good 
salary,  fringe  benefits,  partnership  after  two  years.  Send 
CV  to  R McKenzie,  7737  Southwest  Frwy.,  Suite  900 
Houston,  TX  77074. 


Emergency  Medicine 

Needed:  Emergency  physicians,  North  Central  Texas  area, 
full  and  part-time.  For  an  application  call  817-336-8600 
or  write  Emergency  Medicine  Consultants,  PA;  1 525 
Merrimac  Circle,  Suite  107,  Fort  Worth,  TX  76107. 

Emergency  Physician  — Local  Houston  ER  group  needs 
experienced  ER  physician.  Fee-for-service  with  guaran- 
tee. Contact  Greater  Houston  Emergency  Physicians 
Associates,  P.O.  Box  7445,  Houston,  TX  77248;  713- 
869-6235. 


EMERGENCY 

PHYSICIANS 


Full-time  or  part-time 
M.D.’s  and  D.O.’s 
Some  Directorships  open 

♦Work  in  Texas... 
♦Excellent  Salary... 
♦Liability  Insurance... 

CALL  NOW 

EMERGENCY 
ASSOCIATES 
INCORPORATED 

I-800-52I-0723 


Incorporated 


San  Angelo  — Outstanding  opportunity  in  minor  emer- 
gency/family practice  clinics.  Guaranteed  $100,000  for 
4-day  week,  13  hr.  days,  50  weeks/year.  Profit  sharing 
above  guarantee.  Contact  Wayne  Williams,  MD,  915- 
942-861 1 , Shamrock  Clinics.  4208  College  Hills,  San 
Angelo.  TX  76904. 

Texas:  Emergency  Medicine,  Dallas/Fort  Worth  and  East 
and  West  Texas  — full-time  and  part-time  positions  avail- 
able with  EmCare,  a progressive  physician-oriented 
group  committed  to  excellence  in  emergency  medicine. 
Opportunities  include  staff  and  directorship  positions,  in 
high  volume.  Level  1 Trauma  Centers,  as  well  as  smaller 
community  hospitals.  We  offer  very  desirable  geographic 
locations  including  the  Dallas/Fort  Worth  area.  East 
Texas,  Amarillo,  Greenville.  Abilene.  Corpus  Christi, 
Houston/Galveston,  Longview,  Waco.  Tyler,  and  Athens. 
Competitive  compensation  rates  range  from  $86,000  to 
$200,000  annually.  Positions  are  also  available  for  pri- 
mary care  physicians  in  clinic  settings  in  Amarillo.  Con- 
tact Ruth  Hargrove  Dean  or  Kay  Brienzi,  EmCare,  Inc., 

1 71 7 Main  Street,  Suite  5200,  Dallas,  TX  75201 ; 800- 
527-2145  or  214-761-9200. 


TEXAS  MEDICUS,  P.A. 
HOUSTON,  DALLAS  & NORTH  TEXAS 

Texas  Medicus  is  currently  seeking 
physicians  interested  in  emergency 
medicine  positions  throughout  Texas. 

If  interested  please  call 

1-800-486-3763 


Liberty,  Texas:  Seeking  full-time  and  part-time  physicians 
for  a low  volume  emergency  department.  Position(s) 
offer  flexible  scheduling,  competitive  compensation 
packing  including  malpractice  insurance.  Contact;  Emer- 
gency Consultants,  Inc,,  2240  S.  Airport  Rd.,  Room  29, 
Traverse  City,  ME  49684;  1 -800-253-1795  or  in  Michi- 
gan 1-800-632-3496. 

Southeastern  Texas:  Part-time  emergency  department 
and  ambulatory  care  positions  available  in  the  Hous- 
ton/Beaumont areas.  Position(s)  offer  flexibie  scheduiing, 
competitive  compensation  package  including  malprac- 
tice insurance.  Contact;  Emergency  Consultants,  Inc., 
2240  South  Airport  Road,  Room  29,  Traverse  City,  Ml 
49684;  1 -800-253-1795  or  in  Michigan  1 -800-632- 
3496. 


San  Antonio  — Full  time  position  available  for  BE/BC  ER 
physician  at  moderately  busy  Level  II  urban  hospital. 
Applicants  with  commensurate  experience  considered. 
Adults  only.  Excellent  specialty  back-up  and  remunera- 
tion based  on  fee-for-service.  Contact  Curtis  S.  Heinrich 
MD,  216  Sheffield,  San  Antonio,  TX  78213.  512-344- 
0404  or  4831. 

Emergency  Department  Physician  Needed  For  hospital  in 
Southwest  Houston.  Full  time  position.  Texas  license 
required.  Must  be  board  eligible  or  board  certified.  Call 
Frances  Southerland  713  464-1981  for  appointment 
with  medical  director. 

Austin,  Texas  — Physician(s)  needed  for  full  time,  part 
time,  weekdays,  weekends  to  staff  a free  standing 
urgent  care  center.  Remuneration  commensurate  with 
experience.  Send  CV  and  application  to  Austin  Medicen- 
ter,  c/o  Sheila  Twyman,  Medical  Administrator,  6343 
Cameron  Rd.,  Austin.  TX  78723  or  call  512  467-2052 

Texas-Dallas-Fort  Worth/Longview/Tyler:  Modern  physician 
managed  emergency/ambulatory  care  centers  seeking 
well-rounded  practitioner.  Full  or  part-time.  Guaranteed 
minimum  $104,000■^  annually.  Superior  professional  lia- 
bility coverage  paid.  Directorship  available.  Send  CV  or 
call  Keith  D.  Williams,  MD  or  Jackie  Hall,  Abilene  General 
Partner.  Inc.  3305  North  Third,  Suite  304,  Abilene.  Texas 
76903  915  676-3023. 

Texas  — Longview/Lufkin/Brownwood:  Emergency  depart- 
ment staff  positions  in  modern  1 00-r  bed  hospitals  with 
volumes  of  8,500  to  1 1 ,500  annually.  Guaranteed  mini- 
mum of  $123,000  to  $148,000  annually.  Excellent 
backup.  Superior  professional  liability  coverage  paid. 
Medical  Directorship  available.  Send  CV  or  call  Keith  D. 
Williams,  M.D.  or  Jackie  Hall.  Emergicare  Systems  Cor- 
poration, 3305  North  Third,  Suite  304,  Abilene,  TX 
76903  915  676-3023. 

Texas  — Emergency  Medicine-Three-man  group  that  pro- 
vides services  for  our  hospital  in  College  Station  is  seek- 
ing a fourth  member.  Partnership  with  increasing  income 
potential  based  on  performance.  Our  ER  averages  over 
1 .000  visits/month  with  a 25%  yearly  increase.  For  more 
information,  send  your  CV  to;  Gordon  Crawford,  Profes- 
sional Relations,  Humana  Inc.,  Dept.  II-12A,  500  West 
Main  Street.  Louisville,  KY  40201  -1438.  Or  call  Toll-Free 
1-800-626-1590. 


EmOaie 

GOVERNMENT  SERVICES,  INC. 

Family  Practice  - Internal  Medicine— 
Emergency  Medicine 
Qualified  Physicians  Being  Recruited 
For  Opportunities  Offering 

Competitive  Guaranteed  Income  with  Fee  for 
Service  Income  Potential 
Professional  Liability  Insurance 
Excellent  Health.  Life  and  Disability  Insurance  for 
Full-Time  Independent  Contractors 
On-site  Administrative  and  Support  Personnel  Provided  by  EGSI 
Billing  and  Corporate  Support  Provided 

For  additional  information  on  opportunities  and  locations  contact 

Glenn  W Farmer 
Director 

Catherine  M.  Dawson 

Assistant  Director 

1-800-527-2145 

EGSI,  1717  Main  Street,  Suite  5200 
Dallas,  Texas  75201 
214/761-9200 
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Endocrinology 

Beaumont-Houston  — Endocrinologist  — A young,  board- 
certified  Endocrinologist  practicing  in  Beaumont  is  now 
seeking  an  associate  to  join  his  growing  practice.  He  is 
currently  director  of  the  newly  expanded,  25-bed  Dia- 
betes Unit  at  our  250-bed  hospital  and  also  has  privi- 
leges at  two  other  local  hospitals  with  an  additional  856 
beds.  The  extensive  referral  base  includes  a large  area  of 
southwest  Louisiana  with  a total  population  of  300,000. 
This  practice  is  100%  endocrinology  and  diabetes.  Can- 
didates with  interest  in  Pediatric  Endocrinology  are  espe- 
cially welcome.  Also,  there  is  an  opportunity  in  the  Clear 
Lake  area  just  south  of  Houston.  For  more  information 
about  these  attractive  opportunities,  send  your  CV  to: 
Manager.  Professional  Relations,  Humana  Inc.,  Dept.  II- 
12E,  500  West  Main  Street,  Louisville  KY,  40201-1438. 
Or  call  Toll  Free  1 -800-626-1 590. 


Family  Practice 


locum  tenens 


PRN  Physician  Staffing 


since  1982 


NETWORK 


Well-established  reputable  multi-specialty  clinic  is  seeking 

a family  practice  physician,  preferably  American  gradu- 
ate. Clinic  located  in  a thriving  industrialized  area  30  min- 
utes from  Houston  and  1 5 minutes  from  Galveston. 
Close  proximity  to  excellent  educational  facilities,  univer- 
sities, colleges  and  recreational  areas.  May  begin  imme- 
diately. Excellent  salary,  income  proportional  to  effort. 
Please  forward  C.V.  or  contact  Dr.  Cochrane,  Beeler- 
Manske  Clinic,  PC.  Box  3333,  Texas  City,  TX  77592- 
3333;  409-948-8521  (Collect). 


Family  Physician  or  Internist  needed  for  East  Texas  com- 
munity near  large,  recreational  lake.  Financially  sound, 
22-b^  hospital  with  referral  area  of  15,000  persons. 
Shared  E/R  call  weekdays  only.  Contact  Administrator, 
PC  Box  471 , Trinity,  TX  75862.  PH  409-594-3541 . 

Family  Practitinner  (BC/BE)  to  associate  with  F.R  with 
busy  Family  Practice  including  OB.  Small  town  of  8,000 
(D.A.  20,000).  Forty-five  minutes  south  of  San  Antonio. 
Compensation  exceeds  $100,000.  Contact:  Oscar 
Garza  M.D.,  322  Berry  Ranch  Road,  Pearsall,  TX  78061 , 
512-334-4142. 


East  Texas:  Beautiful,  forested  East  Texas  provides  great 
family  environment  and  recreation  opportunities  for  mis- 
sions minded  EM/FP  in  new  Urgent  care/Occupational 
Medicine  Clinic.  Quality  of  personal  and  spiritual  life  is  our 
concern  for  you.  High  quality  health  care  is  our  commu- 
nity commitment.  Competitive  salary  and  benefits  with 
mission  leave  available.  Send  CV  to:  9030  Hickory  Rd, 
Tyler,  TX  75703.  214-561-6274. 

Family  Practice  — Opportunities  available  in  Austin  with  a 
Primary  Care  Group.  Salary  guarantee,  bonus  incentive, 
malpractice  and  other  benefits.  Write  to  PCT  at  8303 
Mopac,  Ste.  450,  Austin,  TX  78759  or  call  512-338- 
6141. 

Family  Practitioner  |BC/BE)  to  associate  with  FP  with  busy 
predominately  ambulatory/emergency  practice.  Guaran- 
tee plus  incentive.  Beautiful  small  town  of  5,000  (DA 
1 8,000)  in  Texas  Hill  Country  near  San  Antonio.  Contact: 
Jim  McCoy.  MD,  120  Medical  Dr.,  Boerne,  Texas  78006, 
512-249-9307. 

Occupational  Medicine/Family  Practice  — Established 
clinic  seeking  BC/BE  physician.  Competitive  salary  lead- 
ing to  eventual  buy  out.  Central  Texas  university  city, 
35,000,  near  cultural  and  recreational  activities.  Send  CV 
to  Ad  Box  772,  Texas  Medical  Association,  Advertising 
Department.  1801  N.  Lamar,  Austin,  TX  78701 . 

Family  Practice  Physician  — full-  or  part-time  to  join  sev- 
eral member  group  operating  clinic.  For  details,  submit 
resume  to:  San  Benito  Medical  Associates,  Inc.,  351  N. 
Sam  Houston,  San  Benito,  TX  78586,  512  399-2443, 
Attn:  Thomas  S.  LaMotte. 

Due  to  explosive  growth,  family  practitioners  needed  for 
booming  multi-specialty  group.  Excellent  compensation 
package  including  productivity  incentives,  malpractice 
coverage,  and  comprehensive  fringe  benefits  package. 
Send  CV  to:  Physician  Recruiter,  Health  First  Medical 
Group,  850  Ridge  Lake  Boulevard,  Suite  G02,  Memphis, 
TN  38120  EOE/M/F/HA/ 

Family  Practice:  Well  rounded,  experienced  practitioner, 
GP  or  FP  with  Texas  license  for  full  time  position.  Ideal 
candidate  should  have  particular  interest  or  strong  back- 
ground in  pain  management.  Competitive  salary  8 
benefits.  Send  replies  with  C.V.  to:  Deanna  Courreges, 
Manager;  3417  Hillcrest  Drive.  Waco,  Texas  76708. 

Family  practitioner  needed  in  South  Texas  area.  Centrally 
located  to  metro  areas.  Group  with  satellite  office.  Excel- 
lent hospital  with  emergency  room  coverage  and  week- 
ends. Guaranteed  salary.  Contact  Cuero  Medical  Clinic. 
615  N.  Esplanade,  Cuero,  TX  77954,  512  275-3466. 


BEIBC  FAMILY  PRACTITIONERS  INVITED 

to  join  an  Expanding  Family  Practice/Occupa- 
tional  Medicine  multi-clinic  system  in  the  greater 
Houston  area  at  $85K  to  1 0OK/year  plus  vacation, 
CME,  malpractice,  health  and  life  insurance  to- 
gether with  ownership  and  production  bonus.  Call 
or  write  to  Mr.  Z,  MediClinic,  6604  Southwest 
Freeway,  Houston,  Texas  77074, 713  783-4707. 


Program  Director,  Family  Practice  Residency  Program, 
John  Peter  Smith  Hospital,  Fort  Worth.  Previous  teaching 
experience  preferred.  Board  certified  in  Family  Practice. 
Excellent  opportunity  with  large  university-affiliated  pro- 
gram. Salary  negotiable.  Inquires  to  William  F.  Ross, 

M.D.,  University  of  Texas  Southwestern  Medical  Center, 
5323  Harry  Hines  Blvd.,  Dallas,  TX  75235-9067.  Equal 
opportunity  employer. 

BE/BC  Family  Practitioners  needed  for  positions  through- 
out Texas  including:  Hill  Country,  north,  north  central, 
and  south  Texas.  For  details,  send  CV  to  PRACTICE 
DYNAMICS,  11222  Richmond,  Ste.  125  Houston,  Texas 
77082  or  call  713  531-0911. 


General  Surgery 

General  Surgeon  — 42  y/o  BC  general  surgeon  is  seeking 
BC  general  surgeon  to  share  busy  solo  practice.  Interest 
in  endoscopy  is  needed.  The  practice  is  in  a historic, 
rural,  centrally  located  Texas  town  with  good  churches, 
schools,  and  recreational  facilities.  Hospital  is  non-profit 
and  community  owned.  Reply  Ad  Box  770,  Texas  Medi- 
cal Association,  Attn:  Mark  Bizzell,  1801  N.  Lamar, 

Austin.  TX  78701 . 

General  Surgeon  — Board  Certified,  sought  to  establish 
private  practice  associated  with  99-bed  hospital  in  West 
Texas  town  of  12,000  plus.  Income  guarantee  and  other 
financial  incentives  are  available.  Contact:  Thomas  R. 
Hochwalt,  CEO,  Cogdell  Memorial  Hospital,  Cogdell 
Center.  Snyder,  TX  79549;  915-573-6374. 

Internal  Medicine 

A prosperous  and  well-established  22-physician  multi- 
specialty group  serving  an  eight  county  area  of  rural 
southeast  Texas  has  an  excellent  opportunity  for  an 
internist.  The  group  is  an  independent,  fee-for-service 
entity  offering  an  attractive  salary  and  benefits.  No  initial 
investment  required  by  the  physician.  If  interested,  con- 
tact William  Schlotter  at  1 -800-333-6153  or  send  cur- 
riculum vitae  to  Brenham  Clinic  Association,  600  North 
Park,  Brenham,  TX  77833. 

Third  Internist  Needed  for  Busy  Office,  January  1991  or 
until  right  one  comes  along.  Opportunities  unlimited  for 
hard  working  and  caring  physician  who  wants  to  do  bet- 
ter than  average.  Salary  $1 05,000  plus  bonus.  Call  21 4- 
586-0766  or  write  Vincent  H.  Wang  MD,  1005  S.  Jack- 
son,  Jacksonville,  TX  75766. 

Internal  Medicine  physicians  needed.  Due  to  explosive 
growth,  multi-specialty  group  seeks  BE/BC  physicians  in 
Internal  Medicine.  Excellent  guaranteed  salary  and 
benefits  package  with  productivity  incentives.  Excellent 
fringe  benefits  package  included.  Wonderful  lifestyle. 
Send  CV  to  Physician  Recruiter,  Health  First  Medical 
Group,  850  Ridge  Lake  Blvd.,  Suite  G02,  Memphis,  TN 
38102,  or  call  901-684-3434.  EOE/M/FA//H 

Gold  Mine  for  Internist:  Wanted,  aggressive  and  energetic 
physician,  BE/BC  to  join  a group  of  family  physicians. 
Must  be  able  to  do  procedures.  Very  competitive  fee  for 
service  income  available,  including  benefits.  Send  CV  to 
Nancy  Bloomfield,  4010  College  St.,  Suite  200,  Beau- 
mont, TX  77707. 

OB/GYN 

DB/GYN  to  join  another  established  OB/GYN  within  a well- 
established,  expanding  multi-specialty  group  in  a choice 
rural  area  of  central  Texas.  Salary  with  an  incentive  bonus 
opportunity.  Excellent  benefits.  Independent  fee-for-ser- 
vice  22-physician  group  with  drawing  area  of  lOO.OOO-r. 
Send  curriculum  vitae  or  call  William  Schlotter,  Brenham 
Clinic  Association.  600  North  Park,  Brenham,  TX  77833, 
or  call  1-800-333-6153. 

Dhstetricians/Gynecologists  needed.  Booming  multi-spe- 
cialty practice  seeks  BE/BC  OB/GYN  physicians  to  begin 
as  soon  as  possible.  Excellent  compensation/fringe 
benefits  package.  Signing  Bonus  for  experienced  OB's 
and  Wonderful  Lifestyle.  Send  CV  to:  Physician  Recruiter, 
Health  First  Medical  Group,  850  Ridge  Lake  Boulevard, 
Suite  G02,  Memphis.  TN  38102  EOE/M/F/H/V 

BE/BC  DBG  & GYN-only.  Excellent  opportunities  in  Hous- 
ton, Dallas,  and  other  areas  throughout  the  state.  Prac- 
tice types  include  group  practices,  solo,  and  HMOs.  For 
details,  send  CV  to  PRACTICE  DYNAMICS,  1 1 222  Rich- 
mond, Ste.  125,  Houston,  TX  77082  or  call  713  531-091 1 . 
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Orthopedics 

Beaumont  — Orthopedic  Surgeon  — A busy,  two-man 
group  in  Beaumont  is  now  seeking  to  add  a third  mem- 
ber. This  group  has  a thriving  and  expanding  sports 
medicine  clinic.  For  more  information,  send  your  CV  to: 
Gordon  Crawford,  Professional  Relations,  Humana  Inc., 
Dept.  11-1 2F,  500  West  Main  Street,  Louisville,  KY  40201  - 
1438.  Or  call  Toll  Free  1 -800-626-1590. 


Pathologist 

Beaumont  Pathologist  — Excellent  opportunity  for  a 
Pathologist  to  assume  leadership  of  the  Department  of 
Pathology  at  our  250-bed  hospital  in  Beaumont,  Texas. 
The  hospital  serves  a referral  area  of  300,000.  Send  CV 
to:  Gordon  Crawford,  Professional  Relations,  Humana 
Inc.,  Dept.  II-12H,  500  West  Main  Street,  Louisville,  KY 
40201-1438.  Or  call  Toll  Free  1 -800-626-1590. 


Pediatrics 

A Well  Established  and  expanding  multi-specialty  group  in 
a choice  rural  area  of  central  Texas  wishes  to  add  a pedi- 
atrician to  two  established  pediatricians  within  the  group. 
Salary  with  incentive  opportunity.  Excellent  benefits. 
Independent  fee-for-service.  A 22-physician  group  with 
drawing  area  of  100.000-r.  Send  curriculum  vitae  or  call 
William  Schlotter,  Brenham  Clinic  Association,  600  North 
Park,  Brenham,  TX  77833,  or  call  1 -800-333-6153. 

Pediatrician  — Vacation  area  near  the  ocean  and  Mex- 
ico. Enjoy  practice  in  a modern,  spacious,  custom  built 
clinic  with  lab,  x-ray.  Pleasant  hours,  good  beginning 
salary,  ownership  possible.  Contact  Adele  Bromiley,  MD. 
2335  Central  Blvd.,  Brownsville,  TX  78520;  512-546- 
3126. 

Ahilene  — Pediatrician  — Unique  opportunity  for  a pedi- 
atrician in  offices  next  to  our  new  replacement  hospital  in 
the  high-growth  section  of  Abilene.  Immediate  referrals 
and  attractive  financial  assistance.  Abilene  is  the  heart  of 
a 22-county  trade  area  and  is  home  to  three  universities 
and  Dyess  AFB.  Send  CV  to:  Manager,  Professional 
Relations,  Humana  Inc.,  Dept.  11-1 2D,  500  West  Main 
Street,  Louisville,  KY  40201-1438.  Or  call  Toll-Free  1 - 
800-626-1590. 

Busy  Pediatrician  looking  for  an  associate  B.C./B.E.  in 
Pediatrics  for  a dynamic  office  based  practice.  Close  to 
Dallas  Metroplex.  Attractive  compensation  package. 

Must  have  a Texas  license.  Please  contact:  AD  Box  771 , 
Texas  Medical  Association,  Advertising  Department, 

1801  North  Lamar,  Austin,  TX  78701 . 


Primary  Care 

BE/BC  Primary  Care  Doctors.  Needed  immediately.  Both 
part-time  and  full-time  near  Austin.  For  further  informa- 
tion contact  Jerry  Lewis,  The  Lewis  Group  @ 1 -800-666- 
1377. 


Radiology 

BE/BC  Radiologists  needed  immediately  for  Texas  com- 
munities. Both  solo  and  group  practices.  Partnership 
potential.  For  further  information  contact  Jerry  Lewis, 

The  Lewis  Group  @ 1 -800-666-1 377. 

Radiology:  Full-time  - part-time  position  working  for  three 
solo  radiologists  in  Dallas  area  hospitals.  All  modalities. 
BE/BC.  Send  CV  to  Medical  Director,  Radioiogy,  P.O. 

Box  4446,  Dallas,  TX  75208. 


Rheumatology 

College  Station,  TX  — Rheumatologist  — A rheumatolo- 
gist is  needed  in  College  Station,  home  of  Texas  A&M, 
where  referrals  are  currently  leaving  the  community.  For 
more  information,  call  Toll-Free  1-800-626-1590,  or  send 
your  CV  to:  Gordon  Crawford,  Manager,  Professional 
Relations,  Dept.  1 1 -12C.  500  West  Main  Street, 
Louisville,  KY  40201-1438. 


Other  Opportunities 


QA/UR 

CERTIFICATION 

The  American  Board  of  Quality 
Assurance  and  Utilization  Review 
Physicians  (ABQAURP)  is  pleased 
to  announce  that  one  of  the  four 
1991  Certificatbn  Examinations 
will  be  held  in  Dallas,  Texas: 

March  22-23  - Refresher  Course 
March  24  - Certification  Examination 

Dallas  Airport  Hilton 

Diplomates  of  ABQAURP  have 
experienced  increased  professional 
opportunities  due  to  the  recognition  of 
their  expertise  in  this  field. 

ABQAURP 

1777  Tamiami  Trail,  Suite  205,  TM2 
Port  Charlotte,  FL  33948 
Phone  81 3-743-2425 
FAX  81 3 743-2009 


Position  Availahie:  Seeking  BC/BE  Family  Practice,  Gen- 
eral Internist,  Endocrinologist,  OB/GYN  to  join  estab- 
lished multi-specialty  clinic.  Excellent  benefits  and  guar- 
antee. Send  CV  to  Leroy  W.  Kitch,  Administrator,  Skinner 
Clinic,  124  Dallas  St.,  San  Antonio,  TX  78205. 


Houston 

Excellent  opportunity  for  a conscientious  and  in- 
dustrious individual  with  good  clinical  skills  to  join 
a sole  practitioner  with  a large  inpatient/outpatient 
practice.  Applicant  needs  to  be  board  eligible/ 
certified  and  have  the  ability  to  relate  to  other 
physidans.  Opportunity  for  medical  school  affili- 
ation. Excellentcompensation  package  in  part 
determined  by  productivity,  and  the  opportunity  to 
develop  a joint  practice  arrangement.  Prefer 
some  familiarity  with  substance  abuse  patients. 
Send  resume  and  salary  history  to: 

George  S.  Glass.  M.D..  2616  South  Loop  West, 
Suite  500,  Houston,  Texas  77054. 


PRIVATE  PRAaiCE  OPPORTUNITIES 

(in  o«  specialties) 

Texas  & Sunbelt  States 


Call  1-600-284-4560 

Houston  78^3722  Reuben 

B r o n s t e i n 


Of  send  CV  11140  Westheimer 
Suite  144 

Houstoa  TX  77042 


& Associates 


Internist  or  Family  Practitioner,  BC/BE.  San  Antonio 
State  Chest  Hospital  has  immediate  need  for  hospital 
based  practice.  Broad  spectrum  of  cases.  Regular 
hours,  liberal  state  salary  & benefits  including  retirement 
& 401 K programs.  EOE  Apply  SASCH  Box  23340,  San 
Antonio,  TX  78223.  512-543-8857  x208  or  225. 


Correctional  Facilities-Several 
locations,  full-time  Physidans,  63K-84K, 
Psychiatrist  82K-129K.  Excellent 
Benefits,  Texas  Lie.  Huntsville,  Rusk, 
Gatesville,  Palestine,  Amarillo,  Marlin, 
Houston  area.  Inquiries:  TDC,  Bx  99 
Pers.  Annex,  Huntsville,  TX  77342 
(409)  294-2755. 


Denton  State  School/Fort  Worth  State  School  — has  imme- 
diate opportunity  for  a full  time  Staff  Psychiatrist.  Excel- 
lent benefits!  Please  submit  resume  in  confidence  to 
Denton  State  School,  P.O.  Box  368,  Denton,  TX  76202- 
0368  or  contact  Claudia  at  817-387-3831  Ext.  3374; 

Fort  Worth  State  School,  5000  Campus  Drive,  Ft.  Worth, 
TX  76119-5997  or  contact  Frances  at  81 7-534-4831 
Ext.  400. 

Neonatologist  — Houston  Area  — Neonatologist  needed 
to  provide  services  to  our  459-bed  hospital  in  the  Clear 
Lake  area  that  offers  a Level  II  + Nursery,  with  1220-130 
births  per  month.  Negotiate  with  our  hospital  or  possible 
university  affiliation.  Send  your  CV  to:  Gorden  Crawford, 
Professional  Relations,  Humana  Inc.,  Dept  II-12B,  500 
West  Main  Street,  Louisville,  KY  402201-1438.  Or  call 
Toll  Free  1-800-626-1590. 


General  Physician  III,  BD  elig.  or  cert.,  Texas  Medical 
License.  Wichita  Falls  State  Hospital,  accredited  JCAHO. 
Salary:  from  73-87K,  + board  certification  pay.  Opportu- 
nity tor  additional  income  with  dual  employment.  Wichita 
Falls,  Texas  is  a progressive  university  city  of  100,000 
located  two  hours  from  Dallas/Fort  Worth  metroplex. 
Write:  Richard  Bruner,  Superintendent;  Box  300;  Wichita 
Falls,  Texas  76307.  or  call  collect  81 7-692-1220.  An 
equal  opportunity/aftirmative  action  employer. 

Come  Practice  in  the  South!  Practice  opportunities  for 
board  certified/board  eligible  physicians  in  Alabama, 
Arkansas,  Delaware,  Florida,  Georgia,  Kentucky, 
Louisiana,  North  Carolina,  Mississippi,  South  Carolina, 
Tennessee,  Texas,  Virginia,  West  Virginia,  and  other 
southern  states.  Send  C.V  and  geographic  preference 
to  SunHealth-L,  Medical  Staff  Development,  P.O.  Box 
668800,  Charlotte,  N.C.  28266-8800  or  Fax  information 
to  Donna  Pope  at  704  527-3654  or  call  704  529-3300. 

Public  Health  Physician  — Physician  interested  in  public 
health,  prefer  family  practitioner  or  pediatrician  with  flexi- 
bility to  work  with  adults.  Good  benefits,  salary  open. 
Contact  Anna  Romack  (81 7)  871-7762,  City  of  Fort 
Worth,  Personnel  Department,  1000  Throckmorton,  Fort 
Worth,  Texas  76102 

Physician  Needed.  General  practice  in  medical  clinic  near 
downtown  Houston.  Monday  through  Friday,  no  nights, 
weekends  or  on-call.  Twenty  to  thirty-five  hours  per 
week.  Contact  Jeanne  713  529-1940  by  12-15-90. 
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Medical  Practice 

■ Appraisal 

■ Brokerage 

■ Management 
Consulting 


ANESTHESIOLOGY 


NORTHEAST  TEXAS 

Busy  regional  medical  center  In  attractive,  pro- 
gressive NE  Texas  community  of  27,000  (refer- 
ral area  150,000)  seeks  BE/BC  anesthesiologist 
Modern  200-bed  hospital  with  latest  technology. 
Shared  call  coverage  Strong  economy, 
excellent  schools:  many  recreational  and  social 
opportunities.  Contact:  Vicki  Truitt 


CARDIOLOGY 


SOUTH  TEXAS 

Thirty  minutes  from  Padre  Island,  Young,  grow- 
ing, cardiology  group  seeks  non-invasive 
associate.  Must  be  BC  or  BE  seeking  certifica- 
tion. Spanish  speaking  helpful  but  not  required. 
Excellent  location.  Great  opportunity  for 
qualified  candidate.  Contact  Barry  Strittmatter. 


FAMILY,  PRACTICE 


CENTRAL  TEXAS 

Medical  staff  of  50-bed  hospital  in  beautiful  cen- 
tral Texas  (within  one  hour  of  Austin),  seeks 
BE/BC  family  physician  for  private  practice  (to 
share  a call  with  three  other  BC  FPs).  Solo  or 
group  environment.  OB  a plus,  but  not  required. 
Progressive,  family-oriented  community  with 
excellent  schools.  Many  social  and  recreational 
opportunities.  Competitive  incentive  package  to 
qualified  physician.  Contact:  Jim  Truitt 


45  MINUTES  FROM  DALLAS 

Two  family  physicians  seek  third  associate  for 
group  practice  near  lake  area.  Attractive,  fully 
equipped  office  Ultra-modern  hospital  Shared 
call,  competitive  incentive  package  to  qualified 
physician.  Contact:  Jim  Truitt. 


NEAR  AUSTIN  AND  SAN  ANTONIO 

Community  of  5,000  (referral  area  24,000) 
seeks  board  certified  family  physician.  Shared 
call  with  two  other  family  physicians:  OB  need- 
ed. Financially  sound,  30-bed  hospital  offering 
competitive  incentive  package  to  qualified  physi- 
cian. Contact:  Jim  Truitt. 


DALLAS 

Established  fee-for-service  practice  available  for 
assumption.  Full  scope  of  family  medicine,  ex- 
cept OB  Average  gross  $320K  + annually.  Bi- 
lingual (Spanish)  skills  helpful.  Retiring  physician 
will  introduce.  Financing  available  to  qualified 
candidate  Contact:  Jim  Truitt. 


WEST  TEXAS 

Three  board  certified  family  physicians  seek 
fourth  associate  for  busy  practice  OB  prefer- 
red, Friendly  town,  good  schools.  Within  35 
minutes  of  larger  city.  Very  lucrative  financial 
situation.  Excellent  for  pilot  physician. 
Contact:  Jim  Truitt, 


PANHANDLE 

Texas  community  of  8,000  (referral  area 
16,000)  seeks  BC  FPs  for  group.  Share  call  with 
two  recently  trained  BC  FPs,  New  hospital 
under  construction.  Sound  economy,  good 
schools,  airport.  Generous  incentive  package 
including  income  guarantee,  relocation,  office 
space,  more.  Contact.  Jim  Truitt. 


PANHANDLE 

Panhandle  community  seeks  BE/BC  family 
practitioner  to  complement  very  busy,  recent- 
ly trained,  BC  family  practitioner.  Excellent  hos 
pital  facilities.  Ideal  location  for  outdoorsman. 
Generous  incentive  package  available  for 
qualified  candidate.  Contact  Barry  Strittmatter. 


D/FW  METROPLEX 

Recently  trained,  BC  family  physician  seeks 
associate  for  practice  in  affluent  NE  Tarrant 
County  community.  Modern  hospital  will  spon- 
sor qualified  physician.  Excellent  schools  and 
quality  of  life.  Contact:  Vicki  Truitt. 


SOUTH  TEXAS 

Within  one  hour  of  San  Antonio  — South  Texas 
community  seeks  BE/BC  family  practitioner  for 
service  area  of  20,000  OB  is  available,  but  not 
required.  Flunting,  fishing  (fresh  and  salt  water) 
and  other  recreational  activities  abound  Forty- 
two  bed  hospital  will  offer  generous  incentive 
package  to  qualified  candidate 
Contact:  Barry  Strittmatter, 


GENERAL  SURGERY 


SW  LOUISIANA 

Small  southwest  Louisiana  community  seeks 
BE  / BC  general  surgeon.  Assured  referrals  from 
five  primary  care  physicians.  Friendly  communi- 
ty. Within  20  minutes  of  metropolitan  area.  Ideal- 
ly suited  for  the  outdoorsman.  Generous  incentive 
package  to  qualified  candidate. 

Contact:  Barry  Strittmatter. 


INTERNAL  MEDICINE 


EAST  TEXAS 

Two  BC  internists  seek  compatible  associate 
for  group  practice  in  community  of  approxi- 
mately 12,000  (referral  area  50,000).  Shared 
call  and  overhead  Ultra-modern.  lOO^bed  hos- 
pital. Attractive  community:  many  social  and 
recreational  opportuntles.  Forty-five  minutes 
from  Dallas.  (Competitive  incentive  package. 
Contact:  Jim  Truitt 


THE  TEXAS  SPECIALISTS 


— Working  in  Texas  for  Texans,  since  1984  — 


WEST  TEXAS 

Four  American  trained,  board  certified  internists 
seek  compatible  associate  for  busy  group  prac- 
tice in  Texas  community  of  100,000  -e  Office 
adjacent  to  modern  250-bed  hospital  Excellent 
call  arrangement,  salary  and  benefits.  Full 
associate  status  in  second  year 
Contact:  Jim  Truitt 


SOUTH  TEXAS 

Busy  BC  internist  seeking  compatible  associate 
City  population  60,000  (referral  area  150,000) 
400 -f  bed  hospital  Thirty  minutes  from  Padre 
Island.  Great  climate  and  lifestyle.  Recreational 
opportunities  abound  in  this  city  near  the  Gulf 
of  Mexico.  Excellent  income  potential. 
Contact:  Barry  Strittmatter 


NEUROLOGY 


NORTHEAST  TEXAS 

Regional  medical  center  serving  150,000  seeks 
BE/BC  neurologist  for  associate  practice  (or 
solo  sharing  call)  with  BC  neurologist  Pro- 
gressive, family-oriented  community  with 
strong,  diversified  economy,  excellent  schools 
Many  social  and  recreational  opportunities. 
Generous  incentive  package  to  qualified  physi- 
cian, Contact:  Vicki  Truitt, 


OBSTETRICS  / GYNECOLOGY 


NORTHEAST  TEXAS 

Regional  medical  center  serving  150,000  seeks 
BE/BC  OB/GYN  for  privafe  practice  (to  share  call 
with  three  other  OB/GYNs),  Progressive,  family- 
oriented  community  with  strong,  diversified 
economy,  excellent  schools.  Many  social  and 
recreational  opportuntles.  Competitive  incentive 
package  to  qualified  physician. 

Contact:  Vicki  Truitt, 


EAST  TEXAS 

Recently  trained,  board  certified  OB/GYN  seeks 
compatible  associate  for  practice  in  communi- 
ty of  approximately  12,000  (referral  area 
50,000).  Shared  call  and  overhead.  Ultra- 
modern, 100-bed  hospital.  Attractive  commun- 
ity: many  social  and  recreational  opportunities. 
Forty-five  minutes  from  Dallas.  Competitive  in- 
centive package.  Contact:  Jim  Truitt. 


ONCOLOGY 


NORTH  DALLAS 

Well-established,  board  certified  oncologist 
seeks  compatible  associate  for  busy  practice. 
Office  adiacent  to  modern,  934-bed  hospital 
Competitive  incentive  package:  excellent  poten- 
tial for  clinically  interesting  and  financially 
rewarding  practice.  Attractive  life  style  in 
dynamic  Dallas/Fort  Worth  metropolitan  area. 
Contact:  Jim  Truitt 


ORTHOPEDIC  SURGERY 


EAST  TEXAS 

Board  certified  orthopedic  surgeon  seeks  com- 
patible associate  for  practice  in  community  of 
approximately  12,000  (referral  area  50,000) 
Shared  call  and  overhead.  Well-equipped,  ultra- 
modern. 100-bed  hospital.  Attractive  communi- 
ty: many  social  and  recreational  opportunities. 
Forty-five  minutes  from  Dallas.  Competitive  in- 
centive package  to  qualified  physician. 
Contact:  Jim  Truitt 


EAST  TEXAS 

Medical  staff  of  100-bed  hospital  seeks  ortho- 
pedic surgeon  for  referral  area  of  approximately 
50,000  Attractive  community  of  14,000  with 
strong,  diversified  economy  Excellent  fishing 
and  hunting.  One  hour  from  Dallas.  Competitive 
incentive  package  to  qualified  physician 
Contact.  Barry  Strittmatter. 


PEDIATRICS 


FORT  WORTH 

Medical  staff  in  well  established  Metroplex 
hospital  seeks  BE/BC  pediatrician  to  establish 
nucleus  of  single  specialty  group  Solo  prac- 
tice option  also  available.  Competitive  incen- 
tive package  from  hospital  and  medical  staff 
support  will  be  offered  to  qualified  candidates. 
Contact:  Barry  Strittmatter, 


D/FW  METROPLEX 

Young  American  trained,  BC  pediatrician  seeks 
associate  for  practice  in  affluent  suburban  com- 
munity in  the  heart  of  thriving  D/FW  Office  on 
campus  with  modern  hospital  Excellent 
schools  and  quality  of  life. 

Contact:  Vicki  Truitt 


SOUTH  TEXAS 

Two  American  trained  - BC  pediatricians  seek 
compatible  associate  to  |oin  rapidly  growing 
practice.  Excellent  income  potential  in  an  area 
acclaimed  for  its  great  climate  and  recreational 
opportunities.  Contact  Barry  Strittmatter. 


PULMONARY  MEDICINE 


WEST  TEXAS 

Four  man  group  of  American  trained,  board 
certified  internists  seeks  compatible  pulmonary 
medicine  associate.  Community  of  100,000 -e . 
Office  adjacent  to  modern  250-bed  hospital. 
Shared  call,  excellent  Income  and  benefits.  Full 
associate  status  in  second  year 
Contact:  Jim  Truitt. 


RHEUMATOLOGY 


NORTHEAST  TEXAS 

Medical  staff  of  regional  medical  center  seeks 
board  certified  rheumatologist  to  establish  ser- 
vice in  referral  area  of  at  least  150,000  Refer- 
rals from  seven  orthopedic  surgeons  and 
approximately  90  other  physicians  in  the  com- 
munity. Strong  economy,  excellent  schools: 
many  recreational  and  social  opportuntles 
Modern  hospitals.  Generous  incentive  package 
to  qualified  physician  Contact:  Vicki  Truitt 


UROLOGY 


D/FW  METROPLEX 

Recently  trained,  BC  urologist  seeks  associate 
for  practice  in  affluent  NE  Tarrant  County  com- 
munity, On  campus  with  modern  hospital. 
Competitive  incentive  prackage  to  qualified  can- 
didate, Excellent  schools  and  quality  of  life 
Contact:  Vicki  Truitt 


Classified  Advertising 


EXCELLENT  PRACTICE  OPPORTUNITY. 

Two  physician  practice  looking  for  third 
partner  in  Bryan/College  Station,  Texas. 
Population  approximately  100,000  with 
drawing  area  of  250,000.  Send  curriculum 
vitae  to  Central  Texas  Heart  Center, 

2801  East  29th,  Ste  113,  Bryan,  TX  77802 


Spine  Surgeon  needed  tor  elite  Texas  group.  Beautiful 
area  of  the  state.  Competitive  financial  package  & 
benefits.  For  information,  please  send  CV  to:  Ad  Box 
775/Advertising,  Texas  Medical  Association,  1801  North 
Lamar,  Austin,  TX  78701 

Medical  doctor  wanted  to  primarily  perform  physical 
examination  and  prescribe  conservative  therapy  in  a mul- 
tidiciplinary  back  and  neck  center.  In-depth  knowledge  of 
musculoskeletal  system  not  necessary.  50K  base  per 
year.  Aprox.  35  hour  work  week.  Please  send  CV  to  PO 
Box  94902-1 1 1 Wichita  Falls,  TX  76308 

Central  Texas:  Immediate  need  for  Oncologist.  Gastroen- 
terologist, Pulmonologist,  Internists  (2),  Rheumatologist 
to  be  a part  of  a multi-specialty  facility.  Contact  Bill 
Bowen  817  755-4568. 


Situations  Wanted 


Positions  Wanted 

Board  Certified  Allergist  — 25  years  experience  in  solo 
adult/children  practice.  Desire  to  relocate  in  state  of 
Texas.  Willing  to  buy  into  existing  practice  or  consider 
new  area  in  need  of  allergist.  Available  now.  Reply  to: 
Texas  Medical  Association,  AD  Box  774  — Advertising 
1801  N.  Lamar,  Austin,  TX  78701. 

For  Sale  or  Lease 


Medical  Equipment 

Quality  Used  Medical  Equipment  — Special  this  month  — 
Reflontrons  SQBC's  — We  Buy-Sell  Autoclaves  to  X- 
Rays.  MedExchange,  3021  Carmel,  Dallas,  TX  75204 
214-834-5040  FAX  823-9428. 

Del  Mar  Avionics  System  8300  2-D/M-mode  echo 
machine.  Includes  monitor,  VCR  (with  remote),  video 
printer  and  cart.  Excellent  Condition.  $8,000.  817-277- 
9107. 

COLONOSCOPE:  Olympus  CF  PIOLVOES.  Purchased  in 
1985.  Used  less  than  12  times  in  office  setting.  Com- 
plete original  accessories.  Also  SD-9U  Diathermic  Snare 
Set.  $8,500.  Chris  DeSocarraz  915  697-9477 

Clinics 

For  Sale  — Chain  of  three  Minor  Medical  Clinics.  Located 
in  Central  Texas.  1989  Sales  Volume  $1 .8  million  plus. 
Very  Profitable.  Call  John  at  Suber  Associates  51 2 346- 
8370 


Practices 

Selling  Your  Practice?  We  offer  practice  evaluations  & 
brokerage,  physician  recruiting,  and  partnership  buy-in 
services.  We  can  help  you  make  the  right  decisions.  For 
a free  brochure,  call  or  write:  Practice  Dynamics,  Dept  T, 
1 1222  Richmond,  Ste  125,  Houston,  TX  77082:  713- 
531-0911. 


For  Sale  — Multidisciplinary  Chronic  Pain  Management 
Treatment  Clinic.  CARF  (Commission  for  Accreditation  of 
Rehabilitation  Facilities)  accredited.  785K  gross  in  1989. 
3701  Junius  Street,  PO  Box  C008,  Dallas,  Texas  75246. 

Move  to  Colorado  — Pleasant  university  town  near  moun- 
tains. Active  Internal  Medicine/Geriatric  practice  and 
building  for  sale.  Solo  corporation,  1000  ft.  building, 
large  lot,  near  hospital.  Call  303-482-4510  evenings. 

For  Sale  — Active  35  year  practice  can  be  had  tor  the 
price  of  the  clinic  building.  Owner  retiring.  Ideal  for 
minority  physician.  J.  MarDock,  M.D.  1028  Tarryall,  Dal- 
las, TX  75224. 

Family  Practice  — Victoria,  Texas:  Well  established, 
profitable,  solo  practice  for  sale.  Excellent  community, 
highly  competitive  health  care  facilities.  Any  reasonable 
offer  considered.  Inquires:  Texas  Medical  Association, 
Advertising  Dept.  Ad  Box  #773,  1801  N Lamar.  Austin, 
TX  78701 , 


SUCCESSFUL  FAMILY  PRACTICE 
CLINIC  FOR  SALE 

FREE  STANDING  BLDG  W/PARKING  & 
ALL  EQUIPMENT  INCLUDED  IN  SALE. 
LOCATED  NEAR  S.E.  BAPTIST 
HOSPITAL  IN  SAN  ANTONIO. 
PHONE  (51 2)  490-1228 


Attractive,  active  Generai  Medicai  Practice  immediately 
available  in  rural  SW  Texas  Community.  Owned  by  retir- 
ing physician.  No  OB.  Call  Eduardo  Morena,  MD  512 
497-4272. 

Family  Practice  For  Sale  in  San  Antonio,  Texas  — Annual 
gross  collection  $229,000.  Very  low  overhead.  Very  rea- 
sonably priced.  Send  inquires  to:  PO.  Box  37610,  San 
Antonio,  TX  78237  or  call  after  7 pm  at  512  522-1377. 

Hobbies 

Lionel  Trains  — $1 0,000  for  Old  Lionel  Trains  in  excellent 
condition.  H.R.  Safford,  III,  M.D..  2005  Franklin  #550, 
Denver,  CO  80205.  303-837-0912  (9a-4p)  761-8899  (7- 
9p) 

Business  and  Financial 
Services 

Physician’s  signature  loans  to  $50,000.  Up  to  seven 
years  to  repay.  No  prepayment  penalties.  Prompt,  cour- 
teous service.  Competitive  fixed  rate.  Physicians  Service 
Association,  Atlanta.  Georgia.  Toll  free  1-800-241-6905. 
Serving  MDs  for  over  10  years. 

Advertising  Rates  & Data:  Regular  classified  advertising 
sells  for  $2.00  per  word,  minimum  25  words  or  $50,  per 
issue.  We  do  not  count  articles  (a,  an,  the).  Display 
classified  advertising  sells  for  $95  per  column  inch,  per 
month.  A variety  of  typefaces,  logos,  and  borders  may 
be  used  in  display  classified  ads.  Ad  box  numbers  can 
be  substituted  tor  formal  addresses  upon  request  at  no 
extra  cost.  Name  and  address  of  ad  box  number  listings 
cannot  be  given  out  unless  specific  permission  to  do  so 
has  been  given.  The  advertising  office  will  not  contact  ad 
box  number  holders  except  by  mail.  Federal  laws  pro- 
hibit references  to  race,  color,  religion,  sex,  natural  origin, 
or  age  unless  bona  fide  occupational  qualifications. 

Copy  deadline  is  the  1st  of  the  month  preceding  publica- 
tion. Send  copy  to  Mark  Bizzell,  Classified  Manager, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  TX 
78701 . 
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VDUliOQKLKE 

VDUHIilEJID& 


You  have  all  the  signs.  You  look 
perfectly  healthy.  You  feel  fine. 

So  do  most  people  who  are  infect- 
ed with  the  AIDS  virus.  In  fact,  they 
don’t  even  know  they’re  infected.  It  can 
take  as  long  as  ten  years  for  someone 
with  the  virus  to  actually  develop  a 
full-blown  case  of  AIDS.  Even  then, 
some  people  still  appear  healthy. 

And  because  a lot  of  people  with 
the  virus  think  they’re  healthy,  they 
aren’t  careful  when  they  have  sex.  Nei- 
ther do  their  partners.  They  don’t  use 
condoms.  And  the  AIDS  virus  con- 
tinues to  spread. 

But  it  doesn’t  have  to  spread  to 
you.  If  you  have  sex,  use  a latex  con- 
dom with  spermicide.  Use  them  every 
time,  from  start  to  finish,  according  to 
the  manufacturers’  directions. 

And  do  it  no  matter  how  good 
someone  looks.  Because  while  the 
AIDS  virus  isn’t  something  you  can 
see,  it  is  something  you  can  get. 


HELP  SIOPJUDS.  USE  A CONDOM. 


AMERICAN 
FOUNDATION 
FOR  AIDS 
RESEARCH 


A Public  Service  of 
This  Publication  & 

The  Advertising  Council 


I.  nva  v,uaiicii. 


« ■■NATIONAL-AIDS,  _ . 

NElliM 


Courses 

January 

Cardiology 

Jan  1 1-12,  1991 
Intravascular  Stent  Symposium. 

San  Antonio,  Tex.  Category  1, 
AMA/PRA;  13  hrs.  Contact  The  Univer- 
sity of  Texas  Health  Science  Center, 
Office  of  Continuing  Medical  Education, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)  567-4444 

Jan  14-18,  1991 

22nd  Cardiovascular  Conference. 
Snowmass,  Colo.  Category  1, 
AMA/PRA;  21  hrs.  Contact  American 
College  of  Cardiology,  Extramural  Pro- 
grams, Dept  5080,  Washington,  DC 
20061-5080  (1-800)  897-5400 

Jan  18-20,  1991 

Diagnostic  Dilemmas  in  Cardiology. 
Cancun,  Mexico.  Contact  Southern 
Medical  Association,  35  Lakeshore  Dr, 
PO  Box  190088,  Birmingham,  AE 
35219-0088  (1-800)  423-4992 

Jan  21-25,  1991 

Echo  Hawaii.  Mam,  Hawaii.  Category 
1,  AMA/PRA;  27  hrs.  Contact  American 
College  of  Cardiology,  Extramural  Pro- 
grams, Dept  5080,  Washington,  DC 
20061-5080  (1-800)  897-5400 

Jan  27-29,  1991 

Congenital  Heart  Disease  in  the  Adult. 
San  Diego.  Contact  American  College  of 
Cardiology,  Extramural  Programs,  Dept 
5080,  Washington,  DC  20061-5080  (1- 
800)  897-5400 

Family  Practice 

Jan  11-13,  1991 

Advances  in  Family  Medicine.  Houston. 
Contact  Baylor  College  of  Medicine, 
Office  of  Continuing  Education,  One 
Baylor  Plaza,  Houston,  TX  77030  (713) 
798-6020 


CME  / Continuing 
Education  Directory 


Jan  20-25,  1991 

Taking  Care  of  Yourself,  Your  Family, 
and  Your  Patients.  Breckenridge,  Colo. 
Contact  Texas  Academy  of  Family 
Physicians,  8733  Shoal  Creek,  Austin, 
TX  78758  (512)  451-8237 

Obstetrics  and  Gynecology 

Jan  24-26,  1991 

Diseases  of  the  Vulva  and  Vagina. 
Houston.  Category  1,  AMA/PRA;  20 
hrs.  Contact  Baylor  College  of  Medicine, 
Office  of  Continuing  Education,  One 
Baylor  Plaza,  Houston,  TX  77030  (713) 
798-6020 

Oncology 

Jan  1 1-12,  1991 

Western  Regional  Oncology  Conference. 
El  Paso,  Tex.  Contact  Providence 
Memorial  Hosp,  Education  Dept,  2001 
N Oregon,  El  Paso,  TX  79902  (915) 
452-6284 

Jan  12,  1990 

Update  of  Carcinoma  of  the  Thyroid. 
Houston.  Contact  The  University  of 
Texas  M.D.  Anderson  Cancer  Center, 
1515  Holcombe  Blvd,  Houston,  TX 
77030 (713) 792-2121 

Psychiatry 

Jan  18-20,  1991 

Psychiatric  Update  Conference  for 
Physicians.  Toronto.  Category  1, 
AMA/PRA;  20  hrs.  Contact  Dr  Alan 
Buchanan,  102-180  W Broadway,  Van- 
couver, BC  V5Z  4C9  (604)  922-3570 

Radiology 

Jan  21-25,  1991 

Anatomy  for  Radiotherapy  Treatment 
Planning.  San  Antonio,  Tex.  Category  1, 
AMA/PRA;  36  hrs.  Contact  The  Univer- 
sity of  Texas  Health  Science  Center, 
Office  of  Continuing  Medical  Education, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)  567-4444 


Sports  Medicine 

Jan  17-19,  1991 
Symposium  on  Sports  Medicine. 

San  Antonio,  Tex.  Category  1, 
AMA/PRA;  16  hrs.  Contact  The  Univer- 
sity of  Texas  Health  Science  Center, 
Office  of  Continuing  Medical  Education, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)  567-4444 

Urology 

Jan  5-6,  1991 

Ultrasound:  A Hands-On  Course. 
Houston.  Category  1,  AMA/PRA;  16 
hrs.  Contact  American  Urological  Asso- 
ciation, Inc,  Office  of  Education,  6750 
W Loop  South,  Ste  900,  Bellaire,  TX 
77401 (713) 665-7500 

January-February 

Risk  Management 

For  information  on  the  following 
courses,  contact  Rosemary  Gafner,  EdD, 
Medical  Risk  Management,  Inc,  2500 
City  West  Blvd,  Ste  300,  Houston,  TX 
77030  (713)  789-3375 

Anesthesiology  Risk  Management 
Feb  19,  1991,  Houston 

Emergency  Risk  Management 
Feb  7,  1991,  Houston 

Five  Steps  to  Medical  Risk  Management 

Jan  19,  1991,  Dallas 

Jan  26,  1991,  San  Antonio 

Feb  9,  1991,  Harlingen 

Feb  23,  1991,  Corpus  Christi 

Feb  28,  1991,  Beaumont 

Forensic  Obstetrics 
Feb  9,  1991,  Harlingen 

Medico-Fegal  Issues  in  Medical  Risk 
Management 

Feb  23,  1991,  Corpus  Christi 
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Techniques  of  Reducing  the  Frequency 

of  Medico-Legal  Lawsuits  Using  Para- 

communications  and  Neurolinguistics 

Jan  19,  1991,  Dallas 

Feb  9,  1991,  Houston 

Feb  22,  1991,  Corpus  Christ! 

Quality  Assurance  and  Proper  Charting 
in  Medical  Risk  Management 
Jan  26,  1991,  San  Antonio 

February 

Anesthesiology 

Feb  22-24,  1991 

Seventh  Texas  Anesthesia  Conference 
for  Obstetrics.  Houston.  Category  1, 
AM  A/PR  A;  16  hrs.  Contact  The  Univer- 
sity of  Texas  Medical  School  at  Hous- 
ton, Office  of  Continuing  Education, 
1100  Holcombe  Blvd,  Rm  15.1509, 
Houston,  TX  77030  (713)  792-5346 

Cardiology 

Feb  1-3, 1991 

Perspectives  on  New  Diagnostic  and 
Therapeutic  Techniques  in  Clinical  Car- 
diology. Orlando,  Fla.  Contact  Ameri- 
can College  of  Cardiology,  Extramural 
Programs,  Dept  5080,  Washington,  DC 
20061-5080  (1-800)  897-5400 

Eeb  6-9,  1991 

Cardiovascular  Conference.  Snowbird, 
Utah.  Category  1,  AMA/PRA;  16.5  hrs. 
Contact  American  College  of  Cardiol- 
ogy, Extramural  Programs,  Dept  5080, 
Washington,  DC  20061-5080  (1-800) 
897-5400 

Eeb  8-10,  1991 

Advances  in  Diagnostic  and  Therapeutic 
Cardiac  Catheterization.  Orlando,  Ela. 
Contact  American  College  of  Cardiol- 
ogy, Extramural  Programs,  Dept  5080, 
Washington,  DC  20061-5080  (1-800) 
897-5400 


Eeh  11-15,  1991 

Cardiovascular  Conference.  Kohala 
Coast,  Hawaii.  Category  1,  AMA/PRA; 
21  hrs.  Contact  American  College  of 
Cardiology,  Extramural  Programs,  Dept 
5080,  Washington,  DC  20061-5080  (1- 
800)  897-5400 

Emergency  Medicine 

Eeb  23-24,  1991 
High  Risk  Cases  in  Emergency 
Medicine.  Dallas.  Contact  American 
College  of  Emergency  Physicians,  PO 
Box  619911,  Dallas,  TX  75261-9911 
(1-800)  798-1822  or  (214)  550-0911 

General  Practice 

Eeb  8-9,  1991 

Lipids.  Houston.  Contact  Baylor  College 
of  Medicine,  Office  of  Continuing  Edu- 
cation, One  Baylor  Plaza,  Houston,  TX 
77030  (713)  798-6020 

Eeb  23, 1991 

Controversies  in  Breast  Cancer.  San 
Antonio,  Tex.  Category  1,  AMA/PRA;  6 
hrs.  Contact  St  Euke’s  Lutheran  Hospi- 
tal, 7940  Eloyd  Curl  Dr,  San  Antonio, 
TX  78229  (512)  692-8719 

Feb  28-Mar  2,  1991 

Advances  in  Pulmonary  and  Critical 

Care  Medicine.  Montego  Bay,  Jamaica. 

Contact  Southern  Medical  Association, 

35  Lakeshore  Dr,  PO  Box  190088, 

Birmingham,  AL  35219-0088  (1-800) 

423-4992 

Internal  Medicine 

Feb  22-23,  1991 

Infectious  Diseases  Symposium.  El  Paso, 
Tex.  Category  1,  AMA/PRA;  13  hrs. 
Contact  Providence  Memorial  Hosp, 
Education  Dept,  2001  N Oregon,  El 
Paso,  TX  79902  (915)  452-6698 


Neurology 

Eeb  15-17,  1991 

Recent  Advances  in  Neurology.  San 
Francisco.  Category  1,  AMA/PRA;  15 
hrs.  Contact  the  University  of  Califor- 
nia, Extended  Programs  in  Medical  Edu- 
cation, Rm  C-124,  San  Francisco,  CA 
94143-0742  (415)  476-4251 

Obstetrics  and  Gynecology 

Feb  2-3,  1991 

Clinical  Applications  of  Transvaginal 
Sonography  in  Ob-Gyn.  Houston.  Con- 
tact Baylor  College  of  Medicine,  Office 
of  Continuing  Education,  One  Baylor 
Plaza,  Houston,  TX  77030  (713)  798- 
6020 

Eeb  15-17,  1991 

Advanced  Endoscopic  Surgery.  Dallas. 
Contact  Presbyterian  Healthcare  System, 
Office  of  Continuing  Education,  8200 
Walnut  Hill  Ln,  Dallas,  TX  75231  (214) 
696-8458 

Orthopedic  Surgery 

Eeh  6-10,  1991 

Texas  Orthopedic  Pathology  Workshop. 
Dallas.  Contact  Continuing  Education, 
The  University  of  Texas  Southwestern 
Medical  Center,  5323  Harry  Hines  Blvd, 
Dallas,  TX  75235  (214)  688-2166 

Pathology 

Eeb  14-17,  1991 

Cytopathology  Review  Course.  Hous- 
ton. Contact  Baylor  College  of 
Medicine,  Office  of  Continuing  Educa- 
tion, One  Baylor  Plaza,  Houston,  TX 
77030  (713)  798-6020 

Pediatrics 

Eeb  9,  1991 

Update  in  Practical  Pediatrics.  Houston. 
Category  1,  AMA/PRA;  8 hrs.  Contact, 
Baylor  College  of  Medicine,  Office  of 
Continuing  Education,  One  Baylor  Plaza, 
Houston,  TX  77030  (713)  798-6020 


Texas  Medicine  Volume  86  No.  12  December  1990 


81 


CME  / Continuing  Education  Directory 


Physical  Medicine  and  Rehabilitation 

Eeb  21-24,  1991 

Practical  Electrodiagnosis.  San  Antonio, 
Tex.  Category  1,  AMA/PRA;  22  hrs. 
Contact  The  Elniversity  of  Texas  Elealth 
Science  Center,  Office  of  Continuing 
Medical  Education,  7703  Floyd  Curl  Dr, 
San  Antonio,  TX  78284  (512)  567-4444 

Preventive  Medicine 

Feb  21-23,  1991 

Cancer  Prevention  Conference. 

Houston.  Contact  The  University  of 
Texas  M.D.  Anderson  Cancer  Center, 
Conference  Services,  Box  131,  1515 
Holcombe  Blvd,  Houston,  TX  77030 
(713)  792-2222 

Psychiatry 

Feb  22-23,  1991 
Sleep/Wake  Disorders.  Dallas. 

Contact  Presbyterian  Healthcare  System, 
Office  of  Continuing  Education,  8200 
Walnut  Hill  En,  Dallas,  TX  75231  (214) 
696-8458 

Radiology 

Feb  4-8,  1991 

Visiting  Fellowship  in  MRl.  San  Anto- 
nio. Category  1,  AMA/PRA;  40  hrs. 
Contact  The  University  of  Texas  Health 
Science  Center,  Office  of  Continuing 
Medical  F'ducation,  7703  Floyd  Curl  Dr, 
San  Antonio,  TX  78284  (512)  567-4444 

Eeb  11-15,  1991 

Basic  Radiological  Health.  San  Antonio. 
Category  1,  AMA/PRA;  40  hrs.  Contact 
The  University  of  Texas  Health  Science 
Center,  Office  of  Continuing  Medical 
Education,  7703  Floyd  Curl  Dr,  San 
Antonio,  TX  78284  (512)  567-4444 

Feb  28-Mar  2,  1991 
Innovations  in  Radiological  Technology. 
Cancun,  Mexico.  Contact  Southern 
Medical  Association,  35  Lakeshore  Dr, 
PO  Box  190088,  Birmingham,  AL 
35219-0088  (1-800)  423-4992 


Urology 

Feb  9-11,  1991 

Genitourinary  Pathology  and  Radiology. 
Dearborn,  Mich.  Contact  American 
Urological  Association,  Inc,  Office  of 
Education,  6750  W Eoop  South,  Ste 
900,  Bellaire,  TX  77401  (713)  665-7500 

Feb  1 1-15, 1991 

Genitourinary  Radiologic  Imaging. 
L9earborn,  Mich.  Contact  American 
Urological  Association,  Inc,  Office  of 
F’ducation,  6750  W Eoop  South,  Ste 
900,  Bellaire,  TX  77401  (713)  665-7500 

Feb  18-22,  1991 

Female  Urology.  Cancun,  Mexico. 
Category  1,  AMA/PRA;  16  hrs.  Contact 
American  Urological  Association,  Inc, 
Office  of  Education,  6750  W Eoop 
South,  Ste  900,  Bellaire,  TX  77401 
(713) 665-7500 

March 

General  Practice 

Mar  2,  1991 

Pulmonary  Disease  Update.  Dallas.  Cat- 
egory 1,  AMA/PRA;  7 hrs.  Contact 
Office  of  Continuing  Medical  Education, 
St  Paul  Medical  Center,  5909  Harry 
Hines  Blvd,  Dallas,  TX  75235  (214) 
879-3789 

Mar  9,  1991 

Critical  Issues  in  Acute  Care.  Houston. 
Contact,  Baylor  College  of  Medicine, 
Office  of  Continuing  Education,  One 
Baylor  Plaza,  Houston,  TX  77030  (713) 
798-6020 

Mar  16,  1991 

Cancer  Update  1991.  San  Antonio,  Tex. 
Contact  Dept  of  Education,  Baptist 
Memorial  Hospital  System,  111  Dallas 
St,  San  Antonio,  TX  78205  (512)  222- 
8431, ext  5435 


Mar  16,  1991 

Geriatrics  for  the  Primary  Care  Physi- 
cian. Dallas.  Category  1,  AMA/PRA;  7 
hrs.  Contact  Office  of  Continuing  Medi- 
cal Education,  St  Paul  Medical  Center, 
5909  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214)  879-3789 

Infectious  Diseases 

Mar  15-17,  1991 

Office  Management  of  Infectious  Dis- 
eases. Destin,  Fla.  Contact  Southern 
Medical  Association,  35  Lakeshore  Dr, 
PO  Box  190088,  Birmingham,  AL 
35219-0088  (1-800) 423-4992 

Mar  17,  1991 

Future  Considerations  in  Anti-Retrovi- 
ral Therapy.  Houston.  Category  1, 
AMA/PRA;  2 hrs.  Contact  Baylor  Col- 
lege of  Medicine,  Office  of  Continuing 
Education,  One  Baylor  Plaza,  Houston, 
TX  77030  (713)  798-6020 

Obstetrics  and  Gynecology 

Mar  11-12,  1991 

Advances  in  Obstetrics  and  Gynecology 
Midwifery  Section.  Houston.  Contact 
Baylor  College  of  Medicine,  Office  of 
Continuing  Education,  One  Baylor 
Plaza,  Houston,  TX  77030  (713) 
798-6020 

Ophthalmology 

Mar  15-17,  1991 

The  Cullen  Eye  Course.  Houston.  Con- 
tact Baylor  College  of  Medicine,  Office 
of  Continuing  Education,  One  Baylor 
Plaza,  Houston,  TX  77030  (713)  798- 
6020 

Physical  Medicine  and  Rehabilitation 

Mar  11-12,  1991 

Comprehensive  Review  Course  in  Physi- 
cal Medicine  and  Rehabilitation.  Hous- 
ton. Fee  $450.  Contact  Baylor  College 
of  Medicine,  Office  of  Continuing  Edu- 
cation, One  Baylor  Plaza,  Houston,  TX 
77030  (713)  798-6020 
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Pediatrics 

Mar  1-3,  1991 

Neonatal  Pediatric  Pulmonary  Function 
Testing.  Orlando,  Fla.  Conract  Presbyte- 
rian Healthcare  System,  Office  of  Con- 
tinuing Eduction,  8200  Walnut  Hill  En, 
Dallas,  TX  75231  (214)  696-8458 

Mar  22-24,  1991 

Pediatrics  for  the  Practitioner.  San 

Antonio,  Tex.  Category  1,  AMA/PRA; 

15  hrs.  Contact  The  University  of  Texas 
Health  Science  Center,  Office  of  Contin- 
uing Medical  Education,  7703  Eloyd 
Curl  Dr,  San  Antonio,  TX  78284  (512) 
567-4444 

Plastic  Surgery 

Mar  9-11,  1990 

Texas  Rhinoplasty  Symposium.  Dallas. 
Contact  Office  of  Continuing  Education, 
The  University  of  Texas  Southwestern 
Medical  Center,  5323  Harry  Hines  Blvd, 
Dallas,  TX  75235  (214)  688-2166 

Psychiatry 

Mar  1-3,  1991 

Harvard  Medical  School  Psychopharma- 
cology 1991.  Austin,  Tex.  Category  1, 
AMA/PRA;  19  hrs.  Contact  John  Car- 
rick,  MD,  3215  Steck  #100,  Austin,  TX 
78758  (512)  458-9253 

Mar  2,  1991 

Geriatric  Psychiatry  Review.  Dallas. 
Contact  Office  of  Continuing  Education, 
The  University  of  Texas  Southwestern 
Medical  Center,  5323  Harry  Hines  Blvd, 
Dallas,  TX  75235  (214)  688-2166 

Mar  7-10,  1991 

Psychiatric  Update  Conference  for 
Physicians.  Whistler,  British  Columbia. 
Category  1,  AMA/PRA;  20  hrs.  Contact 
Dr  Alan  Buchanan,  102-180  W Broad- 
way, Vancouver,  BC  V5Z  4C9  (604) 
922-3570 


Radiology 

Mar  13-15,  1991 

State  & JCAHO  Regulations  for  Equip- 
ment Performance  & Radiation  Expo- 
sure. San  Antonio.  Category  1, 
AMA/PRA;  20  hrs.  Contact  The  Univer- 
sity of  Texas  Health  Science  Center, 
Ofhce  of  Continuing  Medical  Education, 
7703  Eloyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)  567-4444 

Mar  14-16,  1991 
Diagnostic  Radiology  Update. 

San  Antonio.  Category  1,  AMA/PRA; 

18  hrs.  Contact  The  University  of  Texas 
Health  Science  Center,  Office  of  Contin- 
uing Medical  Education,  7703  Floyd 
Curl  Dr,  San  Antonio,  TX  78284  (512) 
567-4444 

Urology 

Mar  8-10,  1991 

Ultrasonography  in  Urology.  San  Anto- 
nio, Tex.  Category  1,  AMA/PRA;  16 
hrs.  Contact  American  Urological  Asso- 
ciation, Inc,  Office  of  Education,  6750 
W Eoop  South,  Ste  900,  Bellaire,  TX 
77401  (713)  665-7500 

Mar  22-24,  1991 
Infertility.  Chicago.  Category  1, 
AMA/PRA;  16  hrs.  Contact  American 
Urological  Association,  Inc,  Office  of 
Education,  6750  W Eoop  South,  Ste 
900,  Bellaire,  TX  77401  (713)  665-7500 

Video  Programs  for  CME  Credit 

American  Medical 
Television 

American  Medical  Television  is  shown 
every  Sunday  10  am-12  Noon  EST  on 
the  Discovery  Channel.  Instructions  for 
obtaining  Category  1 credit  are  provided 
during  the  programming.  Contact 
Melissa  Shear,  American  Medical  Asso- 
ciation, Division  of  Communications 
and  Radio,  Television  and  Film  Services, 


5 1 2 N State  St,  Chicago,  IE  606 10(312) 
464-4420.  AMA  Video  Clinic  tapes  are 
available  on  loan  from  the  Texas  Medi- 
cal Association  Eibrary.  Contact  Car- 
olyn Thompson,  TMA  Eibrary,  1801  N 
Lamar  Blvd,  Austin,  TX  78701  (512) 
477-6704,  ext  195 

December  2,  1990 
10  am- 10:30  am:  Medical  Rounds 
10:30  am-1 1:30  am:  Managing  Hyperc- 
holesteremia, Evolving  Issues  and  Cur- 
rent Data,  Part  1 

1 l:30-noon:  Milestones  in  Medicine 

December  9,  1 990 
10  am- 10:30  am:  Medical  Rounds 
10:30  am-1 1:30  am:  Managing  Hyperc- 
holesteremia, Evolving  Issues  and  Cur- 
rent Data,  Part  2 

I 1:30  am-12  noon:  Milestones  in 
Medicine 

December  16,  1990 
10  am-1 0:30  am:  Medical  Rounds 
10:30  am-1  1 am:  The  Role  of  Beta 
Blockers  in  Acute  Ml 

I I am-1 1:30  am:  NSAIDS  in  the  Treat- 
ment of  Osteoarthritis 

1 1:30  am-12  noon:  Prenatal  Nutrition 

December  23,  1990 

10  am- 10:30  am:  Medical  Rounds 

10:30  am-1 1:30  am:  The  Role  of  Beta 

Blockers  in  Acute  Ml 

1 1:30  am-12  noon:  Practical  Medicine 

December  30,  1990 
10  am-1 0:30  am:  Medical  Rounds 
10:30  am-1 1:30  am:  STD/HIV  Risk 
Assessment,  Diagnosis  and  Treatment 
1 1:30  am-12  noon:  Practical  Medicine 
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CME  / Continuing  Education  Directory 


Teleconference 
Network  of  Texas 

For  information  on  programming 
offered  through  the  Teleconference  Net- 
work of  Texas  contact  Teresa  Saad,  The 
University  of  Texas  Health  Sciences  Cen- 
ter, 7703  Floyd  Curl  Dr,  San  Antonio, 
TX  78284-7978  (512)  567-2700. 

December-February 

Dec  6,  1990 

Risk  Reduction:  New  Approaches,  Part 
//.  Category  1,  AMA/PRA;  1 hr. 

Dec  20,  1990 

Evaluation  and  Management  of  the 
AIDS  Patient,  Part  I.  Category  1, 
AMA/PRA;  1 hr. 

Jan  3,  1991 

Evaluation  and  Management  of  the 
AIDS  Patient,  Part  II.  Category  1, 
AMA/PRA;  1 hr. 

Jan  17,  1991 

Upper  Respiratory  Tract  Infections.  Cat- 
egory 1,  AMA/PRA;  1 hr. 

Feb  7,  1991 

Urinary  Tract  Infections.  Category  1, 
AMA/PRA;  1 hr. 


Practice  Management 
Workshops 

The  following  workshops  and  seminars 
are  sponsored  by  the  Texas  Medical 
Association.  For  further  information, 
contact  the  TMA  Department  of  Prac- 
tice Management  Services,  1801  N 
Famar  Blvd,  Austin,  TX  78701  (512) 
477-6704,  ext  350. 

December 

How  to  Run  a More  Profitable  Practice 

Dec  6,  1990,  Dallas 

Dec  7,  1990,  Austin 

Dec  11,  1990,  Houston 

Dec  12,  1990,  San  Antonio 

Calendar  of  Meetings 

•Denotes  Texas  meeting 

December 

Dec  2-5,  1990,  Orlando,  Fla 
American  Medical  Association  House  of 
Delegates  Interim  Session 
Contact  AMA,  515  N State  St,  Chicago, 
IF  60610  (312)  464-5000 

Dec  1-6,  1990,  Atlanta 
American  Academy  of  Dermatology 
Annual  Meeting 

Contact  AAD,  1567  Maple  Ave,  PO  Box 
31 16,  Evanston,  IF  60204-31 16  (312) 
869-3954 

January 

Jan  20-25,  1991,  Breckenridge,  Colo 
Texas  Academy  of  Eamily  Physicians 
Winter  Symposium 

Contact  TAFP,  8733  Shoal  Creek  Blvd, 
Austin,  TX  78766  (512)  451-8237 

•Jan  24-27,  1991,  San  Antonio,  Tex 
Texas  Society  of  Pathologists  Annual 
Meeting 

Contact  Nancy  Swinney,  TSP,  1801  N 
Famar  Blvd,  Austin,  TX  78701  (512) 
477-6704,  ext  241 


February 

Feb  17-20,  1991,  San  Francisco 
Society  of  Thoracic  Surgeons 
Contact  STS,  HIE  Wacker  Dr, 

Chicago,  IF  60601  (312)  644-6610 

March 

Mar  1-6,  1991,  San  Francisco 
American  Academy  of  Allergy  and 
Immunology  Annual  Meeting 
Contact  AAAI,  61 1 E Wells  St,  Milwau- 
kee, WI  53202  (414)  272-6071 

Mar  1-3,  1991,  Austin,  Tex 

•Texas  Medical  Association  1991  Winter 
Leadership  Conference 

Contact  Jon  Hornaday,  TMA,  1801  N 
Famar  Blvd,  Austin,  TX  78701  (512) 
477-6794 

Mar  3-7,  1991,  Atlanta 

American  College  of  Cardiology  Annual 

Meeting 

Contact  ACC,  9111  Old  Georgetown 
Rd,  Bethesda,  MD  29814  (301)  897- 
5400 

•Mar  13-15,  1991,  San  Antonio,  Tex 
American  Society  for  Clinical  Pharma- 
cology and  Therapeutics 
Contact  ASCPT,  1718  Gallagher  Rd, 
Norristown,  PA  19401-2800  (215)  825- 
3838 

Mar  25-28,  1991,  Maui,  HI 
American  College  of  Emergency  Physi- 
cians Winter  Symposium 
Contact  American  College  of  Emergency 
Physicians,  PO  Box  619911,  Dallas,  TX 
75261-9911  (1-800)  798-1822  or  (214) 
550-0911 
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PUT  YOUR 
MEDICAL 
CAREER  IN 
FLIGHT. 

Discover  the  thrill  of  fly- 
ing, the  end  of  office 
overhead  and  the  enjoy- 
ment of  a general  prac- 
tice as  an  Air  Force  flight 
surgeon.  Talk  to  an  Air 
Force  medical  program 
manager  about  the 
tremendous  benefits  of 
being  an  Air  Force  medi- 
cal officer: 

• Quality  lifestyle,  quali- 
ty practice 

• 30  days  vacation  with 
pay  per  year 

• Support  of  skilled 
professionals 

• Non-contributing 
retirement  plan  if 
qualified 

Discover  how  to  take 
flight  as  an  Air  Force 
flight  surgeon.  Talk  to 
the  Air  Force  medical 
team  today.  Call 


USAF  Health  Professions 
“STAT” 

1-800-423-USAF 


Letters 


Where  are  tomorrow’s 
scientists? 

The  article  entitled  “Where  are 
tomorrow’s  scientists?”  in  Texas 
Medicine  [September  1990,  p 40] 
highlights  some  of  the  problems 
with  education  in  Texas  and  the 
United  States.  I feel  that  two  major 
points  need  to  be  emphasized  re- 
garding the  education  of  the  students: 

1.  The  unprecedented  publicity 
given  to  popular  sporting  figures 
encourages  youth  to  pursue 
careers  without  any  education  or 
foundation.  The  lure  of  large 
financial  rewards  and  public 
adulation  are  stronger  incentives 
than  obtaining  a good  education. 
Our  society  needs  to  change  the 
emphasis  from  sporting  accolades 
to  the  importance  of  rewarding  a 
good  education. 

2.  The  unprecedented  amount  of  lit- 
igation against  scientists  of  all 
backgrounds  is  another  deterrent 
for  our  young  people  to  pursue 
careers  in  medicine  and  other 
highly  specialized  scientific  careers. 
It  would  behoove  us  well  to  have 
the  lawmakers  take  a long,  hard 
look  at  changing  the  climate 
where  frivolous  lawsuits  are 
rewarding  the  plaintiff  with  large 
amounts  of  money.  Once  this 
occurs  the  scientific  community 
may  once  again  be  able  to  recruit 
quality  people. 

Frank  A.  Gottschalk,  MD 

Associate  Professor,  Orthopaedic  Surgery, 
Southwestern  Medical  School,  5323  Harry 
Hines  Blvd,  Dallas,  TX  75235-8833. 


Where  are  the  science 
articles? 

An  article  in  your  September  1990 
issue  Ip  40|  speaks  to  a vital  concern: 
“Where  are  tomorrow’s  scientists?” 
However,  in  the  same  issue  of  the 
magazine  there  is  not  a single  article 
that  I consider  scientific.  You  do 
have  some  commentary  and  opinion 
pieces  from  physicians,  but  other- 
wise the  issue  is  devoted  to  sections 
on  “Legislative  Affairs,”  “Law,” 
“Medical  Economics,”  et  cetera. 

The  article  about  the  survey  of 
West  Texas  teenagers  and  AIDS 
jp  74]  is  interesting,  but  it  is  a sur- 
vey. Where  is  the  hard  science  — 
chemistry,  physics,  mathematics?  In 
your  old  format  you  published 
numerous  scientific  articles,  case 
reports,  and  restrained  commentary. 

Another  observation  — I count 
four  JD’s  as  authors  of  articles 
(including  one  MD,  JD)  but  only 
three  MD’s  as  authors  of  articles. 
What  need  is  there  for  a science 
background? 

Howard  H.  Haysotn,  MD 

2403  Caroline,  Houston,  TX  77004. 


Gun  control  bills  not  enough 

An  article,  “Firearms  Legislation 
Serves  as  a ‘Good  Start,”’  in  your 
August  1990  issue  [p  65]  reports  on 
the  AMA’s  support  of  federal  legisla- 
tion that  would  require  a 7-day 
waiting  period  before  handguns  or 
other  firearms  could  be  purchased. 
As  a physician,  pediatrician,  and 
gun  owner  I am  concerned  about  the 
AMA’s  misguided  notions  about 


handgun  waiting  periods.  As  physi- 
cians, we  must  be  concerned  not 
only  about  protection  from  guns, 
but  also  about  crime  prevention. 

The  proliferation  of  handguns  is  a 
complicated  problem  that  requires  a 
comprehensive  solution. 

Handgun  waiting  periods  have 
been  tried  for  many  years  in  various 
places,  including  California,  Wash- 
ington, DC,  and,  recently,  Mary- 
land. All  of  these  locations  have 
noted  increased  crime  rates  despite 
the  waiting  periods. 

Without  efficient  enforcement  of 
current  laws,  waiting  periods  will 
not  serve  as  good  deterrents  to 
crime.  Statistics  show  that  most 
crime  with  guns  involves  stolen 
handguns,  not  guns  purchased 
legally  by  law-abiding  citizens. 

I hope  physicians  will  encourage 
crime  enforcement  bills,  and  support 
organizations  that  encourage  coop- 
eration between  citizens  and  law 
enforcement  officials  and  that 
encourage  personal  responsibility 
within  neighborhoods.  I hope  each 
of  us  recognizes  that  gun  control 
bills  do  not  deal  with  the  primary 
problem,  which  is  crime  prevention 
and  control. 

Scott  T.  Schams,  MD 

1038  B.  Garner  Field  Road,  Uvalde,  TX  78801. 
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Letters 


Getting  into  trouble  I 

“Why  did  you  wait  so  long  to  ask  ; 

for  help?”  we  ask  the  people  closest  i 
to  impaired  physicians. 

And,  usually  they  say,  “Because  I j 
didn’t  want  to  get  the  doctor  into  ; 

trouble.”  j 

They  miss  the  point.  The  doctor  : 
is  already  in  trouble.  Delay  allows  ! 

the  impairment  to  progress,  and 
possibly  avoidable  trouble  becomes 
certain.  j 

The  TMA  Physician  Health  and  | 

Rehabilitation  Committees  across 
the  state  have  mechanisms  for  offer- 
ing assistance  to  the  alcoholic, 
addicted,  or  mentally  disturbed 
physician.  If  the  process  of  addictive 
or  mental  illness  is  in  a relatively 
early  stage,  intervention  and  treat- 
ment usually  is  followed  by  reentry 
into  practice  with  few  people  know- 
ing what  happened. 

Delay  in  getting  help,  however, 
usually  means  the  doctor’s  troubles  i 

become  everybody’s  business,  and  { 

the  problems  of  reentry  are  greatly 
magnified. 

Hospital  administrators,  CEO’s, 
and  department  chairmen  demand 
details  of  his  or  her  diagnosis  and 
treatment.  And  what  are  they  sup- 
posed to  do  with  this  physician? 

Now  that  the  impairment  is  known, 
the  prevalent  inclination  is  “Fire 
him!”  It’s  interesting  that  people  feel 
that  even  though  the  physician  was 
OK  for  privileges  when  drunk  or  on 
drugs,  now  that  the  problem  is  un- 
covered the  poor  soul  must  be  fired. 

This  is  not  reasonable,  because 
after  intervention  and  treatment,  the 
physician  will  be  better  than  before 
and  of  course  should  be  allowed  to 
return  to  work.  In  order  to  satisfy 


colleagues  and  hospital  officials  that 
the  physician  can  safely  return  to 
work,  a reentry  contract  should  be 
agreed  upon  by  all  parties.  Usually 
this  contract  specifies  that  the  physi- 
cian totally  abstain  from  all  alcohol 
or  mood-altering  drugs,  have  a per- 
sonal physician,  continue  in  an 
aftercare  program,  attend  AA  or 
related  meetings  almost  daily,  and 
submit  to  urine  or  blood  screening 
as  appropriate.  If  the  previously 
impaired  physician  has  been  cooper- 
ative during  all  of  this,  the  Texas 
State  Board  of  Medical  Examiners 
(TSBME)  need  not  be  notified. 

If  the  reporting  person,  however, 
chooses  not  to  go  to  the  local  or 
TMA  committee  but  reports  instead 
to  the  TSBME,  the  story  can  become 
very  different  and  the  trouble  exces- 
sive. The  board  has  no  real  mecha- 
nism for  helping  the  impaired  physi- 
cian in  a treatment  and  reentry 
manner.  Their  job  is  testing,  licens- 
ing, investigation,  and  discipline. 
After  appropriate  investigation  and 
hearings,  if  impairment  is  evident, 
they  often  will  refer  the  physician  to 
the  local  committee  for  their  recom- 
mendations, placing  the  problem 
where  it  belonged  in  the  first  place. 
But  any  complaint  will  generate  a 
case  file,  will  be  investigated,  and 
formal  probation  demands  may  be 
instituted. 

Further,  any  disciplinary  actions 
taken  by  the  TSBME  or  any  creden- 
tialing  body  must  be  reported  to 
the  National  Data  Bank  that  began 
this  fall. 

The  public  rightly  demands  that 
the  TSBME  know  and  take  action 
when  a physician  represents  a threat 


to  himself  or  others.  But  these  physi- 
cians often  are  not  bad,  they’re  sick, 
and  to  wait  until  they  become  a 
threat  or  die  through  overdose  or 
suicide  is  not  good  medicine. 

We  owe  it  to  our  colleagues  to 
intervene  early,  even  when  evidence 
is  soft,  and  report  the  problems  to 
our  local  Physician  Health  and 
Rehabilitation  Committees  for  their 
solutions.  Most  of  these  individuals 
can  be  returned  safely  to  practice. 

Neal  H.  Gray,  MD 

Member,  TMA  Physician  Health  and 
Rehabilitation  Committee,  23854  Up 
Mountain  Rd,  San  Antonio,  TX  78255. 

Preventing  drug  abuse 

The  Texas  Commission  on  Alcohol 
and  Drug  Abuse  (TCADA)  estimates 
425,000  Texans  have  serious  drug 
problems  and  that  there  are  about  1 
million  Texans  who  are  alcoholics. 
We  also  have  earned  the  dubious 
distinction  of  being  one  of  the  nation’s 
largest  entry  sites  for  illegal  drugs. 

Even  so,  anti-drug  spending  for 
law  enforcement,  treatment,  and 
prevention  remains  a small  part  of 
state  and  federal  budgets. 

During  the  current  budget 
period,  less  than  $100  million  in 
actual  state  dollars  will  go  to  drug 
treatment  and  education.  In  1988, 
the  TCADA,  our  state’s  main  anti- 
drug agency,  spent  $1.47  per  capita, 
less  per  person  than  any  other  state, 
on  substance  abuse  programs. 

But  our  spending  in  other  areas 
relates  to  drugs:  there’s  no  doubt  in 
my  mind  that  much  of  what  we 
spend  on  crime,  medical  care,  and 
mental  health  problems  can  be 
chalked  up  to  drugs. 
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The  crime  rate  attests  to  the 
severity  of  the  illegal  drug  problem 
our  state  faces.  Drug-related 
caseloads  in  state  district  courts 
have  increased  268%  since  1984, 
and  the  federal  courts  in  Texas’ 
Southern  District  handle  more  drug 
cases  than  any  other  of  the  93  fed- 
eral districts. 

The  number  of  prisoners  doing 
time  in  state  facilities  for  drug 
offenses  has  increased  by  more  than 
100%  since  1984.  A TCADA  survey 
found  that  almost  90%  of  criminals 
entering  the  prison  system  had  used 
illegal  drugs. 

Clearly,  we’d  be  better  served  by 
spending  more  money  on  drug  edu- 
cation, treatment,  and  prevention 
than  spending  it  down  the  road  for 
more  jails  to  house  drug  offenders. 

We  can  pay  now  or  we  can  pay 
later.  The  choice  is  ours. 

Bob  Bullock 

Texas  Lieutenant  Governor,  State  of  Texas, 
Austin,  TX  78774. 


Letters  may  be  published  at  the  discretion  of 
the  managing  editor  and  editorial  advisors. 
Letters  submitted  for  publication  must  be 
typed  and  must  not  exceed  400  words  in 
length.  A few  references,  preferably  less  than 
five,  may  be  included.  All  letters  are  subject 
to  editing  and  abridgment.  Letters  represent 
the  opinions  of  the  authors  and  do  not 
necessarily  reflect  the  policies  of  the  Texas 
Medical  Association. 


Wear  Your  Heart 
on  Your  Lapel 


New  from  the  TMA  Auxiliary, 
these  enameled  lapel  pins  display 
the  'Texas  Medicine  Cares" 
message  to  patients,  staff,  col- 
leagues, and  your  community. 

Attractive  enough  to  wear  every 
day,  the  pins  are  3/4"  high  and 
produced  in  red  and  wWte 
enamel  on  gold.  Cost  is  $3/ea. 

You  care.  Texas  Medicine  Cares. 
Now  you  can  wear  your  message 
on  your  lapel. 


Order  Form: 

Please  send 

"Texas  Medicine  Cares"  pins 
@ $3/each Total  $ 

Send  to: 

Name 


Address 


City/Zip 


Send  form  and  check  to: 

Lapel  Pins 

Texas  Medical  Association 
Auxihary 

1801  North  Lamar,  Austin  78701 

Make  check  to  TMA  Auxiliary. 
Price  includes  tax  and  shipping. 


Integrated  Medical  System 


Sales  • Installation  • Training  • SuppcHl; 
Medical  Office  Management  Software 


Claimstronic  Software 

Patient  information  • Claims  • State- 
ments • A/R  • Reports  • Multi-com- 
pany • Multi-doctor  • Electronic 
Claims  • Graphs/Charts  • Word  Proc- 
essor. 


Billing  Service  (DFW  Area) 

Full  Service  • Fax  machine  provided 
Answer  patients  and  insurance  com- 
panies inquiries  • Statements  • Follow 
up  on  claims  • All  reports  • Monthly 
meetings 


2225  KRandol  Mitt 
Suite  305 

Arlington,  TX  76011 
(817)  640-9860 
FAX  (817)  649-3383 


NOW  AVAILABLE 
FROM  THE  PUBLISHER 

MAY 
OWEN 

M.D. 

An  Authorized 
Biography 

By  Ted  Stafford 

Published  in  cooperation  with  the 
May  Owen  Irrevocable  Trust  and 
the  Texas  Medieal  Association.  A 
moving  account  of  Dr.  May  Owen 
— first  woman  president  of  TMA  — 
and  her  life-long  service  to  the  medi- 
cal profession  and  to  humanity. 

$9037 

Includes  shipping  and 

Texas  sales  tax. 

CALL  TOLL  FREE  / 1-800-926-9016 

EAKIN  PRESS 
P.O.  Box  90159  / Austin,  TX  78709-0159 
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I his  physicians  services  go  beyond  the 
examining  room.  He  operates  a clinical  labora- 
tory as  part  of  his  office  that  helps  him  provide 
quality  care  to  his  patients.  Now  thanks  to  the 
AMA,  he  can  continue  to  do  so. 

A provision  of  the  1987  Omnibus  Budget 
Reconciliation  Act,  scheduled  to  take  effect  on 
January  1, 1990,  imposes  such  rigid  laboratory 
requirements  on  small  labs  in  physicians’  offices 
that  most  of  these  offices  would  be  forced  to  close 
their  labs.  Patients  and  physicians  would  no  longer 
benefit  from  the  timely  and  convenient  testing 
these  labs  provide. 

While  the  AMA  has  always  supported  the  goal 
of  improved  quality  control,  we  are  concerned 
that  this  Act’s  restrictions  could  seriously  reduce 
patient  access  to  valuable  medical  services.  That’s 


why  we  helped  develop  and  shape  the  Clinical 
Laboratory  Improvement  Amendments  of  1988, 
which  set  appropriate  laboratory  safeguards  with 
minimal  federal  involvement,  and  why  we  were 
instrumental  in  their  passage.  Through  our  support 
of  this  legislation,  the  AMA  has  helped  to  ensure 
quality  lab  work  without  closing  the  100,000 
physician  office  laboratories  across  the  country. 

We  didn’t  do  it  alone.  The  support  of  our  entire 
membership  gave  us  the  strength  to  accomplish 
our  goal  and  keep  physician  labs  accessible  to 
our  patients. 

Our  members  make  a difference. 

If  you’re  already  a membei;  we  need  your 
continued  support.  If  you’re  not.  JOIN  TODAY. 
Call  1-800- AMA-1452 


In  most  cases,  medical  association  dues  may  be  deductible  as  professional  or  business  expenses. 

Dues  and  other  contributions  to  the  AMA  are  not  deductible  as  charitable  contributions  for  Federal  income  tax  purposes. 
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